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★ Nof  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team.  WeTI  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  quality. 

★ It  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 


Want  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


USAF  HEALTH  PROFESSIONS 

1 >800-423- USAF 
TOLL  FREE 
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and 

Bellevue  Hospital  Center 


22  Week  Emergency 
Medicine 
Board  Review 
Tuesdays 
4:30-7:30  PM 


Designed  to  enable  registrants  to  review  essential 
material  in  preparation  for  the  WRITTEN  PORTION 
(Part  1)  of  the  EM  BOARD  CERTIFICATION  EXAM. 
The  ACEP  Comprehensive  Study  Guide  will  be  used 
by  faculty  as  the  basis  for  lecture  outline  content. 

Also,  arrangements  can  be  made  for  each  registrant 
to  take  a TWO-HOUR  " 1-ON-l  PATIENT  MANAGE- 
MENT ENCOUNTER  SESSION  " that  simulates  & 
prepares  them  for  the  ORAL  PORTION  (Part  II)  of  the 
BOARD  EXAM. 


Accreditation 

60  AMA  Cat.  1 Credit  Hrs.  Tuition  $1575 

Approved  for  60  Hrs.  ACEP  Credit 

Info,  available  on  upcoming  courses  & tutorial: 
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Still  the  right  choice  for 
professional  liability  insurance 
when  you  consider  all  the  facts. 


on  the  basis  of  claims  - 
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■ informative  Newsletter 
And  more  • • • 


For  more  information  and  an  application,  contact  Medical  Liability  Mutual  Insurance  Company  at: 

MLMIC  MLMIC 

250  Harrison  St.  2 Park  Ave. 

Syracuse,  NY  13202  New  York,  NY  10016 

(31 5)  428-1 188  (21 2)  576-9800 
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Dear 

Doctor, 

Have  you  examined 
your  billing  practices 
lately  and  diagnosed 
difficulties  in  collecting 
for  services  rendered? 


To  cure  these  ailments  does  not  require  purchasing 
an  expensive  computer,  hiring  computer  personnel, 
or  a staff  to  handle  billing  only. 

The  remedy  is  quite  simple  and  economical  . . . 
it’s  Double  "E"  Enterprises  of  New  York. 

We  have  30  years’  experience  servicing  the  medical 
profession  in  all  aspects  of  carrier  billing  including 
Medicare,  Medicaid,  Blue  Cross/Blue  Shield,  Work- 
men’s Compensation,  and  other  commercial  carriers. 
We  provide  toll  Free  "HELP"  lines  for  all  patient 
contact  for  billing  through  our  billing  representatives. 
We  handle  all  phases  of  self-pay  including  insurance 
forms  for  patients  to  recover  payments  from  supple- 
mental sources,  refunds,  progressive  billing  severity, 
and  collection  procedures  in  accordance  with  your 
guidelines.  Funds  are  deposited  to  your  account 
which  is  under  your  control  at  all  times. 

We  offer  comprehensive  fee-for-service  and  pro- 
fessional component  billing  to  physicians  in  New  York 
and  Massachusetts.  We  are  on  direct  tape-to-tape 
basis  with  the  major  carriers  to  facilitate  settlement 
of  claims  in  the  shortest  time  possible. 

Double  "E"  Enterprises  provides  you  regularly  with 
complete  reports  on  such  items  as  sales  breakdowns 
by  carrier  or  class,  patient  balances,  weekly  billings, 
refunds,  and  other  important  account  information. 


CALL  1-800-457-7710  TODAY 
FOR  OUR  BROCHURE  AND/OR 
A NO-OBLIGATION  CONSULTATION 


Double  "E"  Enterprises 
of  New  York,  Inc. 

Cross  County  Office  Building,  Suite  712 
6 Xavier  Drive,  Yonkers,  New  York  10704 
Telephone:  (914)  969-1300 
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Classified 

Advertising 


PHYSICIANS  WANTED 


PSYCHOLOGIST/PSYCHIATRIST  CONSUL- 
TANTS: New  York  City  Police  Department  is 
seeking  psychologist/psychiatrist  consultants 
to  review  police  officer  candidates  evaluations 
and/or  conduct  fitness-for-duty  evaluation  of 
police  personnel.  Hours  and  salary  vary  de- 
pending on  type  of  evaluation  and  experience. 
Applicants  must  possess  the  following  minimum 
requirements:  (1)  Doctorate  in  clinical,  coun- 
seling, or  school  psychology,  five  years  post-de- 
gree experience,  and  New  York  State  license  or: 
(2)  Board  certification  in  psychiatry  plus  five 
years  of  post-residency  experience.  In  addi- 
tion; it  is  desirable  for  applicants  to  have  experi- 
ence dealing  with  law  enforcement  issues  and 
supervising  others.  Applications  may  be  ob- 
tained from:  N.Y.P.D..  Health  Services  Divi- 

sion, One  Lefrak  City  Plaza,  Corona.  NY  1 1368. 
or  call  (718)  803-4564.  All  applications  must 
be  received  by  3PM,  January  31,  1989. 
N.Y.P.D.  is  an  Equal  Opportunity  Employer. 

RADIOLOGISTS— The  New  York  City  Police  De- 
partment is  accepting  contract  proposals  from 
Board  Certified  Radiologists  to  serve  as  consul- 
tants. Radiologists  will  read  and  evaluate  X- 
Rays.  Board  Certified  Radiologists  may  re- 
quest applications  from  The  New  York  City 
Police  Department,  Health  Services  Division, 
One  Lefrak  City  Plaza,  Corona,  New  York 
1 1 368  or  call  (7 1 8)  803-4564.  All  contract  pro- 
posals must  be  received  by  3PM,  January  31, 
1989  at  the  above  address.  New  York  City  is 
an  Equal  Opportunity  Employer. 

EMERGENCY  PHYSICIANS:  Physician  owned 

and  operated  group  seeks  physicians  Board 
Certified/Eligible  in  Emergency  Medicine  or  a 
Primary  Care  specialty  with  ED  experience  to 
staff  Emergency  Departments  in  New  York 
State  ACLS  & ATLS  Certification  necessary. 
Excellent  compensation  with  superior  malprac- 
tice insurance  provided  Respond  with  C.V.  to 
Michelle  Parks,  Emergency  Medical  Services 
Associates,  EMSA,  100  N.W  70th  Avenue, 
Plantation,  FL,  33317;  or  call  1-800-443-3672. 

INTERNIST  BE/BC:  North  Shore  Internal  Medi- 
cine, PC  is  seeking  an  energetic  general  inter- 
nist to  enjoy  the  benefits  of  a rapidly  expanding 
practice.  New  office  close  to  hospital.  Michi- 
gan State  Medical  School  Campus.  Send  re- 
sume to  2420  First  Avenue  South.  Escanaba. 
Ml  49829  (906)  786-1563. 

PHYSICIANS — Provider  Placement  Services  spe- 
cializes in  the  relocation  of  physicians  through- 
out the  U S.,  with  special  emphasis  in  the  south- 
east. Currently,  we  have  several  hospitals/ 
clinics/groups  with  openings.  All  fees  paid  by 
employer.  All  inquiries  kept  in  strict  confi- 
dence. No  obligation.  Send  C.V. /Resume  to: 
PPS,  Attn:  Mr.  Scott.  2221  University  Blvd., 
W..  Jacksonville.  FL  32217,  or  call  toll  free 
1-800-848-8772. 

THERE’S  A JOB  FOR  YOU  IN  A SUMMER 
CAMP — Physicians  needed  for  300  camps  in 
the  Northeast.  Contact  the  American  Camping 
Association,  43  West  23  St,  Dept.  (JM),  N.Y., 
N.Y.  10010,  1-800-777-CAMP. 
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from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin  provides  exceptional 

patient  acceptance - 

700  million  doses  in  ten  years . 


,V>Hf 


TEN  YEARS  OF  PATIENT  ACCEPTANCE 


projected 


♦ In  ten  years  of  clinical  experience,  nausea, 
sedation  or  constipation  have  rarely  been 
reported.1 

. ..and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine. 

In  one  study, 10  mg  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg  of  codeine.2 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting painreliefthan60mg 
of  codeine.3 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every  4 to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 

24  hOUrs).  1 Data  on  file,  Knoll  Pharmaceuticals 

2.  Hopkinson  JH  III.  Curr  Ther  Res  24:503-51.6,  1978 

3.  Beaver  WT.  Arch  Intern  Med , 141 :293-300,  1981. 


hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit 
forming)  and  acetaminophen  500  mg 


The  original  hydrocodone  anaige. 


Please  see  adjacent  page  for  brief  summary  of  prescribing  information. 


* i/fcodiriL- 

(hydfocodone  bitorifoie  5 mg  (Worning  Moy  be  hdbit  lormingl 
and  acetaminophen  500  mg) 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 

Allergic-Type  Reaction:  VICODIN  contains  sodium  metabisulfite,  a sulfite  that 
may  cause  allergic-type  reactions  including  anaphylactic  symptoms  and  life- 
threatenmq  or  less  severe  asthmatic  episodes  in  certain  susceptible  people. 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknown  and  probably  low.  Sulfite  sensitivity  is  seen  more  frequently  in  asth- 
matic than  non-asthmatic  people 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  respiratory  centers  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  periodic  breathing  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride,  (see  ADVERSE  REACTIONS  Respiratory  Depression) 
Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant 
effects  of  narcotic  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracra- 
nial lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore, 
narcotic  produce  adverse  reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  of  narcotic  may  obscure 
the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  As  with  any  narcotic  analgesic  agent,  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
prostatic  hypertrophy  or  urethral  stricture.  The  usual  precautions  should  be 
observed  and  the  possibility  of  respiratory  depression  should  be  kept  in  mind 
Information  for  Patients:  VICODIN,  like  all  narcotic,  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  of  potentially  hazard- 
ous tasks  such  as  driving  a car  or  operating  machinery,  patients  should  be 
cautioned  accordingly 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  as  with  all  narcotic, 
caution  should  De  exercised  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesic,  antipsychotic, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  additive  CNS  depression  When  combined 
therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced. 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone 
The  concurrent  use  of  anticholinergic  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose 
There  are  no  adequate  and  well -control led  studies  in  pregnant  women 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  risk  to  the  fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawal  signs 
include  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  increased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever  The 
intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of 
material  opioid  use  or  dose  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal  Chlorpromazme  0 7 to  1.0  mg/kq  q6h,  and  paregoric  2 
to  4 drops/kg  a4h,  have  been  used  to  treat  withdrawal  symptoms  in  infants. 
The  duration  of  therapy  is  4 to  28  days,  with  the  dosage  decreased  as  tolerated 
Labor  and  Delivery:  As  with  all  narcotic,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respiratory 
depression  in  tne  newborn,  especially  if  higher  doses  are  used 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk 
Because  many  drugs  are  excreted  in  human  milk  and  because  of  the  potential 
for  serious  adverse  reactions  in  nursing  infants  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psychic  dependence,  mood  changes 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur,  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azmes  are  useful  in  suppressing  these  effects,  however,  some  phenothiazme 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 
required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation 

Genitounnary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported 
Respiratory  Depression:  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the 
severity  of  the  pain  and  the  response  of  the  patient  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  incidence  of  untoward 
effects  is  dose  related 

The  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain  The  total  24  hour  dose  should  not  exceed  8 tablets 

Revised  June,  1987 
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MEETINGS  AND 
LECTURES 


The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 


FEBRUARY  1989 
AROUND  THE  STATE 


EAST  MEADOW 

Feb  16.  Current  Issues  in  TB:  A Long 
Island  Focus.  3 Cat  I Credits.  Nassau 
County  Medical  Center.  Contact:  Dr 
Ian  Newmark,  175  Jericho  Tpke,  Syos- 
set,  NY  11791.  Tel:  (516)  496-7900. 

MANHATTAN 

Feb  2.  Myocardial  Disease — 1989.  2 
Cat  I Credits.  Helmsley  Hotel.  Con- 
tact: New  York  Cardiological  Society, 
Inc,  84  Grove  St,  Suite  2,  New  York, 
NY  10014.  Tel:  (212)  924-5346. 


AROUND  THE  NATION 


ARIZONA 

Feb  18-20.  Sixth  Annual  Mohs  Micro- 
graphic Surgery  Conference  of  the  Skin 
Care  Foundation.  Wyndham  Paradise 
Valley  Resort,  Scottsdale.  Contact: 
Mitzi  Moulds,  Executive  Director,  The 
Skin  Care  Foundation,  245  Fifth  Ave, 
Suite  2402,  New  York,  NY  10016.  Tel: 
(212)  725-5176. 

CALIFORNIA 

Feb  10-12.  Current  Concepts  in  Pediat- 
ric Medicine.  1 8 Cat  I Credits.  San  Die- 
go Marriott  and  Marina,  San  Diego. 
Contact:  CME  Registration,  American 
Academy  of  Pediatrics,  PO  Box  927, 
Elk  Grove  Village,  IL  60009-0927.  Tel: 
(312)  981-7884. 

Feb  15-17 . Recent  Advances  in  Neurol- 
ogy. 15  V2  Cat  I Credits.  Fairmont  Ho- 
tel, San  Francisco.  Feb  17-18.  Ad- 
vances in  Skin  Cancer  Management:  A 
Multispecialty  Approach.  10  Cat  I 
Credits.  Ramada  Renaissance  Hotel, 
San  Francisco.  Contact:  Extended  Pro- 


grams in  Medical  Education,  Universi- 
ty of  California,  Room  U-569,  San 
Francisco,  CA  94143-0742.  Tel:  (415) 
476-4251. 

Feb  23-25.  Advanced  Seminars  in  Diag- 
nostic Imaging.  Town  and  Country  Ho- 
tel, San  Diego.  Feb  24-26.  Advanced 
Seminars  in  Diagnostic  Imaging.  Ritz- 
Carlton  Hotel,  Rancho  Mirage  (Palm 
Springs).  18  Cat  I Credits.  Contact: 
Dawne  Ryals,  Ryals  & Associates,  PO 
Box  1925,  Roswell,  GA  30077-1925. 
Tel:  (404)  641-9773. 

DISTRICT  OF  COLUMBIA 

Feb  3-5.  Advanced  Trauma  Life  Sup- 
port Instructor  Course.  26  Cat  I Cred- 
its. Washington.  Contact:  Delia  Soto, 
Georgetown  University  Hospital,  3800 
Reservoir  Rd,  NW,  Washington,  DC 
20007.  Tel:  (202)  784-2074. 

FLORIDA 

Feb  3-5.  Drugs  for  the  ’90’s:  An  Update 
on  Drug  Therapy.  1 4 Cat  I Credits.  Col- 
ony Beach  Resort,  Longboat  Key.  Con- 
tact: Thelma  Bassett,  University  of  Mi- 
ami South  Campus,  12500  SW  152nd 
St,  Miami,  FL  33177.  Tel:  (305)  284- 
7350. 

Feb  5-8.  American  Society  for  Paren- 
teral & Enteral  Nutrition’s  13th  Clinical 
Congress.  Fontainebleau  Hilton,  Mi- 
ami Beach.  Contact:  American  Society 
for  Parenteral  & Enteral  Nutrition, 
8605  Cameron  St,  #500,  Silver 
Spring,  MD  20910.  Tel:  (301)  587- 
6315. 

Feb  6-8.  12th  Annual  Gold  Coast  Ob/ 
Gyn  Conference:  Obstetric  and  Gyneco- 
logic Option:  Update  Ultrasound  and 
Laser  Technology.  9 Cat  I Credits. 
Good  Samaritan  Hospital,  West  Palm 
Beach.  Feb  26-28.  Vascular  Surgery- 
1989.  12  Cat  I Credits.  Palm  Beach 
Airport  Hilton,  West  Palm  Beach. 
Contact:  Laura  J.  Lyons,  CME  Coordi- 
nator, Good  Samaritan  Hospital,  PO 
Box  3166,  West  Palm  Beach,  FL 
33402.  Tel:  (407)  650-6236. 

Feb  10-12.  Workshop  in  Bedside  and 
Electrocardiographic  Diagnosis.  Roll- 
ing Hills  Golf  Resort,  Ft  Lauderdale. 
Contact:  Anne  Criss,  Rogers  Heart 
Foundation,  1 200  7th  Ave  N,  St  Peters- 
burg, FL  33705.  Tel:  (813)  894-0790. 
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Investing  is  a complicated  business  and  no  one 
knows  this  better  than  AMA  Advisers,  Inc.  We’re 
the  investment  organization  interested  in  serving 
investment  needs  nationwide  with  the  full  array 
of  mutual  funds  in  The  AMA  Group. 

We’ve  been  in  the  business  for  nearly  twenty-five 
years  and  have  successfully  managed  mutual 
funds  since  1966.  We  pride  ourselves  on  our 
money  management  expertise  and  experience. 

You  can  build  your  investment  program  around 
The  AMA  Group,  the  mutual  funds  managed  by 
AMA  Advisers.  Inc.,  designed  to  help  you  meet 
your  financial  goals  with  a broad  array  of 
Investment  choices.  Plus,  we  offer  a full  range  of 
investor  services,  including  our  newest  service, 
Asset  Investment  Management  (AIM),  and 
discount  brokerage  services. 

Investing  need  not  be  all  that  complicated.  Let 
AMA  Advisers  show  you  how!  Simply  complete 
and  mail  the  coupon  for  your  FREE  Information 
Kit  on  the  funds  in  The  AMA  Group.  Weil 


Building  Mutual  Trust 


AMA  ADVISERS,  INC. 


send  you  a prospectus  with  more  complete 
information  detailing  fees  and  expenses.  Please 
read  the  prospectus  carefully  before  you  invest 
or  send  money. 

Now  for  a limited  time,  you  can  also  receive 
a FREE  Investment  Information  Booklet 
provided  by  The  Investment  Company 
Institute  when  you  respond. 

Get  up-to-date  information  on 

■ Investing  ■ Mutual  Funds 

■ Which  funds  should  I inv  est  in? 

■ Easy  access  to  your  money. 

Services  and  products  as  described  herein  are  not  offered  for  sale  in 
any  state  where  they  are  not  lawfully  registered. 


FOR  FASTER  ACTION,  CALL  TOLL-FREE 
1-800-AMA-FLND  (262-3863),  EXT.  1307. 


MAIL  TO:  The  AMA  Group  NY  1307 

Mutual  funds  managed  by  AMA  Advisers.  Inc. 

P.O.  Box  13919,  Philadelphia.  PA  19101 

I^YES.  I want  my  FREE  Information  Kit  on  the 
funds  in  The  AMA  Group,  as  well  as  a 
prospectus  with  more  complete  information 
detailing  fees  and  expenses. 

Name 

Address 

City 

State Zip 

Daytime  Telephone  ( ) 


I 

dl 


The  Financial  Services  and  Investment  Counseling 
Organization  owned  by  the  American  Medical  Association 


THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to  infection  in  smokers  and  older  adults 

a 


ceracior 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci! 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  ceclor  should  BE  administered  cautiously  to  penicillin 

SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrheal  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever)  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dimness,  and  somnolence  have  been  reported 

• Other  eosmophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%. 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clmitest®  tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly)  iwoesti 

Additional  information  available  from  pv  2351  amp 

Eli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988,  ELI  LILLY  AND  COMPANY  CR-5012-B-849345 


8A  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/ JANUARY  1989 


COMMENTARIES 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

January  1989  • Volume  89,  Number  1 


Smoking  and  health:  25  years  of  progress 


January  11,  1989,  marks  the  25th  anniversary  of  the  pub- 
lication of  the  surgeon  general’s  advisory  committee  re- 
port, Smoking  and  Health.1  This  landmark  publication 
represented  the  first  official  recognition  in  the  United 
States  of  the  enormous  deleterious  effects  of  tobacco  on 
health.  Writing  in  the  pages  of  this  Journal  in  December 
1983,  Luther  L.  Terry,  MD,  who  as  surgeon  general  of  the 
US  Public  Health  Service  had  appointed  the  advisory 
committee,  characterized  the  report  as  “ . . . America’s 
first  recognition  of  the  enormous  toll  taken  by  tobacco.”2 

Scientific  evidence  linking  tobacco  use  and  adverse 
health  effects  had  been  growing  since  the  late  1 920s.3-6  By 
the  time  the  advisory  committee  met  in  late  1962  there 
were  at  least  7,000  articles  in  the  literature  on  the  subject 
of  tobacco  and  health.2  However,  it  was  the  report  of  the 
advisory  committee,  with  its  strong  condemnation  of  to- 
bacco use — especially  cigarette  smoking — that  first  fo- 
cused public  attention  on  the  negative  health  impact  of 
smoking.  Since  the  issuance  of  the  1964  report,  steady 
progress  has  been  achieved  in  the  United  States  in  the 
public  health  effort  to  prevent  tobacco  use.  Declines  in  per 
capita  consumption  and  in  the  percentage  of  smokers  in 
the  United  States  have  been  encouraging.  Yet  some  54 
million  American  men  and  women  still  smoke  and  of  these 
half  are  heavy  smokers,  consuming  25  or  more  cigarettes  a 
day.7  Continued  public  health  and  other  efforts  are  obvi- 
ously still  needed  to  bring  about  dramatic  reductions  in 
the  number  of  smokers  and  in  per  capita  consumption  of 
cigarettes. 

This  issue  of  the  Journal  is  the  fourth  thematic  one 
uniquely  devoted  to  tobacco  use  and  health  that  has  been 
published  by  the  Medical  Society  of  the  State  of  New 
York  in  the  past  five  years.  The  first,  “The  World  Ciga- 
rette Pandemic,”  was  published  in  December  1983,  the 
second,  “The  World  Cigarette  Pandemic — Part  II,”  in 
July  1985,  and  the  third,  “Cigarette  Smoking,  Tobacco 
and  Health:  International  Perspectives,”  in  September 
1986.  The  focus  of  this  issue  is  on  cigarette  smoking  in  the 
workplace.  Most  of  the  papers  were  presented  at  a work- 

“The  opinions  expressed  in  this  editorial  are  those  of  the  author  alone  and  do  not 
constitute  an  expression  of  official  opinion  of  the  Medical  Society  of  the  State  of 
New  York. 


shop,  “Smoking  Policies  in  the  Workplace:  Research 
Needs  and  Potential  Applications,”  sponsored  by  the  Di- 
vision of  Lung  Diseases,  the  National  Heart,  Lung  and 
Blood  Institute;  the  National  Cancer  Institute;  and  the 
Institute  for  the  Study  of  Smoking  Behavior  and  Policy, 
John  F.  Kennedy  School  of  Government,  Harvard  Univer- 
sity. 

Smoking  in  the  workplace  has  rapidly  moved  to  the  top 
of  the  public  health  agenda  within  a relatively  short  period 
of  time.  There  are  two  forces  which  have  brought  this 
about:  concerns  about  the  health  risks  of  passive  (involun- 
tary) smoking  and  altered  public  attitudes  about  the  so- 
cial acceptability  of  smoking.8  Scientific  data  about  the 
risks  of  passive  smoking,  while  convincing,  would  proba- 
bly have  been  insufficient  to  alter  public  policy  with  re- 
gard to  smoking  in  public  places  and  the  workplace  had 
not  strong  negative  public  attitudes  about  smoking  also 
developed.  It  is  clear  now  from  a number  of  polls  that  the 
majority  of  adult  Americans  favor  a ban  on  smoking  in 
public  places.  Polls  have  also  shown  that  the  vast  majority 
of  Americans,  including  smokers,  favor  restricting  smok- 
ing in  the  workplace  to  certain  designated  areas. 

Rigotti8  makes  the  cogent  observation  that  Americans 
actually  favor  a higher  level  of  restriction  on  smoking  than 
that  now  in  existence.  She  also  points  out  that  public  sup- 
port for  restricting  smoking  preceded  and  did  not  follow 
either  laws  imposing  it  or  much  of  the  evidence  about  the 
health  risks  associated  with  passive  smoking.8  Workplaces 
have  received  intense  attention  because  nonsmokers  once 
had  little  or  no  choice  about  passive  smoking  in  this  set- 
ting. Another  reason  why  the  workplace  has  been  the  fo- 
cus of  public  concern  is  that  it  is  the  principal  site  of  expo- 
sure to  passive  smoke  for  those  adults  who  do  not  live  with 
smokers  at  home.8  Another  concern  has  been  the  possibili- 
ty of  synergism  between  passive  smoke  and  environmental 
workplace  toxins.8 

Public  policies  aimed  at  the  restriction  of  smoking  at 
the  workplace  have  as  their  principal  aim  the  reduction  of 
exposure  to  passive  smoke  incurred  by  nonsmokers.  It  is 
already  clear  that  when  these  policies  are  promulgated 
and  enforced  they  are  successful.  However,  these  policies 
may  also  contribute  to  preventing  young  people  from 
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starting  the  smoking  habit  and  helping  smokers  in  giving 
it  up.  It  will  require  time  and  careful  research  to  deter- 
mine whether  or  not  these  desirable  secondary  effects  of 
workplace  smoking  restrictions  occur.  A new  frontier  of 
smoking  research  has  appeared  with  the  promulgation  of 
workplace  smoking  restrictions.  As  Rigotti  observes,  the 
evaluation  of  workplace  smoking  policies  should  become  a 
high  priority  for  research.8  The  purpose  of  this  research 
must  be  not  merely  to  evaluate  the  impact  of  laws  on  the 
reduction  of  passive  smoke  but,  more  importantly,  to  see  if 
these  new  policies  have  any  impact  on  smoking  behavior. 

In  retrospectively  looking  back  over  the  quarter  of  a 
century  since  Smoking  and  Health  was  published,  it  is 
clear  that  much  progress  has  been  made.  The  current  ef- 
fort at  reducing  the  workplace  exposure  of  nonsmokers  to 
passive  smoke  is  a measure  of  this  progress.  Obviously 
there  is  a great  deal  more  that  needs  to  be  done.  However, 
in  looking  at  the  challenges  ahead  one  should  not  lose 
sight  of  the  success  already  achieved  nor  of  the  unique 
accomplishments  of  the  late  Dr  Luther  L.  Terry  and  the 
members  of  the  Surgeon  General’s  Advisory  Committee 
on  Smoking  and  Health  who  made  public  health  history 
25  years  ago. 

The  Journal  is  pleased  to  present  this  thematic  issue 
that  focuses  on  smoking  in  the  workplace.  It  is  hoped  that 
it  will  serve  to  inform  readers  about  the  complexities  of 
this  major  public  health  issue  and  foster  discussion  of  it. 
Special  thanks  are  extended  to  Nancy  A.  Rigotti,  MD,  As- 
sociate Director,  Institute  for  the  Study  of  Smoking  Be- 


havior and  Policy,  Harvard  University,  who  first  suggest- 
ed the  possibility  of  this  thematic  issue,  and  to  Sydney  R. 
Parker,  PhD,  Chief,  Prevention,  Education  and  Research 
Training  Branch,  Division  of  Lung  Diseases,  National 
Heart,  Lung,  and  Blood  Institute,  National  Institute  of 
Health,  who  made  it  happen. 
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Editor 
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Smoking  in  the  workplace:  Research  needs  and  potential 

applications 


In  the  quarter  century  since  the  first  report  of  the  surgeon 
general  on  smoking  and  health  in  1964,1  attitudes  toward 
smoking  and  restrictions  on  smoking  in  public  places  and 
workplaces  have  changed  dramatically.  In  the  space  of  a 
few  years,  restrictions  on  smoking  in  the  workplace  have 
gone  from  something  of  an  aberration,  an  object  of  curios- 
ity, to  an  emerging  social  norm.  It  is  no  longer  rare  to  read 
in  a local  newspaper  that  another  company,  or  fire  depart- 
ment, has  announced  that  it  will  not  hire  smokers.  Towns 
have  discussed  complete  smoking  bans  in  restaurants,  and 
at  least  one  contemplates  an  ordinance  to  ban  smoking  in 
any  public  place,  including  outdoors.  As  one  might  expect 
from  observing  these  activities,  attitudes  toward  restric- 
tions on  smoking  have  changed  markedly.  Surveys  consis- 
tently show  that  a majority  of  both  nonsmokers  and  smok- 
ers favor  restrictions  on  smoking  in  the  workplace. 

Certainly  it  was  widely  anticipated  that  there  would  be 
a movement  in  this  direction  in  the  wake  of  recent  reports 
of  the  surgeon  general2-3  and  the  National  Academy  of 
Sciences4  on  the  health  effects  of  involuntary  smoking. 
But  the  rapidity  of  social  change  in  this  area  has  occasion- 


ally bewildered  even  those  who  for  years  have  been  con- 
cerned with  the  health  hazards  of  cigarette  smoking. 

Unfortunately,  little  research  has  been  conducted  on 
the  implementation  of  policies  and  their  effects.  It  is  often 
assumed  that  nonsmoking  restrictions  contribute  to  cessa- 
tion and  to  a reduction  in  total  smoking.  Yet  few  evalua- 
tion data  are  available  on  the  effects  of  the  implementa- 
tion of  smoking  policies  in  the  community  or  workplace. 
Several  model  policies  have  been  developed  and  have 
proven  useful  to  many  organizations.  However,  research 
on  their  effects  has  been  lacking. 

This  special  issue  of  the  New  York  State  Journal  of 
Medicine  presents  the  proceedings  of  a workshop  con- 
vened in  1987  to  examine  the  issue  of  smoking  policies  in 
the  workplace.  The  workshop,  “Smoking  Policies  in  the 
Workplace:  Research  Needs  and  Potential  Applications,” 
was  convened  by  the  National  Heart,  Lung,  and  Blood 
Institute  and  cosponsored  by  the  National  Cancer  Insti- 
tute and  the  Institute  for  the  Study  of  Smoking  Behavior 
and  Policy  at  the  John  F.  Kennedy  School  of  Government 
at  Harvard  University.  The  workshop  brought  together 
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smoking  researchers,  public  health  specialists,  and  repre- 
sentatives from  businesses,  hospitals,  state  governments, 
the  military,  and  other  organizations  to  discuss  what  is 
known  about  the  prevalence,  types,  and  effects  of  smoking 
policies  in  the  community  and  in  the  workplace.  The 
workshop  identified  gaps  in  information  regarding  the 
factors  influencing  the  development,  implementation,  and 
enforcement  of  smoking  policies,  and  made  recommenda- 
tions for  future  research. 

Smoking  policies  have  emerged  primarily  because  of 
growing  awareness  of  the  harmful  effects  of  exposure  to 
environmental  tobacco  smoke  (ETS).  These  have  been 
documented  in  two  comprehensive  reports.3’4  Tager’s5  ar- 
ticle in  this  issue  of  the  Journal  notes  that  only  a few  stud- 
ies have  addressed  the  question  of  the  contribution  of 
workplace  exposure  to  increased  risk  of  harmful  effects. 
The  most  significant  acute  effect  of  exposure  to  environ- 
mental tobacco  smoke  is  irritation.  Eye,  nose,  and  throat 
irritation,  cough,  headache,  and  wheeze  are  associated 
with  exposure.  These  irritant  effects  are  frequently  expe- 
rienced when  workers  are  exposed  to  ETS  in  the  work- 
place, although  the  available  studies  do  not  always  report 
them.  Asthmatics  particularly  show  increased  airway  hy- 
perreactivity when  exposed  to  ETS.  Longer  term  studies 
of  ETS  exposure  in  the  workplace  have  associated  expo- 
sure with  lowered  lung  function  and  the  development  of 
lung  cancer.  It  is  also  possible  that  ETS  in  the  workplace  is 
harmful  to  the  developing  fetus.  Exposure  to  ETS  by  preg- 
nant women  is  associated  with  low  birth  weight,  and  some 
of  this  exposure  may  be  derived  from  exposure  at  work.5 

In  her  review  of  policies  restricting  smoking,  Rigotti6 
documents  the  extent  of  implementation  of  restrictions  on 
smoking  in  public  places,  including  worksites.  Although 
early  policies  were  dictated  by  safety  and  morality  con- 
cerns, in  the  1970s  the  nonsmokers’  rights  movement 
based  its  antismoking  activities  on  the  rights  of  nonsmok- 
ers to  a smoke-free  environment.  By  1987,  44  states  and 
the  District  of  Columbia  regulated  smoking  in  at  least  one 
place.7  Comprehensiveness  of  the  policies  also  increased 
over  the  years,  with  many  states  strengthening  existing 
smoking  statutes.  Local  communities  have  also  become 
active  in  establishing  ordinances  restricting  smoking. 

Although  restrictions  on  smoking  specifically  in  the 
workplace  have  been  generated  by  legislative  and  execu- 
tive action  of  federal,  state,  and  local  governments,  the 
private  sector  has  itself  been  increasingly  active  in  imple- 
menting policies.  As  Broffman’s8  article  indicates,  busi- 
nesses have  adopted  these  policies  because  of  concerns  for 
employee  health,  complaints  about  smoking  in  the  work- 
place, the  changing  legal  and  regulatory  climate  regard- 
ing smoking,  and  court  decisions  upholding  the  rights  of 
employees  to  a smoke-free  workplace.  Several  surveys  of 
businesses  in  the  early  1980s  showed  that  about  one  third 
of  businesses  had  some  kind  of  smoking  policy.  A recent 
report  from  the  Bureau  of  National  Affairs  (BNA)9  indi- 
cated that  by  1987,  more  than  one  half  (54%)  of  business- 
es responding  to  a BNA  survey  reported  having  policies, 
up  from  30%  found  in  a similar  survey  conducted  by  the 
same  organization  one  year  earlier.10  Most  of  these  poli- 
cies specify  where  smoking  is  allowed,  making  nonsmok- 
ing the  norm  in  the  remainder  of  the  facility. 

Public  and  employee  attitudes  support  the  development 


of  smoking  policies  in  the  workplace.6  Even  smokers  are 
supportive  of  these  policies.  As  Sorensen11  points  out  in 
her  study  of  seven  worksites,  the  majority  of  smokers  and 
recent  quitters  support  separation  of  smoking  and  non- 
smoking areas,  smoking  cessation  programs,  and  restric- 
tion of  smoking  in  the  place  of  employment.  They  did  not 
favor  complete  bans  on  smoking.  Those  who  have  recently 
quit  or  attempted  to  quit  are  more  supportive  of  restric- 
tions and  prohibitions  than  are  current  smokers.  The 
study  also  showed  that  smokers  adapt  to  new  policies  rath- 
er than  leaving  their  jobs. 

This  special  issue  of  the  Journal  presents  several  ex- 
amples of  organizations  that  have  implemented  poli- 
cies. These  examples  indicate  that  the  implementation 
of  policies  is  feasible  and  causes  minimal  disruption. 
Broffman8  gives  an  account  of  the  implementation  of  a 
complete  smoking  ban  in  a major  bank,  phased  in  over 
time,  which  was  accepted  by  the  employees  and  which 
caused  minimal  disruption  to  the  organization.  Harty  et 
al12  describe  the  implementation  over  a one-year  period 
of  a smoking  ban  in  the  Department  of  Health  in  the 
State  of  Minnesota.  The  policy  was  developed  by  a com- 
mittee with  participation  by  elected  employee  represen- 
tatives as  well  as  individuals  appointed  by  the  Commis- 
sioner of  Health.  Although  it  is  difficult  to  tell  what 
kind  of  effect  the  policy  had  on  smoking  prevalence, 
30%  of  smokers  indicated  that  they  smoked  less  since 
the  policy  went  into  effect. 

Hospitals  are  another  organizational  environment  in 
which  smoking  restrictions  and  bans  have  been  imple- 
mented. Kottke13  describes  several  barriers  in  the  social 
system  of  hospitals  which  must  be  overcome  before 
change  can  take  place.  Biener  et  al14  report  a study  com- 
paring two  hospitals  in  a quasi-experimental  design,  in 
which  one  hospital  implemented  a smoking  policy.  The 
policy  was  accepted  by  employees  in  the  hospital  and 
caused  minimal  disruption  to  the  organization.  Air  quali- 
ty at  the  policy  hospital  improved.  The  policy  resulted  in  a 
decrease  in  the  number  of  cigarettes  smoked  at  work,  but 
no  significant  effect  on  cessation  of  smoking.  It  did  pro- 
duce a short  term  increase  in  intentions  to  quit,  however. 

Hagey15  presents  a fascinating  description  of  the  Unit- 
ed States  Army’s  adoption  of  a smoking  policy  which  was 
implemented  quickly  and  comprehensively,  and  appears 
to  have  contributed  to  a reduction  in  the  smoking  rate  in 
the  army,  as  well  as  to  a reduction  in  sales  of  tobacco  prod- 
ucts in  army  commissaries. 

Although  smoking  policies  are  being  implemented  in  an 
increasing  number  of  organizations,  rarely  have  they  been 
evaluated.  Companies  apparently  implement  policies,  ex- 
perience minimal  disruption,  and  see  no  need  to  evaluate 
their  effects  more  thoroughly.  However,  there  are  several 
questions  which  remain.  Answers  to  these  questions  would 
be  useful  to  organizations  considering  implementing  poli- 
cies, as  well  as  to  those  public  health  professionals  who  are 
using  the  worksite  to  transmit  health  messages  to  the 
workforce.  The  major  questions  which  should  be  ad- 
dressed fall  into  three  categories. 

• What  differences  do  smoking  policies  make  in  total 
smoking  behavior,  on-the-job  smoking,  air  quality, 
social  norms  regarding  smoking,  and  the  costs  of 
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smoking  in  the  workplace?  Are  there  unanticipated 
effects  of  policies  on  the  organization,  its  personnel, 
or  the  work  environment? 

• How  do  organizational  processes  such  as  corporate 
leadership,  culture,  and  norms  influence  the  initia- 
tion, implementation,  and  success  of  programs? 
What  factors  facilitate  or  inhibit  the  implementa- 
tion of  policies?  How  can  conflict  be  minimized 
when  an  organization  is  implementing  a policy? 

• How  can  policies  be  incorporated  into  health  risk 
reduction  programs  to  help  the  smoker  quit  initially 
and  prevent  relapse  later? 

Randomized  controlled  studies  are  the  most  rigorous 
way  of  studying  the  effects  of  smoking  policies.  Given  the 
cost  and  logistical  problems  involved  in  these  types  of 
studies,  however,  evaluations  of  smoking  policies  as  they 
are  initiated  and  implemented  often  may  be  much  more 
feasible.  Assessments  of  these  “naturally  occurring  exper- 
iments” can  provide  fascinating  insights  into  a rapidly 
changing  social  phenomenon.  Yet  access  to  the  data  re- 
garding the  effects  of  smoking  policies  also  may  not  be 
easy.  Organizations  are  generally  reluctant  to  allow  out- 
siders to  gather  data  from  employees.  Some  organizations 
are  willing  to  accommodate  a research  study  if  the  study 
causes  a minimum  of  disruption  and  benefits  the  organi- 
zation in  some  way.  It  is  also  possible  that  existing  data 
may  be  used  in  evaluating  the  effects  of  policies.  Retro- 
spective assessment  of  effects  may  be  accomplished  by  use 
of  sources,  such  as  company  specific  data  sets,  aggrega- 
tions of  company-specific  data,  and  survey  data  gathered 
by  government  or  private  sources. 

Even  when  access  to  the  worksite  is  assured,  several 
methodological  issues  must  be  solved  regarding  the  mea- 
surement of  smoking  behavior,  including  measurement  of 
mediating  variables  such  as  organizational  characteris- 
tics, employee  subgroup  characteristics,  and  implementa- 
tion variables,  which  are  discussed  by  Glasgow.16  Mea- 
surement of  air  quality  and  exposure  to  ETS  is  also 
difficult,  as  Tager5  describes.  Biener  et  al14  further  de- 
scribe issues  regarding  research  design,  such  as  the  need 
for  comparison  groups,  timing  of  assessments,  sample  se- 
lection, and  the  issue  of  cross-sectional  versus  longitudinal 
research  designs. 

Assessment  of  the  effects  of  smoking  policies  on  eco- 
nomic costs  to  employers  is  also  difficult.  Kristein17  has 
reviewed  current  economic  issues  related  to  smoking  and 
the  cost  effectiveness  of  restricting  smoking  in  the  work- 
place. Kristein  concludes  that  employees’  smoking  habits 
represent  a significant  cost  to  employers.  Whether  an  in- 
dividual employer  can  actively  show  cost  savings  as  a re- 
sult of  the  implementation  of  a smoking  policy  is  not  yet 
resolved. 

A significant  proportion  of  the  US  workforce  continues 
to  smoke.  More  data  are  needed  on  the  effects  of  restric- 
tions on  the  smoking  attitudes  and  behaviors  of  the  work- 


force. Studies  combining  smoking  cessation  efforts  with 
smoking  policies  should  be  undertaken  to  develop  methods 
to  assist  smokers  in  quitting  and  to  provide  continuing 
support  for  those  who  have  quit.  It  is  possible  that  smoking 
policies  may  be  most  effective  in  preventing  relapse  in 
those  who  have  quit,  rather  than  in  motivating  cessation 
initially,  since  smokers  seem  to  be  adapting  to  the  policies 
quickly.  However,  long  term  data  are  necessary  to  assess 
whether  smoking  restrictions  encourage  cessation  at  a lat- 
er point.  Smoking  restrictions  are  feasible,  and  their  in- 
creasing popularity  points  to  the  rapidly  declining  social 
acceptability  of  smoking  in  American  society. 
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RESEARCH  PAPERS 


Evaluating  worksite  smoking  policies 

Methodologic  issues 

Lois  Biener,  PhD;  David  B.  Abrams,  PhD;  Karen  Emmons,  PhD;  Michael  J.  Follick,  PhD 


ABSTRACT.  This  paper  discusses  the  methodologic  issues 
one  confronts  when  studying  the  impact  of  worksite  smoking 
policies,  using  one  such  study  as  an  example.  Topics  cov- 
ered Include  defining  the  research  questions,  deciding  on 
timing  of  measurements  in  relation  to  policy  implementation, 
advantages  and  disadvantages  of  cohort  versus  cross-sec- 
tional research  designs,  and  alternative  measurement  tech- 
niques. The  sample  study  examined  changes  over  one  year 
In  the  smoking-related  behaviors  and  attitudes  of  employees 
of  a hospital  that  initiated  a restrictive  smoking  policy,  in 
relation  to  employees  of  a comparable  hospital  without  a re- 
strictive policy.  The  short  term  impact  on  ambient  carbon 
monoxide  was  also  examined.  A case  is  made  for  studying 
the  impact  of  smoking  policy  in  the  context  of  other  strate- 
gies for  reducing  smoking  prevalence  at  the  worksite,  such 
as  individual  treatment  and  organizational  initiatives  to  moti- 
vate smoking  cessation. 

(NY  State  J Med  1989;  89:5-10) 

The  proliferation  of  increasingly  restrictive  worksite 
smoking  policies  is  expected  to  be  one  of  the  more  effective 
means  of  reducing  smoking  prevalence  and  contributing 
to  the  national  goal  of  a smoke-free  society.1  As  more  and 
more  employers  respond  to  pressures  to  adopt  such  poli- 
cies, they  look  to  researchers  for  advice  on  how  policies 
should  be  formulated  and  implemented.  Although  helpful 
guidelines  are  available  from  several  sources,2-4  none  has 
been  based  on  systematic  evaluations  of  worksite  smoking 
policy  development. 

Research  on  policy  restrictions  should  be  placed  in  a 
broader  conceptual  context  so  as  to  explore  the  potential 
for  separate  and  interactive  effects  of  policy  and  other  or- 
ganization-wide environmental  change  strategies  and  in- 
dividual programs.  Ultimately,  a coherent,  theory-driven 
model  should  be  developed  that  can  be  used  as  a blueprint 
for  developing  and  evaluating  optimal  approaches  to 
health  promotion  at  the  workplace.  Such  comprehensive 

From  The  Miriam  Hospital/ Brown  University  Program  in  Medicine,  Provi- 
dence, RI. 

Address  correspondence  to  Dr  Biener,  Assistant  Professor  of  Psychiatry  and  Hu- 
man Behavior,  The  Miriam  Hospital,  164  Summit  Ave,  Providence,  RI  02906. 

Presented  in  June  1 987  at  a workshop  in  Bethesda,  Md,  “Smoking  Policies  in  the 
Workplace:  Research  Needs  and  Potential  Applications,”  sponsored  by  the  Divi- 
sion of  Lung  Diseases,  National  Heart,  Lung,  and  Blood  Institute;  the  Institute  for 
the  Study  of  Smoking  Behavior  and  Policy  at  the  John  F.  Kennedy  School  of  Gov- 
ernment at  Harvard  University;  and  the  National  Cancer  Institute. 


approaches  should  include  smoking  policy  options,  but 
within  the  context  of  multifaceted  interventions,  where 
synergistic  effects  can  be  obtained  to  improve  overall  ef- 
fectiveness.5 Interventions  directed  at  multiple  levels,  eg, 
individuals,  groups,  and  organizations,  may  have  greater 
impact  than  those  directed  at  a single  level. 

The  ideal  way  to  acquire  knowledge  about  the  effects  of 
restrictive  policies  alone  would  be  to  conduct  controlled 
experiments  in  which  worksites  are  randomly  assigned  to 
receive  policy  changes  which  vary  according  to  the  param- 
eters of  interest  (eg,  level  of  restrictiveness,  amount  of 
forewarning,  degree  of  enforcement).  The  most  effective 
components  of  policy  change  could  then  be  isolated.  Next, 
the  separate  and  interactive  effects  of  other  smoking  re- 
duction strategies  at  the  worksite,  such  as  incentives  or 
quitting  programs,  could  be  tested  in  additive  treatment 
designs.  In  this  systematic  approach,  the  active  compo- 
nents within  multifaceted  treatments  could  be  identified 
and  included  in  the  overall  blueprint  for  action. 

Although  randomized  controlled  trials  and  program- 
matic research  using  components  analysis  provide  the  ide- 
al scientific  test  of  program  efficacy,  limitations  in  the  re- 
searcher’s ability  to  control  corporate  policy  decisions 
tend  to  make  this  approach  impractical.  Nevertheless,  we 
do  not  have  to  rely  solely  on  anecdotal  reports  or  on  assess- 
ments of  individual  cases.  As  more  and  more  worksites 
adopt  restrictive  policies,  opportunities  become  available 
to  take  advantage  of  naturally  occurring  experiments.  By 
studying  changes  in  worksites  that  adopt  restrictive  poli- 
cies relative  to  carefully  chosen  comparison  worksites 
where  no  policy  change  takes  place,  one  can  develop  em- 
pirically based  guidelines  for  policy  implementation.  Such 
“quasi-experiments”6  or  “natural  experiments”  provide 
the  most  rigorous  means  available  for  studying  events  that 
the  investigator  cannot  control  independently.  This  paper 
describes  one  such  study,  with  the  goal  of  highlighting 
methodologic  issues  that  arise  when  doing  research  of  this 
kind.  A comparison  was  made  between  a worksite  imple- 
menting a policy  change  coupled  with  a self-help  cessation 
program  and  a matched  comparison  worksite  simply  of- 
fering a cessation  program  alone. 

Background.  Two  similar  sized  general  hospitals  affili- 
ated with  the  Brown  University  Program  in  Medicine 
(Providence,  RI)  were  recruited  to  participate  in  a larger 
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study  of  a self-help  smoking  cessation  program  adminis- 
tered at  the  worksite.7  Each  hospital  had  approximately 
250  beds  and  approximately  1,400  employees.  At  the  be- 
ginning of  the  study,  the  smoking  policy  was  similar  in 
both  hospitals.  There  were  several  designated  no  smoking 
areas,  but  smoking  was  permitted  in  many  areas,  includ- 
ing most  offices  and  lounges.  Four  months  prior  to  the 
scheduled  implementation  of  the  self-help  smoking  cessa- 
tion programs,  we  learned  that  one  of  the  hospitals  was 
about  to  implement  a smoking  policy  that  would  restrict 
employee  smoking  to  the  cafeteria  and  coffee  shop.  The 
other  hospital,  which  was  not  planning  any  policy  change, 
was  well-matched  in  staff  profile  and  size,  and  thus  was  a 
suitable  comparison  site.  The  administrators  of  both  hos- 
pitals were  easily  convinced  that  this  provided  an  excellent 
opportunity  to  learn  something  about  the  impact  of  the 
smoking  policy  on  employee  attitudes  and  behaviors— in- 
formation that  could  be  useful  to  both  hospitals. 

Methods 

The  description  of  the  methods  used  in  the  present  study  will 
be  presented  in  the  context  of  choices  that  may  be  available  to 
future  researchers.  Although  research  designs  are  formulated 
within  constraints  of  resources,  time,  and  access  to  data,  it  is 
useful  to  consider  the  range  of  potential  alternatives.  In  retro- 
spect, some  of  our  choices  were  more  useful  than  others. 

The  Research  Questions.  Wherever  possible,  multiple  mea- 
sures of  outcome  should  be  considered  along  with  measures  of 
hypothesized  mechanisms  that  mediate  outcome.  In  this  study, 
the  evaluation  was  designed  to  provide  information  on  four  gen- 
eral issues:  approval/acceptance  of  the  restrictive  policy;  effect 
of  the  policy  on  indoor  air  quality;  effects  on  attitudes  and  norms 
regarding  smoking;  and  effects  on  employee  smoking  patterns. 
Other  potentially  relevant  measures  that  were  not  included  were 
the  effects  of  the  policy  on  organizational  climate8;  on  job  satis- 
faction; and  on  related  outcomes  such  as  the  health  status  of  em- 
ployees, productivity,  and  the  cost  of  health  benefits.  This  section 
will  present  the  range  of  measurement  techniques  for  answering 
the  four  research  questions  and  a description  of  the  techniques 
used  in  the  present  study. 

Approval/acceptance.  A major  concern  of  employers  consid- 
ering restrictive  smoking  policies  is  whether  policy  implementa- 
tion will  have  an  adverse  effect  on  performance  or  provoke  dis- 
ruptive conflict  among  employees.  These  questions  can  be 
assessed  through  self-report  and  also  through  objective  indica- 
tors such  as  absenteeism  and  resignations.  The  present  study  as- 
sessed self-reports  of  awareness  and  approval  of  policy  change  at 
the  affected  worksite,  and  employees’  perceptions  of  changes  in 
their  performance. 

Effects  on  air  quality.  A primary  goal  of  a restrictive  policy 
is  to  reduce  nonsmokers’  exposure  to  environmental  tobacco 
smoke  (ETS),  and  thereby  reduce  their  disease  risk.  There  are 
several  ways  to  measure  exposure:  nonsmokers’  perceptions  of  air 
quality;  analysis  of  tobacco  smoke  constituents  in  the  air  such  as 
respirable  suspended  particulates,  carbon  monoxide,  or  nico- 
tine9'10; biochemical  indicators  of  exposure  in  bodily  fluids  such 
as  cotinine — a metabolite  of  nicotine  found  in  serum,  urine,  or 
saliva11-13;  and  pulmonary  function  in  nonsmokers.14 

In  the  present  study,  we  used  nonsmokers’  perceptions  of  air 
quality  and,  because  of  ease  of  measurement,  levels  of  ambient 
carbon  monoxide  (CO).  However,  there  are  a number  of  metho- 
dologic  considerations  associated  with  assessment  of  air  quality. 
First,  ambient  CO  is  produced  in  the  vapor  phase  and  dissipates 
quite  quickly,  often  resulting  in  measurement  of  very  low  levels 
of  CO.  Other  components  of  cigarette  smoke  that  are  present  as 
particulate  matter  are  longer  lasting  in  both  ambient  air  and  in 
the  respiratory  system,  and  thus  may  be  more  easily  measured 
and  more  sensitive  to  change  in  ambient  air  concentration.15'16 
One  study  examined  ambient  CO,  particulate  matter,  and  nico- 


tine during  and  after  working  hours  in  various  workrooms  where 
smoking  was  permitted.16  It  was  found  that  CO  concentrations 
increased  by  only  1 . 1 units  during  working/smoking  hours,  while 
particulate  matter  increased  by  1 33  units.  It  should  also  be  noted 
that  particulate  matter,  due  to  its  longer  presence  both  in  the  air 
and  in  the  respiratory  system,  may  be  a more  direct  correlate  of 
passive  smoking-related  disease,  and  thus  may  be  an  important 
marker  for  examining  the  relationship  between  reduced  passive 
smoking  exposure  and  disease  reduction. 

Another  concern  with  using  CO  to  estimate  passive  smoke  ex- 
posure is  its  lack  of  specificity.15  Carbon  monoxide  is  generated 
by  other  environmental  sources,  such  as  gas  stoves,  machinery, 
and  automobile  exhaust.17-18  Biochemical  indicators  such  as 
blood  and  saliva  cotinine  have  been  found  to  be  sensitive  to  both 
low  levels  of  passive  smoke  exposure  and  changes  in  exposure 
levels.19 

Sampling  of  nonsmokers’  exposure  is  also  possible  through  the 
use  of  a small  filter  (“passive  sampler”)  that  nonsmokers  wear 
for  a period  of  several  days.  Analysis  of  the  passive  sampling 
filter  provides  an  estimate  of  exposure  to  nicotine,  cadmium,  and 
respirable  particulate  matter  (RSP).9  Pulmonary  function  mea- 
sures provide  another  potentially  important  estimate  of  passive 
smoke  exposure.  There  is  evidence  that  nonsmokers  with  high 
levels  of  exposure  to  secondhand  smoke  have  significantly  re- 
duced lung  capacity,  relative  to  normative  predicted  values  and 
to  lung  capacity  of  individuals  with  low  levels  of  exposure.14 
While  these  other  measures  may  provide  a more  valid  assessment 
of  passive  exposure  to  ETS,  they  tend  to  be  costly  in  terms  of 
equipment  requirements  and  respondent  burden. 

Effects  on  attitudes  and  norms.  It  has  been  suggested  that, 
implementation  of  restrictive  smoking  policies  will  contribute  to 
a change  in  social  norms  regarding  the  appropriateness  of  smok- 
ing, and  hence  may  increase  nonsmokers’  willingness  to  express 
concerns  about  the  hazards  of  smoking  at  work.20  Objective  indi- 
cators of  norms  could  be  derived  from  time-sampled  observations 
of  nonsmokers’  reactions  to  smokers.  Since  confrontation  with 
smokers  is  likely  to  be  a low  frequency  behavior,  however,  reac- 
tions to  staged  instances  of  smoking  might  be  more  efficient.  In 
this  study,  we  assessed  nonsmokers’  beliefs  about  the  hazards  of 
secondhand  smoke  and  self-reports  of  their  willingness  to  con- 
front coworkers  whose  smoking  was  bothersome.  We  also  as- 
sessed smokers’  perceptions  of  the  extent  to  which  their  cowork- 
ers disapproved  of  their  smoking. 

Effects  on  smokers’  behavior.  The  combination  of  reduced 
opportunities  to  smoke  and  the  potential  pressure  of  coworker 
disapproval  could  increase  smokers’  motivation  to  quit.  Policy 
change  could  also  reduce  the  situational  cues  that  trigger  smok- 
ing at  work.  If  smokers  who  have  recently  quit  have  less  opportu- 
nity to  observe  others  smoking,  it  could  reduce  their  risk  of  re- 
lapse. This  could  result  in  lower  smoking  prevalance  at  the 
worksite.20-21  In  this  study,  we  measured  smokers’  behavior 
through  self-report  of  smoking  status  and  smoking  patterns,  as 
well  as  reports  of  motivation  to  quit  smoking.  Objective  measures 
of  smoking  reduction/cessation  such  as  saliva  cotinine  should 
also  be  considered,  despite  the  cost  of  collection  and  analysis.11 

Research  Design.  Need  for  comparison  groups.  The  current 
media  and  legislative  attention  to  the  issue  of  smoking  makes  it 
difficult  to  disentangle  effects  of  societal  changes  from  effects  of 
a policy  in  a particular  worksite.  The  addition  of  matched  com- 
parison worksites  assessed  at  the  same  time  as  the  target  worksite 
allows  for  estimation  of  these  secular  changes.  For  example,  Ri- 
gotti  et  al22  evaluated  the  impact  of  a restrictive  policy  on  nurses 
in  one  hospital  unit  in  comparison  to  nurses  in  another  unit  where 
no  policy  change  occurred.  In  the  present  study,  a survey  of  em- 
ployees at  a second  hospital  without  a restrictive  policy  provided 
an  index  of  background  changes.  Assessments  of  changes  in  am- 
bient CO  in  the  comparison  hospital  would  have  been  very  useful. 
However,  limited  resources  precluded  obtaining  them,  and  only 
pre-test  and  post-test  assessments  were  used  for  this  measure. 
Items  on  acceptance  and  approval  of  the  policy  were,  of  course, 
relevant  only  to  the  target  hospital. 

Timing  of  assessments  in  relation  to  policy  implementation. 
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Timing  of  assessments  is  crucial  to  the  evaluation  of  policy 
change.  Published  studies  of  policy  change  frequently  rely  on  ret- 
rospective reports  in  which  smokers  and  nonsmokers  are  sur- 
veyed after  a policy  change  has  occurred.  Respondents  are  asked 
about  their  current  smoking  behavior  and  attitudes  and  about 
how  they  felt  prior  to  the  change.23’24  Since  recollection  of  previ- 
ous attitudes  may  be  incomplete  or  subject  to  bias,  collection  of 
baseline  data  prior  to  policy  implementation  provides  more  valid 
information.  However,  determining  the  onset  of  the  actual  ef- 
fects of  a policy  change  is  not  a straightforward  matter.  Al- 
though the  formal  date  of  implementation  of  a policy  change  can 
be  identified,  the  initiation  of  discussion  of  the  impending  change 
is  difficult  to  pinpoint.  Rumors  and  expectations  of  a restrictive 
policy  may  bring  about  changes  in  behaviors  and  attitudes,  or  at 
least  instability  in  measures.  Interviews  with  key  employees  can 
help  the  researcher  to  mark  general  outlines  of  periods  of  discus- 
sion of  the  policy.  It  is  also  important  to  recognize  and  document 
relevant  events  in  the  wider  community.  Such  information  will 
help  in  interpreting  results. 

Follow-up  periods  must  also  be  considered.  Both  short  term 
and  long  term  follow-up  are  desirable  because  policy  may  have 
greatest  impact  on  some  outcomes  at  the  time  of  implementation 
(eg,  smoking  rate  and  air  quality),  while  other  outcomes  take 
longer  to  detect  (eg,  norm  changes  and  employer  cost  savings).  In 
the  present  study,  we  were  able  to  collect  data  one  month  prior  to 
the  formal  implementation  of  policy  change,  and  to  repeat  as- 
sessments of  employees  at  six  and  12  months  after  policy  imple- 
mentation. 

Sample  selection.  In  order  to  draw  conclusions  about  the  im- 
pact of  the  policy,  a representative  sample  of  the  employee  popu- 
lation must  be  chosen.  Stratified  sampling  that  allows  for  over- 
sampling  of  smokers  will  increase  the  ability  to  monitor  effects 
on  smoking  behavior.  Casual  samples,  such  as  cafeteria  users 
who  choose  to  return  an  anonymous  questionnaire,  are  frequent- 
ly used,  but  could  be  biased  in  ways  that  present  a distorted  pic- 
ture of  population  attitudes.  Cohort  designs,  whereby  one  can 
follow  the  same  people  over  time,  provide  the  most  sensitive  pro- 
cedure for  detecting  change.  Cohorts,  however,  have  several  dis- 
advantages. First,  the  repeated  contacts  can  be  “reactive” — they 
can  influence  the  behavior  of  interest.  Second,  attrition  from  a 
cohort  sample  can  lead  to  loss  of  statistical  power  to  detect  differ- 
ences because  of  the  reduced  sample  size.  Third,  attrition  may 
occur  disproportionately  in  particular  groups  (smokers  unhappy 
about  the  policy  change)  and  can  compromise  the  validity  of  con- 
clusions. 

Cross-sectional  designs,  or  the  sampling  of  repeated  but  differ- 
ent groupings  of  the  population  across  time,  eliminate  some  of 
the  problems  associated  with  cohort  samples.  However,  cross- 
sectional  sampling  can  add  error  variance  to  the  analysis,  and 
thus,  for  any  given  sample  size,  it  is  more  difficult  to  detect 
changes.  Cross-sectional  samples  also  require  certain  assump- 
tions to  be  made  about  baseline  equivalence,  and  they  preclude 
the  use  of  covariance  analyses.  The  alternative  we  chose  was  a 
mixed  design  that  included  both  longitudinal  and  cross-sectional 
random  samples.  Although  this  procedure  increases  sample  size 
requirements,  it  increases  the  probability  of  getting  representa- 
tive and  interpretable  results.  It  also  permits  examination  of  the 
possible  reactive  effects  of  repeated  sampling  by  comparing  co- 
hort to  cross-sectional  samples  at  follow-up. 

In  the  present  study,  lists  were  obtained  of  all  full-time  em- 
ployees of  the  policy  hospital  and  comparison  hospital  prior  to 
the  implementation  of  the  policy  at  the  target  hospital.  A random 
sample  of  85  employees  at  each  hospital  was  identified  as  a co- 
hort, and  individuals  were  interviewed  by  phone  during  working 
hours  at  one  month  prior  to  the  policy  change,  and  at  six  and  12 
months  following  the  policy  change.  The  cross-sectional  sample 
consisted  of  independent  samples  drawn  without  replacement 
from  the  same  employee  lists  and  interviewed  at  the  same  time 
periods.  The  intention  was  to  sample  85  employees  at  each  hospi- 
tal at  each  time  period,  under  the  assumption  that  this  would 
yield  approximately  25  smokers  per  sample.  However,  the  six- 
month  assessment  yielded  only  14  smokers  at  the  policy  hospital 


and  18  at  the  comparison  hospital.  Hence,  the  sampling  frame 
was  increased  to  120  employees  for  the  12-month  assessment. 

Air  quality  sampling.  Ambient  CO  readings  were  taken  in 
the  policy  hospital  immediately  before  and  after,  and  six  months 
following  policy  implementation.  Four  locations  were  selected 
for  carbon  monoxide  sampling:  the  nonsmoking  and  smoking 
sections  of  the  cafeteria  (which  retained  their  designations  after 
the  policy  changes),  and  a nurses’  conference  room  and  patient 
lounge  (which  were  changed  from  smoking  to  nonsmoking  ar- 
eas). All  measurements  were  taken  using  an  Ecolyzer  (Model 
2000),  which  was  calibrated  daily  using  a standard  carrier  gas. 
Readings  were  recorded  in  parts  per  million.  At  each  assessment 
period  four  sets  of  readings  were  taken  over  the  course  of  two 
days  in  order  to  sample  high  and  low  usage  of  the  areas.  Each  set 
consisted  of  15  readings  separated  by  a 20-second  interval.  This 
yielded  a total  of  60  ambient  air  samples  per  location  per  assess- 
ment time.  The  Ecolyzer  was  placed  in  the  same  location  for  all 
readings. 

Results 

The  complete  presentation  of  statistical  procedures  and  results  of 
the  interview  data  have  been  presented  elsewhere.25  They  will  be 
reviewed  here  in  brief. 

Response  Rates.  The  initial  response  rate  for  the  cohort  was  99% 
and  98%  for  the  policy  hospital  and  comparison  hospital,  respective- 
ly. Twenty-nine  percent  of  the  respondents  at  each  hospital  identi- 
fied themselves  as  current  smokers.  Unfortunately,  there  was  attri- 
tion from  the  longitudinal  sample  because  of  refusal  to  be 
interviewed,  staff  turnover,  and  vacations.  Only  71%  of  the  policy 
and  63%  of  the  comparison  cohort  were  reinterviewed  at  the  final 
assessment  period.  Furthermore,  the  attrition  left  us  with  a biased 
sample.  At  the  policy  hospital,  smokers  were  significantly  more  like- 
ly than  ex-smokers  and  nonsmokers  to  refuse  to  be  re-interviewed 
(x2  (2  degrees  of  freedom)  = 1 1 .84,  p < 0.003),  but  at  the  compari- 
son hospital  the  rate  of  refusal  was  unrelated  to  smoking  status.  The 
biased  attrition  from  the  cohort  at  the  policy  hospital  makes  it  diffi- 
cult to  interpret  the  results  of  the  longitudinal  analysis.  The  smokers 
who  remained  in  the  sample  may  well  have  been  those  most  accept- 
ing of  the  restrictive  policy.  For  that  reason,  only  the  results  of  ana- 
lyses of  the  cross-sectional  samples  of  smokers  are  presented. 

The  refusal  rate  for  the  six  cross-sectional  samples  (two  hospitals 
times  three  assessment  periods)  ranged  from  2%  to  9%.  Respondents 
were  similar  to  the  employee  populations  from  which  they  were  sam- 
pled in  sex  (70%  female),  age  (38  years),  and  occupational  status 
(43%  professional).  Table  I shows  the  number  of  respondents  by 
smoking  status  for  the  two  types  of  samples. 

Approval/Acceptance.  Results  of  analyses  of  approval  and  ac- 
ceptance of  the  policy  change  appear  in  Table  II.  At  the  six-month 
post  policy  assessment,  95%  of  the  policy  hospital  employees  report- 


TABLE  I.  Sample  Sizes  by  Hospital,  Time  Period,  and 
Smoking  Status 


Hospital 

Smoking  Status 

Before 

Time 
Six  Months 

12  Months 

Cross-sectional 

sample 

Policy 

Smokers 

28 

14 

22 

Ex  and  nonsmokers 

54 

66 

88 

Total 

82 

80 

110 

Comparison 

Smokers 

23 

18 

26 

Ex  and  nonsmokers 

60 

58 

78 

Total 

83 

76 

104 

Cohort  sample 

Policy 

Smokers 

25 

21 

16 

Ex  and  nonsmokers 

59 

50 

44 

Total 

84 

71 

60 

Comparison 

Smokers 

24 

21 

16 

Ex  and  nonsmokers 

59 

50 

36 

Total 

83 

76 

52 
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TABLE  II.  Effectiveness  of  Implementation  of  Policy  Change  By  Time  and  Smoking  Status 


Smokers 

Six  Months 
Nonsmokers 

Difference 

Smokers 

12  Months 
Nonsmokers 

Difference 

N 

13 

66 



21 

85 



Aware  of  policy  change 

100% 

94% 

-6  (-16,4)* 

— 

— 

— 

Correctly  identify  smoking  areas 

100% 

95% 

-5  (-15,5) 

95% 

93% 

-2  (-16,12) 

Approve  of  policy 

69% 

92% 

23  (-8,54) 

67% 

98% 

31  (8,54) 

Aware  of  more  than  “a  few”  instances  of  noncompliance 

8% 

12% 

4 (-17,25) 

10% 

18% 

8 (-10,26) 

Performance  improved 

— 

— 

— 

0% 

21% 

21  (9,33) 

Performance  deteriorated 

— 

— 

— 

19% 

0% 

-19  (-39,1) 

* 95%  confidence  interval  for  the  difference  in  proportions;  statistical  analyses  in  tables  are  for  the  cross-sectional  sample  only. 


ed  awareness  of  the  policy,  and  almost  all  of  these  respondents  could 
name  one  or  both  of  the  places  where  smoking  was  permitted.  A 
large  majority  of  respondents  endorsed  the  policy  and  felt  that  the 
policy  change  was  a good  idea.  The  proportion  of  smokers  who  ap- 
proved of  the  policy  was  lower  than  the  proportion  of  nonsmokers 
who  approved. 

At  the  six-  and  12-month  assessments  more  than  half  of  the  re- 
spondents reported  being  aware  of  at  least  one  instance  of  noncom- 
pliance with  the  policy.  A much  smaller  percentage  of  subjects  re- 
ported more  than  “a  few  instances  of  noncompliance.” 

At  the  12-month  follow-up,  policy  hospital  employees  were  asked 
to  evaluate  the  effect  of  the  policy  on  their  work  performance.  Al- 
though the  majority  of  both  smokers  and  nonsmokers  felt  that  the 
policy  had  had  no  effect  on  their  work  performance,  significantly 
more  nonsmokers  compared  to  smokers  felt  that  their  work  had  im- 
proved. In  addition,  significantly  more  smokers  compared  to  non- 
smokers  felt  that  their  performance  had  deteriorated.  Nonsmokers 
attributed  their  increase  in  performance  to  improved  concentration 
as  a result  of  better  air  quality. 

Air  Quality.  Results  indicated  a significant  increase  in  CO  levels 
in  both  the  cafeteria  smoking  area  and  the  adjacent  nonsmoking 
area  following  the  policy  change.  However,  these  increases  were  no 
longer  evident  at  the  six-month  follow-up  when  levels  had  returned 
to  their  original  value  (Fig  1). 

In  the  two  areas  that  changed  from  smoking  to  nonsmoking  (nur- 
ses’ report  room  and  patient  lounge),  there  were  no  significant 
changes  in  ambient  CO  at  any  point  in  time.  It  should  be  noted  that 
these  rooms  were  often  not  fully  occupied,  and  thus  the  sampling 
method  may  not  have  been  sensitive  enough  to  detect  peak  smoking 
periods  prior  to  implementation  of  the  policy  change. 

Subjective  indicators  of  air  quality  demonstrated  improvement 
due  to  the  restrictive  policy.  At  the  12-month  assessment,  respon- 
dents at  both  hospitals  were  asked  to  identify  the  locations  where 
they  had  been  bothered  by  smoke.  The  results  suggest  that  the  re- 
strictive policy  was  successful  in  eliminating  most  of  the  environ- 
mental smoke  from  offices  and  staff  lounges  (Table  III).  In  these 
areas,  policy  hospital  employees  were  significantly  less  likely  to  re- 
port being  bothered  by  smoke  than  staff  at  the  comparison  hospital. 
The  policy  did  not  affect  air  quality  in  the  lavatories — the  area 
where  unauthorized  smoking  was  reported — and  it  increased  non- 
smokers’  discomfort  in  the  vending  machine  area  in  the  policy  hospi- 
tal. This  area  had  become  one  of  the  smoking  areas  after  the  policy 


■ Smoking  Area 
E3  Nonsmoking  Area 


Pre  1 Month  Post  6 Months  Post 

FIGURE  1.  Ambient  CO  levels  in  cafeteria. 


implementation,  and  all  cafeteria  users  had  to  pass  through  it  in 
order  to  get  to  the  serving  area. 

Nonsmokers’  Attitudes  and  Organizational  Norms.  More  than 
80%  of  nonsmokers  at  both  hospitals  endorsed  the  statement, 
“Smoke  affects  the  health  of  nonsmokers,”  and  the  strength  of  this 
belief  did  not  change  over  time.  At  the  12-month  assessment,  ap- 
proximately half  of  the  nonsmokers  at  each  hospital  indicated  that 
they  would  respond  directly  and  assertively  if  they  were  bothered  by 
a coworker’s  tobacco  smoke.  A change  in  nonsmokers’  attitudes  to- 
ward smoking  at  work  might  have  been  detected  by  the  smokers.  At 
each  assessment  period  smokers  at  both  hospitals  were  asked  to  indi- 
cate the  extent  to  which  they  agreed  with  the  statements,  “My  co- 
workers disapprove  of  my  smoking.”  Analyses  indicated  that  smok- 
ers at  both  hospitals  were  equally  likely  to  agree  that  their  coworkers 
disapproved  of  their  smoking,  and  this  belief  did  not  change  over 
time. 

Effect  on  Smokers’  Attitudes  and  Behavior.  Very  few  smokers  in 
the  sample  quit  smoking  during  the  year  following  the  policy 
change.  Among  those  individuals  who  reported  having  been  smokers 
at  the  time  of  the  baseline  data  collection,  7%  at  the  policy  hospital 
and  11%  at  the  comparison  hospital  reported  quitting  by  one  year 
later.  The  implementation  of  the  restrictive  policy  did  affect  smo- 
kers’ intentions  to  quit  smoking  (Table  IV).  By  the  six-month  assess- 
ment there  was  a substantial  increase  over  baseline  at  the  policy 
hospital  in  smokers’  plans  to  quit  smoking  during  the  subsequent  six 
months.  However,  by  the  12-month  assessment  there  was  a signifi- 
cant reduction  in  the  number  of  smokers  intending  to  quit.  In  con- 
trast, there  was  a trend  toward  increased  plans  to  quit  smoking  at  the 
comparison  hospital  at  the  12-month  assessment,  compared  to  the 
six-month  rate.  Log  linear  analysis  showed  the  hospital  by  time  in- 
teraction to  be  significant  beyond  the  0.05  level. 

At  the  policy  hospital,  there  was  a significant  reduction  in  the 
number  of  cigarettes  smoked  at  work  following  policy  implementa- 
tion, and  this  reduction  was  sustained  through  the  12-month  assess- 
ment (Table  V).  The  total  number  of  cigarettes  smoked  per  day 
declined  at  both  hospitals,  and  hence  appears  not  to  have  been  af- 
fected by  the  policy  change. 

Discussion 

The  restrictive  smoking  policy  was  implemented  with- 
out causing  undue  conflict  at  the  worksite.  The  majority 
of  both  smokers  and  nonsmokers  approved  of  the  policy. 
Compliance  problems  were  minimal.  While  some  smokers 
reported  performance  deficits  due  to  the  new  policy,  four 


TABLE  III.  Percentage  of  Nonsmokers  Reporting  Being 
Bothered  by  Smoke  at  12-Month  Assessment 


Policy 

Hospital 

Comparison 

Hospital 

Significance 

Offices 

5% 

25% 

p < 0.001 

Staff  lounges 

10% 

30% 

p < 0.001 

Lavatories 

18% 

16% 

Not  significant 

Vending  machine  area 

36% 

4% 

p < 0.001 
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TABLE  IV.  Smokers’  Attitudes  and  Behaviors  by  Hospital 
and  Time* 


Variable 

Hospital 

Before 

Time 

Six 

Months 

12 

Months 

Percent  reporting  cowork- 
ers’ disapproval  of 

Policy 

54 

46 

59 

smoking 

Comparison 

45 

41 

52 

Percent  perceiving  health 
risk  of  environmental 

Policy 

71 

85 

59 

tobacco  smoke 

Comparison 

62 

59 

76 

Percent  considering  quit- 

Policy 

74 

91 

27 

ting  in  next  six  months* 

Comparison 

62 

53 

65 

Percent  who  made  an 
attempt  to  quit  in  prior 

Policy 

4 

14 

0 

six  months 

Comparison 

30 

22 

19 

* Adapted  from  Biener  L,  Abrams  DB,  Follick  MJ,  Dean  L:  A comparative 
evaluation  of  a restrictive  smoking  policy  in  a general  hospital.  Am  J Pub  Health 
(in  press). 

f Hospital  by  time  interaction  significant  at  0.05  level.  No  significant  effects  for 
other  variables. 

times  as  many  nonsmokers  felt  that  their  performance  had 
improved.  Other  studies  have  also  documented  high  levels 
of  acceptance  and  approval  of  restrictive  policies,  even 
among  smokers.22,26  In  only  one  published  report  did  a 
majority  of  the  smokers  disapprove  of  smoking  restric- 
tions.24 In  that  case,  the  policy  created  a total  ban  on 
smoking,  and  the  implementation  strategy  apparently  left 
many  of  the  smokers  confused  about  their  role  in  the  deci- 
sion-making process.  Future  studies  should  attempt  to 
document  actual  changes  in  productivity,  since  such  data 
would  make  arguments  for  smoke-free  work  areas  more 
persuasive. 

The  restrictive  policy  did  not  seem  to  have  an  impact  on 
nonsmokers’  attitudes  about  health  risks  of  environmental 
tobacco  smoke,  nor  did  it  make  them  more  likely  to  ex- 
press their  disapproval  to  smokers.  Nonsmokers  at  both 
hospitals  indicated  a high  level  of  concern  about  the  ef- 
fects of  ETS.  The  societal  changes  in  attitudes  toward 


TABLE  V.  Dally  Smoking  Rate  and  95%  Confidence 
Intervals  by  Hospital  and  Time* 


Variable 

Hospital 

Before 

Six 

Months 

12 

Months 

Mean  cigarettes 

Policy 

8.4  ±2.5 

3.5  ± 1.5 

4.5  ± 1.4 

smoked  per  day 

(N) 

(28) 

(16) 

(23) 

at  work* 

Comparison 

7.6  ±2.6 

7.4  ±3.1 

6.9  ± 2.0 

(N) 

(21) 

(21) 

(29) 

Mean  cigarettes 

Policy 

12.8  ±2.5 

9.4  ± 3.9 

10.6  ± 3.1 

smoked  per  day 

(N) 

(28) 

(16) 

(23) 

at  home 

Comparison 

13.3  ±4.1 

7.7  ± 3.4 

9.2  ±2.6 

(N) 

(21) 

(21) 

(29) 

Mean  cigarettes 

Policy 

19.3  ± 2.9 

13.2  ±4.6 

16.3  ± 3.6 

smoked  on  non- 

(N) 

(28) 

(16) 

(23) 

work  days 

Comparison 

19.3  ± 5.8 

12.5  ±4.8 

13.9  ±4.1 

(N) 

(21) 

(21) 

(29) 

* Analyses  of  mean  cigarettes  smoked  include  scores  of  zero  for  three  individuals 
at  the  policy  hospital  and  six  at  the  comparison  hospital  who  reported  having  quit 
smoking  since  the  pre-policy  assessment.  Unadjusted  means  are  presented.  (From 
Biener  L,  Abrams  DB,  Follick  MJ,  Dean  L:  A comparative  evaluation  of  a restric- 
tive smoking  policy  in  a general  hospital.  Am  J Pub  Health  (in  press).) 

1 Hospital  by  time  interaction  significant  at  0.05  level.  No  significant  effects  for 
other  variables. 


smoking  may  be  more  potent  than  changes  in  individual 
worksites.  One  might  have  expected  that  with  the  author- 
ity of  a restrictive  policy  behind  them,  nonsmokers  would 
be  more  likely  to  complain  overtly  to  coworkers  whose 
smoking  was  bothering  them.  That  our  data  failed  to  dem- 
onstrate any  increase  in  assertiveness  may  be  due  to  the 
fact  that  smokers  were  not  violating  the  rules  to  any  sig- 
nificant degree,  and  that  nonsmokers  felt  that  they  there- 
fore had  no  right  to  complain.  Being  less  bothered  by 
smoke  after  the  policy  was  implemented,  nonsmokers  may 
have  had  fewer  opportunities  to  express  their  disapproval 
to  smoking  coworkers.  As  smoking  becomes  an  activity 
that  is  carried  out  in  segregated  areas,  smokers  may  expe- 
rience less,  rather  than  more,  pressure  to  quit  from  non- 
smokers. 

The  policy  change  did  have  an  impact  on  smokers’  atti- 
tudes and  behaviors,  yet  not  as  uniform  an  effect  as  clean 
air  advocates  might  hope.  The  significant  increase  in  CO 
levels  in  the  cafeteria  smoking  section  as  well  as  in  the 
adjacent  nonsmoking  area  suggest  that  there  was  a rather 
dramatic  change  in  smokers’  behavior  immediately  after 
the  policy  was  implemented.  Smokers  were  apparently 
taking  their  breaks  in  the  one  area  where  smoking  was  still 
permitted,  and  the  smoke  drifted  into  the  larger  nonsmok- 
ing area.  The  fact  that  CO  returned  to  baseline  levels  by 
six  months  after  the  policy  change  suggests  that  smokers 
found  other  ways  to  adapt.  Although  the  objective  indica- 
tors of  air  quality  do  not  show  reductions  in  ambient 
carbon  monoxide  in  areas  that  changed  from  smoking  to 
nonsmoking  after  policy  implementation,  this  may  be  due 
to  the  lack  of  sensitivity  of  the  CO  measure  or  inadequate 
frequency  of  sampling.  Employees  reported  significantly 
less  annoyance  from  tobacco  smoke  as  long  as  one  year 
after  the  policy  took  effect.  The  average  smoker  also  re- 
duced the  self-reported  number  of  cigarettes  smoked  at 
work,  and  was  able  to  refrain  from  smoking  in  the  work 
areas  where  smoking  was  prohibited. 

By  the  12-month  assessment,  fewer  smokers  at  the  poli- 
cy hospital  reported  plans  to  quit  smoking  than  at  the 
baseline  hospital.  It  is  likely  that  when  smokers  initially 
learned  of  the  policy  change  they  felt  that  smoking  cessa- 
tion would  be  necessary  in  order  to  continue  functioning  in 
their  job.  The  results  suggest  that  over  time  smokers  may 
have  adapted  their  smoking  behavior  to  the  policy  restric- 
tions, rather  than  using  the  restrictions  as  a catalyst  for 
change. 

The  increase  in  intentions  to  quit  at  the  comparison  hos- 
pital detected  at  the  12-month  follow-up  may  have  been 
due  to  the  fact  that  a large  hospital  in  the  area  adopted  a 
smoking  ban  around  this  time,  and  the  comparison  hospi- 
tal’s administrators  started  discussing  a policy  change  of 
their  own.  The  trends  from  this  study  suggest  that  the  pe- 
riod prior  to  the  implementation  of  a policy  change  may  be 
the  most  opportune  time  to  target  smokers  for  cessation 
programs. 

Future  studies  should  compare  the  relative  impact  of  a 
restrictive  policy  versus  a total  smoking  ban.  If  adaptation 
of  one’s  smoking  patterns  is  less  possible,  a greater  effect 
on  cessation  might  be  seen.  Future  studies  should  also 
carefully  investigate  the  effect  of  anticipated  policy 
change  on  smokers’  motivation  to  quit.  Different  stages  of 
readiness  for  change  have  been  identified,27  and  this  may 
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make  it  possible  to  predict  the  impact  that  policy  change 
will  have  on  individual  smokers’  cessation  efforts.  For  ex- 
ample, individuals  who  are  in  the  “precontemplation” 
stage  are  not  yet  interested  in  taking  action  to  stop  smok- 
ing.28 It  is  possible  that  a smoking  ban  may  increase  the 
precontemplative  smoker’s  motivation  to  initiate  change. 

The  results  from  this  study  illustrate  the  importance  of 
investigating  multiple  outcomes  when  evaluating  worksite 
smoking  policies.  Although  policy  implementation  was 
somewhat  successful,  there  were  some  areas  in  which  the 
restrictive  policy  did  not  yield  expected  results.  Careful 
evaluation  of  the  impact  of  worksite  smoking  policies  is 
crucial  to  the  development  of  a comprehensive,  theory- 
driven  model  that  can  be  used  to  guide  development  of 
optimal  approaches  to  worksite  health  promotion.  It  is 
likely  that  no  single  event,  such  as  policy  change  alone, 
will  be  sufficient  to  modify  smoking  prevalence.  However, 
over  time,  changes  in  environmental  controls,  in  social 
norms,  and  in  individual  behavioral  coping  skills  and  pat- 
terns of  smoking  can  all  accumulate  to  accelerate  reduc- 
tions in  smoking  prevalence.  Thus,  sustained  and  multi- 
faceted programs  at  the  workplace,  including  policy 
changes,  monetary  incentives  or  competitions,  as  well  as 
cessation  programs  aimed  at  individuals,  could  result  in 
additive  or  synergistic  effects  on  smoking  outcomes.  Poli- 
cy change  should  be  included  as  one  important  component 
of  such  comprehensive  approaches  but  it  should  not  be 
viewed  as  another  panacea.5-28 
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Implementing  nonsmoking  policies  in  the  private  sector  and 

assessing  their  effects 

Glorian  Sorensen,  phd,  mph;  Terry  F.  Pechacek,  PhD 


ABSTRACT.  Nonsmoking  policies  are  being  implemented 
Increasingly  In  worksites  across  the  country.  This  cross-sec- 
tional study  examined  attitudes  toward  worksite  nonsmoking 
policies  and  worksite  norms  about  smoking  and  cessation. 
Data  were  collected  by  telephone  Interview  from  711  smok- 
ers and  recent  ex-smokers  employed  in  seven  worksites  in 
Bloomington,  Minnesota,  in  1986.  The  findings  Indicated 
widespread  support  for  nonsmoking  policies  even  among 
smokers.  Support  for  nonsmoking  policies  was  especially 
high  among  respondents  Interested  in  quitting  smoking, 
those  concerned  about  the  health  effects  of  smoking,  those 
reporting  high  coworker  support  for  prior  cessation  attempts, 
and  those  working  with  a high  proportion  of  nonsmokers. 
Support  for  nonsmoking  policies  was  also  correlated  with 
smoking  cessation  In  the  18  months  prior  to  the  survey.  The 
clustering  of  these  social  norms  is  indicative  of  a worksite 
“culture”  that  may  either  support  nonsmoking  or  inhibit  ces- 
sation. 

(NY  State  J Med  1989;  89:11-15) 

Public  policies  promoting  nonsmoking  have  been  heralded 
as  the  trend  of  the  future.  With  the  surgeon  general’s  dec- 
laration of  the  goal  of  a smoke-free  society  by  the  year 
2000, 1 and  with  mounting  concern  about  the  limited  suc- 
cess of  smoking  cessation  efforts  aimed  at  the  individ- 
ual,2’3 policy  alternatives  have  received  increasing  atten- 
tion. In  addition  to  reducing  nonsmokers’  exposure  to 
secondhand  smoke,  public  nonsmoking  policies  are  likely 
to  encourage  cessation  by  diminishing  the  social  accept- 
ability of  smoking  and  enhancing  public  support  for  non- 
smoking. 

One  site  for  the  implementation  of  such  policies  is  the 
workplace.  Until  recently,  workplace  policies  were  insti- 
tuted primarily  to  limit  danger  to  products  and  equip- 
ment.4 Employers  are  now  realizing  other  advantages  of 
nonsmoking  policies,  including  enhancement  of  the  com- 
pany’s public  image;  a cost-free  employee  benefit  for  the 
majority  of  employees  who  are  nonsmokers;  reduced  ex* 
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penses  related  to  absenteeism,  disability,  and  health  care 
costs;  and  protection  from  legal  suits  supporting  nonsmo- 
kers’ rights.5’6  Indeed,  health  issues  are  becoming  primary 
motivators  for  adoption  of  nonsmoking  policies.7  In  the 
recent  National  Survey  of  Worksite  Health  Promotion 
Activities,8  three  fourths  of  worksites  with  50  or  more  em- 
ployees reported  having  a formal  nonsmoking  policy.  The 
major  reasons  for  adopting  a policy  included  protection  of 
the  health  of  nonsmokers  and  compliance  with  regula- 
tions. Regardless  of  a company’s  motivation  to  implement 
a nonsmoking  policy,  the  social  norms  defined  by  restrict- 
ing smoking  at  work  are  likely  to  shape  employee  attitudes 
and  behaviors  related  to  smoking. 

This  cross-sectional  study  examined  smokers’  and  re- 
cent ex-smokers’  attitudes  toward  worksite  nonsmoking 
policies,  and  the  relationships  of  these  attitudes  to  social 
norms  about  smoking  and  to  smoking  cessation.  We  hy- 
pothesized that  smokers  most  interested  in  quitting  and 
most  concerned  about  the  health  risks  of  smoking  would 
be  most  likely  to  favor  worksite  nonsmoking  policies.  Also, 
we  proposed  that  perceiving  the  work  environment  as  sup- 
porting nonsmoking  would  be  correlated  with  support  for 
worksite  restrictions  on  smoking.  Finally,  it  was  hypothe- 
sized that  smoking  cessation  would  be  positively  related  to 
support  for  worksite  nonsmoking  policies. 

Methods 

Study  Population  and  Data  Collection.  These  data  were  col- 
lected as  part  of  a smoking  cessation  intervention  study  conduct- 
ed between  1984  and  1986.9-11  Ten  worksites  in  Bloomington, 
Minnesota,  were  selected  in  early  1984  on  the  basis  of  size,  pro- 
portion of  full-time  employees,  and  recent  participation  in  simi- 
lar health  promotion  programs.  Companies  were  excluded  that 
had  fewer  than  100  or  more  than  1,200  employees,  had  a sub- 
stantial number  of  part-time  employees  who  would  not  be  ex- 
posed to  onsite  intervention  programs,  or  had  offered  smoking 
cessation  programs  recently  to  employees. 

A baseline  survey  was  conducted  in  the  ten  companies  in  the 
spring  of  1 984  to  assess  the  smoking  status  of  all  employees  at  the 
study’s  onset.  Eighty  percent  of  employees  responded  to  this  one- 
page  self-administered  questionnaire.  The  smoking  prevalence 
ranged  from  1 5%  to  53%  at  these  ten  sites.  Two  of  the  sites  were 
excluded  from  the  intervention  study  due  to  a low  prevalence  of 
smoking  or  the  initiation  of  other  smoking  cessation  programs. 
The  remaining  eight  companies  were  randomly  assigned  to  inter- 
vention and  delayed  intervention  control  groups  in  July  1984. 
The  intervention  program,  consisting  of  onsite  cessation  pro- 
grams, classes  for  nonsmokers  on  ways  to  help  smokers  quit,  and 
consultation  with  employers  on  establishing  nonsmoking  poli- 
cies, was  offered  in  October-November  1984  in  the  initial  inter- 
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vention  group  and  in  May-June  1985  in  the  delayed  intervention 
companies. 

Analyses  presented  here  are  from  data  collected  from  711 
smokers  who  contributed  to  the  baseline  data  and  who  continued 
to  be  employed  in  seven  companies  (Table  I)  in  June- July  1986, 
about  two  years  after  the  baseline  survey.  Employees  of  the 
eighth  company  were  lost  to  follow-up  due  to  the  company’s  clos- 
ing. At  the  time  of  the  survey,  all  companies  had  received  the 
intervention  approximately  12  or  18  months  earlier. 

Table  I includes  smoking  prevalence  estimates  from  data  col- 
lected in  the  1 984  baseline  survey  of  all  employees.  The  worksites 
ranged  in  size  from  120  to  1,050  employees  and  represented  di- 
verse types  of  businesses.  The  overall  prevalence  of  smoking  in 
these  companies,  35%,  suggests  that  employees  in  these  compa- 
nies are  generally  representative  of  the  broader  population.  Em- 
ployees were  evenly  distributed  across  three  occupational  groups, 
including  professionals  and  managers,  clerical  and  sales  workers, 
and  blue  collar  workers.10 

Measures.  Attitudes  toward  nonsmoking  policies  at  the 
worksite  were  assessed  by  six  items.  To  examine  the  appropriate- 
ness of  combining  these  items  in  a scale,  the  items  were  analyzed 
using  principal  components  factor  analysis;  orthogonal  rotation 
was  used  to  assure  the  independence  of  the  factors  formed.  Two 
discrete  factors  were  developed,  and  factor-based  scores  were 
used  to  form  each  index.  The  distribution  of  responses  to  items 
included  in  the  two  indices  is  presented  in  Table  IE  Each  scale 
ranged  from  zero  to  nine,  with  a high  score  showing  support  for 
policies  restricting  or  prohibiting  smoking.  The  “restrict  smo- 
king” scale  reflects  respondents’  attitudes  toward  policies  that 
restrict  smoking,  while  the  “prohibit  smoking”  scale  includes  at- 
titudes toward  policies  that  ban  smoking  at  the  worksite.  Al- 
though these  indices  are  correlated  (r  = 0.34,  p < 0.001),  they 
reflect  independent  attitudes  toward  worksite  nonsmoking  poli- 
cies. 

Worksite  social  norms  about  smoking  are  represented  by  two 
variables.  “Coworker  nonsmoking”  was  measured  among  all  re- 
spondents by  the  following  question:  “Of  the  people  you  work 
with  every  day,  how  many  would  you  say  are  smokers?  Would 
you  say  almost  all  (1),  more  than  half  (2),  about  half  (3),  less 
than  half  (4),  or  almost  none  (5).”  Respondents  who  had  tried  to 
quit  smoking  while  working  for  their  current  employer  (N  = 
441)  were  asked  a series  of  questions  about  the  support  their  co- 
workers offered  during  prior  attempts  to  quit.  Based  on  results 
from  factor  analysis,  four  items,  each  ranging  from  zero  to  three, 
were  summed  to  form  the  index  “perceived  coworker  support  of 
quitting.”  The  items  in  the  index  were  as  follows:  “How  often 
have  your  coworkers  encouraged  you  to  quit  smoking?”  “How 
often  have  your  coworkers  complimented  your  quit  attempts?” 
“How  often  have  they  helped  you  think  of  substitutes  for  smo- 
king?” and  “How  often  have  they  refrained  from  smoking  in 
your  presence  when  you  were  trying  to  quit?” 

“Concern  about  the  health  hazards  of  smoking”  was  assessed 
among  all  respondents  by  the  extent  to  which  respondents  agreed 
with  two  items:  “Smokers  can  escape  most  of  the  bad  health  ef- 
fects of  smoking  just  by  quitting,”  and  “Smoke  from  someone 

TABLE  I.  Study  Sites  


Number  of  Smoking 

Worksite  Employees  Prevalence 


Photographic  equipment 

120 

35% 

and  sales 

Telecommunications 

1,050 

37% 

Metal  casting 

560 

41% 

Utility  and  truck  equipment 

155 

44% 

General  industrial  machinery 

758 

21% 

(excluding  plant) 

Machinery  sales  and  service 

257 

31% 

Screw  machine  products 

230 

53% 

Total 

3,130 

35% 

TABLE  II.  Attitudes  Toward  Nonsmoking  Policies 


Percent  Agree 

Items  measuring  the  “restrict  smoking”  scale 

Employers  should  establish  separate  smoking 

80% 

and  nonsmoking  areas  in  the  workplace.  (N  = 704) 
Employers  should  provide  programs  to  help  smokers 

75% 

quit  smoking.  (N  = 707) 

There  is  strong  support  for  restricting  smoking 

64% 

at  the  place  I work.  (N  = 686) 

Items  measuring  the  “prohibit  smoking”  scale 

People  should  not  be  allowed  to  smoke  anywhere 

9% 

at  work.  (N  = 705) 

Cigarettes  should  not  be  sold  at  work.  (N  = 701) 

30% 

It  would  be  easier  for  smokers  to  quit  smoking 

58% 

if  they  could  not  smoke  at  work.  (N  = 703) 

else’s  cigarettes  is  unhealthy  for  nonsmokers.”  Scores  on  each 
item,  which  ranged  from  one  to  four,  were  summed  to  form  the 
index;  a high  score  reflected  high  concern  about  the  health  ef- 
fects of  smoking. 

Respondents  still  smoking  at  the  time  of  this  follow-up  survey 
(N  = 567)  were  asked  about  their  smoking  habits  and  attitudes 
toward  quitting.  “Interest  in  quitting  smoking”  was  indicated  by 
the  question,  “Currently,  how  interested  are  you  in  quitting:  On  a 
scale  of  zero  to  ten,  where  zero  means  not  at  all  interested  and  ten 
means  very  interested,  how  interested  are  you  in  quitting?”  Con- 
tinuing smokers  were  also  asked  if  they  had  tried  to  quit  smoking 
in  the  last  year  (“quit  attempt”). 

Smoking  cessation  also  was  examined  retrospectively.  As  not- 
ed above,  respondents  were  selected  from  persons  who  identified 
themselves  as  smokers  at  the  baseline  survey.  “Smoking  cessa- 
tion” was  determined  by  self-reported  smoking  status  at  the  time 
of  the  follow-up  survey. 

Statistical  Analyses.  Differences  by  age,  sex,  education,  and 
occupation  were  examined  in  mean  values  of  the  “restrict  smo- 
king” and  “prohibit  smoking”  scales  using  analysis  of  variance. 

A series  of  multiple  regression  analyses  was  conducted  to  exam- 
ine the  relationship  of  support  for  nonsmoking  policies  to  co- 
worker support  of  quitting,  concern  about  the  health  effects  of 
smoking,  and  interest  in  quitting.  These  analyses  were  controlled 
for  age,  sex,  and  education.  Controlling  for  these  same  covar- 
iates, analysis  of  covariance  was  used  to  examine  differences  in 
the  mean  values  of  the  two  scales  by  worksite,  coworker  non- 
smoking, coworker  requests  not  to  smoke,  existence  of  a current 
policy,  cessation  attempts  (among  smokers  only),  and  smoking 
cessation  since  the  baseline  survey. 

Results 

The  respondents  included  260  women  and  451  men.  By  occupa- 
tion, 41%  were  employed  in  blue  collar  positions,  46%  in  clerical  and 
sales  work,  and  12%  as  professionals  and  managers.  Only  8%  had 
less  than  a high  school  education,  and  16%  had  at  least  a college 
degree.  Twenty-nine  percent  were  under  30  years  of  age,  39%  were 
between  30  and  39  years,  and  20%  were  between  40  and  49.  Twenty 
percent  of  the  71 1 respondents  had  quit  smoking  since  the  baseline 
survey  conducted  two  years  earlier  (N  = 144). 

Table  II  presents  the  distribution  of  responses  to  the  items  mea- 
suring support  for  restricting  and  prohibiting  smoking.  The  majority 
of  these  smokers  and  recent  ex-smokers  supported  separate  smoking 
and  nonsmoking  areas  at  the  worksite,  were  supportive  of  smoking 
cessation  programs  being  offered  at  the  worksite,  and  felt  that  there 
was  strong  support  for  restricting  smoking  at  their  place  of  employ- 
ment. Respondents  were  less  supportive  of  policies  that  would  pro- 
hibit smoking.  Very  few  respondents  thought  that  smoking  should  be 
banned  entirely  from  the  workplace,  although  nearly  a third  of  these 
baseline  smokers  agreed  that  cigarettes  should  not  be  sold  at  work, 
and  more  than  half  stated  it  would  be  easier  for  smokers  to  quit  if 
they  could  not  smoke  at  work. 
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Demographic  differences  in  the  “restrict  smoking”  and  “prohibit 
smoking”  scales  were  examined  using  analysis  of  variance.  No  dif- 
ferences were  found  in  the  “prohibit  smoking”  scale  by  age,  sex, 
education,  or  occupation,  while  significant  differences  on  all  these 
characteristics  were  noted  in  support  for  policies  restricting  smok- 
ing. Women  were  significantly  more  supportive  of  restrictions  on 
smoking  than  were  men  (5.6  vs  6.4;  p < 0.001.)  Support  for  restric- 
tions on  smoking  diminished  slightly  with  age  (p  = 0.07).  Mean 
values  of  “restrict  smoking”  were  highest  among  professionals  and 
managers  (6.3),  followed  by  clerical  and  sales  workers  (6.1)  and 
blue  collar  workers  (5.6)  (p  < 0.001).  Support  for  smoking  restric- 
tions also  varied  directly  with  education  (p  < 0.005).  Subsequent 
analyses  were  controlled  for  age,  sex,  and  education.  Due  to  the 
strong  positive  relationship  between  education  and  occupation  (chi- 
square  = 285.0,  p < 0.001),  occupation  is  not  used  as  an  additional 
covariate. 

Controlling  for  age,  sex,  and  education,  differences  in  support  for 
restrictive  nonsmoking  policies  were  observed  by  worksite.  The 
highest  mean  support  for  nonsmoking  policies  was  shown  in  a tele- 
communications firm  (mean  = 6.6)  and  in  a screw  machine  products 
manufacturing  firm.  Respondents  from  these  two  companies  were 
also  most  likely  to  report  restrictions  on  smoking  where  they  do  most 
of  their  work.  Lowest  support  for  restrictions  was  found  in  a machin- 
ery sales  and  service  firm  (mean  = 4.3),  which  had  smoking  restric- 
tions only  in  the  cafeteria.  No  significant  worksite  differences  were 
found  in  attitudes  towards  prohibiting  smoking  at  work. 

Table  III  presents  results  from  a series  of  multiple  regression  ana- 
lyses examining  correlates  of  support  for  policies  restricting  and  pro- 
hibiting smoking.  Respondents  most  interested  in  quitting  smoking 
and  most  concerned  about  the  health  effects  of  smoking  showed  the 
most  support  for  both  types  of  worksite  nonsmoking  policies.  Sup- 
port for  restrictive  or  prohibitive  policies  also  was  high  among  those 
who  reported  strong  coworker  support  for  prior  attempts  to  quit. 

Analysis  of  covariance  was  used  to  examine  the  relationships  of 
these  attitudes  toward  nonsmoking  policies  to  other  worksite  norms 
about  smoking  (Table  IV).  Respondents  who  work  primarily  with 
nonsmokers  were  most  likely  to  favor  policies  restricting  or  prohibit- 
ing smoking  at  work.  Persons  whose  coworkers  have  asked  them  not 
to  smoke  around  them  also  are  most  supportive  of  both  types  of  non- 
smoking policies.  Support  for  policies  restricting  smoking,  but  not 
for  those  prohibiting  smoking,  was  highest  among  those  reporting 
that  smoking  is  already  restricted  in  the  place  where  they  do  most  of 
their  work. 

Support  for  worksite  nonsmoking  policies  was  also  positively  re- 
lated to  smoking  cessation,  as  presented  in  Table  V.  Support  for 
smoking  prohibitions  and  restrictions  was  highest  among  smokers 
who  had  attempted  to  quit  in  the  last  year,  and  among  persons  who 
had  quit  in  the  last  two  years  compared  to  continuing  smokers. 


Discussion 

Contrary  to  concerns  that  smokers  may  raise  opposition 
to  nonsmoking  policies,  these  findings  suggest  that  smok- 
ers and  recent  ex-smokers  favor  restrictions  on  smoking  at 
work  and  perceive  similar  attitudes  among  their  cowork- 
ers. Other  studies  have  also  indicated  that  80%  or  more  of 
employed  smokers  support  restrictions  on  smoking.12"14  In 
fact,  this  study  also  indicates  that  support  for  nonsmoking 


TABLE  III.  Correlates  of  Favoring  Smoking  Restrictions* 


Restrict 

Prohibit 

Correlate 

Smoking 

Smoking 

Concern  about  health  effects  of  smoking 

0.17+ 

0.32+ 

Interest  in  quitting  smoking 

0.29+ 

0.42+ 

Coworker  support  of  cessation 

0.17+ 

0.16* 

* Adjusted  for  age,  sex,  and  education  using  multiple  regression  analysis. 
'P  < 0.0005. 

* P < 0.005. 


TABLE  IV.  Differences  in  Support  for  Nonsmoking  Policies 


by  Coworker  Smoking  and  Nonsmoking 

* 

Restrict 

Prohibit 

Item 

Smoking 

Smoking 

Of  the  people  you  work  with  every  day, 
how  many  are  smokers? 

More  than  half,  almost  all  (22%) 

5.54 

2.65 

About  half  (25%) 

5.79 

2.61 

Less  than  half,  almost  none  (52%) 

6.11 

3.44 

p < 0.0001 

p < 0.001 

How  often  have  your  coworkers  asked 
you  not  to  smoke  around  them? 

Ever  (35%) 

6.29 

3.42 

Never  (65%) 

5.73 

2.90 

p < 0.0001 

p < 0.05 

Are  people  allowed  to  smoke  in  the  area 
where  you  do  most  of  your  work? 

Yes  (75%) 

5.72 

3.10 

No  (25%) 

6.45 

2.90 

p < 0.0001 

NS+ 

* Mean  values  controlling  for  age,  sex,  and  education  using  analysis  of  covari- 
ance. 

+ NS  = not  significant. 

was  highest  among  those  already  affected  by  a policy.  Al- 
though positive  attitudes  toward  nonsmoking  policies  may 
precede  such  a policy,  these  data  are  more  likely  to  con- 
firm other  reports  suggesting  that  smokers  adapt  to  such 
policies  rather  than  leave  the  company,  as  is  sometimes 
forecast. 12-14-' 5 With  the  diminishing  social  acceptability 
of  smoking,  smokers  may  find  defined  areas  for  smoking 
preferable  to  asking  their  coworkers  for  permission  to 
smoke.  Media  discussions  that  educate  smokers  about  the 
dangers  of  secondhand  smoke  may  further  increase  smo- 
kers’ willingness  to  limit  their  smoking  in  public  areas. 
Smokers  concerned  with  the  health  effects  of  their  smok- 
ing, both  for  themselves  and  for  the  nonsmokers  around 
them,  were  most  supportive  of  nonsmoking  policies. 

As  indicated  in  other  studies,16-17  support  was  stronger 
for  restricting  than  prohibiting  smoking.  Yet  the  majority 
of  these  smokers  and  recent  ex-smokers  agreed  that  quit- 
ting smoking  would  be  easier  if  they  could  not  smoke  at 
work.  Smokers’  perception  of  the  utility  of  nonsmoking 
policies  in  cessation  attempts  was  further  supported  by  the 
findings  that  smokers  most  supportive  of  nonsmoking  pol- 
icies were  those  most  interested  in  quitting  and  those  most 


TABLE  V.  Differences  in  Support  for  Nonsmoking  Policy 
by  Smoking  Cessation* 


Item 

Restrict 

Smoking 

Prohibit 

Smoking 

Cessation  attempts  (smokers  only) 

Tried  to  quit  in  the  last  year  (42%) 

6.17 

3.62 

Did  not  try  to  quit  in  the  last  year 

5.53 

2.44 

(58%) 

p < 0.0001 

p < 0.0001 

Smoking  cessation 

Quit  smoking  within  last  two  years 

Yes  (20%) 

6.57 

3.81 

No  (80%) 

5.74 

2.85 

p < 0.0001 

p < 0.0001 

* Mean  values  controlling  for  age,  sex,  and  education  using  analysis  of  covari- 
ance. 
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likely  to  attempt  and  succeed  with  cessation.  Prior  reports 
from  this  study  also  suggested  a relationship  between  the 
social  environment  and  cessation.9  Controlling  for  age, 
sex,  education,  coworker  nonsmoking,  and  treatment 
group,  the  predicted  cessation  rate  for  smokers  whose  co- 
workers never  requested  them  not  to  smoke  was  4.4%  com- 
pared to  26.6%  among  those  whose  coworkers  frequently 
asked  them  not  to  smoke  (odds  ratio  = 6.05).  Although 
the  perception  of  past  events  such  as  coworker  requests 
not  to  smoke  may  be  influenced  by  later  behaviors  or  atti- 
tudes, the  magnitude  of  this  difference  strongly  suggests 
that  coworker  norms  influence  success  with  cessation. 

Indeed,  these  findings  suggest  that  the  worksite  “cul- 
ture” is  characterized  by  a constellation  of  social  norms 
that  are  highly  correlated  with  support  for  nonsmoking 
policies.  Support  for  worksite  restrictions  of  smoking  var- 
ied significantly  by  worksite.  The  strongest  support  for 
nonsmoking  policies  was  observed  among  respondents 
who  worked  primarily  with  nonsmokers,  whose  coworkers 
requested  them  not  to  smoke,  and  who  reported  support 
from  coworkers  for  their  attempts  at  cessation.  The  clus- 
tering of  these  worksite  characteristics  has  also  been  noted 
in  earlier  reports  from  this  study,  when  we  found  signifi- 
cant worksite  differences  in  the  prevalence  of  coworker 
smoking,  smokers’  interest  in  quitting,  perceived  coworker 
discouragement  of  prior  attempts  to  quit,  and  smokers’ 
desire  to  seek  formal  assistance  in  future  attempts  to  quit. 
Worksite  mean  values  of  desire  to  seek  formal  help  with 
cessation  increased  with  rising  mean  values  of  coworker 
discouragement  of  cessation,  further  supporting  the  con- 
cept that  each  worksite  is  its  own  “community”  with  dis- 
tinct social  norms."  These  norms  are  likely  to  be  altered 
by  worksite  policies  to  promote  nonsmoking. 

The  rapidly  rising  prevalence  of  worksite  nonsmoking 
policies  underlines  the  importance  of  continued  research 
to  assess  the  effects  of  these  policies  and  the  effectiveness 
of  strategies  employed  to  implement  them.  A survey  from 
the  Bureau  of  National  Affairs18  found  that  36%  of  com- 
panies surveyed  currently  have  a nonsmoking  policy,  and 
an  additional  23%  are  planning  a policy  or  have  one  under 
consideration.  Several  studies  indicate  that  nonsmoking 
policies  are  often  followed  by  reported  reductions  in  the 
number  of  cigarettes  smokers  consume,  especially  at 
work.12’14’16  Research  methods  of  many  studies  to  date 
have  left  open  the  question  of  the  relationship  of  nonsmok- 
ing policies  to  cessation.19 

Despite  the  lack  of  evidence,  it  is  often  assumed  that 
nonsmoking  restrictions  contribute  to  increased  cessation 
and  reduced  tobacco  consumption.  The  effects  of  non- 
smoking policies  on  smoking  behaviors  would  ideally  be 
assessed  in  randomized  studies  in  which  the  external  fac- 
tors that  influence  cessation  could  be  controlled.  Yet  the 
feasibility  of  such  studies  is  limited  given  the  difficulties  of 
randomizing  sites  to  policy  and  no-policy  conditions.  In 
the  absence  of  opportunities  for  controlled  randomized 
studies,  the  impact  of  nonsmoking  policies  may  also  be 
assessed  using  nonrandomized  sites  for  comparison  or  a 
series  of  case  studies  of  worksites  that  adopt  nonsmoking 
policies.  Such  studies  could  address  a variety  of  important 
questions.  Do  smokers  reduce  the  number  of  cigarettes 
smoked  when  a worksite  nonsmoking  policy  is  introduced, 
or  do  they  compensate  at  home  for  reduced  smoking  at 


work?  Do  nonsmoking  policies  increase  smokers’  motiva- 
tion to  quit  smoking?  Do  policies  increase  cessation  only 
among  smokers  who  were  already  planning  to  quit,  result- 
ing in  a rapid  increase  in  cessation  that  levels  off  soon  after 
the  policy  is  enacted?  Does  the  policy  reduce  the  social 
acceptability  of  smoking  and  thereby  increase  cessation 
over  a longer  time  frame?  Do  policies  have  differential 
effects  on  the  smoking  behaviors  of  varying  subgroups, 
such  as  those  grouped  by  age  or  occupation?  To  address 
these  questions,  studies  are  needed  to  follow  the  impact  of 
restrictive  and  prohibitive  nonsmoking  policies  over  vary- 
ing time  periods  among  diverse  groups  of  workers. 

Information  is  needed  as  well  on  other  effects  of  non- 
smoking policies.  Company  management  may  be  particu- 
larly interested  in  the  economic  impacts  of  nonsmoking 
policies,  including  possible  reductions  in  insurance  or 
maintenance  costs.  In  addition,  improvements  in  air  quali- 
ty, a goal  of  many  nonsmoking  policies,  may  not  be  readily 
achieved  by  smoking  restrictions  without  proper  ventila- 
tion. Assessing  such  consequences  of  nonsmoking  policies 
will  be  useful  to  companies  that  are  planning  policy 
changes. 

The  effectiveness  of  recommendations  for  implement- 
ing nonsmoking  policies  has  also  not  been  examined  ade- 
quately. General  guidelines  for  implementing  nonsmok- 
ing policies  have  been  suggested  by  a variety  of 
sources.8’18’20-22  Recommendations  generally  include 
ways  to  solicit  top  management  support  for  nonsmoking 
policies,  to  assess  potential  employee  concerns  about  a 
policy,  to  involve  employees  in  decisions  about  the  nature 
of  the  policy  and  its  enforcement,  and  to  communicate  and 
enforce  the  policy.  The  applicability  of  these  recommen- 
dations may  vary  depending  on  company  characteristics. 
For  example,  employee  committees  may  not  be  the  most 
appropriate  way  of  involving  employees  in  small  business- 
es, which  employ  substantial  numbers  of  workers  nation- 
wide. For  many  manufacturing  firms,  the  nature  of  pro- 
duction line  work  diminishes  the  feasibility  of  structured 
breaks  away  from  the  work  station.  The  concerns  of  orga- 
nized labor  about  the  role  of  collective  bargaining  in  the 
adoption  of  a nonsmoking  policy  must  be  included  in  the 
identification  of  alternative  strategies  for  policy  imple- 
mentation in  unionized  worksites.  Thus,  the  process  of  ef- 
fective policy  implementation  in  diverse  work  settings 
needs  further  explication. 

In  conclusion,  the  increasing  prevalence  of  worksite 
nonsmoking  policies  is  limiting  smoking  during  substan- 
tial time  periods  for  growing  numbers  of  workers.  The 
findings  of  this  study  point  to  the  growing  acceptability  of 
such  policies  even  among  smokers.  Smokers  report  that 
restrictions  on  smoking  are  likely  to  aid  their  attempts  to 
quit.  Such  policies  also  appear  to  foster  the  development 
of  a constellation  of  social  norms  that  support  cessation. 
Nonsmoking  policies  represent  a potentially  important 
public  health  tool  aimed  at  modifying  the  environment  as 
a means  of  influencing  individual  behavior.  To  date,  most 
research  in  the  smoking  cessation  field  has  focused  on 
evaluating  smoking  cessation  methodologies  that  target 
individuals,  given  the  relative  ease  of  identifying  these  ef- 
fects. In  contrast,  assessing  the  effects  of  nonsmoking  poli- 
cies may  require  the  use  of  innovative  methods  and  a vari- 
ety of  approaches  that  might  yield  convergent  views  of  the 
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issue.  Such  studies  will  contribute  to  our  understanding  of 
the  role  of  nonsmoking  policies  in  shaping  smoking  beha- 
viors and  will  provide  useful  guidance  to  the  growing  num- 
ber of  worksites  that  are  considering  adopting  nonsmok- 
ing policies. 
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The  social  epidemiology  of  smoking  during  pregnancy 

among  Mexican  women 
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ABSTRACT.  The  association  between  maternal  tobacco 
smoke  exposure  and  hazards  to  reproduction  has  been  in- 
vestigated since  the  turn  of  the  century.  Numerous  studies 
have  demonstrated  an  Increased  risk  to  the  developing  fetus 
as  a result  of  maternal  smoking.  This  risk  continues  to  mani- 
fest Itself  postnatally  into  childhood.  The  present  study  ex- 
amined both  risk  factors  for  and  consequences  of  smoking 
behavior  among  a sample  of  50  pregnant  women  consecu- 
tively admitted  to  the  obstetrics  ward  of  the  Tijuana  General 
Hospital,  Tijuana,  Mexico.  A questionnaire  completed  post- 
partum examined  social,  cultural,  and  economic  variables 
for  the  mother,  and  physical  variables  of  the  newborn.  Twen- 
ty-one subjects  were  smokers  and  29  were  nonsmokers.  The 
number  of  previous  pregnancies  per  subject  was  significantly 
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higher  in  the  group  of  smoking  mothers.  Overall,  86.2%  of 
the  nonsmoking  mothers  had  three  or  fewer  pregnancies  ver- 
sus 52.4%  of  the  smoking  mothers  (p  < 0.005).  It  was  also 
noted  that  the  smoking  subjects  tended  to  be  light  smokers 
(90%  reported  smoking  ten  or  fewer  cigarettes  a day,  with 
an  average  of  4.27  years  of  smoking  history).  No  difference 
In  knowledge  of  the  harmful  effects  of  smoking  during  preg- 
nancy was  observed  between  the  two  groups;  however,  the 
proportion  of  subjects  whose  mothers  and  siblings  also 
smoked  was  significantly  higher  (p  < 0.005  and  p < 0.01, 
respectively)  In  the  smoking  groups.  The  results  are  dis- 
cussed In  terms  of  antismoking  prevention  and  health  promo- 
tion programs  for  the  developing  world. 

(NY  State  J Med  1989;  89:15-18) 

Approximately  one  third  of  all  women  in  the  United  States 
of  childbearing  age  smoke,1  and,  according  to  US  govern- 
ment reports,2  approximately  20-25%  of  all  pregnant 
women  smoke  during  pregnancy.  Though  no  reliable  esti- 
mates are  available,  far  greater  numbers  are  likely  to  be 
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passive  or  involuntary  smokers. 

The  relationship  between  tobacco  smoke  and  hazards  to 
reproduction  has  been  investigated  since  the  turn  of  the 
century.3  However,  animal  studies  that  demonstrated  an 
increase  in  resorption,  still  births,  and  low  birthweight  in 
association  with  smoke  exposure  were  largely  ignored  as 
they  were  not  felt  to  be  applicable  to  humans.4  During  the 
1950s,  however,  independent  epidemiologic  investigations 
documented  the  hazards  of  maternal  smoking  to  fetal 
growth,  demonstrating  that  they  were  dose  related  and 
independent  of  maternal  characteristics.5  Simpson,6  for 
example,  reported  that  the  rate  of  premature  births 
among  smoking  mothers  increased  with  the  number  of 
cigarettes  smoked  per  day. 

Since  that  time,  numerous  studies  have  confirmed  the 
relationship  between  maternal  smoking  and  retardation 
and  impaired  fetal  development.7  Maternal  smoking  has 
been  associated  with  increased  complications,8  spontane- 
ous abortions,9  the  likelihood  of  malformations,10  in- 
creased perinatal  death  rate,11  neonatal  morbidity,12  low 
birth  weight,13  and  reduction  in  long  term  growth.14  In- 
creasing attention  has  been  focused  on  the  health  effects 
associated  with  passive  or  involuntary  smoking.15  Recent 
studies  have  revealed  hazards  similar  to  those  associated 
with  direct  smoking,  including  lung  cancer,  respiratory  ill- 
ness, and  cardiovascular  disease. 

However,  social  and  behavioral  risk  factors  for  smoking 
during  pregnancy  have  largely  been  ignored.  This  is  espe- 
cially the  case  for  developing  countries  in  the  Third 
World.  Given  the  current  refocusing  of  the  tobacco  indus- 
try’s marketing  energies  and  strategies  to  the  Third  World 
in  response  to  the  gains  of  health  promotion  in  the  US  and 
other  developed  countries,  there  is  a need  to  detail  the  be- 
havioral risk  profile  for  smoking  among  females  of  repro- 
ductive age  in  developing  nations.  Such  an  effort  will  al- 
low us  to  develop  health  promotion  intervention  strategies 
tailored  to  specific  cultures,  in  order  to  combat  this  exten- 
sion and  elaboration  of  the  tobacco  industry’s  market.  The 
present  study  is  an  examination  of  the  risk  factors  for 
smoking  among  Mexican  women  from  a sample  in  Tijua- 
na, Mexico. 

Methods 

A referral  series  study  was  carried  out  during  the  months  of 
October  and  November,  1987,  in  the  obstetrics  ward  of  the  Ti- 
juana General  Hospital.  Tijuana  is  a rapidly  growing  border 
community,  with  a population  estimated  to  be  as  high  as  1 .8  mil- 
lion. Although  this  growth  is  largely  a result  of  the  relative  pros- 
perity of  this  community,  the  great  proportion  of  the  residents 
live  in  conditions  of  marked  poverty.  The  General  Hospital  pro- 
vides services  to  the  poorer  elements  of  the  population. 

Fifty  consecutive  pregnant  subjects  admitted  to  the  obstetrics 
ward  were  included  in  the  study.  All  the  subjects  were  admitted 
during  labor.  All  subjects  answered  a questionnaire,  given  out  by 
the  interns  on  duty.  The  interns  were  previously  instructed  by  one 
of  the  authors  on  the  interviewing  techniques  to  ensure  uniform 
results. 

The  questionnaire  was  completed  during  the  first  24  hours 
postpartum.  It  covered  social,  cultural,  and  economic  variables 
of  the  mother,  and  physical  characteristics  of  the  newborn.  Stu- 
dents t test  was  used  to  compare  the  results  between  smoking  and 
nonsmoking  groups.  The  Z distribution  was  used  when  testing 
the  hypothesis  on  proportions.  The  level  for  statistical  signifi- 
cance was  p < 0.05.  BMDP  statistical  software  was  used  where 
appropriate. 


TABLE  I.  Demographic  Variables  Comparing  Smoking  and 
Nonsmoking  Mexican  Women  at  Delivery  (N  = 50) 


Variable* 

Smokers  Standard 
(N  = 21)  Deviation 

Nonsmokers 
(N  = 29) 

Standard 

Deviation 

Age  (years) 

24.5 

6.2 

22.4 

6.0 

Residence  in 

7.6 

6.7 

6.5 

6.4 

Tijuana  (years) 

Housewife 

81.6% 

— 

86.2% 

— 

Catholic 

76.2% 

— 

79.3% 

— 

Married 

28.6% 

— 

27.8% 

— 

Years  in  school 

6 or  less 

57.1% 

— 

65.5% 

— 

7 or  more 

42.9% 

— 

34.5% 

— 

Income  (pesos/weekly)+ 

50,000  or  less 

71.4% 

— 

72.4% 

— 

51,000  or  more 

28.6% 

— 

27.6% 

— 

House  owner:  yes 

24.1% 

— 

28.6% 

— 

Water  system:  yes 

42.9% 

— 

44.8% 

— 

Sewage  system:  yes 

42.9% 

— 

55.2% 

— 

Never  reads 

76.2% 

— 

82.8% 

— 

newspapers 

Watches  television 

66.7% 

— 

79.3% 

— 

* No  significant  differences  were  found. 
f 2,250  pesos  = $1  US. 


Results 

The  group  of  nonsmokers  included  29  subjects,  and  the  smokers 
group  included  21  subjects.  Table  I shows  that  there  were  no  signifi- 
cant differences  between  the  two  groups  regarding  age,  time  of  resi- 
dence in  Tijuana,  occupation,  religion,  marital  status,  level  of  school 
education,  or  other  socioeconomic  variables  pertinent  to  the  milieu 
of  Tijuana,  Mexico. 

Despite  the  lack  of  difference  on  such  demographic  variables,  the 
number  of  previous  pregnancies  per  subject  was  significantly  higher 
in  the  group  of  smoking  mothers  (Table  II).  For  51.7%  of  the  sub- 
jects in  the  nonsmoking  group,  this  was  the  first  pregnancy,  whereas 
only  14.3%  of  the  smoking  mothers  were  pregnant  for  the  first  time 
( p < 0.001).  Overall,  86.2%  of  the  nonsmoking  mothers  had  had 
three  or  fewer  pregnancies  versus  52.4%  of  the  smoking  mothers  (p 
< 0.005).  There  were  no  significant  differences  between  the  groups 
regarding  normal  pregnancies  and  deliveries,  number  of  abortions, 
cesarean  sections,  and  previous  stillbirths. 

As  can  be  seen  in  Table  III,  most  of  the  smoking  subjects  were 
light  smokers:  90.5%  reported  smoking  ten  or  fewer  cigarettes  per 
day,  with  an  average  of  4.3  years  of  smoking  history  per  individual 
smoker. 

Table  IV  summarizes  the  physical  characteristics  of  the  newborns 
in  both  groups.  There  were  no  significant  differences  in  weight, 

TABLE  II.  Comparison  of  Reproductive  History  Among 

Smoking  and  Nonsmoking  Mexican  Women  at  Delivery 
(N  = 50) 

Smokers  Nonsmokers 

Variable  (N  = 21)  (N  = 29)  Significance 


Number  of  pregnancies 


1 

14.3% 

51.7% 

p < 0.001 

3 or  less 

52.4% 

86.2% 

p < 0.005 

Normal  pregnancies 

66.7% 

79.3% 

NS* 

and  deliveries 

Previous  abortions 

9.6% 

5.1% 

NS 

Previous  cesarean 

1 1 .0% 

5.1% 

NS 

section 

Previous  stillbirths 

4.1% 

5.1% 

NS 

* NS  = not  significant. 
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TABLE  III.  Smoking  History*  at  Delivery  Among  a Sample 
of  Mexican  Women  (N  = 21) 


Smoking  During 
Pregnancy 

Daily  Smoking 

Increases  during 

23.8% 

Minimal  (5/day) 

76.2% 

pregnancy 
Decreases  during 

42.8% 

Moderate  (6-10/day) 

14.3% 

pregnancy 
No  modification 

33.3% 

Heavy  (>  1 0/day) 

9.5% 

* Lifetime  smoking:  mean  = 4.3  years;  standard  deviation  = 4.0. 


length,  cephalic  perimeter,  thoracic  perimeter,  or  Apgar  scores. 

In  Table  V,  one  can  see  that  the  smoking  habits  of  the  father, 
husband,  and  friends  of  the  subjects  were  not  significantly  different 
between  the  two  groups.  On  the  other  hand,  the  proportion  of  sub- 
jects whose  mothers  and  siblings  smoked  was  significantly  higher  (p 
< 0.005  and  p < 0.01,  respectively),  for  the  smoking  group.  It 
should  be  noted  that  of  the  nonsmoking  mothers,  92.3%  knew  that 
smoking  during  pregnancy  could  be  harmful  for  the  fetus;  85.7%  of 
the  smoking  mothers  also  knew  that  fact;  the  difference  was  not 
significant  (p  < 0.23). 

Discussion 

The  prevalence  of  smoking  behavior  among  mothers 
during  pregnancy  in  this  study  was  42%  (21  /50).  This  is 
five-fold  greater  than  the  reported  prevalence  for  Mexi- 
can females  in  the  international  literature.16  While  the 
sample  in  the  present  study  is  too  small  to  make  any  defin- 
itive conclusions,  and  the  effect  of  referral  bias  in  a clini- 
cal series  cannot  be  ruled  out,  this  result  is  an  intriguing 
finding  and  calls  for  additional  study.  It  may  be  that  this 
elevated  proportion  is  due  to  direct  exposure  to  the  US 
culture,  where  there  is  a high  prevalence  of  smoking 
among  females. 

The  smoking  and  nonsmoking  groups  in  this  analysis 
were  very  similar  in  age,  time  of  residence  in  Tijuana,  oc- 
cupation, religion  (some  forbid  smoking),  marital  status, 
and  educational  level.  In  terms  of  education,  a high  pro- 
portion of  subjects  in  both  groups  had  six  or  fewer  years  of 
formal  education. 

It  should  also  be  noted  that  almost  all  of  the  subjects 
came  from  a very  low  economic  bracket:  71.4%  of  the 
smoking  group  and  72.4%  of  the  nonsmoking  group  had  a 
weekly  income  of  50,000  pesos  or  less  (about  $20  US). 
The  difference  was  not  statistically  significant.  This  could 
be  due  to  the  fact  that  almost  all  of  the  subjects  who  utilize 


TABLE  V.  Smoking  Habits  of  Significant  Others 
Comparing  Smoking  and  Nonsmoking  Mexican  Women  at 
Delivery  (N  = 50) 


Variable 

Smokers 
(N  = 21) 

Nonsmokers 
(N  = 29) 

Significance 

Father  smokes 

55.0% 

57.1% 

NS* 

Mother  smokes 

50.0% 

14.8% 

(p  < 0.005) 

Husband  smokes 

66.6% 

73.1% 

NS 

Siblings  smoke 

66.6% 

34.6% 

{p  < 0.01) 

Friends  smoke 

76.2% 

69.0% 

NS 

* NS  = not  significant. 

Tijuana  General  Hospital  are  very  poor  and  their  average 
incomes  are  similar,  regardless  of  other  factors.  As  was 
seen  in  Table  I,  both  groups  lack  basic  public  services 
(running  water,  sewers)  and  only  one  of  every  four  of  them 
owned  the  house  in  which  they  lived. 

Billions  of  dollars  are  spent  every  year  worldwide  to 
promote  cigarette  use.  Targeting  women  directly  as  smok- 
ers began  in  the  1920s,  starting  a hallmark  of  cigarette 
advertising  directed  at  women.16  In  the  present  study,  we 
had  anticipated  differences  in  the  exposure  of  the  two 
groups  to  mass  communication  media.  However,  it  was 
found  that  in  both  groups  the  proportion  of  subjects  that 
never  read  a newspaper  was  very  high  (82.8%  in  nonsmok- 
ers and  79.3%  in  smokers;  not  significantly  different).  The 
majority  of  subjects  in  both  groups  reported  that  they 
watched  television  on  a regular  basis  (79.3%  in  the  non- 
smoking group  and  66.7%  in  the  smoking  group;  not  sig- 
nificantly different).  Cigarette  advertising  is  not  prohibit- 
ed in  Mexico,  and  the  tobacco  industry  is  one  of  the 
principal  advertisers  on  Mexican  television. 

In  a poll  conducted  in  1980  in  the  United  States,  it  was 
found  that  47%  of  women  respondents  were  unaware  that 
smoking  during  pregnancy  increases  the  risk  of  losing  the 
baby  before  or  during  birth.16  In  the  study  presented  here, 
the  proportion  of  pregnant  nonsmoking  women  who  knew 
that  smoking  could  be  harmful  to  the  fetus  was  higher 
(92.3%)  than  the  proportion  of  smoking  women  (85.7%); 
however,  the  difference  was  not  significant. 

The  proportion  of  normal  pregnancies  and  deliveries 
was  higher  in  the  nonsmoking  group  (79.3%  vs  66.7%), 
and  the  proportion  of  previous  abortions  and  cesarean  sec- 
tions was  higher  in  the  smoking  group  (9.6%  vs  5.1%  and 
11.0%  vs  5.1%,  respectively).  This  is  as  expected  from  the 


TABLE  IV.  Physical  Characteristics  of  the  Newborn  by  Smoking  and  Nonsmoking  Mexican  Women  at  Delivery  (N  = 50) 


Variable 

Mean 

Smokers 
(N  = 21) 

SD* 

Nonsmokers 
(N  = 29) 

Mean 

SD 

Significance 

Weight  (g) 

3,262.9 

432 

3,262.6 

458 

NSt 

Apgar  score 

1 minute 

8.1 

0.79 

7.8 

1.9 

NS 

5 minutes 

9.2 

0.70 

8.9 

1.7 

NS 

Length  (cm) 

49.4 

2.4 

49.5 

2.9 

NS 

Cephalic 

34.3 

1.1 

34.2 

1.8 

NS 

perimeter  (cm) 

Thoracic 

33.9 

1.5 

33.8 

2.4 

NS 

perimeter  (cm) 

* Standard  deviation, 
t NS  = not  significant. 
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literature.  The  differences  were  not  statistically  signifi- 
cant. 

In  concordance  with  the  literature,  the  weight  of  the 
infants  was  higher  in  the  nonsmoking  group  (plus  22.69 
g).  However,  here,  too,  the  differences  were  not  signifi- 
cant. One  reason  for  this  lack  of  significance,  other  than 
the  small  sample  size,  is  possibly  the  relatively  light  smok- 
ing of  the  subjects.  During  pregnancy,  90.5%  of  the  smok- 
ers smoked  ten  or  fewer  cigarettes  a day,  and  76.2% 
smoked  five  or  fewer  cigarettes  a day.  It  is  known  from  the 
literature  that  the  nicotine  effects  of  tobacco  on  the  fetus 
are  dose-related,  with  light  smokers  having  a 54%  and 
heavy  smokers  a 130%  increased  risk  of  delivering  infants 
weighing  less  than  2,500  g.  In  this  study,  the  proportion  of 
infants  with  weight  of  2,500  g or  less  at  birth  was  10.5% 
for  the  smoking  group  and  4.2%  for  the  nonsmoking 
group;  the  difference  was  not  significant  (/?  < 0.20). 

The  prevalence  of  smoking  habits  was  significantly 
higher  among  the  mothers  and  siblings  of  the  subjects  of 
the  smoking  group  than  among  those  of  the  nonsmoking 
group  (50%  vs  14.8%,/?  < 0.005;  and  66.7%  vs  34.6%,/?  < 
0.01,  respectively).  Prevalence  of  smoking  for  fathers  and 
husbands  was  not  significantly  different  between  the 
groups.  This  may  be  due  to  the  fact  that  in  the  Mexican 
culture  the  maternal  figure  is  much  more  important  as  an 
influence  on  the  family  than  the  father,  due  to  the  larger 
amount  of  time  the  mother  spends  at  home  when  the  chil- 
dren are  growing  up.  If  maternal  smoking  is  one  of  the 
most  important  behavioral  risk  factors  in  Mexico  concern- 
ing children’s  future  smoking  habits,  the  implications  for 
health  promotion  campaigns  in  this  country  are  obvious. 
Equivalent  results  were  found  in  another  study  performed 
by  the  authors  among  school  children  in  Tijuana  in 
1986, 17  where  maternal  smoking  was  the  most  important 
influential  factor  on  the  children’s  future  smoking  habits. 

In  summary,  the  prevalence  of  smoking  during  preg- 
nancy in  this  Mexican  referral  series  sample  was  42%. 
Economic  and  cultural  factors  did  not  influence  the  smok- 
ing habit  of  the  subjects  in  the  study,  and  the  majority  of 
the  females  in  both  groups  knew  that  smoking  during 
pregnancy  could  be  harmful  to  the  growing  fetus.  A sig- 
nificant difference  in  weight  at  birth  between  the  two 
groups,  a universal  finding  in  the  literature  concerning 
smoking  during  pregnancy,  was  not  noted.  This  may  be 
due  to  the  fact  that  the  majority  of  smokers  in  the  group 
were  light  smokers,  or  it  may  be  due  to  the  size  of  the 
sample.  The  number  of  previous  pregnancies  per  subject 
was  significantly  higher  in  the  group  of  smoking  mothers. 
Finally,  the  prevalence  of  smoking  among  the  mothers 


and  siblings  of  the  subjects  of  the  smoking  group  was  sig- 
nificantly higher  than  among  those  of  the  nonsmoking 
group. 

Health  promotion  campaigns  aimed  at  tobacco  use  in 
Mexico  and  other  developing  nations  will  need  such  infor- 
mation if  they  are  to  begin  to  combat  the  marketing  strat- 
egies of  the  tobacco  corporations.  Smoking  among  men, 
women,  and  children  in  developing  countries  represents  a 
dangerous  and  growing  threat  to  populations  that  can 
scarcely  afford  additional  health  problems.  The  prolifera- 
tion of  tobacco  use  in  these  areas  is  largely  a result  of  ag- 
gressive marketing  strategies  developed  by  the  Western 
industry.  Aggressive  intervention  studies  as  well  as  fur- 
ther epidemiologic  research  will  help  to  control  this  prob- 
lem. 
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Trends  in  the  adoption  of  smoking  restrictions  in  public 

places  and  worksites 

Nancy  A.  Rigotti,  md 


There  is  a rapid  and  profound  change  underway  in  the  role 
of  tobacco  smoking  in  American  society.  A wave  of  social 
action  in  the  public  and  private  sectors  is  redefining  where 
and  when  it  is  acceptable  to  smoke.  Over  the  past  1 5 years, 
smoking  in  public  places  has  been  increasingly  regulated 
by  government  action,  largely  by  legislation  at  state  and 
local  levels.  More  recently,  in  the  private  sector,  a growing 
number  of  businesses  have  adopted  workplace  smoking  re- 
strictions. A smaller  number  of  employers  have  taken 
stronger  action,  banning  smoking  entirely  or  preferential- 
ly hiring  nonsmokers.  Smoking  restrictions  have  also  ap- 
peared in  restaurants,  hotels  and  motels,  health  care  facil- 
ities, and  transportation  vehicles. 

The  development  and  implementation  of  smoking  re- 
strictions have  generated  discussion  and,  occasionally, 
controversy.  Their  impact  on  air  quality  and  the  behavior 
of  smokers  is  a matter  of  considerable  interest,  particular- 
ly to  individuals  concerned  about  the  health  and  economic 
costs  of  cigarette  smoking. 

Forces  Fueling  the  Trend  Toward  Smoking 
Restrictions 

The  recent  changes  in  where  smoking  is  permitted  are 
the  result  of  two  interrelated  forces:  growing  evidence 
about  the  health  risks  of  passive  (involuntary)  smoking 
and  changing  public  attitudes  about  the  social  acceptabil- 
ity of  smoking.1  Information  about  the  health  conse- 
quences of  involuntary  smoking  has  been  accumulating 
for  more  than  a decade,  providing  a strong  rationale  for 
policymakers’  actions  to  regulate  smoking.  However,  until 
recently,  the  evidence  was  regarded  by  some  scientists  as 
incomplete  or  controversial.  In  1986,  evidence  about  the 
health  risks  of  involuntary  smoking  was  independently 
evaluated  by  the  National  Academy  of  Sciences  and  the 
US  surgeon  general.  They  reached  substantially  similar 
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conclusions  in  reports  issued  in  November  and  December 
1986.2’3  The  surgeon  general  concluded  the  following: 

(1)  Involuntary  smoking  is  the  cause  of  disease,  including 
lung  cancer,  in  healthy  nonsmokers. 

(2)  The  children  of  parents  who  smoke,  compared  to  the  chil- 
dren of  nonsmoking  parents,  have  an  increased  frequency  of  res- 
piratory infections,  increased  respiratory  symptoms,  and  slightly 
smaller  rates  of  increase  in  lung  function  as  the  lung  matures. 

(3)  The  simple  separation  of  smokers  and  nonsmokers  within 
the  same  indoor  airspace  can  reduce,  but  does  not  eliminate,  ex- 
posure to  environmental  tobacco  smoke. 

These  reports  indicated  a growing  scientific  consensus 
about  the  health  risks  of  involuntary  smoking.  They  pro- 
vided policymakers  with  a public  health  issue  to  address, 
and  attracted  broad  public  attention  via  the  news  media. 

However,  data  from  opinion  polls  indicate  that  negative 
public  attitudes  about  tobacco  smoking  had  begun  to  de- 
velop long  before  the  health  risks  to  nonsmokers  were 
demonstrated.  These  negative  attitudes,  an  important 
force  supporting  the  growth  in  smoking  restrictions,  can 
be  detected  as  early  as  1964,  shortly  after  the  first  surgeon 
general’s  report  focused  public  attention  on  the  health 
hazards  of  smoking.  Public  opinion  polls  since  1964  have 
documented  the  shift  in  attitudes  about  the  acceptability 
of  smoking. 

The  four  Adult  Use  of  Tobacco  surveys,  a series  of  na- 
tionwide surveys  conducted  between  1964  and  1975,  mea- 
sured attitudes  in  the  decade  after  the  health  hazards  of 
smoking  were  first  widely  appreciated.4-6  As  early  as  the 
first  survey  in  1 964,  a majority  of  nonsmokers  agreed  with 
these  statements:  “It  is  annoying  to  be  near  a person  who 
is  smoking  cigarettes,”  and  “Smoking  should  be  allowed 
in  fewer  places  than  it  is  now.”  By  1 970,  a majority  of  both 
smokers  and  nonsmokers  agreed  with  these  statements. 
By  1975,  a majority  of  smokers  agreed  with  the  idea  of 
further  restricting  smoking,  suggesting  that  there  was 
public  support  for  restricting  smoking  well  before  the  first 
comprehensive  Clean  Indoor  Air  Act  was  passed  in  Min- 
nesota in  1975.  As  early  as  1973,  73%  of  the  nonsmokers 
in  a Minnesota  poll  felt  that  they  had  the  right  to  a smoke- 
free  environment.7  Negative  attitudes  toward  smoking  in 
public  places  have  continued  to  spread  in  the  1980s.  Two 
nationwide  Gallup  polls,  commissioned  by  the  American 
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Lung  Association  in  1983  and  1985,  found  that  an  in- 
creasing majority  of  adults,  including  current  smokers, 
agree  that  smokers  should  refrain  from  smoking  in  the 
presence  of  nonsmokers8’9  (Table  I).  A 1987  Gallup  poll 
found,  for  the  first  time,  that  a majority  of  all  adults 
(55%)  favored  a complete  ban  on  smoking  in  all  public 
places.  This  was  supported  by  69%  of  nonsmokers  but  only 
25%  of  smokers.10 

Opinion  polls  document  a similar  pattern  of  increasing 
support  for  smoking  restrictions  in  the  workplace.  Support 
for  an  employer’s  right  to  restrict  smoking  to  a designated 
area  at  work  grew  from  52%  to  61%  during  the  1970s, 
according  to  Roper  polls  performed  in  1976  and  1978,11 
and  continued  to  increase  in  the  1980s.  A 1985  Gallup  poll 
found  that  79%  of  adults  in  the  United  States,  including 
76%  of  smokers,  favored  restricting  workplace  smoking  to 
designated  areas,  and  an  additional  8%  favored  a total 
workplace  smoking  ban.  Only  1 2%  of  respondents  ( 1 9%  of 
smokers)  opposed  any  worksite  smoking  policy9  (Table  I). 

These  survey  data  indicate  that  Americans  favor  a 
higher  level  of  restriction  on  smoking  than  currently  ex- 
ists. They  also  demonstrate  that  public  support  for  smok- 
ing restrictions  preceded  rather  than  followed  both  the 
laws  restricting  smoking  and  most  of  the  evidence  about 
the  health  consequences  of  involuntary  smoking.1  Nega- 
tive attitudes  about  smoking  presumably  contributed  to 
the  development  of  laws  and  regulations  about  smoking  in 
public.  At  the  same  time,  publicity  surrounding  the  adop- 
tion of  smoking  policies  may  have  increased  public  aware- 
ness of  the  hazards  of  passive  smoke,  thereby  decreasing 
the  acceptability  of  smoking  in  public.  The  development 
of  negative  attitudes  toward  cigarette  smoke  before  signif- 
icant research  findings  about  the  hazards  of  involuntary 
smoking  suggests  that  these  attitudes  are  more  broadly 
based.  They  may  reflect  a dislike  of  smoke  exposure  in 
addition  to  concern  about  recently  publicized  health  haz- 
ards. 

Restrictions  on  Smoking  in  Public  Places 

Smoking  in  public  places  is  regulated  primarily  by  gov- 
ernment actions.  In  general,  state  and  local  governments 


have  been  more  active  than  the  federal  government.  At 
the  federal  level,  smoking  has,  until  recently,  been  ad- 
dressed by  agency  regulation  rather  than  congressional 
action.  Federal  agencies  currently  regulate  smoking  in 
airplanes  and  on  interstate  buses  and  trains.  The  first  suc- 
cessful congressional  legislation  occurred  in  1987,  when 
Congress  banned  smoking  on  domestic  commercial  airline 
flights  scheduled  for  up  to  two  hours’  duration. 

At  the  state  level,  cigarette  smoking  has  been  regulated 
to  a limited  degree  by  state  laws  for  nearly  a century.  The 
goal  of  this  early  legislation  was  to  prevent  fires  or  explo- 
sions by  restricting  smoking  in  such  places  as  stables  or 
factories.  A second  form  of  early  state  legislation  was  the 
result  of  a moral  crusade  against  cigarettes  coincident 
with  the  moral  crusade  against  alcohol  that  emerged  at 
the  turn  of  the  century.12’13  Its  goal  was  a total  ban  on 
cigarettes,  which  were  blamed  for  social  evils  and  physical 
ills,  based  largely  on  unfounded  claims.  At  the  peak  of  the 
movement,  cigarettes  were  banned  in  a dozen  states,  pri- 
marily in  the  midwest.13’14  Enforcing  the  regulations 
proved  controversial,  and  all  state  laws  banning  smoking 
were  repealed  by  1927.  The  handful  of  remaining  state 
laws  regulating  smoking  were  limited  in  scope. 

By  the  early  1970s,  a new  form  of  smoking  legislation 
emerged,  developed  by  the  new  nonsmokers’  rights  move- 
ment. The  specific  intent  of  these  Clean  Indoor  Air  Acts 
was  the  safety  and  comfort  of  nonsmokers.  These  laws 
covered  a broader  range  of  places  and  extended  for  the 
first  time  to  privately  owned  facilities.  The  language  be- 
came more  restrictive,  moving  from  permitting  a non- 
smoking section,  to  requiring  one,  to  making  nonsmoking 
the  principal  or  assumed  condition.  The  landmark  event 
was  the  passage  of  the  Minnesota  Clean  Indoor  Air  Act  in 
1975.  This  was  the  first  piece  of  legislation  to  restrict 
smoking  in  a range  of  public  places  and  to  do  so  for  health 
concerns.  It  became  a model  for  other  state  statutes,  and 
the  pace  of  new  legislation  increased. 

The  number  of  states  that  restrict  smoking  in  at  least 
some  public  places  has  continued  to  increase  (Fig  1).  By 
the  end  of  1985,  smoking  was  regulated  in  at  least  one 
public  place  in  41  states  and  the  District  of  Columbia, 


TABLE  I.  Survey  of  Attitudes  Towards  Smoking* 


Should  smokers  refrain  from  smoking  in  the  presence  of  nonsmokers? 


Agree 

’83  ’85 

Disagree 

’83  ’85 

No  Opinion 
’83  ’85 

Current  smokers 

55% 

62% 

39% 

37% 

6% 

1% 

Nonsmokers 

82% 

85% 

14% 

15% 

4% 

0 

Former  smokers 

70% 

78% 

22% 

22% 

8% 

t 

All  adults 

69% 

75% 

25% 

24% 

6% 

1% 

Should  companies  have  a policy  on  smoking  at  work? 

Assign  certain  Totally  ban  No 

areas  for  smoking  smoking  at  work  company  policy 

No  opinion 

Current  smokers 

76% 

4% 

19% 

1% 

Nonsmokers 

80% 

12% 

6% 

2% 

Former  smokers 

80% 

9% 

10% 

1% 

All  adults 

79% 

8% 

12% 

1% 

* Survey  by  the  Gallup  Organization,  Inc.  Source:  American  Lung  Association,  1983,  1985. 
t Less  than  V2  of  1%. 
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FIGURE  1.  Prevalence  and  content  of  state  laws  restricting  smoking  in 
public  places,  1960-1985.  KEY:  Extensive  = law  regulates  smoking  in 
private  sector  workplaces;  Moderate  = law  regulates  smoking  in  restau- 
rants, but  not  workplaces;  Basic  = law  regulates  smoking  in  four  or  more 
public  places,  excluding  restaurants  and  workplaces;  Nominal  = law  re- 
stricts smoking  in  from  one  to  three  public  places,  excluding  restaurants 
and  workplaces.  (Source:  US  Dept  of  Health  and  Human  Services,  The 
Health  Consequences  of  Involuntary  Smoking:  A Report  of  the  Surgeon 
General,  1986.) 


leaving  only  nine  states  with  no  smoking  restrictions. 
Whereas  in  1970,  only  8%  of  the  US  population  lived  in 
states  where  smoking  regulations  were  in  effect,  by  1985 
nearly  80%  of  the  US  population  lived  in  states  with  some 
smoking  regulation.1  Not  only  the  prevalence  but  also  the 
comprehensiveness  of  state  laws  has  increased.  This  was 
demonstrated  in  an  analysis  of  the  content  of  state  laws, 
using  an  index  which  categorized  the  comprehensiveness 
of  a state  law  based  on  the  number  of  public  places  in 
which  it  restricted  smoking.1  As  shown  in  Figure  1,  the 
proportion  of  state  laws  in  the  more  restrictive  categories 
has  increased  over  time. 

The  comprehensiveness  of  state  laws  varies  widely.  In 
1986,  state  laws  most  often  restricted  smoking  in  public 
transportation  (35  states),  hospitals  (33  states),  elevators 
(31  states),  indoor  cultural  or  recreational  facilities  (29 
states),  schools  (27  states),  public  meeting  rooms  (21 
states),  and  libraries  (19  states).  Eighteen  states  restricted 
smoking  in  retail  stores  and  in  restaurants.1  The  preva- 
lence and  comprehensiveness  of  state  laws  varies  by  geo- 
graphic region  (Fig  2).  There  are  fewer  state  laws  and  less 
restrictive  state  laws  in  southern  states,  compared  with  the 
rest  of  the  US.  Most  of  the  states  without  smoking  legisla- 
tion are  concentrated  in  the  Southeast,  and  they  include 
three  of  the  six  major  tobacco  producing  states  (North 
Carolina,  Virginia,  and  Tennessee). 

In  the  1980s,  legislative  restrictions  on  smoking  spread 
from  states  to  local  communities.  The  hallmark  event  was 
the  passage  in  1983  of  San  Francisco’s  ordinance  restrict- 
ing smoking  in  public  places  and  at  the  worksite.  It  with- 
stood a tobacco  industry-sponsored  public  referendum  af- 
ter passage  by  city  government  and  is  currently  in  effect. 
Comprehensive  legislation  in  other  communities,  notably 
in  California,  followed.  As  of  April  1988,  125  California 
cities  and  counties  had  passed  smoking  ordinances,  in- 
cluding 118  that  required  no-smoking  sections  in  restau- 


rants and  117  that  restricted  smoking  in  worksites.15  Two 
groups  that  have  recently  monitored  the  extent  of  this 
trend  nationwide  (Americans  for  Nonsmokers’  Rights 
and  the  Tobacco  Free  America  Project)  reported  that  over 
320  cities  and  counties  have  passed  ordinances  restricting 
smoking  in  public.  In  general,  local  smoking  ordinances 
are  more  comprehensive  than  corresponding  state  laws 
and  are  often  enacted  because  of  difficulty  in  enacting 
stronger  state  legislation.  Many  local  ordinances  extend 
smoking  regulations  to  restaurants  and  workplaces.1 

New  York  State  currently  has  a weak  statewide  smok- 
ing law,  which  regulates  smoking  only  on  public  transpor- 
tation and  in  theaters  and  libraries;  it  does  not  cover  res- 
taurants or  workplaces.1  Broad  smoking  restrictions  for 
public  places  and  the  workplace  were  developed  and 
adopted  by  the  state’s  Public  Health  Council  in  1987; 
however,  they  were  overturned  by  a successful  legal  chal- 
lenge, on  the  grounds  that  the  Public  Health  Council  had 
overstepped  its  regulatory  authority.16  Subsequently,  the 
state  legislature  has  considered  several  Clean  Indoor  Air 
Acts  in  its  1988  session.  As  of  November  1988,  none  had 
been  enacted.17 

In  New  York,  as  in  other  states,  there  has  been  recent 
action  at  the  local  governmental  level.  New  York  City 
adopted  a sweeping  Clean  Indoor  Air  Act  in  April  1988. 18 
It  requires  restaurants  with  more  than  50  seats  to  set  aside 
half  for  nonsmoking,  and  requires  employers  with  more 
than  15  employees  to  provide  smoke-free  working  areas. 
Elsewhere  in  New  York  State,  four  counties  (Nassau, 
Westchester,  Suffolk,  and  Monroe)  regulate  smoking  in 
worksites,  restaurants,  and  several  public  places.19  These 
local  ordinances  have  all  been  adopted  since  1985. 

Smoking  restrictions  legislated  by  state  and  local  gov- 
ernments are  generally  implemented  by  public  health  offi- 
cials, rather  than  police  departments.  The  adequacy  of 
implementation  and  the  level  of  public  compliance  is  un- 


FIGURE  2.  Geographic  variability  of  state  laws  regulating  smoking  in 
public  places,  1986.  KEY:  Extensive  = law  regulates  smoking  in  private 
sector  workplaces;  Moderate  = law  regulates  smoking  in  restaurants,  but 
not  workplaces;  Basic  = law  regulates  smoking  in  four  or  more  public 
places,  excluding  restaurants  and  workplaces;  Nominal  = law  restricts 
smoking  in  from  one  to  three  public  places,  excluding  restaurants  and 
workplaces.  (Source:  US  Dept  of  Health  and  Human  Services,  The  Health 
Consequences  of  Involuntary  Smoking:  A Report  of  the  Surgeon  Gen- 
eral, 1986.) 
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known,  as  is  any  impact  on  smoking  behavior  or  air  quali- 
ty. These  policies  are  often  said  to  be  “self-enforcing.”1 
The  assumption  is  that  the  majority  of  smokers,  being  law 
abiding,  will  obey  smoking  restrictions,  and  that  non- 
smokers  will  enforce  any  noncompliance,  freeing  govern- 
ment from  the  need  to  actively  police  policies.  In  general, 
the  lack  of  complaints  is  equated  with  adequate  compliance. 

There  has  been  no  systematic  evaluation  of  state  or  lo- 
cal smoking  legislation.  The  one  published  report  exam- 
ined the  impact  of  San  Francisco’s  ordinance.  The  city 
found  that  implementation  required  only  a declining  mi- 
nority of  a single  employee’s  time.  However,  compliance 
was  monitored  passively  rather  than  actively,  ie,  by  re- 
sponse to  complaints  rather  than  active  surveillance  of 
compliance.20  The  experience  of  San  Francisco  counter- 
acts the  tobacco  industry’s  claim  that  smoking  laws  will  be 
expensive  to  implement  and  will  serve  as  a drain  on  scarce 
city  monies.  The  few  studies  of  public  opinion  document 
strong  support.  In  New  York  City,  73%  of  a random  sam- 
ple of  city  residents  interviewed  three  months  after  the 
city’s  smoking  law  took  effect  favored  the  law,  including 
84%  of  nonsmokers  and  43%  of  smokers.21 

Worksite  Smoking  Restrictions 

The  workplace  has  become  a focus  of  efforts  to  restrict 
smoking  for  several  reasons.  First,  the  workplace  is  a ma- 
jor site  of  involuntary  smoke  exposure.  Urban  adults 
spend  more  time  at  work  than  at  any  other  location  except 
the  home.22  For  adults  who  do  not  live  with  smokers,  work 
is  the  main  source  of  involuntary  smoke  exposure.  The  du- 
ration and  intensity  of  smoke  exposure  that  can  occur  at 
work  makes  it  a major  source  of  exposure,  even  for  adults 
who  live  with  smokers.  A second  reason  for  the  focus  on 
smoking  at  work  is  that  individuals  have  less  choice  about 
their  smoke  exposure  at  work  than  in  other  public  places. 
People  bothered  by  smoke  can  more  easily  patronize  a dif- 
ferent store  or  restaurant  than  they  can  change  their  place 
of  employment.  Third,  there  may  be  synergism  between 
passive  smoke  and  known  workplace  toxins.  Materials 
whose  effects  are  synergistic  with  direct  smoking,  such  as 
asbestos,  may  also  be  synergistic  with  the  concentrations 
of  smoke  inhaled  by  passive  smokers.23 

A fourth  reason  for  the  focus  on  smoking  at  work  is  the 
potential  for  workplace  restrictions  to  alter  the  smoking 
behavior  of  large  numbers  of  adults.  Changing  the  rules 
about  where  smoking  is  permitted  at  work  is  likely  to  alter 
workplace  norms  about  smoking.  This  may  enhance  the 
participation  in  or  effectiveness  of  ongoing  worksite  smok- 
ing cessation  programs,  increase  the  success  of  smokers’ 
unaided  efforts  to  quit,  or  reduce  the  number  of  young 
workers  who  adopt  the  smoking  habit.  By  reducing  the 
opportunities  for  smoking,  worksite  restrictions  may  re- 
duce the  cigarette  consumption  of  smokers  who  do  not 
quit.  Each  of  these  potential  effects  would  contribute  to 
reducing  the  prevalence  of  smoking  among  workers  and 
thereby  reduce  the  smoking  prevalence  among  adults.1 

Both  public  and  private  actions  have  contributed  to 
worksite  smoking  restrictions.  In  contrast  to  the  regula- 
tion of  smoking  in  public  places,  most  worksite  smoking 
restrictions  are  the  result  of  private  initiative  rather  than 
governmental  regulations.  Most  of  this  activity  has  oc- 
curred in  the  1980s. 


Contributions  by  Government 

Government  action  has  occurred  at  federal,  state,  and 
local  levels  and  has  primarily  addressed  smoking  by  gov- 
ernment employees.  The  federal  government  has  taken  re- 
cent steps  to  restrict  smoking  by  its  own  large  workforce. 
The  General  Services  Administration,  the  agency  that 
manages  half  of  nonmilitary  federal  workspace,  adopted 
tighter  smoking  restrictions  in  February  19  8 7. 24  The  poli- 
cy prohibits  smoking  except  in  designated  areas,  specifies 
areas  where  smoking  is  to  be  banned  and  where  smoking 
may  be  permitted,  but  does  not  require  that  all  working 
areas  be  smoke  free.  Individual  federal  agencies  are  per- 
mitted to  adopt  more  stringent  regulations,  and  several, 
including  the  Department  of  Health  and  Human  Services 
and  the  Centers  for  Disease  Control,  have  adopted  virtual 
smoking  bans.25  Smoking  by  military  personnel  was  ad- 
dressed by  a 1986  Department  of  Defense  directive  which 
ordered  each  military  service  to  develop  and  implement  a 
smoking  policy.26  The  army  has  been  the  most  active  ser- 
vice branch  to  date.  As  a result  of  these  actions,  most  fed- 
eral workers  are  now  covered  by  policies  that  restrict  but 
do  not  entirely  ban  smoking  at  the  workplace. 

At  the  state  level,  both  legislative  and  executive  actions 
have  regulated  smoking.  Most  regulations  are  the  result  of 
legislation.  As  of  1986,  laws  in  22  states  regulated  smok- 
ing at  the  worksite  for  state  employees,  and  in  nine  states, 
the  law  extended  to  cover  workers  in  the  private  sector.1 
The  content  of  worksite  smoking  laws  is  variable.  The  ear- 
liest laws  simply  empowered  the  employer  to  restrict 
smoking  in  factories.  Later,  more  stringent  laws  required 
employers  to  issue  a written  smoking  policy  and  to  post 
signs,  but  did  not  stipulate  the  content  of  that  policy.  More 
restrictive  laws  required  employers  to  designate  nonsmok- 
ing areas  at  work,  implying  that  smoking  was  the  norm. 
The  most  restrictive  laws  prohibit  smoking  except  in  des- 
ignated areas,  making  nonsmoking  the  norm.26  In  addi- 
tion to  legislation,  governors  in  several  states  issued  execu- 
tive orders  restricting  smoking  by  state  employees.  Colo- 
rado and  Massachusetts  are  two  states  in  which  this  has 
occurred.  In  New  York  State,  smoking  in  both  public  and 
private  worksites  was  restricted  to  designated  areas  in  reg- 
ulations proposed  by  the  Public  Health  Council  and  later 
overturned  by  the  court.16 

At  the  local  level,  a growing  number  of  communities 
have  passed  ordinances  restricting  smoking  at  the  work- 
place. A 1988  survey  by  the  Americans  for  Nonsmokers 
Rights  found  that  1 17  California  cities  had  adopted  ordi- 
nances covering  workplace  smoking;  55%  of  the  state’s 
population  lived  in  these  cities.15 

Initiatives  by  the  Private  Sector 

A series  of  business  surveys  over  the  past  decade  docu- 
ment that  smoking  restrictions  developed  in  the  private 
sector  worksites  are  largely  a phenomenon  of  the  1980s. 
These  surveys  can  be  divided  into  two  sets.  The  first  set  of 
five  surveys,  conducted  between  1977  and  1980,  shows 
relatively  few  restrictions  in  place.  A second  set,  done  in 
the  mid-1980s,  shows  a remarkable  change  (Table  II). 

The  1977-1980  surveys  vary  widely  in  sample  size,  re- 
sponse rate,  and  estimated  prevalence  of  smoking  restric- 
tions. The  highest  estimated  prevalence,  64%,  was  report- 
ed by  a survey  restricted  to  Massachusetts.27  Estimates  of 
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TABLE  II.  Prevalence  of  Workplace  Smoking  Restrictions 
(Surveys  Done  1977-1980  and  1984-1986) 


Survey  Name 

Survey  Year 

Respondents 
(%  Sample) 

Restrict 

Smoking 

(%) 

Dartnell’s  Business28 

1977 

250 

30% 

(?) 

Bennett  & Levy27 

1978-1979 

128 

64% 

(Mass,  only) 

(66%) 

National  Inter- 

1979 

3,000 

50% 

Agency  Council29 

(29%) 

Dartnell’s  Business28 

1980 

325 

23% 

(?) 

Administrative  Man- 

1980 

500 

14% 

agement  Society30 

(60%) 

Human  Resources 

1985 

445 

32% 

Policy  Corp31* 

(40%) 

US  Department  of  Health 

and  Human  Services 

1985 

1,358 

27% 

(ODPHP)32+ 

(85%) 

BNA33 

1986 

662 

36% 

(34%) 

Petersen  and 

1986 

577 

56% 

Massengill34 

(53%) 

New  York  City 

1986 

573 

4% 

Dept  of  Health36 

(75%) 

BNA35 

1987 

623 

54% 

(29%) 

* Survey  funded  by  Tobacco  Institute, 
t Office  of  Disease  Prevention  and  Health  Promotion. 


23%  and  30%  were  obtained  from  the  Dartnell’s  Business 
Review,  but  details  about  this  survey  are  lacking,  and  its 
representativeness  is  difficult  to  document.28  The  Nation- 
al Interagency  Council  conducted  a large  survey  with  a 
low  response  rate  and  recorded  a 50%  prevalence  of  poli- 
cies.29 Finally,  the  lowest  prevalence,  14%,  was  reported  in 
a survey  conducted  by  the  Administrative  Management 
Society.30 

While  it  is  difficult  from  these  surveys  to  determine  the 
actual  prevalence  of  policies  in  businesses  at  that  time, 
several  other  conclusions  can  be  drawn  from  the  reports. 
First,  policies  appear  to  be  more  prevalent  in  larger  com- 
panies and  in  blue  collar  rather  than  white  collar  areas. 
Second,  management  initiates  most  policies.  Third,  25- 
37%  of  companies  report  employee  complaints  about 
smoking,  suggesting  that  there  is  employee  pressure  on 
management  for  smoking  restrictions.  Finally,  there  were 
three  main  reasons  for  adopting  smoking  policies,  accord- 
ing to  these  surveys:  protection  of  equipment;  workers’ 
safety  from  explosion  or  fire  hazards;  and  concern  about 
appearance  to  customers  and  clients.  Concerns  about  em- 
ployee health  were  not  mentioned.1 

The  second  set  of  business  surveys,  done  between  1984 
and  1987,  documented  the  phenomenon  that  occurred 
during  the  early  1980s.  There  is  remarkable  agreement 
among  three  nationwide  surveys  done  1984-1986  by  such 
disparate  groups  as  the  tobacco  industry,  the  US  Depart- 
ment of  Health  and  Human  Services,  and  the  Bureau  of 
National  Affairs.31-33  The  reported  prevalence  of  policies 
in  these  three  surveys  varies  between  27%  and  36%,  sug- 
gesting that  approximately  one  third  of  private  employers 


had  smoking  restrictions  in  place.  A fourth  survey  report- 
ed a higher  prevalence  of  smoking  restrictions,  but  it  in- 
cluded only  white  collar  areas.34  The  BNA  survey  was  re- 
peated in  1987.  The  proportion  of  large  businesses  with 
smoking  policies  had  increased  from  36%  in  1986  to  54% 
in  1987. 35 

Another  survey,  limited  to  New  York  City  businesses, 
was  done  in  August  1986,  prior  to  the  city’s  Clean  Indoor 
Air  Act.36  This  survey  reported  a much  lower  prevalence 
of  policies,  with  only  4%  of  companies  reporting  written 
smoking  policies.  It  is  notable  that  this  is  the  only  one  of 
these  surveys  to  include  a large  number  of  smaller  busi- 
nesses. Indeed,  half  of  that  sample  consisted  of  businesses 
with  fewer  than  ten  employees,  and  these  were  less  likely 
than  larger  companies  to  have  a smoking  policy.  Another 
explanation  for  the  discrepancy  is  that  businesses  were 
asked  about  having  a written  smoking  policy.  Some  small 
businesses  may  have  a policy  in  place  that  is  not  written. 

Several  other  conclusions  can  be  drawn  from  a review  of 
business  surveys  from  the  mid-1980s.1  First,  more  than 
half  of  policies  are  less  than  five  years  old,  providing  evi- 
dence that  they  are  a new  phenomenon.  Second,  the  areas 
where  smoking  is  permitted  are  shrinking,  but  bans  re- 
main rare.  At  present,  fewer  than  5%  of  companies  ban 
smoking  at  the  worksite  or  take  the  additional  step  of  re- 
stricting employment  to  nonsmokers.  Third,  worksite  poli- 
cies are  now  more  prevalent  in  larger  companies,  certain 
types  of  industries  (generally,  nonmanufacturing  indus- 
tries), western  or  northeastern  states,  and  areas  where 
smoking  laws  are  in  effect.  Fourth,  we  know  little  about 
how  small  businesses  handle  smoking.  The  only  available 
data,  from  a survey  of  New  York  City  businesses,  may  not  be 
representative.  The  processes  of  decision  making  and  imple- 
mentation may  be  different  in  small  versus  large  businesses. 

Finally,  the  reasons  for  adopting  smoking  policies  have 
changed  over  the  past  five  years.  Previously,  equipment 
safety  and  explosion  hazards  were  the  major  concerns; 
currently,  the  most  common  reason  reported  for  adopting 
smoking  policies  is  employee  health  and  safety.  The  sec- 
ond most  common  reason  is  to  comply  with  laws  about 
smoking,  and  the  third  is  employee  pressure.  Saving  mon- 
ey is  rarely  mentioned,  even  though  this  is  frequently 
pointed  out  by  those  advocating  smoking  policies.  As  re- 
ported by  a tobacco  industry-sponsored  survey,  the  barri- 
ers to  adopting  smoking  policies  are  union  opposition,  a 
perception  that  employees  can  handle  smoking  on  their  own, 
and  concern  about  the  difficulty  or  cost  of  implementation.31 

Types  of  Workplace  Smoking  Policies 

Because  smoke  travels,  the  desires  of  smokers  and  non- 
smokers  will  inevitably  conflict  in  enclosed  indoor  areas. 
It  is  difficult  to  achieve  simultaneously  the  goals  of 
smoke-free  air  (ie,  maximum  employee  protection),  mini- 
mum smoker  disruption,  and  minimum  cost  of  implemen- 
tation. The  policy  that  a company  adopts  indicates  the  rel- 
ative importance  placed  on  each  of  these  values.1  For 
example,  a company  wishing  to  maximize  protection  of 
employee  health  might  adopt  a total  ban  on  smoking,  but 
such  a policy  is  the  most  disrupting  to  current  smokers.  A 
smoking  ban  also  offers  the  potential  for  minimal  cost, 
because  it  requires  no  changes  in  the  physical  plant  and 
offers  a potential  for  reducing  maintenance  costs.  Busi- 
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nesses  concerned  with  disrupting  smokers  are  likely  to  pay 
greater  heed  to  smokers’  wishes  at  the  expense  of  smoke- 
free  air,  and  may  try  to  increase  ventilation  to  avoid  the 
necessity  of  behavioral  change.  This,  however,  is  an  ex- 
pensive choice.  An  alternative  is  to  separate  smokers  and 
nonsmokers,  but  this  presents  the  logistic  problem  that 
smoke  travels,  even  when  smokers  and  nonsmokers  are 
separated.  Companies  that  do  not  adopt  a policy  do  not 
risk  alienating  their  smokers  or  incurring  expenses,  but  do 
so  at  the  cost  of  ignoring  employee  health  concerns.  Given 
the  current  climate  of  increasing  nonsmoker  activism, 
such  companies  are  likely  to  face  complaints  from  their 
employees,  the  majority  of  whom  are  nonsmokers. 

Businesses  developing  smoking  policies  generally  divide 
the  physical  plant  into  four  categories:  private  offices; 
shared  offices  or  work  areas;  small  common  use  areas, 
such  as  elevators  and  bathrooms;  large  common  use  areas, 
such  as  conference  rooms,  meeting  rooms,  auditoriums 
and  cafeterias.  Surveys  indicate  that  at  present,  most 
companies  restrict  smoking  in  small  and  large  common 
use  areas,  with  the  exception  of  cafeterias,  where  there  is 
generally  a designated  smoking  section.  Smoking  is  gener- 
ally permitted  in  private  offices.33  There  is  less  potential 
for  involuntary  smoke  exposure  in  private  offices,  so  long 
as  nonsmokers  are  not  required  to  go  into  the  private  of- 
fice, and  the  smoke  does  not  travel  out  of  the  office,  either 
by  diffusion  or  via  a recirculating  ventilation  system. 
However,  since  the  managers  who  make  the  decisions  are 
often  in  private  offices,  permitting  smoking  in  private  of- 
fices and  banning  it  in  shared  work  areas  present  equity 
concerns  which  may  endanger  employee  morale.  Deci- 
sions about  smoking  rules  for  shared  offices  or  work  areas 
generate  the  most  controversy,  because  the  wishes  of 
smokers  and  nonsmokers  are  in  most  direct  conflict  in 
these  areas.  Because  workers  spend  most  of  their  time  at 
their  primary  work  area,  this  is  the  location  where  the 
nonsmoker  is  at  greatest  risk  for  passive  smoke  exposure, 
and  where  smokers  most  often  wish  to  smoke.  Currently, 
most  policies  attempt  some  restrictions  on  smoking  in 
these  areas,  but  because  of  the  diffusibility  of  smoke,  it  is 
difficult  to  contain  smoke  to  a single  area. 

Current  smoking  policies  may  be  categorized  as  a con- 
tinuum1 2 3: 

1.  No  Explicit  Policy.  (This  is  the  so-called  “common 
courtesy”  approach.)  The  lack  of  policy  is  still  the 
most  prevalent  situation.  While  it  offers  the  least  po- 
tential for  disruption  of  smokers,  it  provides  the  least 
protection  to  nonsmokers.  Given  the  increasingly 
negative  attitudes  of  nonsmokers  toward  environ- 
mental tobacco  smoke,  it  is  unlikely  to  be  a long  term 
solution. 

2.  Environmental  Alterations.  These  include  parti- 
tions, air  filters,  or  altered  ventilation  systems. 
While  these  offer  the  potential  both  for  maximizing 
protection  of  employee  health  and  minimizing  smok- 
er discomfort,  they  also  maximize  cost.  The  number 
of  air  changes  required  for  adequate  ventilation  of 
an  area  where  smokers  are  smoking  requires  very  ex- 
pensive ventilation  systems  which  are  prohibitive  for 
most  companies.1 

3.  Separating  Smokers  and  Nonsmokers.  The  most 


common  type  of  policy  restricts  employee  smok- 
ing.33 In  the  weaker  of  these  policies,  smoking  is  per- 
mitted except  in  designated  nonsmoking  areas,  and 
location  of  the  designated  smoking  areas  is  highly 
variable.  Therefore,  the  extent  of  worker  health  pro- 
tection is  also  variable,  as  is  the  extent  of  smoker 
discomfort.  More  stringent  policies  establish  non- 
smoking as  the  norm  and  permit  smoking  only  in 
designated  areas,  which  may  be  highly  variable  in 
extent. 

4.  Banning  Employee  Smoking.  Fewer  than  5%  of  US 
businesses  currently  have  adopted  this  approach.33 
There  are  anecdotal  reports  of  several  large  compa- 
nies, such  as  Pacific  Northwest  Bell,  which  have 
done  so  without  serious  incident. 

5.  Preferential  or  Exclusive  Hiring  of  Nonsmokers. 
This  is  the  strongest  policy  option,  one  taken  by  few- 
er than  5%  of  US  companies.33 

Provisions  for  implementation  and  enforcement  are 
also  common  components  of  good  smoking  policies.  Such 
provisions  may  include  requirements  that  nonsmokers’ 
rights  prevail  when  there  is  a dispute,  that  signs  be  posted 
as  necessary,  or  that  plans  for  enforcement  be  clearly  out- 
lined. Concerns  about  enforcement  are  shared  by  both 
employees  and  managers.  Many  policies  designate  who  is 
responsible  for  enforcement,  specify  penalties  for  non- 
compliance,  and  guarantee  protection  for  employees  who 
bring  complaints. 

Policy  implementation  appears  to  be  most  successful 
when  the  following  provisions  are  met:  The  policy  is  writ- 
ten and  well-communicated  to  employees;  the  policy  is 
formulated  with  broad  input  from  employees,  including 
both  smokers  and  nonsmokers,  both  management  and 
nonmanagement;  the  policy  is  implemented  after  a grace 
period,  with  advance  notice  to  employees;  smoking  cessa- 
tion programs  are  available  during  and  after  the  grace  pe- 
riod; and  an  oversight  committee  monitors  the  success  of 
policy  implementation  and  enforcement.1  Additional  rec- 
ommendations regarding  the  implementation  of  smoking 
policies  are  outlined  in  manuals  developed  by  several 
groups.37-39 

Evaluating  the  Impact  of  Smoking  Policies 

Policies  that  regulate  where  smoking  is  permitted  may 
have  a number  of  direct  and  indirect  effects  which  should 
be  considered  in  policy  evaluation.1  In  the  short  term,  a 
policy  that  is  adequately  implemented  and  enforced  will 
alter  the  behavior  of  smokers  in  areas  where  smoking  is 
prohibited.  Such  a policy  should  result  in  a reduced  con- 
centration of  tobacco  smoke  and  less  passive  smoke  expo- 
sure in  that  area.  Beyond  these  direct  effects,  there  is  the 
potential  for  smoking  restrictions  to  have  broader,  indi- 
rect effects  on  smoking  behavior  and  on  public  attitudes 
about  tobacco  use. 

The  degree  to  which  a smoking  policy  has  been  imple- 
mented as  written  is  an  essential  initial  consideration  in 
evaluating  its  impact.  Adequate  policy  implementation 
requires  that  workers  or  citizens  be  aware  of,  comply  with, 
and  enforce  the  policy.  If  these  indices  are  not  measured, 
one  cannot  interpret  any  finding  of  a lack  of  policy  effect 
on  air  quality  or  smoking  behavior.  A second  outcome  to 
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consider  is  the  level  of  policy  approval. 

The  primary  goal  of  policies  regulating  smoking  is  the 
reduction  of  the  individual’s  exposure  to  environmental 
tobacco  smoke.  Measures  of  air  quality  directly  assess 
how  well  a policy  meets  this  goal,  and  indirectly  reflect 
either  the  adequacy  of  smoking  restrictions  or  compliance 
by  smokers  or  both.  Measurements  of  air  quality  can  be 
complex,  and  careful  control  of  sample  collection  is  neces- 
sary. Measurements  of  carbon  monoxide,  respirable  par- 
ticulates, and  nicotine  have  all  been  employed.3  Evidence 
of  changes  in  nonsmokers’  exposure  to  smoke  using  bio- 
chemical measures  may  also  be  possible  for  worksite  poli- 
cies. 

At  the  worksite,  smoking  employees  who  comply  with 
smoking  restrictions  will  almost  certainly  smoke  less  at 
work.  The  impact  on  employees’  overall  smoking  behavior 
is  not  known.  The  nicotine  regulation  model  would  predict 
that  smokers  will  attempt  to  keep  their  overall  cigarette 
consumption  constant  and  will  compensate  for  reduced 
opportunities  to  smoke  at  work  by  smoking  more  ciga- 
rettes before  work,  after  work,  and  during  break  times. 
The  alternative  hypothesis,  that  restrictions  will  induce 
attempts  to  quit  by  the  large  number  of  smokers  who  ex- 
press a desire  to  quit,  would  predict  that  smokers  may  take 
advantage  of  the  smoking  restrictions  to  reduce  their  ciga- 
rette consumption. 

In  addition  to  these  effects,  smoking  restrictions  may 
have  indirect  effects  on  attitudes  and  norms  about  the  ac- 
ceptability of  smoking  and  on  smoking  behavior.  Policies 
restricting  smoking  help  to  reinforce  nonsmoking  as  the 
normative  behavior,  probably  increase  individuals’  knowl- 
edge of  the  health  risks  of  smoking  and  involuntary  smok- 
ing, and  may  alter  attitudes  about  the  desirability  of  the 
smoking  habit.  Changes  in  social  norms  may  influence 
smoking  behavior  by  reducing  social  pressures  to  smoke 
and  increasing  social  support  for  cessation. 

Smoking  restrictions,  especially  at  work,  may  have  sev- 
eral effects  on  smoking  behavior.  If  employees  cannot 
smoke  at  work,  fewer  people  entering  the  workforce  may 
use  cigarettes  to  cope  with  work-related  stresses,  and 
there  may  be  fewer  young  people  who  develop  a regular 
smoking  habit.  Smoking  restrictions  may  increase  smok- 
ing cessation  rates  by  increasing  individuals’  motivation  to 
quit  smoking  and  the  success  rate  of  individual  quit  at- 
tempts. There  may  be  a reduction  in  cigarette  consump- 
tion among  continuing  smokers,  as  a consequence  of  fewer 
opportunities  to  smoke. 

In  addition,  worksite  smoking  restrictions  may  have 
economic  effects.  These  effects  will  be  positive  if  policies 
reverse  the  excess  costs  associated  with  smoking  employ- 
ees, which  have  been  estimated  at  $300-600  per  employee 
year.40  While  these  are  not  the  reasons  for  implementing 
the  policies,  they  are  of  interest  to  managers  who  are  con- 
sidering adopting  such  policies.  There  is  the  potential  for 
reduction  in  maintenance  costs,  employee  absenteeism, 
health  care  costs,  and  increases  in  employee  productivity. 
Maintenance  costs  should  be  lower  if  there  is  less  smok- 
ing-related debris,  as  would  occur  if  a policy  is  adequately 
enforced.  Measurable  changes  in  employee  absenteeism 
or  health  care  costs  probably  will  occur  only  if  a signifi- 
cant number  of  employees  stop  smoking,  since  it  is  known 
that  smokers,  on  average,  have  higher  absenteeism  rates 


than  nonsmokers.  The  effects  on  employee  productivity 
are  controversial  and  difficult  to  measure.  Some  claim 
that  overall  employee  productivity  will  improve  with  less 
irritation  from  involuntary  smoke.  Others  argue  that  the 
productivity  of  smokers  will  decline  because  of  the  neces- 
sity for  them  to  take  breaks  in  order  to  smoke. 

Current  State  of  the  Evidence 

Although  a growing  number  of  cities,  states,  businesses, 
and  governmental  agencies  are  adopting  smoking  restric- 
tions, systematic  evaluation  of  their  impact  is  rare.  A 
number  of  businesses  have  conducted  baseline  surveys  of 
employee  attitudes  and  behavior  prior  to  adopting  smok- 
ing restrictions,  but  few  have  done  post-implementation 
surveys  to  assess  impact.  Virtually  no  studies  include  a 
control  business  in  which  no  policy  was  adopted.  To  date, 
the  best  evaluations  of  worksite  smoking  policies  have 
been  conducted  in  health  care  facilities.  There  are  no  sys- 
tematic studies  of  the  impact  of  community-wide  or  state- 
wide regulations  on  smoking  in  public  places. 

On  the  basis  of  case  reports  and  a small  number  of  sys- 
tematic studies  of  worksite  smoking  policies,  it  appears 
that  these  policies  improve  air  quality,  are  met  with  good 
compliance,  are  well  accepted  by  both  smokers  and  non- 
smokers,  decrease  employees’  cigarette  consumption  at 
work,  increase  enrollment  in  company-sponsored  smoking 
cessation  programs,  and  do  not  increase  employee  turn- 
over rates.  There  is  little  information  available  on  the  ef- 
fect of  smoking  policies  on  employees’  overall  smoking  be- 
havior, attitudes  about  the  acceptability  of  smoking  in 
public,  or  costs  to  employers.1  (Evidence  about  the  effects 
of  worksite  smoking  policies  is  reviewed  in  more  detail  in 
the  1986  surgeon  general’s  report.1) 

Recommendations  for  Future  Research 

Smoking  regulations  affect  the  daily  lives  of  a large  and 
growing  number  of  Americans.  The  potential  public 
health  impact  of  smoking  restrictions,  particularly  those 
in  the  worksite,  is  great.  These  policies  will  be  regarded  as 
successful  if  they  achieve  their  stated  aim  of  reducing  non- 
smokers’  exposure  to  smoke.  However,  they  will  assume 
far  greater  public  health  importance  if  they  are  found  to 
increase  the  cessation  rate  of  smokers,  and  reduce  the  rate 
at  which  the  young  take  up  smoking.  If  policies  do  have 
these  effects  on  smoking  behavior,  they  will  make  an  im- 
portant contribution  toward  reducing  the  prevalence  of 
smoking  in  the  US.  They  will  represent  an  advance  that 
can  complement  currently  existing  and  more  expensive, 
individually  tailored  smoking  reduction  efforts.  Conse- 
quently, the  evaluation  of  worksite  smoking  policies 
should  be  a high  priority  for  research.  At  present,  we  know 
very  little  about  the  effect  of  smoking  policies,  particular- 
ly on  smoking  behavior. 

Opportunities  to  evaluate  worksite  and  community 
smoking  policies  will  continue  to  appear.  Worksite  smok- 
ing policies  represent  a trend  that  is  likely  to  accelerate, 
due  to  the  increasing  prevalence  of  laws  governing  smok- 
ing in  the  workplace  and  increasingly  negative  attitudes 
about  smoking  on  the  part  of  nonsmokers.  Therefore,  op- 
portunities to  study  “natural  experiments”  will  continue 
to  appear,  and  researchers  need  to  be  ready  to  take  advan- 
tage of  them.  To  take  advantage  of  these  natural  experi- 
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ments,  research  on  worksite  smoking  policies  must  over- 
come several  barriers:  limited  interest  by  businesses  in 
doing  research  after  a policy  has  been  implemented;  limit- 
ed awareness  of  opportunities  by  public  health  and  behav- 
ioral scientists  who  are  generally  not  in  direct  contact  with 
the  business  community;  difficulty  in  acquiring  funding 
sufficiently  rapidly  to  respond  to  these  opportunities;  and 
difficulty  in  developing  study  methodology  and  recruiting 
study  personnel  sufficiently  rapidly  to  take  advantage  of 
research  opportunities.  In  order  to  measure  change,  sur- 
veys must  be  conducted  at  baseline,  before  policies  are  im- 
plemented; this  must  often  be  done  on  short  notice. 

Research  on  worksite  smoking  policies  could  be  made 
easier  if  the  following  information  and  funding  were  avail- 
able to  researchers.  A standardized  research  methodology 
should  include  a list  of  outcomes  to  measure  and  standard- 
ized methods  for  their  measurement.  The  availability  of 
expert  consultation  is  also  important.  Some  funding 
should  be  available  on  short  notice,  in  order  to  conduct 
baseline  observations.  This  may  only  require  a small 
amount  of  initial  funds,  but  with  rapid  availability.  It  is 
possible  to  imagine  funding  mechanisms  in  which  investi- 
gators who  have  succeeded  in  collecting  baseline  data  are 
eligible  to  apply  for  larger  grants  which  would  permit  fol- 
low-up data  collection  and  analysis  of  all  data.  The  ability 
to  identify  adequate  research  personnel  on  short  notice  is 
also  necessary.  Finally,  access  to  businesses  by  researchers 
is  obviously  essential.  Private  consultants  and  groups  such 
as  the  American  Lung  Association,  which  may  have  been 
contacted  by  businesses  to  help  develop  a smoking  policy, 
might  serve  as  the  liaison  between  the  business  communi- 
ty and  researchers. 
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Health  effects  of  involuntary  smoking  in  the  workplace 


Ira  B.  Tager,  md,  mph 


Cigarette  smoking  remains  a common  practice  despite  a 
continuing  trend  toward  decreased  numbers  of  active 
smokers.1  In  1985,  approximately  33%  of  males  and  28% 
of  females  were  estimated  to  be  current  smokers.1  Thus, 
for  the  foreseeable  future,  it  is  likely  that  individuals  will 
experience  involuntary  exposure  to  the  combustion  prod- 
ucts of  cigarette  tobacco,  and  that  some  of  this  exposure 
will  occur  in  the  workplace.  This  review  summarizes  the 
available  data  on  health  effects  associated  with  involun- 
tary exposure  to  tobacco  smoke  and  attempts  to  identify 
those  elements  of  the  data  that  are  relevant  to  workplace 
exposure.  This  presentation  is  not  intended  to  be  exhaus- 
tive; rather,  it  seeks  to  place  the  issue  of  workplace  expo- 
sure into  perspective  in  the  light  of  current  data  about  the 
health  effects  of  involuntary  exposure  to  tobacco  smoke. 

Environmental  Tobacco  Smoke 

Environmental  tobacco  smoke  (ETS)  is  a complex  mix- 
ture of  mainstream  smoke  (the  portion  of  the  smoke 
stream  that  is  inhaled  by  the  active  smoker)  and  side- 
stream  smoke  (the  smoke  emanating  from  the  burning 
butt  end  of  the  cigarette).  While  these  components  of  to- 
bacco smoke  are  qualitatively  similar  in  their  makeup, 
they  differ  quantitatively2  as  a consequence  of  the  differ- 
ing temperatures  involved  in  their  production.  Sidestream 
smoke  is  the  larger  contributor  to  environmental  tobacco 
smoke  and  contains  higher  concentrations  of  potentially 
harmful  chemicals  such  as  nitrosamines,  benzo  [a]  pyrene, 
benzene,  hydrazine,  and  many  others.2 

Cigarette  smoke  contains  thousands  of  chemicals, 
many  of  which  are  present  in  environmental  tobacco 
smoke,  and  the  actual  exposure  to  any  one  or  set  of  these 
cannot  be  inferred  from  knowledge  of  others.  Moreover, 
the  nature  of  the  exposure  is  further  complicated  by  con- 
tributing factors:  particle  growth  by  adsorption  of  water 
in  the  environment  and  in  the  respiratory  tract;  absorption 
of  other  compounds  (eg,  radon  daughters)  onto  aerosol 
generated  by  cigarettes;  chemical  interactions  of  combus- 
tion products  of  tobacco  with  other  chemicals  in  the  air 
(eg,  oxidation  of  nitric  oxide  to  nitrogen  dioxide);  the  ven- 
tilation characteristics  of  the  exposure  space;  the  time-ac- 
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tivity  patterns  of  the  exposed  individuals;  and  the  number 
of  smokers  present  at  any  given  time.3 

Quantifying  Exposure 

Attempts  to  quantitate  exposure  have  taken  various  ap- 
proaches. The  use  of  “cigarette  equivalents”2  attempts  to 
relate  the  particulate  mass  inhaled  by  passive  exposure  to 
environmental  tobacco  smoke  to  that  inhaled  by  actively 
smoking  one  cigarette.  This  method  is  limited  by  the  need 
for  a substance-specific  approach,  the  lack  of  consider- 
ation of  the  actual  particulate  mass  deposited  in  the  respi- 
ratory tract,  and  the  differences  in  inhalation  between  na- 
sal and  mouth  breathing.  The  use  of  monitoring  devices  to 
capture  personal  exposure  to  environmental  tobacco 
smoke  components  such  as  nicotine  and  particulates  also 
has  been  attempted,4  but  the  data  are  very  limited  to  date. 
The  most  frequent  methods  of  exposure  evaluation  involve 
the  use  of  standardized  questionnaires  or  the  use  of  biolog- 
ical markers. 

Questionnaires  have  the  advantage  of  ease  of  adminis- 
tration and  the  capacity  to  provide  information  on  past 
exposures  that  cannot  be  directly  measured.  Question- 
naires theoretically  suffer  from  potential  problems  of  re- 
call bias,  inaccurate  recall,  and  false  reporting  of  personal 
tobacco  use.  For  example,  approximately  5%  of  individ- 
uals who  said  that  they  do  not  smoke  in  one  interview  re- 
ported themselves  to  be  active  smokers  in  a previous  inter- 
view.3 Although  such  reporting  errors  do  lead  to  some 
misclassification  of  smokers  as  nonsmokers,  an  extensive 
analysis  by  the  National  Research  Council  has  indicated 
that  the  association  of  health  effects  with  environmental 
tobacco  smoke  exposure  cannot  be  solely  the  consequence 
of  this  misclassification.3  This  analysis  was  based  on  the 
fact  that  studies  with  biological  markers  have  found  ques- 
tionnaires to  be  reasonably  accurate,  at  least  for  short- 
term exposure,3  with  only  a small  percentage  of  nonsmok- 
ers having  marker  levels  in  the  range  found  for  smokers.3 
Among  the  most  significant  limitations  of  existing  ques- 
tionnaire data  are  the  facts  that  many  of  the  questions 
were  not  designed  specifically  to  investigate  involuntary 
exposure,  or  the  questionnaires  have  been  incomplete  in 
their  probing  of  the  circumstances  of  exposure  (eg,  inten- 
sity, duration,  specific  location,  etc).  These  limitations 
have  made  it  difficult  to  provide  even  semi-quantitative 
exposure  estimates  over  time. 

Currently,  the  use  of  biological  markers  (defined  as  the 
detection  of  a product  of  tobacco  smoke  or  a metabolite  of 
such  a product  in  a body  “fluid”)  is  the  method  most  fre- 
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quently  relied  on  for  objective  definition  of  exposure  to 
environmental  tobacco  smoke.  Measurements  of  cotin- 
ine — a unique  metabolite  of  nicotine — in  urine,  serum,  or 
saliva,  is  the  marker  most  frequently  employed  in  current 
studies.  Studies  have  demonstrated  quantitative  relation- 
ships between  both  smoking  subjects’  reporting  of  the 
quantity  of  their  own  smoking  and  nonsmoking  subjects’ 
estimates  of  exposure  to  environmental  tobacco  smoke, 
and  the  concentration  of  cotinine  in  body  fluids.5’6  An  ex- 
ample of  the  data  with  regard  to  exposure  to  environmen- 
tal tobacco  smoke  is  given  in  Table  I.  Nonetheless,  despite 
the  capacity  of  cotinine  to  provide  objective  evidence  of 
exposure,  it,  like  all  currently  available  markers,  suffers 
from  serious  limitations:  only  recent  exposures  are  mea- 
sured; cotinine  reflects  exposure  to  only  one  constituent  of 
tobacco  smoke,  nicotine,  and  thus  provides  no  information 
about  exposure  to  other,  perhaps  more  important  constit- 
uents; the  final  concentration  measured  is  a function  not 
only  of  exposure,  but  of  the  body’s  handling  of  the  chemi- 
cal (eg,  hepatic  metabolism  and  renal  excretion  in  the  case 
of  the  nicotine-cotinine  pathway). 

Health  Effects 

Thus,  while  a number  of  health  effects  have  been  asso- 
ciated with  exposure  to  environmental  tobacco  smoke,  the 
objective  data  on  the  nature  of  the  exposure,  including 
constituent(s),  duration,  intensity,  critical  time  of  life,  etc, 
that  might  be  relevant  for  any  given  health  effect(s)  pres- 
ently are  inadequate. 

Table  II  lists  health  effects  for  which  there  are  a reason- 
able body  of  data  in  support  of  an  association  with  expo- 
sure to  environmental  tobacco  smoke.3  Table  III  lists 
health  outcomes  the  association  of  which  with  environ- 
mental tobacco  smoke  exposure  is  either  unclear  or  unsup- 
ported by  existing  data.2  In  this  review,  only  those  health 
effects  that  could  reasonably  be  expected  to  result  from 
environmental  tobacco  smoke  exposure  in  the  workplace 
will  be  discussed. 

To  relate  health  effects  to  workplace  exposure,  it  must 
be  established  that  workplace  environments  are  relevant 
exposure  environments.  In  a study  of  44  different  work 
rooms  (almost  exclusively  involving  white  collar  occupa- 
tions) with  a variety  of  smoking  and  ventilation  condi- 
tions, Weber  and  Fischer7  demonstrated  increased  con- 
centrations of  carbon  monoxide  (CO),  nitrogen  dioxide 
(NO2),  respirable  suspended  particulates  (RSP),  and  nic- 
otine, when  these  rooms  were  occupied  by  smokers  (Table 
IV).  The  difference  was  greatest  for  RSP,  and,  in  the  case 
of  CO  and  NO2,  the  differences  were  greater  than  the  in- 
door-outdoor gradients  for  these  constituents  (Table  IV). 
Matsukura  and  colleagues8  related  nonsmoking  subjects’ 
reports  of  the  number  of  their  coworkers  who  smoked  to 
urinary  cotinine  concentrations.  These  investigators  dem- 
onstrated that,  after  adjustment  for  the  number  of  smok- 
ers reported  to  be  at  home,  there  was  a progressive  in- 
crease in  urinary  cotinine  concentration  with  increasing 
number  of  coworkers  who  reportedly  smoked  (Fig  1).  A 
similar  trend  was  observed  based  on  subjects’  reports  of 
the  smokiness  of  the  work  environment  (the  types  of  work- 
places were  not  specified).  Thus,  it  can  be  inferred  that  the 
workplace  can  provide  relevant  environments  for  exposure 
to  ETS,  at  least  based  on  current  evaluation  techniques. 


TABLE  I.  Median  Urinary  Cotinine  Concentration  in 
Smokers  and  Nonsmokers* 


Smoking  Category 

No. 

Urinary  Cotinine  (ng/mL) 
Median 

Nonsmokers 

No  exposure  to  other 

22 

2-0 

people’s  smoke 

Exposed  to  other 

199 

6-0 

people’s  smoke 

All 

221 

4-0 

Smokers 

Cigarettes  only 

131 

1645 

Cigars  only 

59 

396 

Pipes  only 

42 

1920 

All 

232 

1474 

* Adapted  from  Table  II  in  Wald  et  al.6 


TABLE  II.  Health  Effects  Associated  with  Exposure  to 
Environmental  Tobacco  Smoke 

Respiratory  symptoms,  signs  and  function 
Acute  respiratory  illness  in  early  childhood 
Chronic  cough,  phlegm,  and  wheeze  in  children 
Chronic  middle  ear  effusions  in  children 
Reduced  levels  and  growth  of  lung  function  in  children 
Reduced  levels  of  lung  function  in  adults 
Increased  bronchial  hyperresponsiveness  (asthmatics) 

Increased  symptoms  and  decreased  level  of  lung  function  in  asthma- 
tics 

Irritant  effects 
Eye,  nose,  throat 
Malignancy 
Lung  cancer 
Childhood  development 
Low  birth  weight 
Decreased  attained  height 


TABLE  III.  Health  Effects  Whose  Association  with 
Exposure  to  Environmental  Tobacco  Smoke  Is  Unclear 

Malignancy 

Brain 

Nasal  sinuses 

Breast 

Cervix 

Leukemia/lymphoma 

Endocrine 

Cardiovascular 

Overall  cardiovascular  mortality 
Ischemic  heart  disease 


TABLE  IV.  Levels  of  Selected  Air  Pollutants  in  a Sample 
of  44  Workrooms* 

Mean  (maximum)  difference  in  concentration  (occupied-unoccupied) 
CO  (ppm)  1.1  (6.5) 

NO  (ppb)  32  (280) 

RSP  (Mg/m3)  132  (962) 

Nicotine  (jig/m3)  0.9  (13.8) 

Mean  (maximum)  difference  in  concentration  (indoor-outdoor) 

CO  (ppm)  0.8  (6.2) 

NO  (ppb)  22  (320) 


* Adapted  from  Weber  and  Fischer.7 
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] No  smoker  in  the  home 

With  smoker(s)  consuming 
more  than  20  cigarettes/day 


No.  of  Smoker(s)  in  the  Workplace 

FIGURE  1 . Relationship  of  the  number  of  smokers  reported  at  work  and 
at  home  to  urinary  cotinine  excretion  (expressed  as  ^mg  cotinine/mg  of 
urinary  creatinine)  (by  permission,  Matsukura  et  al8). 

Acute  exposure  to  ETS  in  the  workplace  could  affect 
physical  performance.  Exposure  chamber  studies  with 
healthy  men  and  women  exposed  to  machine-produced 
smoke9’10  suggest  that  this  is  not  likely  under  conditions  of 
moderate  exposure.  Consistent  alterations  of  cardiorespi- 
ratory function  have  not  been  demonstrated  during  either 
rest  or  exercise  (Table  V). 

In  contrast  to  the  lack  of  alteration  in  cardiorespiratory 
function,  acute  exposure  to  environmental  tobacco  smoke 
has  been  associated  with  a variety  of  “irritant”  symptoms 
(Table  VI),  although  the  available  data  are  not  uniform  in 
support  of  the  associations.2-3  Exposure  chamber  studies 
have  demonstrated  an  exposure-effect  relationship  be- 
tween the  amount  of  CO  in  the  environment  and  eye  irri- 

TABLE  V.  Physiologic  Effects  of  Acute  Passive  Exposure 
to  Cigarette  Smoke 

Cardiovascular  effects 

Rest 

Heart  rate  slightly  increased  in  females 
No  effect  in  males 
Exercise 
No  effect 

Respiratory  Effects 

Rest 

Minimal  increases  in  functional  residual  capacity  (FRC)  and  minimal 
decreases  in  maximal  flow  at  25%  vital  capacity  (Vmax25) 
Exercise 

No  significant  change  in  FRC,  expiratory  reserve  volume,  total  lung 
capacity,  forced  expiratory  volume  in  1 second,  Vmax50;  Vmax25 


TABLE  VI.  Irritant  Effects  Attributed  to  Passive  Exposure 
to  Cigarette  Smoking 

Eye,  nose  and  throat  irritation 

Cough 

Headache 

Wheeze* 


* May  involve  an  allergic  mechanism  for  some  individuals. 

tation  as  assessed  by  blink  frequency.2  A study  of  office 
workers  in  their  work  environments  has  also  demonstrated 
a correlation  between  ambient  CO  levels  and  eye  irrita- 
tion— an  association  not  observed  for  nicotine  and  RSP 
concentrations.7  However,  a large  study  of  nine  office 
buildings,  involving  1,100  subjects,  could  not  demonstrate 
a difference  in  frequency  of  reported  headache;  fatigue;  or 
nose,  throat,  and  eye  irritation  in  workers  exposed  and 
those  not  exposed  to  smoke.11  This  study  did  not  include 
any  direct  measurements  to  assess  the  degree  of  environ- 
mental contamination  by  ETS  in  those  workplaces  where 
smoking  was  reported. 

In  1980,  White  and  Froeb12  presented  data  suggesting 
that  workplace  exposure  to  ETS  might  lead  to  small  re- 
ductions in  forced  mid-expiratory  flow  (FEF25-75).  This 
study  has  been  criticized  because  of  the  “volunteer”  na- 
ture of  the  population,  the  lack  of  complete  data  on  the 
criteria  for  subject  exclusion,  and  the  fact  that  the  instru- 
ment used  to  measure  lung  function  did  not  meet  accepted 
performance  standards.  Nonetheless,  measurements  of 
CO  at  the  work  stations  of  randomly  selected  subjects  did 
tend  to  support  the  exposure  histories  obtained.  Even  if 
the  study  was  flawless,  the  health  significance  of  the  small 
effect  observed  can  be  called  into  question.13  A subse- 
quent study  of  1,351  volunteer  office  workers  in  Germa- 
ny14 failed  to  find  any  consistent  relationship  between  a 
variety  of  measures  of  lung  function  and  self-reported 
workplace  exposure  to  ETS.  Unfortunately,  no  data  were 
provided  on  the  nature  of  the  questions  asked. 

Extensive  evaluations  by  both  the  National  Research 
Council3  and  the  Office  of  the  Surgeon  General  have  con- 
cluded that  exposure  to  environmental  tobacco  smoke 
confers  an  approximately  1 .4-fold  excess  risk  of  lung  can- 
cer3 in  nonsmokers,  compared  to  nonsmokers  not  exposed 
to  ETS.  By  their  estimation,  approximately  20%  of  lung 
cancer  in  nonsmokers  can  be  “attributed”  to  environmen- 
tal tobacco  smoke  exposure.3  The  large  body  of  data  on 
this  subject  is  best  summarized  in  Figure  2,  which  is  taken 
from  the  report  of  the  National  Research  Council.3 

Although  most  studies  that  have  investigated  the  rela- 
tionship between  lung  cancer  and  ETS  exposure  have 
been  based  on  the  risk  to  the  nonsmoking  spouses  of  smok- 
ers, there  are  several  studies  in  which  it  is  possible  to  sepa- 
rate out  a possible  contribution  of  workplace  exposure 
(Table  VII).  Because  of  the  seriousness  of  this  health  risk, 
a few  of  these  studies  will  be  reviewed.  Kabat  and 
Wynder15  identified  all  cases  of  primary  lung  cancer 
among  people  who  had  never  smoked  from  an  ongoing 
study  of  tobacco-related  cancers.  Smoking  history  was  ob- 
tained through  standardized  interviews.  For  a subset  of 
cases  and  controls,  specific  questions  about  ETS  exposure 
were  asked.  Among  males,  the  odds  ratio  for  lung  cancer 
was  3.2  (p  = 0.05)  for  work-exposed  versus  non-work-ex- 
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ETS  EXPOSURE  BY  NONSMOKERS  AND  LUNG  CANCER 


A s All  studies 

B = All  studies  with  at  least  20  expected  cases 
C = Only  female  studies 
D = Only  male  studies 
E = All  U S studies 


STUDY  NUMBER 


CASE-CONTROL  STUDIES 


10  11  12  13 

PROSPECTIVE 
STUDIES 


A B C D E 
SUMMARY 
ODDS  RATIOS 


FIGURE  2.  Summary  of  studies  that  have  evaluated  the  risk  of  lung  can- 
cer in  nonsmokers  whose  spouses  smoke  compared  to  those  whose 
spouses  do  not  smoke.  Each  point  represents  the  relative  risk  derived 
from  the  study,  and  the  bars  represent  the  95%  confidence  limits  of  the 
estimates  (by  permission,  National  Research  Council3). 


posed  subjects.  Spouse  smoking  was  equivalent  in  both 
groups.  No  such  relationship  was  observed  for  women. 

Wu  and  colleagues16  conducted  a case-control  study  of 
female  patients  with  primary  adenocarcinoma  or  squa- 
mous carcinoma  of  the  lung  in  Los  Angeles.  Cases  were 
matched  to  neighborhood  controls.  Standard  interviews 
were  employed  that  included  a lifetime  job  history.  The 
personal  smoking-adjusted  work  exposure  odds  ratios 
were  1.2  (95%  confidence  limit,  0.8-2. 2)  and  2.3  (95% 
confidence  limit,  0.7-7. 9)  for  adenocarcinoma  and  squa- 
mous carcinoma,  respectively.  No  adjustment  for  passive 
exposure  at  home  was  provided. 

The  study  of  Garfinkel  et  al17  involved  histologically 
proven  lung  cancer  in  women  from  three  hospitals  and 
control  subjects  with  colon  cancer.  Structured  interviews 
with  subjects  or  next-of-kin  were  employed.  No  associa- 
tion with  work  exposure  over  the  “last  five  years”  or  “last 
25  years”  was  observed  (odds  ratios  < 1).  No  data  were 
provided  on  the  percentage  of  next-of-kin  interviews, 
which  makes  it  difficult  to  interpret  the  work  exposure 
data. 

In  the  study  of  Koo  et  al,18  cancer  patients  reported 
more  workplace  exposure,  but  the  numbers  in  this  study 
were  too  small  for  meaningful  estimates  of  risk.  Finally, 


TABLE  VII.  Summary  of  Data  on  Relationship  of  Exposure 
to  ETS  in  the  Workplace  and  Lung  Cancer 


Study 

Subjects 

Risk  with  Exposure 
(odds  ratio) 

Rabat15  (1984) 

Lung  cancer  in  never- 

Males  (3.27) 

Case-control 

smokers;  multicity 

registry 

Wu16  (1985) 

Females  with  adenocar- 

Adenocarcinoma 

Case-control 

cinoma;  squamous  cell 

(1.2) 

carcinoma  from  tu- 

Squamous  cell  car- 

mor  registry 

cinoma  (2.3) 

Koo18  (1984) 

Female  lung  cancer; 

Suggestive;  small 

Case-control 

hospitalized  patients 

numbers 

Garfinkel17  (1985) 

Female  lung  cancer  pa- 

No 

Case-control 

tients  in  four  hospi- 

tals;  registries 

the  National  Research  Council  has  concluded  that  the  ad- 
justed excess  risk  of  lung  cancer  for  nonsmokers  married 
to  nonsmokers  compared  to  truly  unexposed  individuals  is 
approximately  8%,  and  that  some  of  this  small  excess  risk 
may  come  from  the  workplace  and  other  exposures.3 
Thus,  there  is  only  suggestive  but  not  conclusive  evidence 
that  environmental  tobacco  smoke  exposure  in  the  work 
environment  may  be  a hazard  in  terms  of  lung  cancer  risk. 

There  is  a considerable  body  of  evidence  that  associates 
cigarette  smoking  during  pregnancy  to  the  occurrence  of 
low  birth  weight  in  infants,  an  effect  that  is  related  to  fetal 
growth  retardation.19  A recent  study  of  3,841  antenatal 
patients  at  Yale-New  Haven  Hospital  extends  these  con- 
cerns to  passive  exposure  of  nonsmoking  pregnant  wom- 
en.20 This  study  showed  that  after  adjustment  for  gesta- 
tional age,  race,  maternal  age,  and  parity,  passive 
exposure  to  cigarette  smoke  (on  questionnaire,  exposure 
> 2h/day)  was  associated  with  the  birth  of  an  infant 
weighing  less  than  2,500  grams  (odds  ratio  = 2.2,  95% 
confidence  limit,  1.1 -4. 5).  Of  particular  interest  for  this 
review  was  the  observation  that,  relative  to  all  other 
groups,  women  who  reported  passive  exposure  were  signif- 
icantly more  likely  to  be  employed.  These  data  by  no 
means  prove  that  the  workplace  was  the  source  of  the  ex- 
posure, but  they  raise  the  spectre  of  this  possibility. 

Conclusions 

The  current  body  of  data  with  regard  to  the  workplace 
as  an  exposure  source  for  environmental  tobacco  smoke 
and  the  health  effects  attendant  on  any  such  exposure  is 
hardly  complete.  The  nature  of  the  exposure  is  poorly  de- 
fined in  terms  of  intensity  of  environmental  contamina- 
tion, and  duration  of  exposure  over  the  short  and  long 
term.  With  the  possible  exception  of  irritant  effects,  the 
workplace  contribution  to  the  health  effects  of  ETS  has 
been  poorly  studied.  This  is  especially  true  with  regard  to 
excess  lung  cancer  risk  and  possible  effects  on  the  unborn 
fetus. 

The  need  for  additional  research  is  clear.  Epidemiologic 
studies  of  environmental  and  health  effects  must  provide 
more  precise  estimates  of  the  range  of  exposures  and  the 
occurrence  or  nonoccurrence  of  health  effects.  That  this 
research  should  occur  expeditiously  can  be  justified  by  the 
fact  that  there  are  already  sufficient  data  to  suggest  that 
environmental  tobacco  smoke  in  the  workplace  may  in 
fact  be  a cause  of  adverse  health  outcomes. 

References 

1 . Smoking  and  Health — A National  Status  Report, US  Dept  of  Health  and 
Human  Services  publication  No.  HHS/PHS/CDC  87-8396.  Rockville,  Md,  Of- 
fice on  Smoking  and  Health,  1987. 

2.  The  Health  Consequences  of  Involuntary  Smoking — A Report  of  the  Sur- 
geon General,  US  Dept  of  Health  and  Human  Services  publication  No.  DHHS 
(CDC)  87-8398.  Rockville.  Md.  Public  Health  Service,  Centers  for  Disease  Con- 
trol, Office  on  Smoking  and  Health,  1986. 

3.  National  Research  Council:  Environmental  Tobacco  Smoke — Measuring 
Exposures  and  Assessing  Health  Effects.  Washington,  DC,  National  Academy 
Press.  1986. 

4.  McCarthy  JF,  Spengler  JD.  Korn  R,  et  al:  Methods  to  assess  exposure  to 
environmental  tobacco  smoke  in  the  home.  Am  Rev  Respir  Dis  1 987;  1 35(supp)(4, 
pt  2):A343. 

5.  Hill  P.  Haley  NJ,  Wynder  EL:  Cigarette  smoking:  Carboxyhemoglobin. 
plasma  nicotine,  cotinine,  and  thiocyanate  vs  self-reported  smoking  data  and  car- 
diovascular disease.  J Chron  Dis  1983;  36:439-449. 

6.  Wald  NJ,  Boreham  J,  Bailey  A,  et  al:  Urinary  cotinine  as  marker  of 
breathing  other  people’s  tobacco  smoke  [letters].  Lancet  1984;  1:230-231. 

7.  Weber  A,  Fischer  T:  Passive  smoking  at  work.  Int  Arch  Occup  Environ 
Health  1980;47:209-221. 


30  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/JANUARY  1989 


8.  Matsukura  S,  Taminato  T,  Kitano  N,  et  al:  Effects  of  environmental  tobac- 
co smoke  on  urinary  cotinine  excretion  in  non-smokers.  Evidence  for  passive  smok 
ing.  N Engl  J Med  1 984;  31 1:828-832. 

9.  Pimm  PE,  Shephard  RJ,  Silverman  F:  Physiological  effects  of  acute  pas 
sive  exposure  to  cigarette  smoke.  Arch  Environ  Health  1978;  33:201-213. 

10.  Shephard  RJ,  Collins  R,  Silverman  F:  Responses  of  exercising  subjects  to 
acute  “passive”  cigarette  smoke  exposure.  Environ  Res  1979;  19:279-291. 

11.  Sterling  TD,  Sterling  EM:  Comparison  of  nonsmokers'  and  smokers’  per- 
ception of  environmental  conditions  and  health  and  comfort  symptoms  in  office 
environments  with  and  without  smoking,  in  Grandjean  E (ed):  Ergonomics  and 
Health  in  Modern  Offices.  Philadelphia,  Taylor  and  Frances,  1984. 

12.  White  JR,  Froeb  HF:  Small-airways  dysfunction  in  nonsmokers  chronical- 
ly exposed  to  tobacco  smoke.  N Engl  J Med  1980;  302:720-723. 

13.  Lenfant  C,  Liu  BM:  (Passive)  smokers  versus  (voluntary)  smokers  [edito- 
rial]. N Engl  J Med  1980:  302:742-743. 


14.  Kentner  M,  Triebig  G,  Wettle  D:  The  influence  of  passive  smoking  on 
pulmonary  function — A study  of  1,351  office  workers.  Prev  Med  1984;  13:656- 
669. 

15.  Rabat  GC,  Wynder  EL:  Lung  cancer  in  nonsmokers.  Cancer 
1984;53:1214-1221. 

16.  Wu  AH,  Henderson  BE,  Pike  MC,  et  al:  Smoking  and  other  risk  factors  for 
lung  cancer  in  women.  JNCI  1985;  74:747-751. 

17.  Garfinkel  L,  Auerbach  O,  Joubert  L:  Involuntary  smoking  and  lung  can- 
cer: A case-control  study.  JNCI  1985;  75:463-469. 

18.  Koo  LC,  Ho  JH-C,Saw  D:  Is  passive  smoking  an  added  risk  factor  for  lung 
cancer  in  Chinese  women?  J Exp  Clin  Cancer  Res  1984;  3:277-283. 

19.  Abel  EL:  Smoking  during  pregnancy:  A review  of  effects  on  growth  and 
development  of  offspring.  Hum  Biol  1980;  52:593-625. 

20.  Martin  TR,  Bracken  MB:  Association  of  low  birth  weight  with  passive 
smoke  exposure  in  pregnancy.  Am  J Epidemiol  1986;  124:633-642. 


Assessment  of  smoking  behavior  in  relation  to  worksite 

smoking  policies 

Russell  E.  Glasgow,  phd 


The  recent  trend  to  establish  more  restrictive  worksite 
smoking  policies  presents  an  important  opportunity  to  col- 
lect information  regarding  the  effects  of  organizational 
policy  on  health-related  behaviors  in  defined  populations. 
However,  assessment  of  the  effects  of  smoking  policies  is 
an  extremely  complex  issue.  Other  papers  review  evalua- 
tion of  worksite  air  quality  and  the  economic  impact  of 
smoking  policy  decisions.1-2  This  presentation  will  discuss 
the  assessment  of  smoking  behavior,  which  is  itself  a mul- 
tifaceted topic. 

This  paper  provides  an  overview  and  brief  discussion  of 
assessment  issues  in  four  separate  but  related  areas:  direct 
effects  on  employee  smoking  behavior  during  the  work 
day;  effects  on  smoking  during  nonwork  hours;  effects  on 
cessation  attempts  and  other  behavior  change  efforts;  and 
effects  on  potential  mediating  variables  such  as  social 
norms  and  smoking-related  attitudes.  Within  each  of 
these  four  areas  data  can  be  collected  in  either  a basic  low 
cost  manner  or  with  more  comprehensive  and  costly  meth- 
ods. 

Smoking  at  the  Worksite 

It  is  likely  that  worksite  smoking  policies  will  have  the 
most  direct  impact  on  smoking  behavior  during  work 
hours.  By  far  the  most  common  vehicle  for  assessing 
smoking  during  work  hours  consists  of  employee  surveys 
administered  prior  to  the  introduction  of  a new  policy  and 
again  at  one  or  more  points  following  implementation  of 
the  policy. 

Such  surveys  can  be  an  informative  and  very  low  cost 
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assessment  method  if  certain  criteria  are  met.  The  prima- 
ry threat  to  the  validity  of  such  surveys  is  their  representa- 
tiveness. Return  rates  for  surveys  are  often  quite  low,  and 
rarely  exceed  85%.  When  possible,  it  is  helpful  to  use  other 
data  sources  to  identify  the  characteristics  of  employees 
who  fail  to  complete  such  surveys.  The  second  issue  re- 
quires balancing  concerns  about  employee  confidentiality 
and  minimizing  demand  characteristics  with  the  need  to 
track  individual  employees  over  time.  Anonymous  surveys 
do  not  permit  use  of  repeated-measures  designs  and  are 
open  to  several  alternative  interpretations  of  results.  On 
the  other  hand,  surveys  that  identify  individual  employees 
may  implicitly  or  explicitly  produce  strong  demand  char- 
acteristics to  report  compliance  with  the  new  smoking  reg- 
ulations (complete  nonsmoking  during  work  hours).  The 
third  issue  has  to  do  with  the  specificity  of  questions  asked 
on  the  survey.  Questionnaires  should  assess  not  only 
smoking  behavior  during  work  versus  nonwork  hours,  but 
also  such  behavior  in  several  different  settings  at  the 
worksite,  including  work  stations,  break  rooms  and  cafete- 
rias, and  outside  of  the  building. 

Some  investigators3  have  developed  observational  and 
unobtrusive  measures  of  smoking  which  can  provide  a 
more  comprehensive  assessment  of  smoking  at  work.  Such 
procedures  as  having  trained  observers  record  smoking 
behavior  in  different  worksite  settings  (as  well  as  smoking 
“on  the  back  porch”),  and  unobtrusive  measures  or  indi- 
ces such  as  vending  machine  sales,  or  the  number  or 
weight  of  cigarette  butts  in  ash  trays,  can  provide  useful 
evidence  of  convergent  validity  for  the  low  cost  surveys 
mentioned  above.  The  greatest  difficulties  with  observa- 
tional procedures  are  their  potential  reactivity  and  the 
length  of  time  over  which  observations  must  be  made.  Fi- 
nally, some  biochemical  measures  may  prove  useful  indi- 
ces of  smoking  at  work.  Variables  such  as  levels  of  carbon 
monoxide  and/or  nicotine,  both  of  which  have  short  half 
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lives,  could  be  used  to  assess  smoking  in  the  recent  past 
(eg,  over  the  past  several  hours).  It  is  to  be  hoped  that 
future  evaluations  of  worksite  smoking  bans  will  include 
one  or  more  of  these  measures  to  supplement  the  promi- 
nent survey  evaluations. 

Smoking  During  Nonwork  Hours 

The  second  major  category  of  smoking  behavior  related 
to  worksite  smoking  policy  concerns  smoking  during  non- 
work hours.  There  are  two  major  issues  here.  The  first  is 
the  impact  of  a policy  in  stimulating  smoking  cessation, 
and  the  second  is  the  possibility  of  “compensatory  smo- 
king.”4’5 Reports  currently  available  on  the  impact  of 
smoking  bans  suggest  that  relatively  few  persons  stop 
smoking  immediately  following  the  institution  of  such  pol- 
icies.6’7 However,  the  time  period  of  such  evaluations  may 
be  too  short  to  draw  conclusions  regarding  long  term  be- 
havior change  and  the  eventual  health  implications  of 
smoking  policies.  Restrictive  smoking  policies  may  con- 
tribute to  changing  secular  trends  in  such  a way  as  to 
make  smoking  non-normative  and  to  produce  delayed  or 
“sleeper”  effects  on  smoking  cessation  rates. 

In  evaluating  the  health  implications  of  smoking  poli- 
cies, it  is  important  to  assess  smoking  patterns  before  and 
after  work,  as  well  as  during  the  work  day.  At  least  one 
early  study8  reported  somewhat  increased  smoking  rates 
during  nonwork  hours  associated  with  a company  no- 
smoking policy.  Additional  research  is  needed  to  evaluate 
the  extent  to  which  compensatory  smoking  does  occur 
and,  if  it  does,  how  it  is  expressed  (increased  number  of 
cigarettes  or  topographical  changes).  It  is  also  possible 
that  different  types  of  smokers  (heavy  smokers  vs  light 
smokers)  may  be  differentially  susceptible  to  compensa- 
tory smoking  effects. 

There  are  two  relatively  low  cost  methods  of  assessing 
smoking  during  nonwork  hours.  The  first,  as  discussed 
above,  is  worksite  surveys  or  questionnaires  that  clearly 
differentiate  smoking  during  work  hours  and  other  times. 
Such  information  can  also  be  collected  through  telephone 
surveys,  which  may  reduce  problems  with  demand  char- 
acteristics, particularly  if  they  are  made  by  a third  party 
rather  than  by  the  organization  itself.  The  other  relatively 
low  cost  measure  is  record  keeping  or  self-monitoring  of 
smoking  frequency  and  topography  by  employees.  Self- 
monitoring measures  provide  much  more  intensive,  de- 
tailed information,  but  are  susceptible  to  problems  of  non- 
compliance  and  reactivity. 

More  comprehensive  measures  of  smoking  during  non- 
work hours  may  again  include  biochemical  measures,  in- 
volving longer  term  indices  of  smoking  exposure  such  as 
saliva  cotinine  or  thiocyanate.  Other  more  intrusive  and/ 
or  expensive  assessment  procedures  include  the  collection 
of  cigarette  butts,  which  can  later  be  weighed  and/or  rat- 
ed by  research  assistants,' 9’10  or  machine  measures  of 
smoking  topography.11 

Cessation  Attempts 

In  addition  to  potential  direct  effects  on  smoking  cessa- 
tion, worksite  policies  may  have  important  effects  on  ces- 
sation attempts  by  employees  and/or  maintenance  of  non- 
smoking by  recent  quitters.  Research  has  suggested  that 


individuals  who  have  made  a greater  number  of  previous 
attempts  to  quit  may  be  more  likely  to  succeed  at  a current 
cessation  effort.12  A worksite  policy  may  stimulate  em- 
ployees to  make  additional  attempts — even  if  they  are  not 
successful — at  long  term  cessation.  Also  of  great  potential 
importance  is  the  impact  of  smoking  policies  on  mainte- 
nance of  nonsmoking  behavior.  Apparently  no  studies 
have  directly  reported  on  this  issue.  But  employees  may  be 
more  likely  to  maintain  nonsmoking  behavior  or  to  “recy- 
cle” back  to  the  active  quitting  stage13  following  a slip  or 
relapse  to  smoking  if  they  are  in  an  environment  where 
smoking  does  not  occur  for  eight  hours  of  the  day. 

Several  definitional  questions  remain  concerning  exact- 
ly what  constitutes  a cessation  attempt,  a successful  cessa- 
tion, and  a slip  or  lapse  (vs  a full-blown  relapse).  These 
issues  are  beyond  the  scope  of  the  current  discussion,  but 
interested  readers  may  refer  to  recommendations  from  the 
NHLBI  Conference  on  Smoking  Relapse  recently  pub- 
lished in  Health  Psychology  for  a discussion  of  these  is- 
sues.14 

The  most  basic  assessment  method  consists  of  a single 
face-valid  item  or  two  on  an  employee  survey  asking 
whether  or  not  employees  made  a serious  attempt  at  quit- 
ting or,  alternatively,  the  number  of  attempts  they  have 
made  over  a given  time  period.  More  comprehensive  mea- 
sures may  be  better  acquired  in  the  context  of  an  interview 
that  allows  for  probing  of  complex  issues  and  ambiguous 
answers.  Such  interviews  have  the  potential  of  covering 
more  detailed  issues  such  as  the  duration  of  cessation  or  an 
attempt  at  cessation  and  whether  or  not  individuals  “recy- 
cle” or  reduce  the  latency  between  attempts  as  a result  of 
worksite  smoking  policies. 

Mediating  Variables 

The  variables  discussed  thus  far  refer  to  overt  beha- 
viors, which  are  at  least  potentially  verifiable.  However, 
many  of  the  arguments  in  favor  of  worksite  smoking  poli- 
cies concern  the  effects  of  smoking  policies  on  social 
norms,  worksite  culture,  or  attitudes  toward  smoking 
rather  than  actual  smoking  behavior  change.  Although 
this  issue  is  open  to  debate,  many  researchers  see  such 
smoking  related  cognitions  as  mediators  or  precursors  of 
actual  behavior  change.  Table  I lists  five  categories  of 
smoking  related  cognitions  that  have  often  been  assessed 
in  smoking  cessation  research.  For  each  of  these  con- 
structs, examples  of  the  type  of  questions  asked  are  listed. 
For  each  category  it  is  usually  possible  to  conduct  a basic 
assessment,  consisting  of  one  or  two  items  addressing  the 
issue  of  interest,  or  to  administer  a relatively  lengthy  and 
more  sophisticated  instrument  (eg,  a social  support  ques- 
tionnaire). Obviously,  if  the  latter  option  is  pursued,  a giv- 
en study  will  be  able  to  study  in  detail  only  one  or  two  of 
these  issues. 

In  summary,  assessment  of  smoking  related  cognitions 
is  probably  less  critical  than  measures  of  actual  smoking 
related  behavior.  Interesting  preliminary  work  has  been 
conducted  on  these  measures,  and  it  is  recommended  that 
policy  evaluations  include  questions  on  at  least  some  of 
these  variables.  Such  measures  can  potentially  help  us  to 
understand  employee  reactions  to  smoking  bans  as  well  as 
how  policies  may  result  in  behavior  change. 
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TABLE  I.  Smoking-Related  Cognitions 


Construct 

Examples  of  Measures 

Perceived  social  support 

Encouragement  to  stop  smoking 

(from  coworkers,  supervisor, 
company) 

Offers  of  cigarettes 

Social  norms* 

Percent  coworkers  that  smoke; 

percent  quit  recently 
Percent  coworkers  smoke  on  job 
Acceptability  of  smoking  in  public 

Self-efficacy/intention 

Confidence  can  quit 
Certainty  will  be  smoking  in  a year 

Attitudes  toward  smoking  policy 
and  secondhand  smoke* 

Approval  of  policy 

“People  should  not  be  allowed  to 
smoke  at  work” 

“Smoking  affects  the  health  of 
others” 

Stage  of  change 

(precontemplation,  contempla- 
tion, action,  maintenance) 

Interest  in  quitting 

‘Indicates  variables  mentioned  particularly  often  in  discussions  of  worksite 
smoking  policies. 


Methodological/ Conceptual  Issues  and 
Future  Directions 

Up  to  this  point,  four  basic  types  of  measures  have  been 
considered:  smoking  behavior  during  work  hours,  smoking 
behavior  outside  of  work  hours,  cessation  attempts  and 
recycling/maintenance,  and  smoking-related  cognitions. 
There  are  other  issues  that  may  determine  the  long  term 
impact  of  a smoking  policy.  First,  evaluations  should  as- 
sess the  effects  of  smoking  restrictions  on  different  sub- 
groups of  employees,  as  there  may  be  differential  effects. 
For  example,  the  effects  of  smoking  policies  on  heavy  vs 
light  smokers,  white-collar  vs  blue-collar  smokers,  older  vs 
younger  employees,  and  men  vs  women  will  affect  the 
eventual  health  costs  to  an  organization. 

It  is  also  important  that  future  evaluations  include  as- 
sessment of  the  long  term  (eg,  at  least  two-year  follow-up) 
effects  of  smoking  policies  and  of  potential  side  effects.  As 
mentioned  above,  it  does  not  appear  that  there  will  be 
large  initial  cessation  effects  resulting  from  implementa- 
tion of  smoking  bans,  but  such  policies  may  provide  an 
important  context  for  later  attempts,  especially  when 
combined  with  other  smoking  control  or  cessation  activi- 
ties. 

In  addition,  potential,  often  unintentional,  side  effects 
of  policies  should  be  considered.  Such  effects  can  be  either 
positive  or  negative.  For  example,  establishment  of  smok- 
ing areas  at  the  worksite  could  become  a cue  for  continu- 
ing smokers  to  smoke  more  than  they  otherwise  would. 
Some  employees  who  are  lighter  smokers  may  increase 
their  association  with  heavier  smokers  during  work  breaks 
and  thus  become  more  confirmed  smokers.  It  is  also  possi- 
ble that  policies  may  either  benefit  or  detract  from  efforts 
to  recruit  new  employees  and/or  keep  current  workers.  To 
date,  such  side  effects  are  entirely  speculative,  but  it  will 
be  important  for  policy  evaluations  to  be  sensitive  to  such 
issues. 

There  are  two  additional  classes  of  variables  recom- 
mended for  assessing  any  study  of  worksite  smoking  poli- 


cies. These  variables  may  be  thought  of  as  mediating  vari- 
ables, rather  than  measures  of  smoking  behavior; 
however,  they  are  important  and  may  even  have  greater 
impact  on  employee  reaction  to  a policy  and  how  effective 
it  is  than  the  actual  content  of  the  policy.  These  factors 
include  organizational  characteristics  and  the  way  in 
which  a policy  is  implemented.  Although  there  are  few 
empirical  data  on  the  relationship  of  organizational  fac- 
tors to  worksite  health  promotion,15'16  the  following  fac- 
tors are  probably  deserving  of  at  least  initial  consider- 
ation: number  and  type  of  employees,  previous  worksite 
smoking  policy,  degree  of  management  support  for  the 
policy,  smoking  status  of  top  company  officials,  history  of 
health  promotion  and  safety  efforts  in  the  worksite,  labor- 
management  relations,  and  economic  climate  of  the  work- 
site. In  particular,  the  fit  between  organizational  charac- 
teristics such  as  management  style  and  philosophy  and  the 
way  in  which  a policy  is  implemented  may  override  the 
actual  content  of  the  smoking  policy. 

Table  II  lists  several  implementation  variables  poten- 
tially related  to  how  a program  will  be  received.  It  is  be- 
lieved that  there  have  been  no  empirical  studies  relating 
such  implementation  variables  to  the  effects  of  the  policy, 
but  it  is  to  be  hoped  that  future  studies  will  assess  vari- 
ables such  as  those  listed.  At  the  minimum,  persons  re- 
sponsible for  implementing  a worksite  policy  should  care- 
fully document  the  sequence  of  events  from  initial 
development  of  the  ideas  for  a new  smoking  policy 
throughout  its  implementation  and  enforcement  for  at 
least  a period  of  one  year.  The  major  consideration  for 
several  of  the  variables  listed  in  Table  II  is  the  extent  of 
employee  involvement  in  the  policy  that  is  developed.  Is- 
sues such  as  the  involvement  of  smokers  and  labor  repre- 
sentatives in  decision  making  bodies,  whether  or  not  em- 
ployees are  given  the  opportunity  to  provide  input  and 
feedback  on  initial  drafts  of  the  policy,  and  the  length  of 
time  between  initial  notification  and  actual  implementa- 
tion of  the  ban  are  important  variables. 

Employee  awareness  of  the  policy  may  be  an  issue  in 
larger  companies.  This  may  include  such  items  as  the  ex- 
tent to  which  “no  smoking”  signs  are  posted,  and  whether 
employees  are  provided  with  written  notification  of  a poli- 
cy. Whether  or  not  the  company  offers  smoking  cessation 
programs  for  employees  and  financial  support  for  such  ac- 
tivities (eg,  time  off  work,  partial  payment  or  reimburse- 
ment for  the  costs  of  cessation  services,  etc)  may  also  af- 
fect reactions  to  the  ban.  Finally,  enforcement  procedures 
and  the  way  in  which  complaints  and  infractions  are  han- 
dled may  be  important  factors  in  determining  the  long 
term  status  of  the  policy.17 

In  summary,  we  have  a rare  opportunity  to  evaluate  an 
important  natural  public  health  experiment  involving  the 
institution  of  much  more  restrictive  worksite  smoking  pol- 
icies. The  assessment  of  one  or  more  measures  within  each 

TABLE  II.  Implementation  Variables 

Degree  of  employee  involvement 
Timing  and  sequencing  of  implementation 
Employee  awareness  of  policy 
Opportunity/company  support  for  cessation  efforts 
Enforcement  procedures 
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of  four  categories  is  highly  recommended.  Employee 
smoking  behavior  during  work  hours;  smoking  behavior 
outside  of  work,  cessation  attempts  and  maintenance  or 
recycling  efforts;  and  smoking-related  cognitions  should 
all  be  assessed  in  comprehensive  evaluations.  Each  of 
these  variables  can  be  measured  in  either  an  efficient,  low 
cost  manner,  or  with  more  costly  and  sophisticated  state- 
of-the-art  procedures  depending  upon  the  purposes  of  the 
particular  study.  Also  recommended  is  assessment  of  me- 
diating variables,  including  organizational  characteris- 
tics, the  effects  of  smoking  policies  on  different  subsets  of 
employees,  and  implementation  variables  that  may  deter- 
mine the  success  of  a policy. 
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Nonsmoking/smoking  policy  implementation  at  the  state 

level 
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Minnesota  has  long  been  recognized  as  an  innovator  and 
leader  in  tobacco-use  prevention  efforts.  It  actively  pro- 
motes a tobacco-free  life  style  among  its  residents.  In 
1975,  it  set  the  stage  as  one  of  the  first  states  to  implement 
a Clean  Indoor  Air  Act,  which  paved  the  way  for  more 
comprehensive  nonsmoking  legislation  within  the  state.1*2 
In  the  fall  of  1983,  Minnesota’s  prevention  efforts  were 
intensified,  as  the  Commissioner  of  Health  convened  a 
technical  advisory  committee  to  design  a comprehensive, 
long  term,  statewide  plan  for  nonsmoking.3  The  plan 
would  promote  nonsmoking  through  a public  information 
campaign  based  on  marketing  principles  and  would  be 
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combined  with  regulatory  and  economic  measures.  It  was 
intended  that  the  new  plan  would  lead  to  further  preven- 
tion-oriented legislation. 

The  Center  for  Nonsmoking  and  Health  (CNSH)  was 
organized  in  1983  at  the  Minnesota  Department  of 
Health  (MDH)  to  coordinate  the  statewide  nonsmoking 
initiative.3  CNSH  staff  collected  and  calculated  Minneso- 
ta-specific data  concerning  the  epidemiologic  and  health 
economic  estimates  of  the  disease  impact  of  smoking,  re- 
viewed research  literature,  developed  a database  on  the 
literature,  and  staffed  the  meetings  of  the  technical  advi- 
sory committee. 

Because  the  statewide  smoking  prevention  plan  would 
ultimately  be  administered  through  MDH,  it  was  decided 
to  revise  the  department’s  in-house  smoking/nonsmoking 
policy  to  make  it  more  consistent  with  the  new  campaign. 
The  updated  policy  would  also  be  more  compatible  with 
the  MDH’s  leadership  role  in  public  health.  That  is, 
through  the  revised  policy,  MDH  would  convey  a public 
image  of  nonsmoking  as  normative  and  health-enhancing. 
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The  committee  determined  that  the  new  policy  would 
serve  several  functions.  It  would  decrease  nonsmokers’  ex- 
posure to  secondhand  smoke,  which  is  a recommendation 
of  the  National  Research  Council4  and  is  supported  by 
recent  conclusions  of  the  US  surgeon  general.5  In  addition 
to  promoting  a healthier  work  atmosphere  for  all  employ- 
ees, the  policy  would  also  serve  as  a model  for  other  orga- 
nizations wanting  to  adopt  similar  policies  at  their  facili- 
ties. The  committee  also  anticipated  that  MDH  would 
realize  economic  benefits,  such  as  reduced  cleaning  costs 
and  a decrease  in  sick  leave  and  medical  expenses  among 
employees.6  Furthermore,  research  had  indicated  that 
worksite  smoking  policies  might  play  a significant  role  in 
decreasing  smoking  prevalence  among  employees.7 

Developing  the  smoking/nonsmoking  policy  was  not  an 
overnight  occurrence;  it  involved  a great  deal  of  thought, 
organization,  and  committee  work.  The  process,  from  the 


initial  decision  to  revise  MDH’s  policy  to  the  actual  imple- 
mentation, took  place  over  a 24-month  period  (Table  I). 
Essentially,  the  process  involved  five  stages:  organization/ 
policy  development,  information,  initiation/transition,  fi- 
nalization, and  evaluation.  This  paper  chronicles  the  vari- 
ous stages  of  the  process. 

Committee  Organization 

Successful  planning  and  implementation  of  a new 
smoking/nonsmoking  policy  that  was  fair  to  all  employees 
called  for  a representative  committee  of  both  smokers  and 
nonsmokers.  Five  committee  members  were  nominated 
and  elected  by  fellow  employees,  and  five  were  appointed 
by  the  Commissioner  of  Health.  The  ten-member  com- 
mittee included  seven  nonsmokers,  several  of  whom  were 
former  smokers,  and  three  smokers.  Committee  members 
were  from  various  departments  within  MDH — represent- 


TABLE  I.  Timeline  for  MDH  Nonsmoking  Policy 

July  1984 

Ten-member  in-house  committee  organized  to  revise  the  department’s  smoking  policy.  Committee  met  approximately  every  two  weeks  from  July  1 984 
to  November  1984  to  develop  recommendations  for  a smoking  policy  more  in  line  with  MDH’s  role  as  a promoter  of  nonsmoking. 

August  1984 

All  employees  were  asked  to  complete  a survey  about  smoking  status  and  give  opinions  about  various  policy  options. 

December  1984 

Committee  presented  its  recommendations  to  the  Commissioner. 

New  policy  written. 

Policy  Implementation 

July  1985 

Plans,  promotions,  and  information  concerning  policy  implementation  communicated  to  all  employees  via  in-house  newsletter  and  memos  from  the 
Commissioner  of  Health.  Employee  reaction  to  new  policy  sought. 

Twenty  percent  of  department  vehicles  designated  as  “smoking  permitted”  vehicles.  Employees  informed  that  if  they  wanted  to  smoke  in  a department 
vehicle  they  must  request  a “smoking  permitted”  vehicle.  Smoking  not  allowed  in  other  pool  vehicles.  Committee  recommended  that  all  new  employees 
sign  a statement  to  the  effect  that  they  had  been  informed  of  the  policy  and  that  they  would  comply  with  it. 

August  1985 

Staff  planned  and  assessed  cessation  programs  for  employee  use.  Employee  reaction  to  the  new  policy,  which  was  printed  in  the  previous  month’s  in- 
house  publication,  appeared  in  staff  newsletter. 

September  1985 

Smokers’  lounge  designated,  smoking  section  in  cafeteria  reduced  to  20%  of  the  space.  Smoking  permitted  in  private  and  semiprivate  offices  if  all 
occupants  agreed.  No  change  in  bay  area  smoking  policy.  Smoking  eliminated  in  all  restrooms,  locker  rooms,  entryways,  in  first  floor  lounge,  and  on  the 
department’s  grounds.  All  ashtrays  removed  except  in  those  places  where  smoking  is  allowed. 

“Quit  and  Win”  smoking  cessation  kits  made  available  for  all  interested  employees. 

District  offices  informed  that  policy  should  be  followed  as  closely  as  possible  at  those  worksites.  District  offices  also  notified  that  smoking  lounges  will 
be  established  in  July  1986. 

October  1985 

Information  sessions  on  smoking  addiction  initiated  to  facilitate  mutual  understanding  between  smokers  and  nonsmokers.  All  interested  employees, 
friends,  and  family  members  invited. 

November  1985 

Department  arranged  with  a qualified  MDH  health  educator  to  develop  personalized  smoking  cessation  plans  for  interested  employees.  Positive 
internal  support  system  developed  to  help  prevent  relapse  among  those  individuals  who  had  quit  smoking. 

December  1985 

Smoking  cessation  programs  began  to  be  offered  at  Central  Office.  Consistent  with  employee  interest,  cessation  programs  were  offered  through  July 
1987. 


February  1986 

Support  groups  initiated  for  employees  who  had  quit  smoking. 

March  1986 

Smoking  eliminated  from  all  work  locations,  including  private  and  semiprivate  offices,  bay  areas,  and  partitioned  work  spaces.  Additionally,  employ- 
ees were  informed  that  when  representing  the  department  at  workshops  or  meetings,  they  are  to  refrain  from  smoking. 

July  1986 

Central  Office  smoking  lounge  was  fully  ventilated  and  smoking  lounges  were  designated  in  each  District  Office.  Smoking  eliminated  from  the  Central 
Office  cafeteria. 

Overall  evaluation  of  employee  attitudes  toward  smoking  policy  and  programs  conducted  through  survey.  Evaluation  included  analysis  of  attendance 
at  information,  cessation,  and  support  group  sessions.  Additionally,  complaints  and  resolution  of  complaints  that  went  through  the  regular  supervisory 
procedure  were  analyzed. 

Information  sessions,  cessation  programs,  and  communication  continued  as  needed  through  July  1987. 
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ing  professional,  technical,  and  clerical  employees — as 
well  as  district  and  central  offices.  Additionally,  two  staff 
members  were  appointed  by  the  commissioner  to  offer 
further  guidance.  This  mix  of  individuals  provided  vary- 
ing viewpoints  and  insights  to  the  issue.  They  also  offered 
different  ideas  on  the  logistics  of  organizing  and  imple- 
menting the  smoking/nonsmoking  policy. 

The  first  task  of  the  committee  was  to  help  design  a 
survey  to  determine  employee  opinions  about  the  adequa- 
cy of  existing  policy  and  about  possible  policy  changes. 
Responses  to  the  survey  would  also  help  in  formulation  of 
the  policy. 

Within  a month,  the  completed  survey  was  sent  to  all 
MDH  employees.  The  three-page  survey  asked  questions 
about  the  rights  of  both  smokers  and  nonsmokers,  where 
and  if  smoking  should  be  restricted,  and  smoking  habits 
among  employees. 

On  completion  of  the  survey,  the  first  page,  which  in- 
cluded the  respondent’s  name,  was  removed  and  sent  sepa- 
rately to  CNSH.  This  ensured  that  the  respondents’  an- 
swers would  be  anonymous.  It  also  assured  that  the 
individual  would  not  be  contacted  again  for  a response. 
Two  weeks  later,  a second  survey  was  sent  to  all  employees 
who  did  not  respond  to  the  first  inquiry.  After  another 
two-week  period,  a third  and  final  survey  was  sent  to  non- 
respondents. Overall,  564  of  the  715  MDH  employees 
(79%)  responded  to  the  survey.  Individuals  who  did  not 
respond  in  writing  to  the  first,  second,  or  third  inquiry 
were  subsequently  contacted  by  phone  and  asked  only 
whether  they  were  smokers.  As  a result  of  the  telephone 
follow-up,  information  was  available  on  the  smoking  sta- 
tus of  99%  of  MDH  employees. 

Results  from  the  survey  indicated  that  22%  of  MDH 
employees  were  smokers.  This  finding  helped  in  determin- 
ing the  size  of  the  nonsmoking  area  in  the  cafeteria  during 
the  transition  stage  of  policy  implementation,  and  in  des- 
ignating the  number  of  smoke-free  vehicles  in  the  MDH 
car  pool. 

In  the  initial  survey,  only  30%  of  the  564  respondents 
thought  the  existing  policy  was  adequate.  Responses  var- 
ied on  where  smoking  should  be  prohibited.  For  example, 
77%  of  the  respondents  thought  smoking  should  be  pro- 
hibited in  bay  areas,  while  employees  were  evenly  divided 
on  the  issue  of  restricting  smoking  in  private  offices.  Be- 
cause fairness  was  of  primary  concern  in  policy  develop- 
ment, the  committee  recommended  that  the  same  rules 
apply  to  all  employees  whether  they  were  in  bay  areas  or 
semiprivate  or  private  offices. 

To  further  assist  in  the  development  of  the  new  policy, 
the  committee  reviewed  nonsmoking  policies  from  other 
organizations.  In  addition,  committee  members  heard 
presentations  by  experts  on  policy  implementation  and 
ventilation  issues  (to  help  in  designating  smoking  rooms 
with  adequate  ventilation).  A smoking  cessation  program 
provider  also  addressed  the  nature  of  addiction  and  cessa- 
tion. 

In  developing  the  policy,  the  committee  met  every  other 
week  from  July  1984  through  November  1984  to  discuss 
issues  related  to  the  policy.  Two  subcommittees  were  or- 
ganized to  research  and  make  recommendations  in  specif- 
ic areas,  such  as  communication  of  the  policy,  policy  alter- 
natives, and  policy  implementation.  At  the  biweekly 


meetings,  the  subcommittees  presented  their  findings  and 
recommendations.  Then  the  entire  committee  discussed 
the  various  options  presented.  Throughout  the  develop- 
ment stages,  the  committee  tried  to  establish  group  con- 
sensus about  policy  recommendations. 

The  committee’s  ultimate  goal  was  to  create  a policy 
that  was  fair  to  all  employees — both  smokers  and  non- 
smokers.  Therefore,  policy  recommendations  were  de- 
signed to  protect  the  interests  of  both  groups  as  much  as 
possible. 

Communication  of  Policy 

Five  months  after  the  committee  first  met,  it  submitted 
its  recommendations  to  the  commissioner.  The  commit- 
tee’s recommendations  outlined  measures  that  would  be 
most  effective  in  achieving  nonsmoking  by  MDH  employ- 
ees on  MDH  premises  and  while  representing  the  depart- 
ment off  premises.  In  addition  to  proposing  a more  strin- 
gent smoking/nonsmoking  policy,  which  went  far  beyond 
the  1975  Minnesota  Clean  Indoor  Air  Act  (MCIAA),  the 
committee  submitted  a timeline  for  policy  implementa- 
tion (Table  I).  For  the  most  part,  the  commissioner  agreed 
with  the  committee’s  recommendations.  However,  she  in- 
troduced one  additional  provision  which  banned  smoking 
on  department  grounds. 

Prior  to  the  actual  policy  implementation,  there  was  a 
three-month  period  in  which  all  employees  were  informed 
about  the  proposed  changes  through  MDH’s  in-house 
newsletter  and  through  memos  from  the  commissioner  to 
all  employees.  In  addition,  copies  of  the  new  policy  were 
filed  in  the  procedure  manuals  in  each  division,  and  copies 
were  also  available  to  all  employees  through  the  personnel 
office  and  the  Center  for  Nonsmoking  and  Health. 

One  issue  of  the  MDH  newsletter  used  a question  and 
answer  format  to  address  why  the  new  policy  was  needed, 
how  policy  determinations  were  made,  and  where  restric- 
tions would  apply.  Employees  were  invited  to  respond  to 
the  proposed  changes,  and  their  comments  appeared  in  the 
following  month’s  newsletter.  Furthermore,  consultation 
with  all  major  unions  was  maintained  chirring  the  entire 
planning  and  implementation  process.  The  goal  was  to 
keep  employees  informed  on  all  aspects  of  the  policy  by 
communicating  to  them  in  a straightforward  and  open 
manner. 

Consistent  with  the  communication  plan,  a protocol 
was  developed  that  required  all  new  employees  to  be  in- 
formed of  the  policy  prior  to  beginning  work  at  MDH  and 
to  be  provided  with  a written  copy  of  the  policy.  These 
individuals  were  required  to  sign  a statement  saying  that 
they  had  read  and  agreed  to  abide  by  the  policy  before 
accepting  employment  at  MDH.  To  further  promote  em- 
ployee knowledge  of  related  issues,  literature  on  various 
topics  such  as  cessation  programs  and  quitting  smoking 
was  available  through  CNSH  for  any  interested  individ- 
ual. 

Throughout  the  entire  process,  there  was  an  ongoing 
commitment  to  keep  information  and  communication 
lines  open.  To  promote  a more  cooperative  spirit,  employ- 
ees were  also  encouraged  to  give  input  and  recommenda- 
tions to  committee  members. 

The  updated  MDH  smoking/nonsmoking  policy  was 
phased  in  slowly  over  a one-year  period.  Gradually,  during 
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that  one-year  time  span,  all  smoking  was  eliminated  in  the 
building  and  on  the  grounds,  with  the  exception  of  two 
small  lounges  for  employee  use  only.  A well-planned  im- 
plementation program  provided  smokers  with  an  opportu- 
nity to  become  accustomed  to  the  changes. 

For  example,  during  the  first  month  of  implementation, 
20%  of  the  tables  in  the  cafeteria  were  designated  as 
smoking.  This  reflected  the  ratio  of  smokers  to  nonsmok- 
ers working  at  MDH.  Along  similar  lines,  20%  of  the  vehi- 
cles in  the  MDH  car  pool  were  designated  as  smoking. 
Also  during  the  first  month,  smoking  was  eliminated  in  all 
restrooms,  locker  rooms,  and  entryways.  Signs  were  post- 
ed at  the  building  entrances  stating  that  the  building  had 
designated  smoking  areas  for  employees,  and  that  the 
public  was  not  allowed  to  smoke  on  the  premises.  A large, 
immovable,  sand-filled  ashtray  was  also  placed  outside 
each  entrance  so  that  individuals  could  extinguish  their 
smoking  materials  before  entering  the  building. 

Commitment  to  Support 

Research  has  shown  that  a blending  of  a workplace 
smoking  cessation  program  along  with  a smoking/non- 
smoking policy  presents  a consistent  message  to  employ- 
ees.8 Furthermore,  Wilbur9  maintains  that  offering  cessa- 
tion programs  in  conjunction  with  a clearly  stated 
smoking/nonsmoking  policy  promotes  and  supports 
healthful  practices  among  employees.  Orleans  and  Ship- 
ley7  indicated  that  smoking  cessation  programs  in  the 
workplace  can  be  more  effective  than  community  pro- 
grams if  they  utilize  the  peer  support  network  within  the 
organization  as  well  as  other  reinforcements  for  nonsmok- 
ing such  as  a smoking/nonsmoking  policy.  They  also  ex- 
plain that  worksite  smoking  cessation  programs  play  a vi- 
tal role  in  the  national  antismoking  campaign. 

As  part  of  the  policy  at  MDH,  the  committee  recom- 
mended that  the  department,  by  assorted  approaches,  es- 
tablish an  ongoing  commitment  to  support  employees  who 
chose  to  quite  smoking.  In  December  1985,  the  six-month 
mark  of  policy  implementation,  department  smoking  ces- 
sation programs  began.  Provisions  were  made  for  assisting 
employees  and  members  of  their  households  to  participate 
in  a variety  of  smoking  cessation  programs.  Several  of  the 
on-premises  classes  were  offered  during  the  initial  stages 
of  implementation.  However,  as  employee  interest  de- 
clined, the  classes  were  discontinued. 

Employees  who  wanted  to  quit  smoking  with  the  help  of 
an  outside  smoking  cessation  program  could  attend  any 
approved  program,  and  the  department  would  reimburse 
75%  of  the  fees  to  a maximum  of  $100  through  CNSH. 
Employees  could  repeat  programs  or  participate  in  as 
many  different  cessation  programs  as  they  wanted  during 
the  implementation  period,  and  for  up  to  one  year  after 
policy  implementation.  Support  groups  were  also  initiated 
in  December  1985  to  prevent  relapse  among  employees 
who  quit  smoking.  Support  groups  and  reimbursement  for 
attendance  at  smoking  cessation  classes  continued 
through  July  1987. 

In  the  ninth  month  of  policy  implementation  there  was 
an  evaluation  of  the  provision  that  designated  the  number 
of  MDH  pool  vehicles  in  which  smoking  was  allowed. 
Also,  smoking  was  eliminated  in  bay  areas,  partitioned 
space,  semiprivate  offices,  and  private  offices. 


Provisions  for  months  12  through  23  included  establish- 
ing a fully  ventilated  smokers’  lounge  and  eliminating 
smoking  areas  in  the  cafeteria.  During  the  final  month  of 
policy  implementation,  a second  survey  was  distributed 
among  employees  to  determine  the  adequacy  and  accep- 
tance level  of  the  new  policy. 

Policy  Acceptance 

In  general,  there  was  a high  level  of  acceptance  of  the 
recommended  and  implemented  changes.  The  commit- 
ment to  keep  all  individuals  informed  of  changes  on  an 
ongoing  basis,  and  the  support  offered  to  smokers  in  their 
efforts  to  quit  smoking  contributed  to  the  overall  accep- 
tance of  the  policy. 

1986  Survey  Results 

In  July  1986,  a second  survey  was  conducted  using  pro- 
cedures similar  to  those  employed  during  the  first  survey. 
The  survey  was  undertaken  to  evaluate  employee  atti- 
tudes toward  the  newly  implemented  nonsmoking  policy. 
Some  88%  of  the  668  employees  responded  to  the  second 
survey.  A majority  of  the  1986  respondents  (73%)  thought 
the  updated  policy  was  adequate,  compared  to  30%  of  the 
1984  respondents  who  thought  the  policy  was  adequate.  A 
large  percentage  of  respondents  (89%)  thought  that  for 
the  most  part  employees  were  complying  with  the  policy. 

Interestingly,  25  employees  reported  quitting  smoking 
since  the  1984  survey  (conducted  1 1 months  prior  to  poli- 
cy implementation),  and  17  of  those  individuals  had  quit 
since  the  policy  went  into  effect  in  July  1985.  Thirty-two 
percent  (N  = 8)  of  those  who  quit  smoking  since  the  1984 
survey  indicated  that  the  policy  was  somewhat  or  very  in- 
fluential in  their  decision  to  quit.  Eleven  employees  partic- 
ipated in  and  ten  completed  the  UNsmoke  smoking  cessa- 
tion course  in  1986.  Of  those  individuals,  eight  had 
stopped  smoking  at  the  end  of  the  course,  and  five  were 
still  not  smoking  at  the  12-month  follow-up. 

Results  from  the  1986  survey  also  indicated  that  2 1 % of 
the  employees  were  current  smokers.  Of  those  individuals 
responding  to  the  survey,  30%  indicated  that  they  had 
smoked  less  since  the  policy  went  into  effect,  and  77%  of 
those  reported  that  the  policy  had  had  some  effect  on  their 
reduction  of  smoking. 

Technical  Assistance 

In  1984,  as  part  of  the  tobacco  use  prevention  plan,  the 
state  legislature  approved  funding  for  one  position  at 
MDH  to  provide  technical  and  consultation  services  for 
implementation  of  the  MCIAA  and  its  rules.  The  CNSH 
staff  also  provides  technical  assistance  to  private  and  pub- 
lic agencies  that  want  to  implement  a smoking/nonsmok- 
ing policy.  As  nonsmokers  increasingly  demand  clean  air 
at  work,  employers  are  requesting  assistance  in  interpret- 
ing and  applying  the  MCIAA.  In  addition  to  consultation 
and  assistance  provided  through  CNSH,  a variety  of  pub- 
lications are  available  for  any  Minnesota  organization 
that  wants  to  develop  and  implement  a smoking  policy. 

Smoking  Policy  Activity  in  Other  States 

MDH  recently  conducted  a survey  of  other  state  health 
departments  to  assess  their  involvement  in  the  planning 
and  implementation  of  worksite  smoking  policies.  All  50 
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states  returned  the  questionnaire.  Of  these,  64%  (N  = 32) 
indicated  that  they  had  been  at  least  moderately  involved 
in  the  development  or  planning  of  worksite  smoking  legis- 
lation in  their  state. 

Forty-six  percent  of  the  states  (N  = 23)  were  without 
any  worksite  smoking  legislation,  but  six  of  these  had  bills 
pending  in  the  state  legislature.  In  those  states  with  man- 
dated smoking  policies,  the  policy  content  varied  consider- 
ably, and  only  six  state  health  departments  indicated  any 
involvement  in  enforcement  of  worksite  legislation.  Twen- 
ty-one states  assigned  staff  time  to  consult  with  worksites 
in  the  development  of  smoking  policies,  but  the  average 
staff  assignment  was  slightly  less  than  one  half-time  posi- 
tion. 

Internally,  about  88%  (N  = 44)  of  all  state  health  de- 
partments have  a written  smoking  policy.  Of  these,  nine 
ban  smoking  altogether.  There  were  clear  regional  differ- 
ences, with  the  southern  and  southeastern  states  generally 


less  involved  in  policy  consultation  or  statewide  legisla- 
tion. 
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The  smoke-free  hospital:  A smoke-free  worksite 


Thomas  E.  Kottke,  md 


Smoking  begins  as  a social  behavior  and  is  continued  as  a 
response  to  addictive  and  social  pressures.  Reduction  of 
smoking  prevalence  will  require  the  replacement  of  a cul- 
ture that  accepts  and  encourages  smoking  with  a culture 
that  encourages  smoke-free  lifestyles  and  environments. 
It  is  possible  that  smoke-free  worksites  are  an  effective 
way  to  create  and  reinforce  the  concept  of  a smoke-free 
culture.  Hospitals  are  labor  intensive  environments  and, 
given  their  health-related  mission,  are  one  ideal  starting 
point  for  the  development  of  smoke-free  worksites. 

The  social  sciences  anthropology  and  sociology  provide 
models  of  analysis  that  can  be  used  to  develop  an  under- 
standing of  why  smoking  in  hospitals  persists  despite  the 
known  health  hazards,  and  how  the  anachronistic  policies 
can  be  changed.  This  paper  reports  insights  about  the 
movement  to  make  hospitals  smoke-free  that  may  be  use- 
ful to  future  policy  makers. 

Culture  or  Cultural  Artifact? 

There  has  been  a great  deal  of  attention  devoted  to  the 
integration  of  preventive  services  into  the  acute  care  hos- 
pital. However,  this  attention  has  not  produced  the  de- 
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sired  results.  This  lack  of  success  may  be  due  to  the  fact 
that  social  systems  like  those  supporting  the  maintenance 
of  smoking  in  hospitals  are  complex  systems  that  have  not 
been  influenced  by  simple  efforts  at  change.  To  illustrate 
the  importance  of  this  point,  I ask  the  reader  to  consider 
four  objects  (Fig  1).  The  first  is  a fly  whisk  from  Egypt 
made  from  horse  hair,  leather,  and  bone.  The  second  is  a 
pair  of  Berber  slippers  made  from  leather  and  wool.  The 
third  is  a prosthetic  hip  joint,  and  the  fourth  is  a computer 
diskette  with  a label  that  says  “Cardiac  Risk  Reduction.” 
Each  object  provides  information  about  the  culture 


FIGURE  1 . While  it  is  easy  to  recognize  that  articles  from  foreign  cul- 
tures are  incomplete  representations  of  the  culture  from  which  they  arise, 
it  is  more  difficult  to  recognize  that  phenomenon  for  one's  own  culture. 
The  incorporation  of  health  promotion  into  acute  care  hospitals  will  re- 
quire far  more  than  isolated  artifacts  such  as  computer-assisted  instruc- 
tion. 
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from  which  it  arises.  The  fly  whisk  tells  us  that  the  Egyp- 
tians have  horses,  that  they  know  of  elephants,  and  that 
they  work  with  leather.  The  slippers  tell  us  that  the  people 
of  the  Northern  Sahara  like  decoration  on  their  shoes,  and 
that  they  know  how  to  dye  wool  and  work  with  leather. 
The  hip  joint  tells  us  that  medical  science  makes  use  of 
metallurgy.  The  diskette  tells  us  that  those  who  teach 
heart  disease  prevention  skills  like  smoking  cessation  use 
high  technology  devices. 

In  examples  such  as  the  whisk  and  slippers,  which  are 
not  related  to  the  culture  of  medicine,  it  is  easy  to  see  that, 
while  these  cultural  artifacts  give  information  about  a cul- 
ture, they  do  not  describe  the  culture  in  its  entirety.  In  the 
case  of  the  prosthetic  hip  joint,  it  is  also  easy  to  recognize 
that  information  other  than  that  which  can  be  gained  by 
examining  the  hip  joint  is  required  in  order  to  understand 
when  and  how  surgeons  use  the  device.  However,  in  the 
case  of  health  promotion  initiatives,  individuals  tend  to 
believe  that  the  discovery  of  a single  important  artifact 
(eg,  the  usefulness  of  computer-assisted  instruction)  is 
equivalent  to  the  discovery  of  a cultural  system.  Specifi- 
cally, it  has  been  postulated  more  than  once  that  a com- 
puter program  in  a doctor’s  office  should  be  sufficient  to 
get  patients  to  stop  smoking. 

Recognition  of  a System  and  How  it  Works 

If  a system  is  to  be  modified  to  accept  new  constructs, 
the  change  agent  must  first  recognize  that  a system  is 
present  and  understand  how  the  system  works.  Consider 
the  parable  of  the  five  blind  men  and  the  elephant,  which 
is  among  the  favorites  of  Western  cultures  (Fig  2).  The 
five  blind  men  disagree  about  what  they  are  feeling.  Is  it  a 
leaf?  Is  it  a wall?  Is  it  a tree  stump?  Is  it  a snake?  Is  it 
nothing  at  all?  This  parable  exemplifies  the  problem  relat- 
ed to  a multi-attribute  system. 

Instead  of  trying  to  rank  the  attributes  in  order  of  im- 
portance, change  agents  should  shift  their  strategy  to  the 
development  of  a “laundry  list”  of  factors  that  have 
proved  to  be  important  in  one  case  or  another.  They  can 
then  integrate  the  attributes  into  a single  system,  rather 
than  disjointed  components  of  a system.  Once  the  system 
has  been  described,  one  can  develop  a rational  action  plan. 


FIGURE  2.  The  parable  of  the  five  blind  men  and  the  elephant  frequently 
arises  during  problem  identification  sessions.  Its  appearance  should  be 
used  as  a clue  that  the  problem  represents  a multi-attribute  system. 


Identifying  the  Barriers  to  Smoke-free 
Hospitals 

Medical  change  agents  are  frequently  confronted  with 
the  situation  in  which  a physician  fails  to  adopt  an  inter- 
vention known  to  benefit  most  patients,  in  this  case, 
smoke-free  hospitals  (Fig  3).  The  change  agent’s  usual  re- 
sponse is  to  assume  that  the  physician  is  the  primary  ob- 
stacle (Fig  3,  pathway  A).  This  approach  is  not  helpful.  It 
“blames  the  victim”1  by  not  distinguishing  between  physi- 
cians who  want  smoke-free  hospitals  for  their  patients  but 
cannot  change  their  environment  (secondary  defect)  and 
those  who  do  not  care  whether  or  not  hospitals  are  smoke 
free  (primary  defect).  On  the  other  hand,  pathway  B.  ex- 
amining the  physician’s  environment  for  factors  that  af- 
fect adoption,  has  been  shown  to  be  a useful  strategy.2  The 
factors  that  influence  adoption  include  knowledge  of  clini- 
cal relevance,  skills,  organization,  adequate  return,  per- 
ceived demand,  perceived  effectiveness,  perceived  legiti- 
macy, confidence,  and  commitment  (Table  I).  The 
remainder  of  the  paper  will  discuss  the  barriers  as  they 
relate  to  smoke-free  hospitals. 

Knowledge  of  Clinical  Relevance.  Unless  the  smoke- 
free  hospital  is  perceived  as  relevant  to  patient  care,  adop- 
tion cannot  be  expected.3-4  In  the  case  of  smoke-free  hos- 
pitals, the  physician  can  easily  be  provided  with 
information  that  documents  this  relevance.  A 1984  survey 
at  the  University  of  Minnesota  found  that  38%  of  patients 
agreed  with  the  statement,  “When  smoking  is  permitted 
in  the  hospital  it  leads  me  to  believe  that  doctors  and 
nurses  approve  of  smoking.”5 

Skills.  The  change  agent  needs  the  skills  to  identify 
the  goals  of  the  hospital  and  phrase  arguments  in  terms 
that  are  consistent  with  these  goals.6  Everett  Rogers1  ex- 
amined several  hundred  studies  of  diffusion  of  innovations 
and  found  properties  that  discriminated  between  innova- 
tions that  diffused  rapidly  and  innovations  that  did  not 
diffuse.  The  properties  he  discovered  included  relative  ad- 
vantage, compatibility,  complexity,  “trialability,”  and  ob- 
servability (Table  II).  The  innovation  must  be  shown  to  be 
compatible  with  the  social  environment  in  which  the  hos- 
pital operates,  so  that  little  overall  change  is  required  to 
accommodate  the  intervention.  Becoming  smoke  free 


Suggest  an  innovation  known  to  benefit  a patient 

I 

Physician  does  not  adopt 
Select  problem-detection  pathway 


Pathway  A Pathway  B 


Examine  physician  for 

• Congenital  defects 

History  of  familial  idiocy 

• Acquired  defects 

Hypothyroidism 

• Greed 

Rolls  Royce  or  more 
than  2 Mercedes 
Tv  in  the  garage 

05-1140658-1 


Look  for  barriers  to  adoption  in 
the  physician's  environment 
Physician  lacks  knowledge 
of  salience  to  patient  care, 
skills,  organization,  adequate 
return,  perceived  patient 
demand,  perceived  legitimacy, 
confidence  or  commitment 


FIGURE  3.  Problem  identification  can  take  two  paths  when  a phsyician 
fails  to  adopt  an  innovation  known  to  benefit  a patient.  Pathway  A as- 
sumes that  the  physician  is  the  primary  cause.  It  "blames  the  victim”  and 
is  rarely  successful.  Pathway  B examines  the  physicians'  environment  for 
barriers  to  adoption.  It  is  far  more  likely  to  be  associated  with  success. 
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TABLE  I.  Barriers  to  Implementation  of  a Smoke-Free 
Hospital* 

Knowledge  of  clinical  relevance.  The  physician  does  not  understand  or 
accept  how  the  patient’s  health  will  benefit  from  the  prevention  interven- 
tion. 

Skills.  The  physician  lacks  the  skills  to  deliver  the  intervention  effec- 
tively. 

Organization.  There  is  no  system  to  cue  the  physician  to  intervene  or  to 
follow  patients  who  have  received  an  intervention.  Physicians  lack  guide- 
lines for  intervention. 

Adequate  return.  The  intervention  loses  money  for  the  physician  or  re- 
quires financial  subsidy. 

Perceived  patient  demand.  The  physician  does  not  believe  that  patients 
want  the  intervention. 

Perceived  legitimacy.  The  physician  does  not  believe  that  preventive 
intervention  is  part  of  the  professional  role. 

Confidence.  The  physician  lacks  confidence  to  deliver  the  preventive 
intervention. 

Commitment.  The  physician  lacks  commitment  to  deliver  the  interven- 
tion and  to  practice  preventive  medicine. 


'Adapted  from  Kottke  et  al.2 

must  be  shown  to  be  simple  to  implement  (low  in  complex- 
ity). The  idea  of  a smoke-free  environment  must  be  of- 
fered to  the  hospital  on  a temporary  basis  before  requiring 
permanent  adoption  without  trial.  Finally,  the  hospital 
must  be  able  to  observe  the  positive  results  of  becoming 
smoke  free.  These  five  properties  should  be  used  by  the 
change  agent  as  a checklist  to  describe  and  package  the 
process  so  that  it  is  optimally  acceptable  to  the  hospital. 

Studying  the  Black  Power  and  Pentecostalist  move- 
ments, Gerlach  and  Hine7  described  five  attributes  of  suc- 
cessful social  movements:  organization,  recruitment, 
commitment,  ideology,  and  opposition  (Table  III).  Their 
studies  imply  that  hospitals  attempting  to  become  smoke 
free  should  be  organized  so  that  decision  making  is  decen- 
tralized, giving  hospitals  the  opportunity  to  exchange  and 
share  ideas  freely.  The  change  agent  recruits  new  hospi- 
tals through  face-to-face  contact,  demonstrating  how  the 
innovation  will  satisfy  the  hospital’s  own  needs.  Hospital 
commitment  is  engendered  by  the  combination  of  the 
change  agent’s  demonstrating  commitment  and  the  hospi- 
tal’s successfully  practicing  the  innovation.  A “party  line” 
or  key  phrase  provides  a shorthand  definition  of  the  inno- 
vation for  the  hospital,  for  example,  “Smoke-free  care  is 
quality  care.”  A feeling  of  opposition  is  engendered  to  the 
needless  death  and  disability  from  smoking  which  results 

TABLE  II.  Key  Attributes  of  Rapidly  Diffusing  Innovations' 

Relative  advantage  is  the  degree  to  which  an  innovation  is  perceived  as 
better  than  the  idea  it  supersedes. 

Compatibility  is  the  degree  to  which  an  innovation  is  perceived  as  consis- 
tent with  the  existing  values,  past  experiences,  and  needs  of  potential 
adopters. 

Complexity  is  the  degree  to  which  an  innovation  is  perceived  as  relatively 
difficult  to  understand  and  to  use. 

Trialability  is  the  degree  to  which  an  innovation  may  be  sampled  on  a 
limited  basis. 

Observability  is  the  degree  to  which  the  results  of  an  innovation  are  visi- 
ble to  others. 


'From  Rogers. Hpp238-240) 


TABLE  III.  Key  Elements  of  Successful  Social  Change 
Efforts 

Organization.  Successful  social  change  efforts  are  based  on  decentral- 
ized decision  making  with  the  hospitals  or  groups  of  hospitals  freely  com- 
municating and  exchanging  ideas  among  themselves.7*?33' 

Recruitment.  “The  type  of  structural  relationship  (brother,  spouse, 
parent,  fellow  church  member,  neighbor,  patron,  peer)  is  less  important 
to  understand  recruitment  to  a movement  than  (a)  the  frequency  of  in- 
teraction between  recruiter  and  potential  member  or  (b)  the  effect  of  the 
relationship  (positive  or  negative)  on  the  potential  convert. ”7(?84)  Effec- 
tive recruitment  is  based  on  face-to-face  encounters  that  meet  one  or 
more  of  the  hospital’s  needs. 

Commitment.  Commitment  is  a social  phenomenon  consisting  of  seven 
steps:  initial  contact  with  a participant;  focus  of  needs  through  demon- 
stration; re-education  through  group  interaction,  decision  and  surrender; 
the  commitment  event;  testifying  to  the  experience;  and  group  support 
for  changed  cognitive  and  behavioral  patterns. ”7(p110) 

Ideology.  “The  ‘party  line’  provides  patterned  answers  to  questions 
that  will  be  raised  . . . and  provides  confidence  and  assurance  in  the  face 
of  opposition. ”7(pp,62"163) 

Opposition.  Opposition  serves  to  focus  the  attention  and  activity  of  the 
hospital. 7(p|83)  In  the  case  of  health  and  health  care,  opposition  can  be 
the  opposition  to  unnecessary  death  or  pain  and  suffering,  or  it  can  be 
opposition  to  suboptimal  or  inefficent  health  care  practices. 


from  suboptimal  medical  care  that  ignores  smoking  as  a 
problem. 

Organization.  Eliot  Freidson8(P xi)  has  written  exten- 
sively on  the  organization  of  medicine  and  has  observed 
that  “occupational  organization  constitutes  a dimension 
quite  as  distinct  and  fully  as  important  as  its  knowledge.” 
Knapp  et  al9  have  studied  the  organization  of  hospitals 
and  the  decision  making  process  that  applies  to  the  adop- 
tion of  a smoke-free  policy.  Knapp’s  studies  can  help  the 
change  agent  understand  the  hospital  and  avoid  needless 
mistakes. 

Adequate  Return.  The  hospital  must  be  able  to  expect 
adequate  return  on  hospital  investment  in  the  innovation. 
Wells  et  al10  found  that  physicians  cannot  be  expected  to 
subsidize  smoking  interventions.  Hospitals  appear  to  be- 
have in  a similar  manner,  and  must  be  satisfied  that  they 
will  not  lose  patients  if  they  become  smoke  free.  To  date, 
the  positive  comments  about  the  Mayo  Clinic’s  smoke- 
free  facilities,  for  example,  have  far  outweighed  the  nega- 
tive comments  (personal  communication,  Kenneth  G. 
Serge  and  Richard  D.  Hurt,  9/15/88),  and  the  Mayo 
Clinic  continues  to  prosper  in  a contracting  market  envi- 
ronment. 

Perceived  Demand.  Physicians  expect  patient  demand 
for  services,  because  patient  demand  rewards  the  physi- 
cian’s ego,  and  because  it  protects  him  or  her  from  charges 
of  “medicalizing.”8(P355_356)  A 1984  survey  found  that 
40%  of  patients  said  they  would  view  the  hospital  more 
favorably  if  it  were  smoke  free,  and  only  8%  said  they 
would  seek  health  care  at  another  facility  if  smoking  were 
not  permitted.3  It  is  important  for  a hospital  to  realize  that 
a certain  proportion  of  patients  would  also  be  attracted  to 
a smoke-free  hospital.  Eighty-three  percent  of  patients  in 
the  survey  agreed  with  the  statement,  “A  smoke-free  hos- 
pital would  be  an  improvement  in  medical  care.”  Select- 
ing among  policy  options,  53%  of  the  respondents  chose 
“no  smoking  anywhere  in  the  hospital,”  and  another  20% 
chose  “smoking  only  with  the  permission  of  a physician.” 
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The  population  appears  to  want  smoke-free  hospitals. 
Even  though  a majority  of  patients  want  a smoke-free  hos- 
pital, a certain  level  of  dissent  must  be  expected.  In  the 
1984  survey  quoted  above,  one  quarter  of  the  patients 
agreed  with  the  statement,  “Relatives  of  patients  deserve 
the  right  to  smoke  in  the  hospital.”4 

Perceived  Effectiveness.  Hospitals  must  perceive  that 
becoming  smoke  free  improves  patient  care,  and  that  they 
will  be  able  to  undertake  the  task  successfully.  The  change 
agent  might  point  out  to  physicians  that  69%  of  patients  in 
the  hospital  survey  described  above  agreed  with  the  state- 
ment that  they  would  stop  smoking  if  told  to  by  their  doc- 
tor.3 In  a randomized  trial  by  Geoffrey  Rose,  smoking  de- 
clined more  than  50%  as  the  result  of  four  15-minute 
interventions  over  the  period  of  one  year.11  The  Mayo 
Clinic  became  smoke  free  with  little  problem,  and  56  of 
166  general  hospitals  in  Minnesota  were  smoke  free  as  of 
July  1, 1988  (Judy  Knapp,  personal  communication,  8/1/ 
88). 

Perceived  Legitimacy.  While  smoking  in  private  is  a 
First  Amendment  right,  smoking  in  public  is  not.  The  le- 
gitimacy of  limiting  smoking  has  been  challenged.  Thirty- 
seven  percent  of  the  patients  responding  to  the  University 
of  Minnesota  survey  agreed  with  the  statement,  “Even 
though  some  patients  may  benefit  from  a smoke-free  hos- 
pital it  is  unfair  to  ask  other  patients  not  to  smoke  in  the 
hospital.”3  The  public  must  be  informed  that  while  smok- 
ing in  private  is  a right,  the  right  to  freedom  from  involun- 
tary side-stream  smoke  takes  precedence.  The  surgeon 
general  has  documented  the  risk  of  side-stream  smoke,12 
and,  in  a jointly  signed  letter,  the  surgeon  general  and  the 
director  of  the  Health  Care  Financing  Administration 
have  asked  the  hospitals  that  provide  Medicare  services  to 
become  smoke  free.13  Smoking  in  public  is  no  more  a First 
Amendment  right  than  other  nuisances  such  as  the  indus- 
trial pollution  of  air  and  water. 

Confidence.  Confidence  is  necessary  for  action,  and 
the  hospital  gains  confidence  through  the  knowledge  that 
others  have  already  accomplished  the  task.  The  change 
agent  should  point  out  that  hospitals  like  Loma  Linda 
have  always  been  smoke  free,  and  that  the  Indian  Health 
Service  and  Mayo  Clinic  are  now  smoke  free. 

Commitment.  Times  change,  knowledge  changes,  and 
hospitals  must  also  change.  Outcomes  that  were  once  ac- 
ceptable can  become  unacceptable  on  the  basis  of  new 
knowledge.  In  the  past,  over  17%  of  women  giving  birth 
died  of  puerperal  fever.14  In  the  past,  dogs  were  allowed  in 
the  operating  room.  Wangensteen  and  Wangensteen  not- 
ed that  in  1830,  when  a Scottish  peasant  woman,  Ailie, 
had  a breast  removed  for  cancer  without  anesthesia,  by 
the  Scottish  surgeon,  John  Syme,  “ [Ailie]  entered  the  the- 
ater . . . accompanied  by  her  husband  James  and  their  dog 
Rab  . . . her  pale  face  showed  the  pain  but  she  was  still 
silent.  Rab’s  soul  was  working  within  him  . . . blood  flow- 
ing from  his  mistress  ...  his  ragged  ear  was  up  ...  he 
growled  . . . James  held  him  firm.”15  Syme  was  an  out- 
standing surgeon  for  his  day  but,  like  his  peers,  he  did  not 
recognize  that  a dog  held  over  the  operating  field  was  a 
source  of  sepsis. 

Later,  E.  S.  Bishop16  wrote,  “Let  us  not  convert  our  the- 
aters into  semblance  of  Mohammedan  harems  or  Spanish 
torture  chambers  nor  terrify  our  patients  out  of  what  little 


courage  they  still  possess.”  He  was  not  writing  of  prohibit- 
ing smoking  in  the  hospital;  he  was  arguing  that  he  should 
not  have  to  wear  a mask  and  cap  in  the  operating  room. 
Finally,  Harvard  University’s  David  Edsall17  described  a 
teacher  of  his:  “Already  an  ardent  advocate  of  antisepsis, 
[he]  would  regularly  scrub  his  hands  thoroughly  and  after 
that,  he  would  reach  into  his  trousers  pocket  for  a pocket 
knife,  scrape  beneath  his  finger  nails,  replace  the  knife, 
and  proceed  to  operate.”  All  of  these  practices,  once  con- 
sidered acceptable,  are  now  thought  of  with  horror. 
Smoke-free  hospitals  deserve  the  commitment  accorded 
to  sterile  operating  fields  and  safe  childbirth. 

Commitment  comes  through  successful  practice  of  the 
innovative  concept.  Patients  expect  and  demand  the 
change  agent’s  commitment.  In  the  1984  survey  of  the 
University  of  Minnesota  Hospitals,  85%  of  the  patients 
agreed  with  the  statement,  “Doctors,  nurses  and  others 
who  work  in  the  hospital  should  set  an  example  for  pa- 
tients and  visitors  by  not  smoking.”3  As  Gerlach  and 
Hine7  observed,  “Commitment  is  a social  phenomenon 
that  cannot  occur  or  cannot  be  maintained  in  a social  va- 
cuum.”7 In  Cleveland,  the  American  Heart  Association, 
the  American  Lung  Association,  the  March  of  Dimes,  and 
the  American  Cancer  Society  committed  themselves  to  a 
city-wide  public  effort  to  reduce  the  burden  of  smoking  on 
pregnant  women.  As  a result,  the  Rainbow  Children’s 
Hospital  in  Cleveland  is  now  smoke  free. 

Conclusions 

The  implementation  of  smoke-free  policies  in  hospitals 
is  feasible  if  the  social  needs  of  hospitals  are  considered. 
This  means  satisfying  the  hospitals’  need  for  salience  to 
patient  care,  skills,  organization,  adequate  return,  per- 
ceived patient  demand,  perceived  legitimacy,  confidence, 
and  commitment.  The  same  principles  apply  to  other 
worksites.  If  these  tools,  developed  by  the  observers  of  so- 
cial change  and  innovation, 1>6'7  are  used,  the  implementa- 
tion of  smoke-free  worksites  is  feasible. 

It  was  because  of  men  like  Semmelweiss,  who  declared 
in  1854,  “There  must  be  no  poison  on  the  physician’s 
hands, ”18(p416)  that  hospitals  post  such  signs  as,  “Labor 
and  Delivery — No  Admittance,”  and  women  no  longer 
die  of  puerperal  sepsis.  Surgeons  are  not  prodded  to  ob- 
serve sterile  technique;  those  with  unacceptable  infection 
rates  lose  their  privileges.  In  the  introduction  to  their 
book,  The  Rise  of  Surgery,  Wangensteen  and  Wangen- 
steen18^4) quote  Nobel  laureate  Maurice  Maeterlinck, 
“At  every  cross-way  on  the  road  that  leads  to  the  future, 
[tradition]  has  placed  against  each  of  us,  10,000  men  to 
guard  the  past.”  Smoking  in  hospitals  and  other  worksites 
is  a cultural  anachronism.  When  we  properly  address  this 
problem,  all  persons  must  decide  for  themselves  whether 
they  are  Maeterlinck’s  traveler  on  the  road  to  the  future  or 
are  one  of  the  guardians  of  the  past. 
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Implementation  of  a smoking  policy  in  the  United  States 

Army 


Antionette  Hagey,  rnc,  mph 


The  purpose  of  this  article  is  to  share  the  chronology  of 
events  and  experience  of  the  United  States  Army  in  con- 
ducting an  intensive  antismoking  campaign  and  establish- 
ing new  smoking  restrictions  during  the  period  from 
March  1986  through  February  1987. 

Background 

Secretary  of  Defense  Weinberger  issued  a memoran- 
dum1 for  the  Secretaries  of  the  Military  Departments  on 
March  10,  1986,  directing  that  an  intense  antismoking 
campaign  be  conducted  at  all  levels  of  all  services,  and 
that  it  become  a major  responsibility  of  all  commanders, 
up  to  and  including  the  highest  levels  of  each  service  and 
the  department. 

Department  of  Defense  (DOD)  Directive  1010.10, 
Health  Promotion,  dated  March  11,  1986,  established 
health  promotion  policy  within  the  DOD  to  improve  and 
maintain  military  readiness  and  the  quality  of  life  of  per- 
sonnel. The  directive  placed  increased  emphasis  on  educa- 
tional programs  regarding  health  risks  associated  with 
smoking,  use  of  drugs  and  alcohol,  diet,  lack  of  exercise, 
stress,  and  hypertension. 

The  DOD  smoking  prevention  and  cessation  program 
aimed  at  creating  a social  environment  that  would  support 
abstinence  and  discourage  the  use  of  tobacco  products, 
create  a healthy  work  environment,  and  provide  smokers 


Address  correspondence  to  Lieutenant  Colonel  Hagey,  Army  Nurse  Corps,  Se- 
nior Program  Specialist  for  Health  Promotion,  Office  of  the  Assistant  Secretary  of 
Defense  for  Health  Affairs,  Washington,  DC  20301-1200. 

Presented  in  June  1 987  at  a workshop  in  Bethesda,  Md,  “Smoking  Policies  in  the 
Workplace:  Research  Needs  and  Potential  Applications,”  sponsored  by  the  Divi- 
sion of  Lung  Diseases,  National  Heart,  Lung,  and  Blood  Institute;  the  Institute  for 
the  Study  of  Smoking  Behavior  and  Policy  at  the  John  F.  Kennedy  School  of  Gov- 
ernment at  Harvard  University;  and  the  National  Cancer  Institute. 

The  opinions  and  views  expressed  here  are  those  of  the  author  and  do  not  neces- 
sarily reflect  the  position  of  the  Department  of  the  Army. 


with  assistance  in  quitting.  Smoking  was  prohibited  in  au- 
ditoriums, conference  areas  and  classrooms,  buses,  vans, 
elevators,  eating  areas,  common  work  areas,  and  areas 
lacking  adequate  space  and  ventilation  to  ensure  a healthy 
environment  for  nonsmokers.  Participation  of  the  DOD 
with  manufacturers  or  distributors  of  tobacco  products  is 
not  permitted  in  promotional  programs,  activities,  or  con- 
tests aimed  primarily  at  DOD  personnel. 

A DOD  Working  Group  on  Smoking  was  established  to 
enhance  communication  among  the  services,  provide  a ba- 
sic framework  for  the  campaign,  and  review  progress  on 
implementation  plans.  The  group  met  until  a DOD  Health 
Promotion  Coordinating  Committee  was  established  and 
assumed  responsibility  for  the  campaign  as  part  of  the 
overall  Health  Promotion  Program. 

The  framework  of  the  DOD  antismoking  program, 
completed  in  April  1986,  established  program  goals  and 
organized  the  services’  programs  into  a coherent  and  com- 
prehensive approach.  The  original  goal  of  the  DOD  smok- 
ing reduction  program  was  to  reduce  the  smoking  rate 
among  personnel  on  active  duty  by  5%  per  year  over  the 
coming  two  years  and  to  reduce  the  DOD  beneficiary 
smoking  rate  to  civilian  rate  levels  within  five  years.  By 
November  1986,  this  goal  was  updated2  with  the  aim  of 
reducing  all  tobacco  use  rates  to  levels  significantly  below 
civilian  rates,  and  to  reduce  smoking  rates  of  personnel  on 
active  duty  by  at  least  10%  per  year.  The  objectives  of  the 
smoking  reduction  program  were  to  provide  information 
on  smoking  reduction,  motivational  and  educational  pro- 
grams to  DOD  beneficiaries,  and  smoking  cessation  assis- 
tance programs,  and  to  specify  designated  places  for 
smoking  in  order  to  minimize  nonsmokers’  exposure  to  to- 
bacco smoke. 

The  Deputy  Secretary  of  Defense,  in  an  April  14,  1986, 
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memorandum3  for  the  secretaries  of  the  military  depart- 
ments, outlined  a policy  on  the  age  requirement  for  the 
purchase  of  tobacco  overseas.  Effective  October  1987,  the 
authorized  age  for  the  purchase  of  tobacco  products  in  the 
overseas  military  retail  system  would  be  not  less  than  18 
years  of  age.  This  policy  applied  to  personnel  on  active 
duty,  family  members,  and  other  authorized  patrons  of 
the  military  resale  outlets. 

Army  Anti-Tobacco  Campaign 

The  army  anti-tobacco  campaign  was  kicked  off  on 
April  29,  1986.  The  campaign  was  preceded  by  a two-day 
workshop  held  in  March  1986  with  representatives  of  the 
army,  voluntary  organizations,  and  federal  agencies.  A 
comprehensive  game  plan  and  objectives  for  the  campaign 
and  the  policy  changes  related  to  smoking  in  the  work- 
place were  developed  at  the  workshop. 

The  emphasis  of  the  army’s  anti-tobacco  campaign  was 
on  voluntary  cessation  by  educated  and  informed  soldiers, 
civilian  employees,  retirees,  and  family  members.  Infor- 
mational and  educational  programs  were  developed  to 
stress  the  dangers  of  tobacco  use  and  the  benefits  of  quit- 
ting, and  to  support  and  encourage  individuals  who  want- 
ed to  quit.  A special  poster  series  was  developed  around 
the  theme  of  “quit  for  the  health  of  it.”  In  collaboration 
with  the  American  Cancer  Society,  free  cessation  clinics 
and  materials  for  personnel  in  Korea,  Japan,  and  Europe 
were  made  available. 

The  army’s  smoking  policy  became  effective  on  July  7, 
1986.  The  use  of  tobacco  products  was  banned  in  basic 
training  and  was  restricted  in  other  military  courses. 
Army  training  centers  and  service  schools  included  infor- 
mation on  the  effects  of  tobacco  in  their  curriculum.  The 
policy  established  “no  smoking”  as  the  norm,  prohibiting 
smoking  except  in  designated  areas.  A smoking  area  could 
be  so  designated  only  if  the  “secondhand”  smoke  from  to- 
bacco products  could  be  sufficiently  isolated  to  protect 
nonsmokers  from  its  effects.  Clearly  this  represented  a 
major  philosophic  shift  from  previous  policy,  which  re- 
quired that  “no  smoking”  areas  be  posted.  (An  army  regu- 
lation controlling  smoking  in  army-occupied  space  had 
been  in  effect  since  1977.) 

In  November  1986,  the  army  celebrated  its  first  annual 
“Great  Army  Smokeout”  in  concert  with  the  American 
Cancer  Society’s  tenth  annual  “Great  American  Smoke- 
out.” The  news  media  were  very  supportive  of  this  under- 
taking, and  the  national  emphasis  on  reduction  of  the  use 
of  tobacco  products  was  an  invaluable  asset  for  this  event. 

The  army  anti-tobacco  campaign  had  three  main  com- 
ponents: information,  education,  and  policy.  The  cam- 
paign encompassed  community,  worksite,  and  clinical 
strategies,  and  was  developed  to  meet  the  following  objec- 
tives: 

• To  foster  a total  army  family  fully  aware  of  the  det- 
rimental consequences  of  tobacco  use  and  the  bene- 
fits of  not  using  tobacco  products. 

• To  develop,  implement,  and  review  programs  and 
policies  to  combat  and  eliminate  tobacco  use  with 
initial  focus  on  cigarette  smoking  cessation. 

• To  reduce  significantly  the  use  of  all  tobacco  prod- 
ucts and  to  meet  the  national  goal  by  the  year  1990. 


The  objective  of  the  information  program  was  to 
heighten  awareness,  establish  a new  tobacco-free  image  as 
desirable,  and  provide  basic  information  on  the  dangers  of 
smoking.  The  strategy  employed  was  an  information  pro- 
gram based  on  developing  community  awareness  through 
the  use  of  a media  blitz.  Following  are  examples  of  media- 
related  opportunities: 

• Disseminate  information  regarding  the  nature  of 
the  health  risks  from  tobacco  usage  and  the  immedi- 
ate benefits  of  stopping. 

• Promote  distribution  of  information  relevant  to 
high  risk  smokers,  such  as  pregnant  women,  those 
with  multiple  health  risks  secondary  to  life  style, 
and  those  with  potential  job-related  exposures  wors- 
ened by  smoking. 

• Provide  periodic  giveaway  attention-getters,  includ- 
ing buttons,  refrigerator  magnets,  and  bumper 
stickers  during  community  activities. 

• Disseminate  program  posters,  flyers,  news  briefs, 
and  service  announcements  at  least  quarterly. 

• Support  the  annual  “Great  American  Smokeout” 
campaign  in  cooperation  with  the  American  Cancer 
Society  each  November. 

• Utilize  public  service  announcements  on  closed  cir- 
cuit television  and  radio. 

The  educational  component  of  the  program  was  de- 
signed to  remove  the  glamour  from  tobacco  use,  create  a 
positive  image  of  stopping  tobacco  use,  provide  practical 
information  for  nonsmokers  and  smokers,  and  dissemi- 
nate information  on  the  negative  effects  of  tobacco  use. 
The  strategy  encompassed  the  following: 

• Training:  Strategy  was  aimed  at  providing  general 
information  classes  regarding  tobacco  use  during 
basic  and  advanced  training,  enlisted  personnel  edu- 
cation/training courses,  and  all  long  term  training 
programs.  This  included  the  Military  Academy  and 
the  unit  training  schedule  as  well. 

• Command  information  briefs:  Strategy  was  aimed 
at  disseminating  information  briefs  suitable  for  use 
by  personnel  in  leadership  positions,  including  per- 
sonnel engaged  in  recruiting  and  conducting 
ROTC,  Reserve,  and  National  Guard  training. 

• Classes:  Strategy  was  aimed  at  providing  smoking 
and  tobacco  use  information  classes  for  the  commu- 
nity at  large.  Closed  circuit  television  instruction  on 
tobacco  and  smoking  for  units,  worksites,  and  fam- 
ily housing  areas  may  be  a means  of  providing  this 
information. 

• Print  material:  Strategy  provided  ready  access  to 
printed  information  suitable  for  the  target  groups. 

Cessation  services  rely  heavily  on  the  support  of  pro- 
grams and  materials  of  voluntary  organizations,  as  well  as 
local  community  resources.  The  highest  priority  for  cessa- 
tion services  is  to  promote  independent  cessation,  through 
self-help  approaches,  group  interventions,  and  one-to-one 
counseling.  The  combination  of  these  services  with  an  ag- 
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gressive  education  and  mass  media  information  campaign 
and  a smoking  restriction  policy  in  the  workplace  formed 
the  nucleus  of  the  campaign. 

Progress  was  analyzed  from  three  perspectives:  assess- 
ments by  commanders  of  major  commands,  trends  in  to- 
bacco sales,  and  soldier  opinion  as  determined  by  an 
army-wide  survey.  Overall,  commanders  felt  that  the 
smoking  restriction  policy  was  fair.  The  most  common  dif- 
ficulty encountered  by  commanders  was  providing  smok- 
ing areas  due  to  space  limitations.  Cigarette  sales  declined 
by  1 0.4%  between  March  and  December  1 986  in  the  com- 
missaries serving  army  personnel. 

The  DOD  worldwide  surveys  provided  the  baseline  data 
for  evaluation  of  the  DOD  anti-tobacco  campaign.  The 
1980, 1982,  and  1985  data  stemmed  from  a representative 
worldwide  sampling  of  each  of  the  four  services.  The  sur- 
vey instrument  is  a self-administered  questionnaire  cover- 
ing drug,  alcohol,  and  tobacco  use,  with  the  focus  on 
knowledge,  attitude,  and  behavior.  The  most  recent 
worldwide  survey  was  conducted  in  1988.  The  army  “Sur- 
vey of  Soldier  Opinions  about  Tobacco  Use”  was  conduct- 
ed in  February  1987,  and  included  a sampling  of  approxi- 
mately 13,000  soldiers  stationed  in  the  United  States  and 
overseas.  This  survey  was  a self-administered  question- 
naire and  was  concerned  only  with  tobacco  issues. 

Soldiers  were  found  to  be  knowledgeable  about  many  of 
the  specifics  of  the  army  policy.  Eighty-two  percent  of  the 
enlisted  soldiers  and  90%  of  the  officers  knew  that  smok- 


ing was  prohibited  except  in  designated  areas.  Sixty-two 
percent  of  enlisted  soldiers  and  81%  of  officers  surveyed 
agreed  or  strongly  agreed  with  the  smoking  restrictions. 
More  than  half  of  the  soldiers  who  smoked  reported  that 
they  would  like  to  quit.  Preliminary  results  suggested  that 
the  overall  smoking  rate  dropped  from  52%  in  1985  to  41% 
in  1987.  Caution,  however,  was  exercised  concerning  com- 
parisons of  data  from  the  DOD  worldwide  surveys  and  the 
army  survey  because  of  differences  in  the  questionnaires, 
sampling  methodology,  and  field  procedures. 

In  summary,  the  United  States  Army  implemented  a 
comprehensive  anti-tobacco  campaign  in  1986.  The  cam- 
paign was  built  on  a three-pronged  approach:  informa- 
tion, education,  and  a smoking  restriction  policy.  The  data 
received  so  far  suggest  that  this  comprehensive  approach 
will  reduce  tobacco  use  in  the  military.  Efforts  to  refine 
and  improve  the  campaign  are  ongoing.  Time  will  tell  if 
this  approach  can  change  the  image  and  habits  of  soldiers 
concerning  tobacco  use. 
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Economic  issues  related  to  smoking  in  the  workplace 

Marvin  M.  Kristein,  PhD 


In  the  last  25  years  since  the  first  surgeon  general’s  report 
on  smoking,  the  proportion  of  adult  smokers  in  the  United 
States  population  has  declined  from  about  45%  (more 
than  50%  of  adult  males)  to  about  25%  (less  than  30%  of 
adult  males).1'4  In  the  last  ten  years  since  Shimp  v New 
Jersey  Bell 5 (the  first  legal  victory  assuring  an  employee’s 
right  to  protection  from  involuntary  smoking),  dozens  of 
states  and  localities  have  established  regulations  regard- 
ing smoking  in  the  workplace.  In  a 1986  survey  of  indus- 
try, the  Bureau  of  National  Affairs  found  that  almost  60% 
of  employers  had  adopted  and/or  were  considering  poli- 
cies dealing  with  smoking  in  the  workplace.6  A 1987  fol- 
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low-up  survey  found  that  almost  80%  of  employers  had  or 
were  considering  restrictions  on  smoking  in  the  work- 
place; total  bans  had  risen  from  6%  to  12%;  open  work 
area  smoking  bans  increased  from  41%  to  51%.7  As  Erik- 
son8(P97)  has  said,  “ . . . a workplace  smoking  control  pro- 
gram should  definitely  be  considered  good  business.” 
The  clinical  and  epidemiologic  evidence  regarding  the 
adverse  health  (and  other)  effects  of  smoking  on  the 
smoker  are  overwhelming  to  all  but  those  in  the  pay  of  the 
tobacco  industry.  While  the  evidence  regarding  passive  or 
involuntary  smoking  is  less  extensive,  and  may  remain  so 
because  of  the  nature  of  the  studies  that  would  be  re- 
quired, the  existing  studies  are  consistent  and  getting 
stronger.9’11  There  is  a real  and  present  danger  to  the 
health  and  well-being  of  passive  smokers,  who  now  out- 
number smokers  almost  three  to  one  in  the  US  population. 
For  example,  “Never  smokers  married  to  smokers  had 
about  a two-fold  increased  risk  of  lung  cancer.”12  Further, 
a 1985  Gallup  poll  found  that  almost  90%  of  those  sur- 
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veyed  (including  80%  of  the  smokers)  agreed  that  a work- 
place smoking  policy  was  necessary.6(P8) 

Costs  of  Smoking 

Deriving  the  costs  of  smoking  involves  “economic  epi- 
demiology” calculations  of  the  health  impact  on  smokers 
and  involuntary  smokers  plus  a range  of  indirect  health 
costs,  such  as  fire  risk,  damage  to  property  and  furnish- 
ings, cleaning  costs,  workers’  compensation,  disability,  re- 
tirement, accidents,  life  insurance,  absenteeism,  produc- 
tivity losses,  occupational  health  risks  (especially 
involving  synergies  with  smoking),  passive  smoker  effects, 
etc.  The  best  data  available  regarding  costs  involve  the 
“valuing”  of  national  epidemiologic  data,  special  occupa- 
tional health  studies,  a few  detailed  studies  of  cost  areas, 
including  time  and  motion  studies,  and  extrapolations  of 
these  numbers.  In  terms  of  preventable  illnesses,  prema- 
ture mortality,  and  other  costs  that  reduce  the  Gross  Na- 
tional Product,  we  may  reasonably  estimate  that  smoking 
is  costing  the  US  society  as  a whole  more  than  $60  billion 
per  year.6(P7)’13  The  costs  to  an  individual  employer  would 
depend  on  multiple  factors.  (One  must  be  careful  about 
extrapolating  from  “macro”  studies  for  answers  to  “mi- 
cro” problems  and  policy — especially  in  the  health  care 
fields.)  However,  the  larger  an  employer  and  the  longer 
the  time  period  of  concern,  the  more  one  may  defend  the 
assumption  that  the  employees  being  studied  represent  an 
average  population.  A 1983  paper  presents  average  macro 
data  extrapolated  to  a per  smoker  basis  and  related  to  the 
typical  employer’s  share  of  these  costs.14  When  these  fig- 
ures are  adjusted  for  inflation,  the  typical  smoking  em- 
ployee in  1988  cost  the  typical  employer  at  least  $1,000 
per  year  in  total  excess  costs  (as  compared  to  employing 
an  otherwise  similar  nonsmoker);  more  than  half  of  these 
costs  are  indirect  health  costs  and,  therefore,  should  be 
recoverable  in  a shorter  period  than  health  care  costs).15 

The  supporting  data  and  evidence  regarding  the  cost 
consequences  of  smoking  are  distinct  from  the  evidence  on 
the  health  consequences  of  smoking.  But  though  we  may 
be  less  certain  of  the  exact  numbers  to  assign  to  the  finan- 
cial cost  of  smoking,  we  should  not  be  misled.  The  costs  of 
smoking  to  individuals,  employers,  and  the  community 
are  very  real  and  significantly  greater  than  zero.  One  of 
the  problems  in  this  area  is  that  we  have  been  unwilling  to 
spend  the  resources  in  time  and  money  to  evaluate  the  cost 
issue  as  compared  to  other  issues  regarding  smoking. 
Also,  we  would  need  many  studies,  particularly  of  work- 
places, because  of  the  problems  associated  with  a small 
sample  size  and  the  high  degree  of  variability  to  be  expect- 
ed. 

Employers  appear  to  be  increasingly  convinced  that 
smokers  are  in  fact  costing  them  money.  Further,  several 
company-sponsored  studies  of  smoking  cessation  efforts 
(largely  as  part  of  health  promotion  programs)  indicate 
significant  decreases  after  two  to  three  years  in  terms  of 
absenteeism,  plus  strong  hints  of  lower  medical  care  costs. 
The  relatively  low  cost  of  many  workplace  smoking  re- 
striction and  control  policies  along  with  high  rates  of  em- 
ployee approval  have  convinced  many  that  the  gains  to  an 
employer  may  easily  cover  the  costs.  Studies  of  actual  em- 
ployer savings  of  smoker-related  costs  and  other  benefits 
will  depend  on  the  passage  of  time  and  the  willingness  to 


pursue  the  research.  Presently,  most  programs  are  too 
young,  and  carefully  designed  studies  are  rare. 

Several  issues  should  be  considered  in  planning  future 
studies  of  workplace  smoking  policies:  types  of  programs, 
costs  and  benefits,  and  some  popular  confusions. 

Workplace  Programs 

There  are  at  least  three  different  categories  of  work- 
place programs  of  interest  to  employers:  those  that  restrict 
smoking  in  the  workplace;  those  that  provide  cessation 
programs  for  smoking  employees;  those  that  use  both  of 
these  approaches  as  part  of  a health  promotion  program. 

Restricting  smoking  in  the  workplace  can  range  from 
putting  up  a few  “no  smoking”  signs  in  certain  or  all  in- 
door locations,  to  an  extensive  restructuring  of  the  work- 
place to  accommodate  smokers  and  nonsmokers,  to  a total 
ban  of  smoking  in  the  workplace  as  well  as  a policy  of 
hiring  only  nonsmokers.  The  General  Services  Adminis- 
tration has  estimated  that  a program  to  restrict  smoking 
in  all  federal  governmental  facilities,  with  concern  for  the 
comfort  of  smokers  who  wish  to  continue  smoking,  but 
preventing  harm  to  nonsmokers,  would  cost  approximate- 
ly $10  per  employee  as  a one-time  expense.16  Similar  costs 
were  estimated  for  similar  programs  for  a few  major  cor- 
porations. One  large  company  with  2,500  employees  re- 
ported a cost  of  up  to  $50  per  employee,  reflecting  the 
need  for  restructuring  and  erecting  partitions  and  imple- 
menting extensive  corporate  “culture  massage. ”6(PP50ff) 
Costs  may  be  further  increased  by  paying  for  smoking  ces- 
sation programs  for  smokers.  Some  localities  and  busi- 
nesses have  reported  virtually  zero  costs  for  implementing 
their  public  and/or  workplace  smoking  restrictions.  Many 
employers  may  be  concluding  that  a total  ban  of  smoking 
in  the  workplace  is  the  cheapest  and  most  effective  way  of 
dealing  with  this  issue.  (Pacific  Bell  and  Michigan  Bell 
are  examples  of  companies  utilizing  this  approach.) 

Benefits  and  Costs 

A key  problem  in  the  economics  of  prevention  is  that 
costs  are  clear  in  the  present,  while  the  benefits  are  real- 
ized slowly  in  the  uncertain  future.  A total  ban  may  mini- 
mize present  costs  and  should  achieve  most  of  the  short- 
run  indirect  health-related  gains.  One  may  be  able  to 
obtain  substantial  savings  in  terms  of  reducing  cleaning 
costs  (already  reported  by  smoke-free  hotels),  fire  risk, 
accidents,  damage  to  furnishings,  harm  to  nonsmokers, 
time  wasted  by  smoking  rituals,  etc.  There  is  a great  deal 
of  evidence  that,  generally,  the  costs  of  compliance  with 
smoking  restrictions  are  quite  low,  compliance  rates  are 
high,  and  the  confrontation  scenarios  predicted  by  the  To- 
bacco Institute  are  almost  nonexistent.  If  we  are  not  per- 
fectionist in  expectations  and  are  reasonably  sensitive  to 
local  cultural  conditions,  banning  smoking  in  the  work- 
place may  be  highly  cost  effective.  For  certain  types  of 
companies,  in  which  workplace  risks  are  highly  synergistic 
with  smoking,  banning  workplace  smoking  is  particularly 
compelling.  For  example,  asbestos  workers  who  smoke  in- 
crease their  illness  risk  by  1 1 times  over  that  of  nonsmok- 
ing asbestos  workers,  whose  risk  is  five  times  that  of  non- 
smokers  who  did  not  work  with  asbestos. 

Capturing  Benefits.  Whether  or  not  a given  employer 
may  indeed  capture  any  cost  savings  from  restricting 
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smoking  in  the  workplace  depends  on  a variety  of  factors, 
including  the  nature  of  the  smokers,  the  type  of  program 
instituted,  the  nature  of  the  workplace,  labor  turnover, 
and  the  time  horizon.  From  an  economic  point  of  view, 
smokers  are  drug  addicts  engaged  in  a polluting,  un- 
healthy behavior.  Their  behavior  increases  their  risk  of 
imposing  high  health  care  costs  on  themselves,  their  em- 
ployers, and  society.  Their  insistence  on  smoking  in  public 
adds  an  additional  dimension  of  social  costs  (analytically 
similar  to  those  added  by  drug  addicts  who  steal  to  support 
their  habits).  The  share  of  a given  employer  in  paying 
these  costs  varies,  as  does  his  potential  for  gain  from  their 
reduction.  For  example,  from  the  point  of  view  of  society, 
many  insurance  payments  are  a form  of  transfer  payments 
and  not  a real  cost;  from  a single  employer’s  point  of  view, 
a dollar  saved  is  a dollar  earned. 

Whose  Cost,  Whose  Benefit?  Cost-benefit  analyses 
are  tricky,  especially  in  the  case  of  complicated  social  pro- 
grams. It  is  important  to  consider  the  question  of  whom  it 
is  costing  and  whom  it  is  benefiting.  For  example,  an  em- 
ployer may  save  money  on  his  current  employee  popula- 
tion as  a result  of  a smoking  restriction  program  that  re- 
duces smoking  by  those  employees.  In  the  longer  run, 
more  of  these  employees  may  survive  into  (longer)  retire- 
ment. These  survivors  may  cost  their  employers  and/or 
society  much  greater  sums  than  the  employer  saved  in 
terms  of  the  social  security  system  (a  transfer  payment  not 
a real  cost  to  society)  and  Medicare  (a  real  cost). 

Some  studies  suggest  that  a single  company  will  save 
more  over  the  longer  run  by  not  promoting  the  health  of  its 
employees  in  any  way,  since  the  retirement  and  longer  life 
medical  care  costs  overwhelm  any  savings  in  present  ex- 
penses due  to  unhealthful  life  styles.  Since  smoking  helps 
kill  people  relatively  early,  this  argument  is  particularly 
relevant  to  efforts  to  reduce  smoking.  While  the  broader 
aspects  of  this  line  of  confused  and  confusing  thinking  are 
discussed  below,  at  this  level  it  points  to  the  need  not  only 
to  be  clear  about  whose  benefit  and  whose  cost,  but  also 
about  the  particular  pocket  or  account  to  be  debited  or 
credited.  It  should  be  noted  that  defending  smoking  as  a 
way  of  protecting  pension  systems  is  more  socially  ineffi- 
cient and  cruder  than  simply  poisoning  a selective  group 
of  the  population  over  65  chosen  by  lottery. 

Benefits  of  a Smoke-Free  Society 

Prevention  vs  Cure.  In  recent  years  a number  of  un- 
helpful confusions,  particularly  in  the  area  of  health  care, 
have  become  popular.  Some  of  these  involve  the  misappli- 
cation of  good  economic  thinking. 

Of  special  concern  to  studies  of  the  prevention  of  illness 
and  health  promotion  is  the  confusion  regarding  savings 
and  benefits.  It  is  generally  argued  that  proposed  preven- 
tion programs  must  be  expected  to  demonstrate  positive 
net  present  value  in  order  to  be  supported.  This  is  basically 
unfair  to  prevention  programs.  It  is  rare  that  any  estab- 
lished medical  procedure  is  supported  by  a cost-benefit 
analysis;  it  is  even  rarer  that  “cure”  is  properly  compared 
to  prevention.  Thus,  smoking  cessation  efforts,  which  av- 
erage a 20-25%  success  rate,  are  regarded  as  primitive  as 
compared  to  lung  cancer  “cure,”  with  a bare  5%  survival 
rate  (and  research  funding  for  serious  work  reflects  this 
prejudice  even  more  strikingly).  In  fact,  regarding  spend- 


ing on  medical  care  as  an  addition  to  the  Gross  National 
Product  is  inaccurate.  Consumer  Reports  reduces  the  rat- 
ing of  an  automobile  in  direct  relation  to  the  defects  it 
shows  and  the  repairs  it  needs.  Similarly,  all  else  being 
held  constant,  the  more  medical  care  a group  needs,  the 
poorer  it  is.  Even  if  the  cost  of  preventing  an  illness  were 
equal  to  the  cost  of  treating  and  curing  it  (and  curing  is 
very  rare  for  major  chronic  diseases),  prevention  would  be 
more  beneficial.  Illness,  even  if  cured,  is  a strong  negative 
for  all  involved.  Good  health  has  value  beyond  the  costs  of 
the  illnesses  it  eliminates.  A person  in  his  early  60s  who 
recently  survived  bypass  surgery  may  be  better  off  than 
being  dead  or  a total  invalid,  but  it  cannot  compare  with 
being  in  good  health  and  never  having  had  a heart  attack 
at  that  age. 

Long  Run  vs  Short  Run 

A number  of  analyses  of  what  is  wrong  with  current 
American  business  competitiveness  in  the  world  economy 
point  to  a business  school  overemphasis  on  short-run  rates 
of  return  and  the  drive  for  quick  gains  in  our  highly  com- 
petitive financial  markets.  These  analyses  suggest  that  we 
may  be  sacrificing  longer  range  planning  and  strategic 
thinking  to  short-run  tactics.  This  is  a particularly  diffi- 
cult issue  in  dealing  with  prevention  in  a democratic  soci- 
ety. For  example,  economically,  tobacco  use  involves  a 
very  small  group  currently  enjoying  great  economic  gains 
at  the  expense  of  great  longer-run  economic  and  non-eco- 
nomic  costs  spread  thinly  over  a large  population.  The 
gainers  have  spent  and  are  spending  huge  sums  to  recruit 
and  maintain  a group  of  unfortunate  addicts  who  are  the 
major  losers— and  this  has  been  developing  over  the  last 
70-80  years.  A recent  study  suggests  that  the  tobacco  in- 
dustry is  fighting  a tough  battle  to  sow  controversy,  confu- 
sion, conflicting  analyses,  etc.  It  would  be  unwise  to  play 
with  such  ground  rules.  Especially  in  regard  to  the  preven- 
tion of  illnesses  we  cannot  cure,  we  must  take  a long-run 
planning  view. 

A Coming  Disaster 

One  key  point  in  the  area  of  illness  prevention  is  to  re- 
member that  we  have  a rapidly  aging  population.  The 
peak  birth  cohorts  of  the  “baby  boom”  generation  will  be 
reaching  65  years  of  age  in  the  years  2020  to  2030. 17  Giv- 
en a continuation  of  current  clinical  and  epidemiologic  re- 
lationships regarding  medical  and  hospital  care  usage  by 
age  groups,  the  problem  of  medical  care  spending  and 
availability  of  providers  at  that  time  will  make  our  current 
situation  look  like  the  Garden  of  Eden.  Unless  we  start 
working  hard  now  to  prevent  the  range  of  chronic  diseases 
that  can  be  prevented  (and  smoking  is  the  lead  item),  we 
are  headed  for  a major  disaster  in  our  health  care  system. 
Businesses  and  governments  will  share  in  this  disaster,  as 
they  now  do  in  supporting  our  current  system. 

Competitive  Markets  and  Social  Values.  It  has  been 
suggested  that  efficient  labor  markets  really  eliminate  the 
excess  costs  of  employing  smokers  vs  equivalent  nonsmok- 
ers by  reducing  the  wages  of  smokers  to  reflect  their  extra 
costs  to  the  employer.  This  would  leave  the  costs  of  smok- 
ing to  society  intact,  but  the  labor  market  would  compen- 
sate for  the  costs  of  a smoker.  This  is  a bit  like  arguing 
that,  in  an  efficiently  functioning  market,  the  public 
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would  pay  less  for  a given  manufacturer’s  product  if  he 
were  a polluter  than  for  a similar  product  made  by  a non- 
polluter. This  would  be  necessary  in  a normative  argu- 
ment, since  the  polluter  is  probably  polluting  because  it  is 
cheaper  to  do  so,  and  he  might  be  able  to  drive  the  nonpol- 
luter out  of  business  profitably.  One  begins  to  suspect  that 
the  reason  we  have  laws  about  pollution  is  that  our  market 
system  rarely  compensates  for  such  costs  and  does  not  of 
itself  protect  nonpolluters  from  polluters.  Highly  competi- 
tive markets  rarely  support  social  and  humane  interests 
and  values. 

For  markets  to  eliminate  the  excess  cost  of  smokers  to 
their  employers,  a number  of  assumptions  would  be  re- 
quired— all  of  which  appear  to  be  unreasonable  in  the 
overwhelming  number  of  real  workplace  situations. 

First,  a given  employer  would  have  to  know  the  exact 
cost  attributable  to  a given  smoker  in  his  given  place  of 
employment  at  a given  point  in  time  and  over  a period  of 
time.  Second,  that  cost  would  have  to  be  the  same  for  all 
smoking  employees  (or  a functional  relationship  would  be 
needed).  Third,  the  labor  market  would  need  to  be  orga- 
nized on  a piecework  or  hourly  basis,  and  hiring  would 
have  to  be  done  on  a longshoreman-type  shape-up  basis. 
In  addition,  there  could  be  no  standard  wage  rate,  nor  a 
contract  running  longer  than  the  time  period  in  which  the 
costs  of  smoking  change.  Finally,  all  employers  in  a given 
labor  market  would  have  to  discriminate  against  smokers 
uniformly.  It  is  remotely  possible  that  when  all  employers 
have  imposed  a uniform  ban  on  smoking  in  the  workplace 
and  a ban  on  hiring  smokers,  the  labor  markets  would  then 
find  the  remuneration  of  smokers  discounted  by  their  ex- 
cess costs  to  employers.  Until  then,  we  may  be  reasonably 


sure  that  smokers  are  involving  both  their  employers  and 
society  in  extra,  avoidable,  costs. 
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SPECIAL  ARTICLE 


Rainier  Bancorporation’s  policy  on  smoking* 

Peter  Broffman,  jd 


Rainier  Bancorporation  and  its  subsidiaries  employ  ap- 
proximately 6,000  people  in  approximately  200  offices. 
While  its  primary  place  of  business  is  the  state  of  Wash- 
ington, Rainier  also  has  offices  in  Alaska,  Oregon,  Cali- 
fornia, Hawaii,  Arizona,  New  York,  and  the  Far  East. 

The  corporation’s  policy  on  smoking  was  implemented 
in  two  phases.  Phase  I,  a one-year  period  that  began  in 
October  1985,  was  a transition  phase.  During  this  period, 
smoking  was  restricted  to  designated  areas,  as  determined 
by  the  manager  of  each  department  or  work  unit.  When 
the  policy  was  announced,  employees  were  also  advised 
that  at  the  end  of  the  transition  phase,  smoking  would  be- 
come prohibited.  Rainier  offered  in-house  smoking  cessa- 
tion classes  and  subsidized  enrollment  in  outside  smoking 
cessation  programs. 

Phase  II  was  implemented  October  1,  1986.  At  that 
time,  smoking  by  employees  was  prohibited  in  all  of  Rain- 
ier’s  domestic  facilities. 

Three  factors  gave  rise  to  the  development  of  the  policy. 
First,  Rainier’s  Social  Policy  Committee,  which  examines 
the  company’s  position  with  regard  to  contemporary  so- 
cial issues,  requested  an  examination  of  smoking  in  the 
workplace  as  part  of  an  overall  concern  with  employee 
health  and  wellness.  Second,  the  company’s  Employee  Re- 
lations Department  had  received  an  increasing  number  of 
complaints  by  employees  about  smoke  in  the  workplace. 
Third,  the  legal  and  regulatory  climate  was  clearly  chang- 
ing. The  state  of  Washington  had  adopted  a Clean  Indoor 
Air  Act  that  prohibited  smoking  in  public  places,  includ- 
ing the  public  areas  of  banks.  A prohibition  on  smoking  in 
private  work  space  was  narrowly  defeated,  but  the  action 
clearly  sent  a warning  to  employers  that  unless  they  re- 
duced or  eliminated  smoke  through  voluntary  policies,  the 
legislature  would  mandate  the  action  by  law.  At  the  same 
time,  an  increasing  number  of  courts,  including  those  in 
Washington,  were  upholding  the  right  of  the  employee  to 
a smoke-free  workplace. 

Policy  Development 

The  first  step  in  the  process  of  policy  development  at 


Address  correspondence  to  Mr  Broffman,  Administrator,  Social  Policy  Pro- 
grams, Security  Pacific  Bank  Washington,  N05-7,  PO  Box  3966,  Seattle,  WA 
98124-3966. 

Presented  in  June  1 987  at  a workshop  in  Bethesda,  Md,  “Smoking  Policies  in  the 
Workplace:  Research  Needs  and  Potential  Applications,"  sponsored  by  the  Divi- 
sion of  Lung  Diseases,  National  Heart,  Lung,  and  Blood  Institute;  the  Institute  for 
the  Study  of  Smoking  Behavior  and  Policy  at  the  John  F.  Kennedy  School  of  Gov- 
ernment at  Harvard  University,  and  the  National  Cancer  Institute. 

* As  of  January  1,  1989,  Rainier  Bancorporation’s  name  has  been  changed  to 
Security  Pacific  Bank  Washington. 


Rainier  was  to  conduct  research  on  the  issue  and  to  pre- 
pare findings  and  recommendations  for  Rainier’s  Man- 
agement Committee.  This  research,  conducted  by  two 
members  of  the  Employee  Relations  Department,  was 
aided  considerably  by  use  of  a workbook  entitled  It  Can 
Be  Done:  Creating  a Smokefree  Workplace.  The  book  is 
published  by  the  Center  for  Health  Promotion  at  Group 
Health  Cooperative  of  Puget  Sound,  the  largest  health 
care  provider  in  the  state  of  Washington.  The  book  was 
specifically  designed  to  acquaint  emDloyers  with  issues 
surrounding  smoking  in  the  workplace,  and  gives  practical 
suggestions  on  the  research,  development,  and  implemen- 
tation of  a workplace  smoking  policy. 

Rainier’s  research  covered  health  issues;  cost  of  smok- 
ing with  regard  to  absenteeism,  insurance,  maintenance, 
and  productivity;  legal  considerations;  employee  relations 
issues;  policy  alternatives;  and  information  on  how  other 
companies  have  handled  the  issue.  The  recommendation 
of  the  employee  relations  specialists  was  to  adopt  a policy 
that  would  prohibit  smoking.  They  recommended  a tran- 
sition period  of  six  months  to  phase  in  the  program. 

The  recommendation  was  presented  to  the  Manage- 
ment Committee  for  approval.  This  committee,  composed 
of  the  18  most  senior  officers  of  the  company,  tends  to 
adopt  major  policies  through  a consensus-building  pro- 
cess. While  the  opinion  of  the  chief  executive  officer  is 
most  persuasive,  the  style  of  management  is  to  build  broad 
management  support  for  a policy  prior  to  its  adoption. 
Such  was  the  case  here. 

At  the  outset,  some  of  the  committee  members  were  in 
complete  support  of  the  recommendation.  A few  were  in 
clear  opposition.  Most,  however,  wanted  time  to  explore 
the  ramifications  before  making  a commitment.  After  a 
few  months,  however,  it  became  clear  that  the  leadership 
and  the  majority  of  the  Management  Committee  support- 
ed the  policy.  It  was  adopted  with  one  significant  modifi- 
cation. Since  some  members  felt  that  a longer  transition 
period  was  necessary  before  the  company  became  com- 
pletely smoke  free,  they  agreed  on  a one-year  period. 

During  the  deliberations  by  the  Management  Commit- 
tee, there  was  little  debate  about  the  basic  rationale  re- 
garding employee  health,  estimates  of  the  economic  bene- 
fits of  a policy,  or  the  legal  issues.  Also,  there  was  no 
request  for  employee  survey  data  or  air  quality  studies. 
Almost  all  concerns  were  of  a sociopolitical  nature.  A sig- 
nificant issue  was  whether  a private  employer  had  the  eth- 
ical right  to  legislate  the  personal  habits  of  employees. 
While  most  members  of  the  Management  Committee  un- 
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derstood  Rainier’s  desire  to  protect  the  rights  of  nonsmok- 
ers, a few  suggested  that  the  company  had  an  obligation  to 
protect  the  perceived  rights  of  smokers.  This  was  ex- 
pressed as  sentiment  for  a policy  less  restrictive  than  a 
total  ban  on  smoking. 

In  consideration  of  the  sensitive  nature  of  this  issue,  the 
company  was  careful  at  all  times  to  emphasize  that  Rain- 
ier would  not  be  telling  employees  not  to  be  smokers.  It 
was  attempting  to  prohibit  smoke  in  the  workplace,  not 
smokers,  and  did  not  presume  to  tell  employees  what  per- 
sonal habits  to  engage  in  outside  the  office.  Employers 
have  always  had  the  right  to  control  the  physical  environ- 
ment and  to  direct,  through  policy,  the  behavior  of  em- 
ployees while  at  the  workplace.  Just  as  an  employer  can 
ban  the  consumption  of  alcohol  or  the  playing  of  loud  mu- 
sic, so  can  it  ban  the  production  of  smoke. 

In  addition  to  the  general  concern,  specific  issues  about 
practical  considerations  were  raised  by  some  members  of 
management: 

• Would  the  company  really  take  disciplinary  action 
against  an  otherwise  good  employee,  particularly 
one  who  brings  in  a lot  of  money?  (Yes.  This  would 
be  enforced  like  any  other  company  policy  regard- 
ing employee  conduct  in  the  workplace). 

• Would  the  company  enforce  the  policy  in  the  execu- 
tive suite?  (Yes.  Executive  management  would  be 
expected  to  provide  leadership  in  implementation  of 
the  policy.) 

• How  would  it  look  to  have  employees  standing  out- 
side smoking  in  front  of  buildings  during  breaks?  (It 
may  present  a problem  in  a few  locations,  but  would 
be  minimal.  Employees  would  be  encouraged  not  to 
stand  in  front  of  building  entrances  while  smoking 
during  breaks.) 

These  concerns  were  addressed  to  the  satisfaction  of  the 
Management  Committee.  It  became  clear  that  while 
there  was  a risk  of  some  negative  aspects  to  implementa- 
tion, the  negative  factors  could  be  minimized  and  should 
be  considered  reasonable  tradeoffs  when  weighed  against 
the  benefits  of  the  policy. 

When  it  came  time  to  announce  and  implement  the  pol- 
icy, Rainier  made  a conscious  decision  to  keep  it  well  pub- 
licized, but  relatively  low  key. 

Implementation 

There  were  some  initial  protests  by  employees  who 
smoked  when  the  policy  was  announced,  but  they  did  not 
last  long.  A few  employees  were  genuinely  concerned 
about  the  physical  and  emotional  stress  they  anticipated 
going  through.  There  was  a brief  flurry  of  enrollment  in 
the  smoking  cessation  classes.  For  the  most  part,  however, 
all  this  was  short-lived.  In  fact,  after  the  initial  burst  of 
interest,  Rainier  cancelled  a number  of  smoking  cessation 
classes  for  lack  of  interest.  The  Employee  Relations  De- 
partment received  no  formal  complaints  about  the  policy. 

Two  problems  arose  early  in  the  implementation  of 
Phase  I,  but  they  were  eventually  resolved.  One  problem 
was  disputes  about  the  specific  areas  that  some  managers 


designated  as  smoking  areas.  These  disputes  ordinarily 
occurred  in  the  smaller  branch  offices,  where  there  were 
few  options  on  the  allocation  of  space.  A second  problem 
was  that  in  offices  in  which  the  manager  was  a smoker, 
enforcement  of  the  policy  was  lax.  In  both  cases,  these 
problems  were  short  lived.  Some  were  resolved  by  involve- 
ment of  the  Personnel  staff.  For  the  most  part,  the  prob- 
lems simply  disappeared  with  the  implementation  of 
Phase  II,  the  prohibition  of  smoking. 

Six  months  into  Phase  I,  Rainier  conducted  a company- 
wide survey  to  ask  how  employees  felt  about  the  imple- 
mentation of  the  policy.  Sixty-four  percent  of  the  employ- 
ees responded,  and  the  vast  majority  supported  the  policy. 

When  it  came  time  to  implement  Phase  II,  it  was  done 
in  a very  low-key,  matter-of-fact  manner.  A simple  re- 
minder was  sent  to  employees  that  smoking  would  be  pro- 
hibited in  all  work  areas.  There  was,  as  with  the  initial 
announcement  of  the  policy,  a brief  flurry  of  minor  pro- 
test, lasting  only  a couple  of  days.  There  were  no  formal 
complaints  and  no  problems  in  recruiting,  and  there  have 
been  very  few  comments  since,  either  positive  or  negative. 
The  policy  seems  to  have  been  accepted  and  is  no  longer  a 
matter  of  discussion.  The  only  remaining  comments  that 
the  company  receives  are  isolated  expressions  of  concern 
that,  at  some  offices,  employees  do  stand  outside  and 
smoke,  which  presents  a negative  image  to  customers.  The 
problem  is  minimal  and  is  considered  a reasonable  trade- 
off for  what  has  otherwise  been  a very  positive  experi- 
ence. 

Research  Needs  and  Issues 

Although  research  was  valuable  in  helping  to  develop  a 
policy,  Rainier’s  employee  relations  specialists  do  not  be- 
lieve that  further  research  is  needed  to  justify  maintaining 
the  policy. 

The  company  recognizes  two  issues  that  would  arise  in 
formulating  a model  for  follow-up  research.  First,  how 
does  one  isolate  this  policy  as  the  reason  for  a change  in 
costs  to  the  organization?  For  example,  with  respect  to 
health  care  costs,  Rainier  has  a work  force  that  is  general- 
ly becoming  more  attentive  to  health  and  wellness.  In  ad- 
dition, the  company  is  about  to  restructure  its  health  bene- 
fits program.  If  health  care  costs  or  absenteeism  due  to 
sick  leave  are  reduced,  can  one  isolate  this  policy  as  the 
reason?  At  best,  should  it  be  considered  as  only  one  con- 
tributing factor?  Similarly,  with  regard  to  maintenance, 
Rainier  is  undergoing  a significant  change  in  maintenance 
procedures  that  have  nothing  to  do  with  this  policy.  The 
company  expects  the  changes  to  reduce  costs  significantly. 
How,  then,  does  one  factor  in  this  policy? 

A second  issue  is,  how  does  one  conduct  research  on 
behavior  change  in  an  industry  that  has  high  turnover 
rates?  The  banking  industry  nationwide  experiences  ap- 
proximately 20%  annual  turnover.  What  methods  can  be 
used  to  conduct  long  term  research  on  behavior  change 
when  the  work  force  at  the  end  of  the  research  period  may 
be  an  entirely  different  group  of  people  than  at  the  begin- 
ning of  the  research  period? 

These  are  issues  for  health  care  researchers  to  consider 
when  studying  the  effects  of  a corporate  policy  on  smoking 
such  as  the  one  implemented  at  Rainier  Bancorporation. 
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NEWS  BRIEFS 


Assessing  the  effects  of  long  term  nicotine  chewing  gum 

use 

Nicotine  chewing  gum  is  a relatively  recent  aid  avail- 
able to  smokers  to  help  them  quit  their  smoking  habit.  It 
is,  in  general,  an  effective  approach  when  used  as  part  of  a 
controlled  smoking  cessation  program.  Previous  studies 
have  shown  it  to  be  a particularly  effective  aid  for  more 
dependent,  heavier  smokers.  Authors  Hajek,  Jackson,  and 
Belcher  evaluated  the  long  term  use  of  nicotine  chewing 
gum  in  a smoking  cessation  clinic  ( JAMA  1988; 
260:1593-1596). 

Earlier  reports  found  2-9%  of  gum  users  were  still  using 
the  gum  after  one  year,  and  that  stopping  chewing  the 
gum  after  long  term  use  provoked  many  of  the  same  symp- 
toms associated  with  cigarette  withdrawal.  Hajek  et  al 
sought  to  clarify  these  findings  based  on  their  follow-up  of 
538  participants  in  a smoking  cessation  program.  The 
group  treatment  program  lasted  four  weeks.  Participants 
were  encouraged  to  use  nicotine  chewing  gum  (2  mg)  for 
up  to  three  months,  chewing  as  many  as  1 5 pieces  per  day. 

“One-year  success  was  defined  as  sustained  abstinence 
from  any  form  of  tobacco  use  following  the  treatment . . . 
Long-term  gum  use  was  defined  as  any  use  of  gum  at  one 
year.”  At  one  year  of  follow-up,  6.3%  of  the  group  were 
still  using  the  gum,  and  25%  of  successful  quitters  still 
relied  on  the  gum. 

The  authors  found  a significant  correlation  (p  < 0.01) 
between  the  quantity  of  gum  chewed  by  long  term  users  at 
one  year  follow-up  and  both  pretreatment  carbon  monox- 
ide levels  and  cigarette  consumption.  Whereas  the  manu- 
facturer of  the  gum  recommends  its  use  for  three  months, 
the  successful  quitters  in  this  study  used  the  gum  for  an 
average  of  5.6  months.  The  weight  gain  among  long  term 
gum  users  was  significantly  (p  < 0.05)  less  than  among 
other  treatment  successes. 

The  authors  concluded  from  these  and  other  findings 
that  “although  there  is  a chance  that  a heavy  smoker  who 
manages  to  quit  with  the  help  of  the  gum  will  go  on  using  it 
beyond  one  year,  in  our  opinion  recommending  the  gum 
remains  well  justified.”  Among  long  term  gum  users,  it 
appears  that  their  dependence  on  nicotine  has  been  trans- 
ferred from  cigarettes  to  the  gum.  While  the  authors  do 
not  advocate  long  term  gum  use,  they  note  that  since  the 
gum  does  not  contain  many  of  the  harmful  components  of 
tobacco,  such  as  tar  and  carbon  monoxide,  and  it  emits  no 
pollutants,  it  is  preferable  for  long  term  gum  users  to  con- 
tinue to  chew  the  gum  rather  than  reverting  to  cigarette 
smoking. 

“Smokeless  cigarette”  faces  legal  challenge 

R.J.  Reynolds  is  test  marketing  its  new  nicotine-based 
product,  Premier,  in  Arizona  and  Missouri.  Describing 
the  product  as  a new  delivery  system  for  the  drug  nicotine, 
the  American  Medical  Association  (AMA),  Arizona 
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Medical  Association,  Missouri  State  Medical  Associa- 
tion, and  three  county  medical  societies  in  those  states 
filed  legal  petitions  with  the  Arizona  State  Board  of  Phar- 
macy and  the  Missouri  Department  of  Health  to  stop  the 
sale  of  Premier. 

The  petitioners  are  requesting  that  the  product  be 
shown  to  be  safe  for  human  consumption  before  it  can  be 
offered  for  sale.  Nicotine,  the  petition  states,  is  “a  psycho- 
active and  addictive  drug  which  has  been  implicated  in 
cardiovascular  disease,  complications  of  hypertension,  re- 
productive disorders,  cancer  and  gastrointestinal  disor- 
ders.” As  a drug  or  drug  delivery  system,  the  nicotine 
product  is  required  by  Arizona  and  Missouri  state  laws  to 
be  proven  safe,  according  to  the  AMA  and  participating 
medical  associations  and  societies. 

With  regard  to  the  questionable  safety  of  Premier, 
AMA  Executive  Vice  President  James  H.  Sammons,  MD, 
speaks  for  the  association,  saying,  “On  this  issue,  we  are 
simply  unwilling  to  accept  on  faith  the  new  product  of  an 
industry  that  still  denies  that  smoking  is  unhealthy.” 

On  receipt  of  the  petition,  the  Arizona  State  Board  of 
Pharmacy  unofficially  asked  R.J.  Reynolds  to  withdraw 
the  product  voluntarily.  The  company  refused. 

Heavy  vs  light  smokers:  Is  there  a difference  in  cigarette 
dependence? 

Cigarette  smoking  has  been  likened  to  a drug  depen- 
dency state,  in  which  nicotine  is  the  addictive  agent.  A 
tobacco  withdrawal  syndrome  has  been  described;  it  en- 
compasses a variety  of  physiologic  and  psychologic 
changes  that  accompany  tobacco  deprivation.  While  there 
is  evidence  to  suggest  that  heavy  smokers  are  more  depen- 
dent on  cigarettes  than  light  smokers,  few  researchers 
have  examined  the  differences  between  heavy  and  light 
smokers,  and  the  available  findings  have  been  inconclu- 
sive. 

“Our  group  is  currently  conducting  a large-scale  trial 
examining  the  effectiveness  of  psychological  and  pharma- 
cologic approaches  to  smoking-relapse  prevention  pre- 
sented in  self-help  treatment  formats,”  explained  Killen  et 
al  ( JAMA  1988;  260:1581-1585).  Prior  to  participation 
in  this  study,  subjects  had  to  quit  smoking  for  48  hours. 

The  authors  collected  data  on  “measures  of  tobacco  de- 
pendence and  a variety  of  other  psychological  and  behav- 
ioral variables  that  may  influence  cessation  of  smoking  or 
maintenance  of  the  habit.”  They  defined  heavy  smoking 
as  at  least  25  cigarettes  smoked  per  day  and  light  smoking 
as  no  more  than  15  cigarettes  per  day.  Prior  to  beginning 
the  study,  the  authors  hypothesized  that  heavy  smokers 
would  find  it  harder  to  quit  smoking,  would  exhibit  more 
negative  mood  states,  and  would  be  more  dependent  on 
cigarettes,  compared  to  light  smokers. 

In  a baseline  telephone  interview  conducted  before  the 
cessation  program  actually  began,  interviewers  asked  the 
potential  participants  questions  about  their  smoking  his- 
tory, personal  characteristics  such  as  age,  gender,  and 
marital  status,  and  medical  status,  as  well  as  questions 
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aimed  at  assessing  the  person’s  dependence  on  tobacco. 
These  latter  questions  dealt  with  times  and  circumstances 
in  which  people  smoked,  depth  of  inhalation,  and  ability  to 
not  smoke  when  it  is  not  allowed. 

Following  the  48-hour  period  of  abstinence  from  smok- 
ing, the  participants  completed  a survey  that  assessed 
their  height  and  weight,  tobacco  withdrawal  symptoms, 
cravings,  and  difficulty  in  abstaining,  and  included  a pro- 
file of  mood  states  questionnaire  and  a family  environ- 
ment scale. 

With  respect  to  smoking  history,  heavy  and  light  smok- 
ers did  not  differ  significantly  according  to  the  number  of 
years  they  had  smoked,  the  age  at  which  they  had  started 
smoking,  the  level  of  nicotine  in  the  type  of  cigarettes  they 
smoked,  and  the  number  of  times  they  had  previously 
tried  to  quit. 

Several  physiologic  and  behavioral  differences  were 
found.  Heavy  smokers  weighed  more  and  were  more  obese 
than  light  smokers,  reported  more  dysfunctional  mood 
states,  were  more  dependent  on  cigarettes,  had  more  diffi- 
culty quitting  smoking,  and  experienced  more  intense 
cravings  and  withdrawal  symptoms  following  abstinence. 

“Our  findings  suggest  that  smoking-cessation  pro- 
grams designed  for  heavy  smokers  may  need  to  include 
strategies  enabling  them  to  cope  with  the  effects  of  physi- 
cal dependence.”  Such  programs  might  benefit  from  aids 
such  as  nicotine  chewing  gum. 


How  the  Canadian  health  care  establishment  overcame 
the  tobacco  lobby 

The  Tobacco  Products  Control  Act,  recently  passed  by 
the  Canadian  government,  bans  all  tobacco-related  adver- 
tisements in  newspapers  and  magazines  published  in  Can- 
ada. In  addition,  the  new  law  forbids  the  use  of  tobacco 


product  brand  names  in  association  with  sporting  or  cul- 
tural events.  This  practice  will  be  phased  out  over  a three- 
year  period.  In  the  future,  all  cigarette  packs  must  include 
a description  of  the  health  hazards  of  smoking  and  the 
toxic  chemicals  produced  by  tobacco  smoke  ( JAMA  1988; 
260:2480-2481). 

Passage  of  this  legislation  represents  an  important  vic- 
tory by  the  health  care  establishment  and  antismoking  or- 
ganizations over  the  powerful  tobacco  lobby.  A concen- 
trated lobbying  effort  spearheaded  by  the  Canadian 
Medical  Association  (CMA),  the  Canadian  Cancer  Soci- 
ety, and  the  Nonsmokers’  Rights  Association — a consum- 
er organization — is  credited  with  attaining  passage  of  the 
law.  Individual  involvement  by  thousands  of  CMA  mem- 
bers, via  telephone  calls  to  members  of  the  parliament, 
repeatedly  emphasized  the  public  health  benefits  of  the 
legislation,  and  successfully  countered  the  heavily  funded 
campaign  waged  by  the  affected  tobacco  and  publishing 
companies. 

“Rothmans,  Benson  and  Hedges,  Inc,  Canada’s  second 
largest  tobacco  company,  has  asked  Canada’s  federal 
court  to  overturn  the  legislation,  claiming  the  federal  gov- 
ernment wasn’t  authorized  to  pass  it  and  that  it  violates 
the  right  to  freedom  of  expression.  The  government  has 
not  presented  ‘any  credible  evidence’  that  tobacco  adver- 
tising affects  tobacco  consumption,”  according  to  the  at- 
torney representing  the  company. 

However,  government  officials  have  cited  declines  in 
teenage  smoking,  for  example,  in  countries  such  as  Ice- 
land that  have  instituted  bans  on  tobacco  advertising. 
While  officials  hope  that  the  advertising  ban  will  affect 
how  much  people  smoke,  they  must  contend  with  the  fact 
that  about  75%  of  the  magazines  available  in  Canada  are 
published  in  the  United  States,  which  permits  tobacco  ad- 
vertising. 
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OBITUARIES 


In  addition  to  these  listings , the  Journal  will  publish 
obituaries  written  by  physician  readers.  Inquiries  should 
first  be  made  to  the  Editor. 


Charles  Felix  Banas,  MD,  Buffalo.  Died 
September  13,  1988;  age  76.  Dr  Banas 
was  a 1937  graduate  of  the  State  Uni- 
versity of  New  York  at  Buffalo  School 
of  Medicine,  Buffalo.  He  was  a member 
of  the  American  Academy  of  Allergy, 
the  Medical  Society  of  the  County  of 
Erie,  and  the  Medical  Society  of  the 
State  of  New  York. 

Louis  Baron,  MD,  Stony  Brook.  Died 
October  12, 1988;  age  78.  Dr  Baron  was 
a 1938  graduate  of  the  Medizinische 
Fakultaet  Rheinischen,  Friedrich  Wil- 
helms Universitaet,  Bonn,  Germany. 
He  was  a Fellow  of  the  American  Col- 
lege of  Obstetrics  and  Gynecologists. 
He  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  Queens  and  the 
Medical  Society  of  the  State  of  New 
York. 

Ernest  H.  Bettmann,  MD,  White  Plains. 
Died  September  22,  1988;  age  89.  Dr 
Bettmann  was  a 1923  graduate  of  Uni- 
versitaet Leipzig  Medizinische  Fakul- 
taet, Saxony,  Germany.  He  was  a Dip- 
lomate  of  the  American  Board  of 
Orthopedic  Surgery.  His  memberships 
included  the  American  Academy  of  Or- 
thopaedic Surgery,  the  Medical  Society 
of  the  County  of  Westchester,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Joseph  R.  Cally,  MD,  Catskill.  Died  July 
2,  1988;  age  64.  Dr  Cally  was  a 1952 
graduate  of  the  New  York  Medical 
College,  New  York.  Dr  Cally  was  a 
Qualified  Fellow  of  the  International 
College  of  Surgeons  and  a Diplomate  of 
the  American  Board  of  Surgery.  He 
was  a member  of  the  Medical  Society  of 
the  County  of  Greene  and  the  Medical 
Society  of  the  State  of  New  York. 

Hugh  Peter  Davis,  MD,  Sarasota,  Flori- 
da. Died  August  30,  1988;  age  88.  Dr 
Davis  was  a 1927  graduate  of  McGill 
University  Faculty  of  Medicine,  Toron- 
to, Ontario,  Canada.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Queens  and  the  Medical  Society  of  the 
State  of  New  York. 

Guerrino  Deboni,  MD,  Liverpool.  Died 
October  12,  1988;  age  68.  Dr  Deboni 


was  a 1948  graduate  of  Facolta  di  Me- 
dicina  e Chirurgia  dell’Universita  di 
Padova,  Padova,  Italy.  He  was  a Diplo- 
mate of  the  American  Board  of  Obstet- 
rics and  Gynecology.  His  memberships 
included  the  American  Fertility  Soci- 
ety, the  Onondaga  County  Medical  So- 
ciety, and  the  Medical  Society  of  the 
State  of  New  York. 

Angelo  C.  Ferrara,  MD,  New  York. 
Died  October  15,  1988;  age  57.  Dr  Fer- 
rara was  a 1 958  graduate  of  the  Facolta 
di  Medicina  e Chirurgia  dell’Universita 
di  Roma,  Rome,  Italy.  He  was  a Fellow 
of  the  American  Academy  of  Pediatrics 
and  a Diplomate  of  the  American 
Board  of  Pediatrics.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  American  Academy  of 
Allergy,  the  American  Pediatric  Soci- 
ety, the  New  York  County  Medical  So- 
ciety, and  the  Medical  Society  of  the 
State  of  New  York. 

Alton  Anthony  Germain,  MD,  Attica. 
Died  October  8,  1988;  age  71.  Dr  Ger- 
main was  a 1945  graduate  of  the  State 
University  of  New  York  at  Buffalo 
School  of  Medicine,  Buffalo.  His  mem- 
berships included  the  New  York  Acad- 
emy of  Medicine,  the  American  Acade- 
my of  Family  Physicians,  the 
Aerospace  Medical  Association,  the 
American  Geriatrics  Society,  the  Med- 
ical Society  of  the  County  of  Erie,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Joseph  Gertner,  MD,  Brooklyn.  Died 
October  4,  1988;  age  84.  Dr  Gertner 
was  a 1930  graduate  of  the  Faculte  de 
Medecine  de  FUniversite  de  Nancy, 
Nancy,  France.  His  memberships  in- 
cluded the  American  Rheumatism  As- 
sociation, the  Medical  Society  of  the 
County  of  Kings,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Leo  Golub,  MD,  Norwalk,  Connecticut. 
Died  April  1988;  age  61.  Dr  Golub  was 
a 1973  graduate  of  the  Facultad  de  Me- 
dicina de  la  Universidad  Autonoma  de 
Guadalajara,  Guadalajara,  Mexico.  He 
was  a Fellow  of  the  American  College 
of  Physicians.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings 


and  the  Medical  Society  of  the  State  of 
New  York. 

Edward  Calisch  Held,  MD,  Hempstead. 
Died  October  19, 1988;  age  87.  Dr  Held 
was  a 1926  graduate  of  the  Johns  Hop- 
kins University  School  of  Medicine, 
Baltimore,  Maryland.  He  was  a mem- 
ber of  the  Nassau  County  Medical  So- 
ciety and  the  Medical  Society  of  the 
State  of  New  York. 

Roy  T.  Johnson,  MD,  Jamestown.  Died 
September  21,  1988;  age  64.  Dr  John- 
son was  a 1948  graduate  of  the  Univer- 
sity of  Tennessee  Center  for  Health 
Sciences,  Memphis,  Tennessee.  He  was 
a Fellow  of  the  American  Academy  of 
Family  Physicians.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Chautauqua  and  the  Medical  Society 
of  the  State  of  New  York. 

Leon  Linder,  MD,  Purchase.  Died  April 
13,  1988;  age  76.  Dr  Linder  was  a 1938 
graduate  of  the  Medizinische  Fakultaet 
der  Universitaet  Wien,  Wien,  Germa- 
ny. His  memberships  included  the 
American  Society  of  Anesthesiologists, 
Inc,  the  American  Geriatrics  Society, 
the  Bronx  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Melvyn  Robert  Miller,  MD,  Forest  Hills. 
Died  June  5,  1988;  age  79.  Dr  Miller 
was  a 1928  graduate  of  the  Facolta  di 
Medicina  e Chirurgia  dell’Universita  di 
Padova,  Padova,  Italy.  His  member- 
ships included  the  American  Psychiat- 
ric Association,  the  Academy  of  Psy- 
choanalysis, the  Medical  Society  of  the 
County  of  Queens,  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Isaac  Y.  Peress,  MD,  Roslyn.  Died  Sep- 
tember 28,  1988;  age  75.  Dr  Peress  was 
a 1938  graduate  of  the  Medical  School, 
American  University  of  Beirut,  Beirut, 
Lebanon.  He  was  a member  of  the  Nas- 
sau County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

S.  Jerome  Rauch,  MD,  Pelham  Manor. 
Died  July  3,  1988;  age  84.  Dr  Rauch 
was  a 1929  graduate  of  the  New  York 
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University  School  of  Medicine,  New 
York.  He  was  a Fellow  of  the  American 
Academy  of  Family  Physicians.  His 
memberships  included  the  New  York 
Cardiological  Society,  the  American 
Geriatrics  Society,  the  Bronx  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Leo  Paul  Reckford,  MD,  New  York. 
Died  October  19,  1988;  age  85.  Dr 
Reckford  was  a 1928  graduate  of  the 
Universitaet  Wien,  Medizinische  Fa- 
kultaet,  Wien,  Austria.  He  was  a mem- 
ber of  the  New  York  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

William  F.  Regan,  Jr,  MD,  New  Ro- 
chelle. Died  October  25,  1988;  age  62. 
Dr  Regan  was  a 1953  graduate  of  Tufts 
University  School  of  Medicine,  Boston, 
Massachusetts.  He  was  a Diplomate  of 
the  American  Board  of  Ophthalmolo- 
gy. His  memberships  included  the 
American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Pan  American 
Association  of  Ophthalmology,  the 
Medical  Society  of  the  County  of  West- 
chester, and  the  Medical  Society  of  the 
State  of  New  York. 

Carl  Reich,  MD,  New  York.  Died  Sep- 
tember 29,  1988;  age  88.  Dr  Reich  was 
a 1924  graduate  of  the  Columbia  Uni- 
versity College  of  Physicians  and  Sur- 
geons, New  York.  He  was  a Fellow  of 


the  American  College  of  Physicians, 
and  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  the 
American  Board  of  Pathology.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  New  York 
Pathological  Society,  the  International 
Society  of  Hematology,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Maxwell  Spring,  MD,  Bronx.  Died  Oc- 
tober 25,  1988;  age  75.  Dr  Spring  was  a 
1938  graduate  of  the  New  York  Uni- 
versity School  of  Medicine,  New  York. 
He  was  a Fellow  of  the  American  Col- 
lege of  Physicians  and  a Diplomate  of 
the  American  Board  of  Internal  Medi- 
cine. His  memberships  included  the 
New  York  State  Society  of  Internal 
Medicine;  the  Clinical  Society,  New 
York  Diabetes  Association;  the  Society 
of  Nuclear  Medicine;  the  American  So- 
ciety of  Clinical  Hypnosis;  the  Bronx 
County  Medical  Society;  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Irwin  Daniel  Stein,  MD,  Milford,  Mas- 
sachusetts. Died  September  13,  1988; 
age  8 1 . Dr  Stein  was  a 1 93 1 graduate  of 
the  New  York  University  School  of 
Medicine,  New  York.  He  was  a mem- 
ber of  the  Medical  Society  of  the  Coun- 
ty of  Westchester  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Earle  W.  Voorhees,  MD,  Poughkeepsie. 


Died  October  8,  1988;  age  91.  Dr  Voor- 
hees was  a 1922  graduate  of  the  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine, Philadelphia.  He  was  a Fellow  of 
the  American  College  of  Surgeons  and 
a Diplomate  of  the  American  Board  of 
Otolaryngology.  His  memberships  in- 
cluded the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the 
American  Academy  of  Otolaryngolo- 
gy, the  Dutchess  County  Medical  Soci- 
ety, and  the  Medical  Society  of  the 
State  of  New  York. 

Robert  Lee  Yeager,  MD,  Pomona.  Died 
October  2, 1988;  age  81.  Dr  Yeager  was 
a 1931  graduate  of  the  University  of 
Pennsylvania  School  of  Medicine,  Phil- 
adelphia. He  was  a Fellow  of  the  Amer- 
ican College  of  Physicians  and  a Diplo- 
mate of  the  American  Board  of  Internal 
Medicine.  His  memberships  included 
the  New  York  Society  for  Thoracic 
Surgery,  the  American  Public  Health 
Association,  the  American  Thoracic 
Society,  the  Medical  Society  of  the 
County  of  Rockland,  and  the  Medical 
Society  of  the  State  of  New  York. 


ERRATUM 

Based  on  information  provided  by  the 
New  York  County  Medical  Society,  the 
November  issue  of  the  Journal  incor- 
rectly reported  the  death  of  Dr  Milton 
Earle  Eisen  of  Manhattan. 
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Guidelines  for  authors 


Originality 

The  New  York  State  Journal  of  Medicine  welcomes  research 
papers  and  original  essays  on  the  practice  of  medicine,  medical 
education,  public  health,  the  history  of  medicine,  medicolegal 
matters,  legislation,  ethics,  the  mass  media,  and  socioeconomic 
issues  in  health  care. 

Manuscripts  should  be  prepared  according  to  the  “Uniform 
requirements  for  manuscripts  submitted  to  biomedical  journals” 
{NY  State  J Med  1988;  88:456-462).  The  requirements  were 
established  by  the  International  Committee  of  Medical  Journal 
Editors,  of  which  the  Journal  is  a participating  member.  These 
Guidelines  are  intended  to  highlight  aspects  of  the  Journal's 
particular  style  of  publication. 

A manuscript  will  be  considered  for  publication  if  it  is  origi- 
nal, has  not  been  published  previously  in  whole  or  in  part  in  ei- 
ther a medical  journal  or  a lay  publication,  and  is  not  simulta- 
neously under  consideration  elsewhere.  A copy  of  any  possibly 
duplicative  material,  such  as  a reference  “in  press,”  should  be 
submitted  along  with  the  manuscript. 

Preparation 

An  original  typewritten  or  “word-processed”  manuscript  and 
two  photocopies  (to  facilitate  outside  review)  are  required.  If  the 
manuscript  is  not  accepted  for  publication,  the  original  and  one 
copy  will  be  returned.  All  figures  must  be  submitted  in  triplicate. 
The  manuscript  should  be  double-spaced  throughout,  including 
references,  tables,  legends,  quotations,  and  acknowledgments.  A 
separate  title  page  should  include  the  full  title  of  the  paper  in 
upper  and  lower  case  type,  the  names  of  the  authors  exactly  as 
they  should  appear  in  print  (including  their  highest  academic 
degree),  and  the  names  of  all  providers  of  funding  for  research 
on  which  the  paper  is  based.  Information  on  the  amount  and 
allocation  of  funding  is  optional. 

A corresponding  author  should  be  designated  in  the  covering 
letter.  Authors  should  list  their  title  and  affiliation  at  the  time 
they  did  the  work,  and,  if  different,  their  present  affiliation.  The 
addresses  and  telephone  numbers  of  all  authors  should  be  sup- 
plied for  editorial  purposes.  All  authors  of  a manuscript  are  re- 
sponsible for  having  read  and  approved  it  for  submission. 

Categories 

Research  Papers  should  be  limited  to  3,000  words  and  should 
include  the  following  sections:  Introduction,  Methods,  Results, 
Discussion,  and  References.  Multiple  subheadings  and  num- 
bered lists  are  discouraged.  An  abstract  limited  to  150  words 
should  state  the  reasons  for  the  study,  the  main  findings,  and 
their  implications.  Statistical  evaluations  should  be  described  in 
the  Methods  section,  and  the  name  and  affiliation  of  the  statisti- 
cian should  be  included  in  the  acknowledgments  if  this  individ- 
ual is  not  listed  as  a coauthor.  Reports  of  experiments  involving 
human  subjects  must  include  a description  in  the  Methods  sec- 
tion of  the  informed  consent  obtained  and  a statement  that  the 
procedures  followed  were  approved  by  an  institutional  research 
review  committee.  Anonymity  of  patients  must  be  preserved. 
Reports  of  experiments  on  animals  must  note  which  guidelines 
were  followed  for  the  care  and  use  of  laboratory  animals. 

Case  Reports  should  be  limited  to  1,250  words.  Review  Arti- 
cles should  not  exceed  3,000  words.  Commentaries  should  be 
between  1,000  and  1,500  words.  Other  kinds  of  original  essays 
should  not  exceed  2,500  words.  A letter  of  inquiry  should  be  sent 
to  the  editor  prior  to  submitting  a Review  Article  or  Commen- 
iary. 


For  Research  Papers  only,  scientific  measurements  should  be 
given  in  conventional  units,  with  Systeme  Internationale  (SI) 
units  in  parentheses.  Abbreviations  and  acronyms  should  be  kept 
to  a minimum,  and  jargon  should  be  avoided.  Generic  names  of 
drugs  should  be  used  instead  of  brand  names. 

Figures 

The  submission  of  color  illustrations  or  slides  is  discouraged. 
Only  black  and  white  glossy  photographic  prints  or  “camera- 
ready”  artwork  will  be  accepted.  The  Journal  is  unable  to  pro- 
vide art  services  such  as  the  addition  of  arrows  to  photographs.  A 
signed  consent  for  publication  must  accompany  photographs  in 
which  the  patient  is  identifiable.  Illustrations  from  other  publi- 
cations generally  will  not  be  considered.  Legends  for  illustra- 
tions should  be  typed  on  a separate  sheet,  and  for  photomicro- 
graphs should  include  magnification  and  stain.  Each  illustration 
should  be  lightly  marked  on  the  back  in  pencil  with  the  name  of 
the  first  author,  the  number  as  cited  in  the  text,  and  an  arrow 
indicating  the  top.  Each  set  of  illustrations  should  be  submitted 
unmounted  in  a separate  envelope. 

Tables  should  be  simple,  self-explanatory,  and  few  in  number. 
Each  table  should  be  typed  double-spaced  on  a separate  sheet. 

References 

References  should  be  limited  to  the  most  pertinent.  The  rec- 
ommended maximum  number  of  references  is  25  for  Research 
Papers  and  most  other  original  contributions  (except  lengthier 
Review  Articles),  12  for  Commentaries  and  Case  Reports,  and 
six  for  letters  to  the  editor. 

Authors  are  responsible  for  the  accurate  citation  of  refer- 
ences. Citation  of  secondary  sources  is  discouraged  except  where 
the  original  reference  is  unobtainable.  Authors  may  not  cite  ref- 
erences they  have  not  read,  and  the  use  of  abstracts  as  references 
should  be  avoided. 

References  should  be  indicated  in  the  text  by  superscript  num- 
bers following  the  name  of  the  author  (eg,  Smith2  reported  two 
cases). 

The  list  of  references  at  the  end  of  the  article  should  be  typed 
double-spaced  and  references  should  be  numbered  in  the  order  in 
which  they  appear  in  the  text.  When  there  are  three  or  fewer 
authors,  all  should  be  listed;  where  there  are  four  or  more,  the 
first  three  should  be  listed,  followed  by  et  al.  Names  of  journals 
should  be  abbreviated  according  to  Index  Medicus  and  under- 
lined. 
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All  manuscripts  are  reviewed  by  the  editors,  and  most  manu- 
scripts are  sent  to  outside  referees.  Decisions  concerning  accep- 
tance, revision,  or  rejection  of  a manuscript  are  usually  made 
within  three  to  six  weeks.  Every  effort  will  be  made  to  assure 
prompt  publication  of  an  accepted  manuscript.  A galley  proof 
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Address  correspondence  to  Pascal  James  Imperato,  MD,  Edi- 
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Lakeville  Road,  Lake  Success,  NY  11042. 
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( FOR  MY  *) 

PATIENTS 

C NUMBER  B/19B3  ~) 


WHEN  I PRESCRIBE  A DRUG  FOR  YOU- 
HOW  TO  PREVENT  PROBLEMS 

Dear  Patient, 

There  are  many  possible  problems  that  can  arise  when  you  take  prescription 
drugs.  In  order  to  reduce  your  chance  of  having  a bad  reaction  and  to  make 
sure  the  drug  will  work  properly,  it  is  wise  to  observe  the  following  suggestions 
carefully. 


INTERACTIONS 

Before  I hand  you  a prescription  for 
a drug,  you  and  I should  discuss  any 
other  medications  or  drugs  you  may 
be  taking.  That  may  prevent  serious 
interactions  that  sometimes  can  occur 
between  certain  drugs  taken  on  the 
same  day.  For  example,  antacids  can 
interfere  with  the  absorption  of 
tetracycline  antibiotics  taken  shortly 
afterward.  Some  combinations  of  two 
different  drugs  might  cause  side-effects 
such  as  drowsiness. 

If  you  drink  alcohol  regularly  or  plan 
to  consume  alcohol  at  an  upcoming 
party,  there  might  be  a bad 
interaction  with  the  drug  you  will  be 
taking.  We  should  talk  about  that. 

ALLERGIES  AND 
OTHER  REACTIONS 

I need  to  know  of  any  drug  allergies 
you  have  or  any  kind  of  drug  reactions 
you  may  have  had  in  the  past;  for 
example,  if  you  ever  developed 
headache,  rash,  nausea,  or  diarrhea 
from  any  drug. 

If  you  are  planning  a visit  to  the  beach 
in  the  summer  or  a trip  to  a sunny 
vacation  area,  we  should  consider 
whether  the  drug  you  will  be  taking 
is  photosensitizing.  That  is,  will  your 
skin  sunburn  quickly  and  severely.  For 
example,  drugs  containing  sulfa 
compounds  or  tetracyclines  are 


photosensitizing.  I may  then  advise 
you  to  use  sunblockers  on  your  skin, 
or  I may  prescribe  a different  drug. 

We  should  discuss  what  reactions,  if 
any,  the  drug  might  cause.  Some  drugs 
will  have  a package  insert  which  you 
should  read  to  learn  about  possible 
reactions.  Follow  the  instructions 
exactly  as  written  on  the  label  of  the 
bottle.  Ask  your  pharmacist  if  it  can 
be  taken  before,  during,  or  after 
meals. 

If  you  think  you  may  be  having  a 
reaction,  call  me  and  stop  taking  the 
drug  immediately.  If  the  reaction 
seems  serious,  such  as  wheezing, 
dizziness,  or  faintness,  call  me  right 
away. 

If  you  experience  a major  reaction  to 
the  drug,  I will  report  it  to  the  drug's 
manufacturer  or  to  the  Food  & Drug 
Administration.  If  enough  reports  of 
serious  side-effects  are  received  by 
them,  the  drug  may  be  removed  from 
the  market. 

STORAGE  AT  HOME 

Before  storing  any  unused  pills  or 
liquid  in  your  medicine  chest,  ask  your 
pharmacist  to  look  up  the  expiration 
date  of  the  drug,  which  you  should 
then  write  on  the  bottle's  label. 
Otherwise,  it  is  a safe  rule  to  discard 
all  leftover  prescription  drugs  after 
one  year.  And  remember  that  it  is 


dangerous  to  share  your  prescription 
drugs  with  friends  or  relatives. 

PROTECT  YOUR 
CHILDREN 

If  you  have  any  young  children  at 
home,  ask  your  pharmacist  to  fill  all 
your  prescriptions  using  child-resistant 
bottle  caps.  Whenever  possible,  only 
buy  medicines,  such  as  aspirin,  which 
are  sold  in  bottles  with  child-resistant 
caps. 

Also,  if  you  have  any  young  children 
at  home,  store  all  drugs  and  medicines 
under  lock  and  key  or  high  out  of  the 
reach  of  the  young  ones.  Keep  the 
telephone  number  of  the  local  Poison 
Control  Center  handy  in  case  your 
child  accidentally  swallows  any  of  the 
drugs.  Buy  a bottle  of  syrup  of  Ipecac 
to  be  used  if  an  emergency  arises 
where  the  Poison  Control  Center  or 
I advise  you  to  make  the  child  vomit 
immediately. 

By  the  way,  it's  a good  idea  to  fill  all 
your  prescriptions  at  the  same 
pharmacy  because  they  keep  a file  of 
all  the  drugs  you  are  taking  and  can 
warn  you  of  any  possible  interactions 
between  them. 


Office  Handouts  for  Your  Patients 

This  issue  of  the  New  York  State  Journal  of  Medicine  contains  another  “For  My 
Patients”  letter,  which  appears  on  the  preceding  page. 

Use  this  letter  series  to  keep  your  patients  informed  about  timely  issues  concern- 
ing diseases,  treatments  and  health  maintenance.  Simply  make  photocopies  of  the 
page  and  distribute  them  to  your  patients  with  your  newsletter  or  other  cor- 
respondence, or  place  them  in  your  reception  area  for  your  patients  to  read  and 
take  home. 

MSSNY  and  the  New  York  State  Journal  of  Medicine  have  waived  the  copyright 
for  these  handouts,  so  you  may  duplicate  them  without  permission. 

As  an  added  feature,  MSSNY  will  personalize  this  form  and  make  copies  for 
you,  at  a nominal  charge.  See  the  example  below  for  how  these  forms  would  look 
with  your  name  and  address  professionally  printed  on  them.  Use  the  order  form 
below,  and  we'll  ship  the  personalized  forms  to  you  as  soon  as  possible. 

C FOR  MY 

PATIENTS 


Please  direct  all  inquiries 
and  orders  to  MSSNY’s 
Communications  Division 

Please  mail  coupon  and  check, 
payable  to  MSSNY,  to 

MSSNY  Communications  Division 
For  My  Patients 
P.O.  Box  5404 
420  Lakeville  Road 
Lake  Success,  NY  11042 

Please  print  or  type  your  name  as  you  would  like  it  to  appear  on  the  page. 

Name 

Address 

City,  State,  Zip 

Please  identify  the  issue  you  are  ordering  

Check  box  to  order: 

□ $20  for  100  printed  in  one  color 

□ $48  for  100  printed  in  two  colors 

□ $28  for  200  printed  in  one  color 

□ $56  for  200  printed  in  two  colors 

Please  include  appropriate  local  sales  tax,  enclose  payment  with  your  order  and 
allow  three  weeks  for  delivery. 
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A single-entity  muscle  relaxant 
for  prescribing  flexibility 

PARAFON  FORTE  DSC 

DOUBLE  STRENGTH  CHUDRZOXAZONE 


Works  alone ...  Or  with  an  analgesic 


■ Now  with  500  mg  chlorzoxazone 
per  caplet — double  the  muscle 
relaxant  of  a PARAFON  FORTE® 
(chlorzoxazone  and  acetaminophen) 
tablet,  and  no  analgesic. 

■ Just  one  easy-to-swallow  caplet 
q.i.d.  may  encourage  compliance. 

■ Prompt,  effective  relief  with 
minimal  drowsiness.*  Clinical 
studies  have  shown  that  patients 
respond  by  the  end  of  24  hours 
following  initiation  of  therapy. 


■ Formulated  without  an  analgesic, 
for  maximum  treatment  flexibility. 

■ Can  be  used  with  the  analgesic  of 
your  choice,  according  to  the 
patient’s  need  for  pain  relief. 

■ Scored  caplet  permits  greater 
dosing  flexibility  for  patients 
requiring  lower  daily  doses. 

‘Clinical  studies  have  shown  that  most  patients  remain  alert  when 
chlorzoxazone-containing  products  are  administered  at  recommended 
doses,  although  drowsiness  sometimes  occurs. 

Please  see  following  page  for  brief  summary 
of  Prescribing  Information. 


©McNEILAB.  INC..  1988 


The  following  is  a brief  summary  only.  Before 
prescribing,  see  complete  prescribing  information  in 
PARAFON  FORTE  DSC  labeling. 
CONTRAINDICATIONS:  PARAFON  FORTE  DSC 
chlorzoxazone  is  contraindicated  in  patients  with  known 
intolerance  to  the  drug 

WARNINGS:  The  concomitant  use  of  alcohol  or  other 
central  nervous  system  depressants  may  have  an 
additive  effect  Usage  in  Pregnancy  The  safe  use  of 
PARAFON  FORTE  DSC  chlorzoxazone  has  not  been 
established  with  respect  to  the  possible  adverse  effects 
upon  fetal  development  Therefore,  it  should  be  used  in 
women  of  childbearing  potential  only  when,  in  the 
judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  risks 

PRECAUTIONS:  PARAFON  FORTE  DSC  chlorzoxazone 
should  be  used  with  caution  in  patients  with  known 
allergies  or  with  a history  of  allergic  reactions  to  drugs  If  a 
sensitivity  reaction  occurs  such  as  urticaria,  redness,  or 
itching  of  the  skin,  the  drug  should  be  stopped  If  any 
symptoms  suggestive  of  liver  dysfunction  are  observed, 
the  drug  should  be  discontinued 
ADVERSE  REACTIONS:  After  more  than  twenty-six 
years  of  extensive  clinical  use  of  chlorzoxazone-contain- 
ing products  in  an  estimated  thirty-two  million  patients,  it 
is  apparent  that  the  drug  is  well  tolerated  and  seldom  pro- 
duces undesirable  side  effects  Occasional  patients  may 
develop  gastrointestinal  disturbances  It  is  possible  in  rare 
instances  that  chlorzoxazone  may  have  been  associated 
with  gastrointestinal  bleeding  Drowsiness,  dizziness, 
lightheadedness.  malaise,  or  overstimulation  may  be 
noted  by  an  occasional  patient  Rarely  allergic -type  skin 
rashes,  petechiae,  or  ecchymoses  may  develop  during 
treatment.  Angioneurotic  edema  or  anaphylactic  reac- 
tions are  extremely  rare  There  is  no  evidence  that  the 
drug  will  cause  renal  damage.  Rarely,  a patient  may  note 
discoloration  of  the  urine  resulting  from  a phenolic  metab- 
olite of  chlorzoxazone.  This  finding  is  of  no  known  clinical 
significance  Approximately  thirty-six  patients  have  been 
reported  in  whom  the  administration  of  chlorzoxazone- 
containing  products  was  suspected  as  being  the  cause 
of  liver  damage  In  one  case,  the  jaundice  was  subse- 
quently considered  to  be  due  to  a carcinoma  of  the  head 
of  the  pancreas  rather  than  to  the  drug  In  a second  case, 
there  was  no  jaundice  but  an  elevated  alkaline  phospha- 
tase and  BSP  retention  In  this  patient  there  was  a malig- 
nancy with  bony  and  liver  metastases.  The  role  of  the 
drug  was  difficult  to  determine  A third  and  fourth  case 
had  cholelithiasis.  Diagnosis  in  a fifth  case  was  submas- 
sive  hepatic  necrosis  possibly  due  to  abusive  use  of  the 
drug  for  approximately  one  year  The  remaining  cases 
had  a clinical  picture  compatible  with  either  a viral  hepati- 
tis or  a drug-induced  hepatitis.  In  all  these  latter  cases, 
the  drug  was  stopped,  and  with  one  exception,  the 
patients  recovered  It  is  not  possible  to  state  that  the  hep- 
atitis in  these  patients  was  or  was  not  drug-induced 
Full  directions  for  use  should  be  read  before  adminis- 
tering or  prescribing. 

For  information  on  symptoms  and  treatment  of  over- 
dosage. see  full  prescribing  information. 
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IDAHO 

Feb  18-25.  Sixth  Annual  Office  Based 
Sports  Medicine  Conference.  25  Cat  I 

Credits.  Sun  Valley.  Contact:  Extended 
Programs  in  Medical  Education. 
School  of  Medicine,  University  of  Cali- 
fornia, San  Francisco,  CA  94142-0742. 
Tel:  (415)  476-4251. 

KENTUCKY 

Feb  19-24.  20th  Family  Medicine  Re- 
view— Session  I.  Hyatt  Regency  Hotel, 
Lexington.  Contact:  Joy  Greene,  Con- 
tinuing Medical  Education,  132  Col- 
lege of  Medicine  Office  Building,  Uni- 
versity of  Kentucky,  Lexington,  KY 
40536-0086.  Tel:  (606)  233-5161. 

LOUISIANA 

Feb  25-26.  Second  Annual  Congress  of 
the  North  American  Society  of  Phlebol- 
ogy.  Fairmont  Hotel,  New  Orleans. 
Contact:  North  American  Society  of 
Phlebology,  3960  Park  Blvd,  Suite  E, 
San  Diego,  CA  92103.  Tel:  (619)  296- 
1070. 

MASSACHUSETTS 

Feb  27-Mar  3.  Postgraduate  Course  in 
Clinical  Pharmacology,  Drug  Develop- 
ment, and  Regulation.  Lafayette  Hotel, 
Boston.  Contact:  Chuck  McNelly,  Cen- 
ter for  the  Study  of  Drug  Development, 
Tufts  University,  136  Harrison  Ave, 
Boston,  MA  02111.  Tel:  (617)  956- 
0073. 

TEXAS 

Feb  9-11.  Gynecologic  Surgery  and 
Urogynecology.  St  Anthony  Interconti- 
nental Hotel,  San  Antonio.  Contact: 
American  College  of  Obstetricians  and 
Gynecologists,  409  1 2th  St,  SW,  Wash- 
ington, DC  20024-2188.  Tel:  (800) 
533-8811. 

Feb  23-26.  Seventh  Annual  Internation- 
al Symposium  on  Man  and  His  Environ- 
ment in  Health  and  Disease.  Sheraton 
Park  Central  Hotel,  Dallas.  Contact: 
Kim  Rice,  American  Environmental 
Health  Foundation,  Inc,  8345  Walnut 
Hill  Lane,  Suite  205,  Dallas,  TX 
75231.  Tel:  (214)  324-1731. 


McNEIL 

PHARMACEUTICAL 

McNEilAB  INC  Spf-ng  House  Pa  I9a77 


UTAH 

Feb  1 9-24.  Diagnostic  Imaging  Update. 


Shadow  Ridge,  Park  City.  Contact:  Ra- 
diology Postgraduate  Education,  Reg- 
istration Office,  University  of  Califor- 
nia, San  Francisco,  CA  94143-0628. 
Tel:  (415)  476-5731. 

VERMONT 

Feb  7-10.  Ob/Gyn  Update  ’89  Confer- 
ence. Stratton  Mountain  Inn,  Stratton. 
Feb  22-23.  Clinical  Update  in  Emer- 
gency Medicine.  Stratton  Mountain 
Inn,  Stratton.  Contact:  Diane  M.  Mar- 
tin, Office  of  Continuing  Medical  Edu- 
cation, Albany  Medical  College,  47 
New  Scotland  Ave,  Albany,  NY  12208. 
Tel:  (518)  445-5828. 


AROUND  THE  WORLD 

CANADA 

Feb  23-25.  Basic  and  Advanced  Colpos- 
copy. Hotel  Chateau  Mont  Sainte- 
Anne,  Beaupre,  Quebec.  Contact: 
American  College  of  Obstetricians  and 
Gynecologists,  409  12th  St,  SW,  Wash- 
ington, DC  20024-2188.  Tel:  (800) 
533-8811. 

MEXICO 

Feb  27-Mar  4.  Eighth  Annual  Compre- 
hensive Update  Body  Imaging,  Mam- 
mography and  Neuroradiology.  30  Cat  I 

Credits.  Acapulco  Princess,  Acapulco. 
Contact:  Office  of  Continuing  Educa- 
tion, SUNY  Health  Science  Center  at 
Syracuse,  750  E Adams  St,  Syracuse, 
NY  13210.  Tel:  (315)  473-4606. 

VIRGIN  ISLANDS 

Feb  13-15.  Screening,  Diagnosis,  and 
Management  of  Breast  Disease  and  Gy- 
necologic Cancer.  Feb  16-18.  Current 
Trends  in  Obstetric  Practice.  French- 
man’s Reef,  St  Thomas.  Contact: 
American  College  of  Obstetricians  and 
Gynecologists,  409  12th  St,  SW,  Wash- 
ington, DC  20024-2188.  Tel:  (800) 
533-8811.  □ 
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PHYSICIANS  WANTED— CONT’D 


INTERNIST  for  4 partner  primary  care  group. 
Central  Long  Island.  Replace  retired  partner. 
Salary  leading  to  partnership.  Modern  office 
with  lab,  x-ray,  etc.  One  mile  from  hospital. 
July  1,  1989  or  before.  Reply  Dept.  475  c/o 
NYSJM. 

WESTERN  NEW  YORK:  Seeking  director,  full- 
time and  part-time  emergency  department  phy- 
sicians for  moderate  volume  127  bed  hospital 
located  between  Buffalo  and  Rochester.  Ex- 
cellent compensation,  full  malpractice  insur- 
ance coverage  and  benefit  package  available. 
Contact:  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Rd.,  Room  42,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 

NORTHERN  NEW  YORK— Directorship,  full-time 
and  part-time  emergency  department  positions 
available  in  scenic  community  with  12,000  vol- 
ume emergency  department.  Full  malpractice 
insurance  provided.  Benefit  package  avail- 
able. Contact:  Emergency  Consultants,  Inc., 
2240  S.  Airport  Rd. , Room  42,  T raverse  City,  Ml 
49684;  1-800-253-1795  or  1-800-632-3496  in 
Michigan. 

BUFFALO  AREA— Seeking  full-time  physicans 
residency  trained  in  emergency  medicine  or  pri- 
mary specialty  for  32,000  volume  emergency 
department.  Sign-up  bonus  offered.  Benefit 
package  available  and  full  malpractice  insur- 
ance coverage  provided.  Contact:  Emergen- 
cy Consultants,  Inc.,  2240  S.  Airport  Rd.,  Room 
42,  Traverse  City,  Ml  49694;  1-800-253-1795 
or  1-800-632-3496  in  Michigan. 

ROCHESTER,  NEW  YORK  AREA— Seeking  full- 
time and  part-time  physicians  for  moderate  vol- 
ume emergency  department  in  54  bed  hospital 
Attractive  compensation  and  malpractice  insur- 
ance. Benefit  package  available  to  full-time 
physicians.  Contact:  Emergency  Consul- 

tants, Inc.,  2240  South  Airport  Road,  Room  42, 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

WANTED:  Cardiologist  or  Internist  to  evaluate 
medical  records  and  recommend  treatment 
plan.  Reply:  Wuslich,  704  Squaw  Run  Road 
East,  Pittsburgh,  Pa.  15238.  Telephone: 
(412)  963-9631. 

BE/BC,  two  adult  neurologist,  one  pediatric  neu- 
rologist for  large  neurological  group  in  South- 
east. Salary  and  benefits  including  malpractice 
and  relocation.  Clinical  experience  in  EEG, 
EMG,  evoked  response,  doppler  ultrasound. 
Send  resume  to  SEI  Health  Services,  7725  Little 
Avenue,  Charlotte,  North  Carolina  28226  or  call 
James  Hacker  at  (704)  542-7100. 

FAMILY  PRACTICE,  BE/BC.  Southeastern  Unit- 
ed States.  Urgent  care  practice.  Comprehen- 
sive benefits,  competitive  compensation  and 
bonus.  Malpractice  coverage,  advancement 
potential  and  flexible  scheduling.  Resume  to 
James  Hacker,  SEI  Health  Services,  7725  Little 
Ave.,  Charlotte,  NC  28226  or  call  (704)  542- 
7100. 

NEUROSURGEON,  BC/BE,  to  join  a large  neuro- 
logical group  in  the  Southeastern  United  States. 
Eleven  person  practice,  five  satellite  offices. 
Salary  and  incentive  bonus,  comprehensive  ben- 
efit package  including  relocation  and  malprac- 
tice insurance.  Send  resume  to  SEI  Health 
Services,  7725  Little  Ave.,  Charlotte,  NC,  28226 
or  contact  James  Hacker  at  (704)  542-7100. 


YOCON‘ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon  ‘ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea , dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al. , New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  , p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  128: 

45-47, 1982. 
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AVAILABLE  EXCLUSIVELY  FROM 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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PTERj 

LJ  physicians  f 


RECIPROCAL  INSURERS 

Offering  New  York  State  Physicians  the  Broadest 
Claims-Made  Professional  Liability  Coverage 


OUR  UNIQUE  PROGRAM  INCLUDES... 

■ SELECTIVE 
UNDERWRITING 

■STATEWIDE  DISTRICT 
REPRESENTATIVES 
■GROUP  PRACTICE 
COVERAGE 

■ NEW  DOCTOR  & 

PART-TIME  RATES 


A preferred  risk  group 

Knowledgeable  and  sensitive  to 
physicians’  concerns 


Aware  of  the  special  needs  and  unique 
situations  of  our  fellow  professionals 


IAND  MORE.... 


FOR  ADDITIONAL  INFORMATION  CONTACT 


PHYSICIANS  RECIPROCAL  INSURERS 

111  East  Shore  Road,  Manhasset,  New  York  11030 
212/936-3050  • 516/365-6690  • TOLL  FREE  800/632-6040 


PHYSICIANS  WANTED— CONT’D 


AOA  PHYSICIAN  RECRUITING  is  actively  seeking 
primary  care,  ob-gyn,  and  pediatric  physicians 
to  practice  in  New  Hampshire,  Montana,  Ore- 
gon and  Idaho,  Excellent  salaries.  Call  (206) 
747-7902  or  send  C V to  AOA,  16429  SE  22, 
Bellevue,  WA  98008. 

UPSTATE  NEW  YORK:  Urgent  need  for  an  Inter- 
nist or  Family  Practitioner  for  beautiful  town  on 
Lake  Ontario.  Retirement  and  illness  have  cre- 
ated an  immediate  opening.  Solo  or  group 
practice  opportunities  available.  Please  call  or 
write  Michael  Nupuf,  M.D.,  70  West  Oneida 
Street,  Oswego,  New  York  13126.  (315)  343- 
2151. 

NORTHEAST  FLORIDA:  Seeking  a board  certi- 
fied/eligible orthopedic  surgeon  to  join  two  ag- 
gressive young  orthopedic  surgeons,  or  form  an 
association  with  a well  established  orthopedic 
surgeon,  unlimited  potential,  fine  living  environ- 
ment, within  an  hour's  drive  of  Jacksonville. 
Position  carries  a competitive  first-year  guaran- 
teed income.  A benefit  package  will  be  includ- 
ed. Contact  Bob  Suleski,  250  Regency  Court, 
Waukesha,  Wl  53186,  1-800-338-7107. 

OPHTHALMOLOGIST  NEEDED:  Part-time  or  lo- 
cum tenens  for  suburban  practice  in  northern 
New  Jersey.  Excellent  opportunity  for  retiree 
or  for  doctor  starting  own  practice  with  need  for 
extra  income.  Send  resume,  availability  and 
references  to:  Reply  Dept  476  c/o  NYSJM. 

PRACTITIONERS:  Multi  specialty,  specially  pe- 
diatrics, internal  medicine,  general  medicine, 
needed  on  office  time  sharing  rental  or  partner- 
ship basis.  Queens,  Flushing  and  Brooklyn 
Park  Slope  areas.  Call  (7 1 8)  854-7 1 00  or  (7 1 8) 
358-6262,  beeper  (718)  482-3083  punch  num- 
ber after  beep.  Must  carry  malpractice  insur- 
ance and  N.Y.  State  license. 


EQUIPMENT 


EQUIPMENT  LEASING— Special  Medical 
Program,  Conserve  Capital,  Expand  Credit 
Lines,  100%  Financing,  Low  Rates,  Quick  Ap- 
provals, Term  24  to  60  Months,  Equipment  Cost 
$2,000  to  $10  Million,  For  Personal,  Confiden- 
tial Service  Call  Interplex  Leasing  Corp.  at  (516) 
482-7340. 

HOLTER  MONITOR  EQUIPMENT,  Q Med  Holter. 
Virtually  new  with  two  recorders.  ICR  Holter 
Cardiography  System,  functionally  perfect  with 
two  recorders.  Telephone  (315)  475-5178. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St  , 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service:  receptionist.  Mail  service: 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000. 

HOME/OFFICE  FOR  SALE— Monmouth  County, 
N.J.;  Internal  Medicine.  High  grossing  with 
low  overhead,  solid  patient  base,  excellent  lo- 
cation for  practice,  10  minutes  to  Riverview 
Medical  Center  and  Monmouth  Medical  Cen- 
ter, 2 examining  rooms,  doctor  is  retiring  after 
27  years  of  practice.  Home  is  a beautiful 
2 story  colonial  on  1.7  acres,  4 bedrooms, 
5 bathrooms,  pond  and  stream  in  backyard, 
close  to  schools.  Call  Epstein  Practice 
Brokerage,  Inc.  (201)  568-4933. 


REAL  ESTATE  FOR  SALE 
OR  RENT— CON’D 


THE  CONTINENTAL— Professional  Co-op  office 
space  for  sale.  70-20  108  St.  Premier;  presti- 
gious building  in  the  heart  of  Forest  Hills, 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A/C,  separate  professional  wing.  370 
or  1600  sq.  ft.  Call:  Mr.  Marvin  Weingart, 

(718)  793-1081. 


FREE  CONDOMINIUM  CONVERSION  CONSUL- 
TATION. Convert  your  professional  building 
to  commercial  condominium.  Maximize  your 
profit  potential!  Create  financial  flexibility!  For 
free  consultation  and  free  article  "Doctors  Go 
Condo",  contact:  Paul  Gellert,  President, 

Healthcare  Realty  Associates,  155  West  68th 
Street.  New  York,  NY  10023.  Phone  (212) 
724-7900. 


OFFICE  SUITE  FOR  RENT:  Huntington,  Long 

Island,  New  York.  3 examining  rooms  plus  4th 
examining/business  office,  sterilization,  labora- 
tory, reception,  waiting  room,  doctors  consult- 
ing office.  Centrally  located  near  hospital,  suite 
in  professional  office  building.  Call  (516)  271- 
4471. 


EAST  HAMPTON— Just  reduced  $25K  by  owner. 
Superb  contemporary.  Large  kitchen,  family 
room  with  fireplace,  great  room  with  fireplace, 
master  bedroom  suite  with  library,  mirrored  & 
marble  jacuzzi  bath.  Additional  2 bedrooms 
and  1 \ baths.  Oversized  2-car  attached 
garage,  central  air,  pool.  Beautifully  land- 
scaped. Newly  painted  in/out.  New  carpet- 
ing, all  appliances  and  many  more  extras. 
$385,000.  Principals  (516)  324-0617. 
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Cover  to  cover  ....  always  good  reading. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


acquired  Immunodeficiency  Syndrome 

Focus  on  the  Tri-State  Area 


In  1989,  the  New  York  State  Journal  of 
Medicine  promises  to  provide  timely  and 
stimulating  commentary,  challenging 
research  papers,  analysis  of  clinical 
trends,  debate  on  topical  issues,  and  in- 
depth  coverage  of  medical  news.  The 
journal  will  make  a welcome  gift  to  a 
colleague  or  student  in  the  United  States 
or  abroad. 

A free  copy  of  a back  issue,  will  be 
included  with  each  subscription  while 
the  supply  lasts. 


SUBSCRIPTION  ORDER  FORM  Clip  and  mail 

Circulation  Department 

New  York  State  Journal  of  Medicine 

420  Lakeville  Rd.,  P.O.  Box  5404,  Lake  Success,  N.Y.  11042 

Nam  c 


Address. 


U.S.  & Canada 
Foreign 


1 Year 

□ $30 

□ $35 


2 Years 

□ $55 

□ $65 


3 Years 

□ $75 

□ $85 


L 


Payment  required  with  order 


JANUARY  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  15A 


REAL  ESTATE  FOR  SALE  MISCELLANEOUS— CONT’D  MISCELLANEOUS— CONT’D 

OR  RENT— CON’D  


SPACE  AVAILABLE  FOR  DIET  DOCTOR  OR 
DERMATOLOGIST — in  a beautiful,  established 
Plainview  dental  office.  Full  services  include: 
HVAC,  reception  area,  staff  room,  lavatory, 
nurses'  station,  new  examination  table  in  pri- 
vate room  with  desk,  secretary  and  copier. 
Excellent  location.  Outstanding  opportunity 
for  practice  enhancement.  Call  (516)  433- 
4740  (days)  or  (516)  462-1270  (eves). 

CRANDALL  REAL  ESTATE  offers  a Stone  and 
Stucco  English  Tudor  Country  Home.  Focal 
point  is  a 'Great  Room'  with  its  minstrel  gallery, 
soaring  walls,  skylights  and  massive  fireplace. 
Total  of  eleven  rooms,  five  fireplaces,  caretak- 
ers cottage,  privacy  on  2.48  acres  close 
to  Woodstock  village  creates  desirability. 
$325,000.  Call  'Jo'  (914)  679-2232. 

PRIME  MIDTOWN  MEDICAL  SPACE  East  37th 
Street  between  Lexington  Ave.  and  Third  Ave. 
Private  street  entrance,  near  eastside  hospitals. 
Convenient  to  all  transportation,  flexible  lease. 
Waiting  room,  separate  exam  rooms.  Perfect 
for  surgical  or  medical  specialties.  Call  (212) 
473-3049  Dr.  Fox 

RESIDENCE  AND  PROFESSIONAL  OPPORTU- 
NITY. Twenty-two  room  Colonial  on  2\ acres. 
Excellent  location,  near  hospitals,  1700  square 
feet  office  space,  ample  parking,  separate  en- 
trance, reception  area,  waiting  and  consultation 
rooms  and  two  examining  rooms.  Large,  gra- 
cious rooms  for  family  living  and  separate 
in-law  apartment  in  Poughkeepsie,  NY.  H.  Z. 
Battistoni  (914)  229-0041. 

IDEALLY  LOCATED  office  building  and  separate 
luxury  home  available  in  suburban  Long  Island 
with  or  without  Internal  Medicine  practice.  Ide- 
al for  professional  couple.  Also  possible  as 
rental  property.  Call  (516)  798-0208. 

DOCTORS  OFFICE  FOR  RENT.  Waiting  and 
reception  rooms,  5 examination  rooms,  2 con- 
sult offices,  small  lab  area.  Free  parking. 
Separate  storage  space.  659  W.  Onondaga 
Street.  Syracuse,  NY  13204.  (315)  475-5178. 

MUST  SELL/GREATLY  REDUCED.  Charming 
Tudor  with  newly  decorated  professional  suite. 
Separate  entrances.  4 bedrooms,  3 full  baths, 
finished  basement.  Garden  City/West  Hemp- 
stead. $335,000.00,  call  (516)  538-2761  or  biz 
# (516)  565-9206. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure.  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  110  E.  42nd 
Street,  NYC.  (212)  697-2950  or  evenings 
(914)  723-0799. 

MEDICAID  AUTOMATED  BILLING.  Increase 
your  paid  claims,  reduce  your  denied  and  pend- 
ing claims.  Specializing  in  OB/GYN  billing.  Call 
Joan  Murphy,  Medical  Information  Services,  6 
Gaffney  Lane,  Kinderhook,  NY  121106,  (518) 
758-9647. 


HAVE  YOU  BEEN  CONTACTED  BY  THE  OFFICE 
OF  PROFESSIONAL  MEDICAL  CONDUCT?  If 

affirmative,  contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to  as- 
sisting, advising  and  defending  physicians  and 
professional  misconduct  processings,  issues  re- 
lating to  chemical  dependence  and  restoration 
of  medical  licenses — with  extensive  trial  and 
administrative  experience — formerly  Assistant 
Chief  of  Prosecution  and  Deputy  Director  of 
Prosecution  for  New  York  State's  Office  of  Pro- 
fessional Discipline  (the  state  agency  responsi- 
ble for  regulating  NYS's  31  licensed  profes- 
sions), and  as  an  Assistant  District  Attorney  in 
Nassau  County.  Susan  Kaplan,  Esq.,  165 
West  End  Avenue,  Suite  27P,  New  York,  NY 
10023. 


PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD's  for  over  10  years.  Toll-free  (800) 
241-6905 


PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General’s  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/  Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum,  Esq.,  3 
Barker  Avenue,  White  Plains,  New  York 
10601  Telephone  (914)  686-9310  office 
hours,  (212)  621-7776-24  hours. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  portable  x-rays  and  portable  osteo- 
porosis bone  densitometry  screening.  NYC 
and  suburbs.  Schedule  weekly/bi-weekly  in 
your  office  or  visits  to  your  patient's  home 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  No  lead  shielding  need- 
ed for  x-rays  University  Radiology  Service, 
(212)  534-3669  or  (718)  339-5363. 

ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq  . 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Med- 
icaid Fraud  Control  and  Alain  M.  Bourgeois, 
Esq.,  former  Acting  Justice,  Supreme  Court  of 
the  State  of  New  York.  Bourgeois  & Ruck,  1 0 1 
Park  Avenue,  New  York.  New  York  10178 
Telephone  212-661-8070. 


COMPUTER  BILLING— SAVE  TIME.  The  Billing 
Assistant" — Remarkably  easy-to-use  soft- 
ware automatically  prints  insurance  forms, 
bills,  complete  reports.  Menu-driven.  Only 
$685.  Free  information.  Demonstration  disk  & 
manual  $9.95  IBM  & compatibles.  Contact 
REM  Systems,  Inc..  Dept.  N,  281  Dughill  Road, 
Brownsboro,  AL  35741,  (800)  548-6148  or 
(205)  534-3457.  VISA,  MC,  AMEX  accepted. 


AVOID  IRS  PENSION  PENALTY  TAXES  on  Plan 
reversions  and  excess  accumulations.  Former 
IRS  pension  plan  specialist  and  revenue 
agent — Coordinate  pension  distributions  with 
estate  planning.  IRS  approval  for  plan  termina- 
tions, initial  IRS  qualifications  and  TRA  1986 
Amendments.  Annual  Administration  and  ac- 
tuarial certifications.  Professional  practice 
agreements,  dissolutions,  estate  planning  and 
probate.  No  insurance  required — References 
upon  request — Wachstock  & Dienstag  Attor- 
neys at  Law,  122  Cutter  Mill  Road,  Great  Neck, 
NY  11021  (516)  773-3322. 


COLLECTIONS:  Avoid  collection  agencies. 

Deal  directly  with  experienced,  qualified  collec- 
tion attorneys.  Sensitive  to  the  needs  of  health 
care  providers.  Discreet,  effective,  profes- 
sional service.  Levenberg  & Badner,  114  Old 
Country  Road,  Mineola,  NY  1 1501,  (516)  248- 
8900. 


PROFESSIONAL  MISCONDUCT  ATTORNEYS. 

William  L.  Wood,  Jr.,  formerly  Executive  Direc- 
tor of  the  New  York  State  Office  of  Professional 
Discipline  and  Anthony  Z.  Scher,  formerly  Di- 
rector of  Prosecutions.  Our  recent  tenure  as 
chief  enforcement  officers  for  the  regulation  of 
New  York  State's  one-half  million  licensed  pro- 
fessionals has  given  us  experience  which  allows 
us  to  represent  physicians  in  professional 
misconduct  proceedings,  malpractice,  license 
restoration,  controlled  drug  proceedings,  insur- 
ance company  reimbursement  disputes,  pur- 
chase and  sale  of  professional  practices  and  all 
other  matters  affecting  the  professional  lives 
and  careers  of  practitioners.  Wood  & Scher, 
Attorneys  at  Law,  One  Chase  Road,  Scarsdale, 
New  York  10583.  Telephone  (914)  723-3500. 


2V  STAT  STAT  STAT  STAT  STAT  STAT— 

Diagnostic/therapeutic  software,  covering  the 
knowledge  of  69  specialties.  Updated  medical 
algorithms  at  your  fingertips!!!!  Only  $5,857.00 
for  complete  turnkey  system  (software,  knowl- 
edge base/69  Specialties,  AT  computer 
w/80MB  HD,  EGA  monitor  and  card,  printer 
and  40MB  backup).  2V  STAT,  2480  Windy  Hill 
Road,  Suite  201.  Marietta,  GA  30067.  Call 
Dongbong  Kim,  M.D.  at  1-800-228-STAT. 


LAW  FIRM  SPECIALIZING  IN  HEALTH  CARE 
REPRESENTATION  of  physicians,  medical  so- 
cieties, and  hospital  medical  staffs,  involving 
matters  such  as  defense  of  Medicaid/Medi- 
care allegations  of  abuse  (civil  and  criminal), 
audits,  professional  conduct,  structuring  of 
professional  corporations,  sale  and  purchase 
of  medical  practices,  equitable  distribution  of 
physician  licenses  in  matrimonial  actions,  pen- 
sions. Lifshutz  & Polland,  P.C.,  One  Madison 
Avenue,  New  York,  NewYork  10010,  212-213- 
8484. 


1989  CME  CRUISE/CONFERENCES  on  Medico- 
legal Issues  & Risk  Management — Caribbean, 
Mexico,  Alaska/Canada,  China/Orient,  Scan- 
dinavia/Russia, Mediterranean,  Black  Sea, 
Trans  Panama  Canal.  Approved  for  24-28 
CME  Category  1 Credits  (AMA/PRA)  and 
AAFP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in  compli- 
ance with  IRS  requirements.  Information:  In- 
ternational Conferences,  189  Lodge  Ave.,  Hun- 
tington Station,  NY  1 1746.  (800)  521-0076  or 
(516)  549-0869. 
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Classified  Advertising 

New  York  State  Journal  of  Medicine 


GENERAL  INFORMATION 

All  classified  advertisements  are  payable  in  ad- 
vance, except  for  government  agencies  and  adver- 
tising agencies;  a 15%  commission  to  recognized 
advertising  agencies. 


Frequency:  Monthly 

Mailing  date:  7th  of  the  month 

Closing  date:  30  days  before  mailing  date 


Circulation:  28,000  (mainly  physicians  & medical  libraries) 


DISPLAY  ADVERTISING 


1 time 

6 time 

12  time 

Width 

Depth 

1 /4-page 

$600 

$550 

$500 

3-1/2" 

X 4-7/8' 

1 /6-page 

302 

279 

254 

2-1/8" 
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134 
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110 

2-1/8" 
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PARAGRAPH  ADVERTISING 

The  first  several  words  are  set  in  bold  face  caps. 
Rates:  $40.00  per  insertion  for  50  words  or  less; 
additional  words  are  50  cents  each.  On  request. 
Dept,  numbers  will  be  assigned  by  the  Journal  for 
replies  to  be  forwarded  to  the  advertiser.  Dept, 
numbers  are  75  cents  per  insertion.  There  is  no  fre- 
quency discount  for  paragraph  ads. 


Counting  Words:  Two  initials,  each  abbreviation, 
figures  consisting  of  5 numerals  or  less,  are  count- 
ed as  separate  words.  For  replies,  your  name  and 
address,  or  telephone  number  should  appear  at  the 
end  of  the  ad  and  be  counted  in  the  total  number  of 
words. 


For  further  information,  please  call  the  Advertising  Department  at  516-488-6100. 


CLASSIFIED  ADVERTISING  ORDER  FORM 


New  York  State  Journal  of  Medicine  Date. 

Attn:  Classified  Advertising 

420  Lakeville  Rd.,  P.O.  Box  5404 

Lake  Success,  N.Y.  1 1042 


Name Payment  enclosed:  $_ 

Address Number  of  Insertions: 

City/State/Zip Assign  Dept.  Number: 

Please  make  check  payable  to  New  York  State  Journal  of  Medicine. 
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MISCELLANEOUS— CONT’D 


MEDICAL  TYPING  AND  TRANSCRIPTION  BY 
MAIL:  Tapes  mailed  to  us  are  returned  rapidly. 
Improve  your  documentation,  reduce  overhead 
and  maximize  your  time  by  dictating  your  re- 
ports for  transcription.  We  are  fast  and  profes- 
sional. We  understand  your  need  for  quality — 
satisfaction  guaranteed.  Med-Scribe,  Inc..  215 
Alexander  Street,  Rochester,  NY  (716)  262- 
3668. 


MACINTOSH  OFFICE  MANAGEMENT  SYSTEM. 

Healthcare  Communications  has  1000  installa- 
tions nationwide.  Electronic  Claims  now  avail- 
able for  MediMac"1  Multiple  fee  schedules,  in- 
surance, billing,  aged  accounts,  day  sheets, 
deposit  slip,  and  more  than  30  other  reports. 
Custom  reports  and  mail  merges  are  easy!  In- 
office training  available.  Network  option.  The 
Macintosh  computer  is  easier  to  learn!  Market- 
ing Consultant:  Anne  Ephraim,  (914)  628- 

4709. 


Doctor . . 

Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 


IF  YOU  GET  CITED  FOR  A QUALITY  ISSUE,  you 

have  only  one  chance  to  defend  yourself.  For 
the  best  defense,  call  URQA  Associates,  Ltd. 
(516)  427-1234. 


If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 


T 1 

IMMEDIATE  CASH 

FOR 

CURRENT  OR  PAST  DUE 
ACCOUNTS  RECEIVABLE 

Our  fast  approval  system 
of  making  funds  available  to  you 
will  automatically  increase  your  cash  flow 

FINANCING  FOR 

Doctors  - Dentists-  Hospitals  - Clinics 
and  all  related  Health  Care  services 


1 TFC  | 

TOWERS 

FINANCIAL 

CORPORATION 

An  OTC  Compnn) 

417  Fifth  Avenue 
New  York,  NY  10016 

212-696-0505 


Telephone:  516-488-7777. 
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For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


Antianxiety 

Antisecretory 

Antispasmodic 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg 
clidinium  bromide. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HC1  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Withdrawal  symptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such 


as  MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treating  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established.  Inform  patients  to  consult  physician 
before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide. HC1  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoidable  in  most  cases 
by  proper  dosage  adjustment,  but  also  occasionally  observed  at 
lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  patterns 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occa- 
sionally with  chlordiazepoxide  HCl,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to 
those  noted  with  barbiturates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individuals  because  of  predisposition  to 
habituation  and  dependence. 
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When  it's  brain  versus  bowel, 
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In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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HCl  and  2.5  mg  clidinium  bromide. 
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VASOTEC 


(ENALAPRIL  MALEATEIMSD) 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ot  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientstreated  withACEinhibitors.  including  VASOTEC  In  suchcases.  VASOTEC  should  be  promptly  discontinued  and  the 
patientcarefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  contined  to  the  taceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  mLto  0.5  mL).  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirsl  dose,  bul 
discontinuation  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics:  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  belore  initiating  therapy  with  VASOTEC  in  patients  at  risk  tor  excessive 
hypotension  who  are  able  to  tolerate  such  adiustments  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  tor  the  first  two  weeks  ol  treatment  and  whenever  the  dose  ot  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous inlusion  ot  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  turlher  doses  ol  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neutropenia/Agranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  Ireguently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General:  Impaired  Renal  Function:  As  a consequence  ot  inhibiting  the  renm-angiotensin-aldosterone 
system,  changes  in  renal  lunclion  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  (unction  may  depend  on  the  activity  ol  the  renm-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ot  discontinuation  ot  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  ol  patients,  but  was  not  a cause  for  discontinuation 

Risk  lactors  tor  the  development  ot  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  it  at  all,  with  VASOTEC  (See  Drug  Interactions.) 

SurgerylAnesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion. 

Information  lor  Patients: 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  lirst  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  tirst  lew  days  ot  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  ot  inlection  (e  g.,  sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  sale  and  effective  use  ol  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
etlects 

Drug  interactions: 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  ot  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ot  treatment  with  enalapril  It  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  ol  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g . diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxm  without  evidence  ol  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g . spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therelore.  it  concomitant  use  ot  these 
agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 
VASOTEC. 

Lithium  A tew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ot  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Ireguently. 


Pregnancy- Category  C There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  the  maximum  human  dose)  Fetoloxicity,  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline.  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  ot  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ot  3 and  10  mg/kg/day.  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  tound  to  cross  the  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleate.  MSD)  should  be 

used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to  the  tetus 

Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  ol  '<C  enalapril  maleate  It  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10.000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients 

Hypertension  The  most  Ireguenl  clinical  adverse  experiences  in  controlled  trials  were  headache  (5.2%).  dizziness 
(4  3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (14%),  nausea  (14%).  rash  (1.4%),  cough  (1.3%).  orthostatic  effects  (12%).  and  asthenia  (11%). 

Heart  Failure.  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%).  hypotension  (6  7%).  orthostatic  etlects  (2  2%).  syncope  (2  2%).  cough  (2.2%),  chest  pain  (2.1%),  and  diarrhea 
(21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  fatigue  (1 8%).  headache  (1 8%),  abdominal  pain  (1 6%).  asthenia  (1.6%).  orthostatic  hypo- 
tension (1.6%),  vertigo  (1.6%).  angina  pectoris  (1.5%).  nausea  (1.3%).  vomiting  (1.3%),  bronchitis  (13%).  dyspnea 
(1.3%),  urinary  tract  inlection  (13%).  rash  (1.3%).  and  myocardial  infarction  (1.2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0 5%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction;  rhythm  distur- 
bances. atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis. 
Nervous/Psychiatric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy. 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection. 

Skin  Herpes  zoster,  pruritus,  alopecia,  (lushing,  photosensitivity 
Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  the  lace  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0.5%  ol  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy 
in  0 1%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 
ot  patients  Hypotension  or  syncope  was  a cause  tor  discontinuation  ot  therapy  in  19%  ot  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0.2%  ot  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1.2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  Ireguently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  ot  anemia  coexists  In  clinical  trials,  less  than  0 1%  ot  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued tor  two  to  three  days  betore  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) It  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  once  daily,  the  antihyperlensive  effect  may  diminish  toward  the  end  ol  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ot  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  s3  mg/dL).  the  tirst  dose  is  2.5  mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting  dose  is 
2 5 mg  once  or  twice  daily.  Alter  the  initial  dose  ot  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS. Drug  Interactions ) It  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ot  hypotension  The  appearance  ol  hypotension  after  the  initial  dose  ol  VASOTEC  does  not  preclude  subseguenl  caretul 
dose  titration  with  the  drug,  following  effective  management  ol  the  hypotension.  The  usual  therapeutic  dosing  range  tor 
the  treatment  ot  heart  failure  is5to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  :s  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  bul  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV).  patients  were 
treated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Etlects ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS.) 

Dosage  Ad/ustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initiated  at  2 5 mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS. Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg  b i d , then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  ol  tour  days  or  more.  It  at  the  time  ol  dosage  adjustment  there  is  not  MSD 
excessive  hypotension  or  significant  deterioration  ol  renal  lunction  The  maximum  daily  dose  is  40  mg  MERCK 
For  more  detailed  information,  consult  your  MSD  representative  or  see  Prescribing  Information  Merck  SHARPS 

Sharp  & Dohme.  Division  ol  Merck  & Co . Inc  . West  Point,  PA  19486  j6vsi8R(8i5j  DOHME 


Introducing  MarineLeader 


ow  you  can  see  where  you  stand, 

from  where  you  sit.  Marine  Midland  Bank 

announces  MarineLeader,  the  innovative  new  software  that  can 
put  financial  control  right  at  your  fingertips. 

Now,  with  a minimal  investment,  your  IBM  PC  or  compatible 
can  provide  instant  transaction-by-transaction  readouts  of  all  your 
Marine  commercial  or  personal  accounts.  With  MarineLeader,  you 
can  also  write  checks,  transfer  funds,  reconcile  balances,  even 
communicate  with  other  MarineLeader  customers.  And  you  can  do 
it  anytime— day  or  night— without  expensive  operating  costs. 

Call  your  Marine  representative  today  for  a demonstration.  Let 
us  show  you  how  you  can  get  your  complete  financial  standing, 
without  leaving  your  seat. 

@ MARINE  MIDLAND  BANK 

Let’s  work  it  out  together. 

I For  more  information  about  MarineLeader,  fill  out  coupon 
I and  mail  to:  Marine  Midland  Bank,  1 Marine  Midland 
1 Center,  Mezzanine  Level,  Buffalo,  NY14203. 

Attn:  C.  Rogowski.  Or  call:  800-752-0552. 
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Li  PHYSICIANS  RECIPROCAL  INSURERS 

Offering  New  York  State  Physicians  the  Broadest 
Claims-Made  Professional  Liability  Coverage 


OUR  UNIQUE  PROGRAM  INCLUDES... 


■ SELECTIVE 
UNDERWRITING 

■ STATEWIDE  DISTRICT 
REPRESENTATIVES 

■ GROUP  PRACTICE 
COVERAGE 

■ NEW  DOCTOR  & 
PART-TIME  RATES 


A preferred  risk  group 

Knowledgeable  and  sensitive  to 
physicians’  concerns 


Aware  of  the  special  needs  and  unique 
situations  of  our  fellow  professionals 


■AND  MORE.... 

FOR  ADDITIONAL  INFORMATION  CONTACT 

PHYSICIANS  RECIPROCAL  INSURERS 


111  East  Shore  Road,  Manhasset,  New  York  11030 
212/936-3050  • 516/365-6690  • TOLL  FREE  800/632-6040 


" IMMEDIATE  CASH 

FOR 

CURRENT  OR  PAST  DUE 
ACCOUNTS  RECEIVABLE 

Our  fast  approval  system 
of  making  funds  available  to  you 
will  automatically  increase  your  cash  flow 

FINANCING  FOR 

Doctors  - Dentists  - Hospitals  - Clinics 
and  all  related  Health  Care  services 


WHAT  IS  YOUR  PRACTICE  WORTH ? 

Physician  International  is  experienced  in  providing  professional  valuation  of  medical 
practices  for:  Sale,  Retirement  Planning,  Insurance  Purposes,  Estate  Settlement. 
Call  our  staff  of  over  fifty  dedicated  professionals: 

Physician  International 

4-NYS  Vermont  Street,  Buffalo,  NY  14213-2498  1-800-622-4062 

"Physician  International  is  an  approved  Membership  Benefit  Program  of  the 
Medical  Society  of  the  State  of  New  York" 


SIGNATURE  LOANS 
$5,000  to  $60,000 

DOCTORS  ONLY.  No  collateral,  simple  in- 
terest, 6 years  to  repay.  No  points,  no  fees, 
no  prepay  penalties.  Use  for  any  reason. 
Residents,  D.O.’s,  start-up  welcome.  For 
appointment  and  info  call: 

(NY)  NORTHSTAR  FUNDING  (212)  323-8076 
or  MEDIVERSAL  1-800-331-4952  Dept.  #135 

EQUIPMENT  LEASING— J10K-S10  MILLION 
NORTHSTAR  FUNDING  (212)  323-8076  Apply  by  Phone 


TOWERS 

FINANCIAL 


CORPORATION 

An  OTC  Coinpnn) 


417  Fifth  Avenue 
New  York,  NY  10016 


212-696-0505 


“SELLING  PRACTICES  IS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment?  Before  you  buy  or  sell,  call  for 
an  appraisal  to  assure  the  best  financial  and  transfer  terms.  We  are  a full 
service  practice  broker,  not  simply  a listing  service.  Since  1981,  Countrywide 
has  been  instrumental  in  helping  hundreds  of  doctors  like  yourself  buy  and  sell 
their  practices.  We  guide  you  through  the  entire  sales  process  from  initial 
meeting  to  closing.  Our  offices  serve  New  York,  New  Jersey  and  New  England. 
Countrywide  Business  Brokerage,  Inc. 

319  East  24th  Street,  Suite  23-G,  New  York,  NY  10010 
(212)  686-7902  (800)  222-7848  (203)  869-3666 
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A single-entity  muscle  relaxant 
for  prescribing  flexibility 

RARAFON  FORTE  DSC 

DOUBLE  STRENGTH  CHLORZOXAZONE 


Works  alone ...  Or  with  an  analgesic 


■ Now  with  500  mg  chlorzoxazone 
per  caplet — double  the  muscle 
relaxant  of  a PARAFON  FORTE® 
(chlorzoxazone  and  acetaminophen) 
tablet,  and  no  analgesic. 

■ Just  one  easy-to-swallow  caplet 
q.i.d.  may  encourage  compliance. 

■ Prompt,  effective  relief  with 
minimal  drowsiness.*  Clinical 
studies  have  shown  that  patients 
respond  by  the  end  of  24  hours 
following  initiation  of  therapy. 


■ Formulated  without  an  analgesic, 
for  maximum  treatment  flexibility. 

■ Can  be  used  with  the  analgesic  of 
your  choice,  according  to  the 
patient’s  need  for  pain  relief. 

■ Scored  caplet  permits  greater 
dosing  flexibility  for  patients 
requiring  lower  daily  doses. 

"Clinical  studies  have  shown  that  most  patients  remain  alert  when 
chlorzoxazone-containing  products  are  administered  at  recommended 
doses,  although  drowsiness  sometimes  occurs. 

Please  see  following  page  for  brief  summary 
of  Prescribing  Information. 


© McNEILAB,  INC..  1988 


The  following  is  a brief  summary  only.  Before 
prescribing,  see  complete  prescribing  information  in 
PARAFON  FORTE  DSC  labeling. 
CONTRAINDICATIONS:  PARAFON  FORTE  DSC 
chlorzoxazone  is  contraindicated  in  patients  with  known 
intolerance  to  the  drug. 

WARNINGS:  The  concomitant  use  of  alcohol  or  other 
central  nervous  system  depressants  may  have  an 
additive  effect.  Usage  in  Pregnancy.  The  safe  use  of 
PARAFON  FORTE  DSC  chlorzoxazone  has  not  been 
established  with  respect  to  the  possible  adverse  effects 
upon  fetal  development  Therefore,  it  should  be  used  in 
women  of  childbearing  potential  only  when,  in  the 
judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  risks. 

PRECAUTIONS:  PARAFON  FORTE  DSC  chlorzoxazone 
should  be  used  with  caution  in  patients  with  known 
allergies  or  with  a history  of  allergic  reactions  to  drugs  If  a 
sensitivity  reaction  occurs  such  as  urticaria,  redness,  or 
itching  of  the  skin,  the  drug  should  be  stopped.  If  any 
symptoms  suggestive  of  liver  dysfunction  are  observed, 
the  drug  should  be  discontinued 
ADVERSE  REACTIONS:  After  more  than  twenty-six 
years  of  extensive  clinical  use  of  chlorzoxazone-contain- 
ing products  in  an  estimated  thirty-two  million  patients,  it 
is  apparent  that  the  drug  is  well  tolerated  and  seldom  pro- 
duces undesirable  side  effects.  Occasional  patients  may 
develop  gastrointestinal  disturbances.  It  is  possible  in  rare 
instances  that  chlorzoxazone  may  have  been  associated 
with  gastrointestinal  bleeding.  Drowsiness,  dizziness, 
lightheadedness,  malaise,  or  overstimulation  may  be 
noted  by  an  occasional  patient.  Rarely  allergic-type  skin 
rashes,  petechiae,  or  ecchymoses  may  develop  during 
treatment  Angioneurotic  edema  or  anaphylactic  reac- 
tions are  extremely  rare  There  is  no  evidence  that  the 
drug  will  cause  renal  damage  Rarely,  a patient  may  note 
discoloration  of  the  urine  resulting  from  a phenolic  metab- 
olite of  chlorzoxazone  This  finding  is  of  no  known  clinical 
significance  Approximately  thirty-six  patients  have  been 
reported  in  whom  the  administration  of  chlorzoxazone- 
containing  products  was  suspected  as  being  the  cause 
of  liver  damage  In  one  case,  the  jaundice  was  subse- 
quently considered  to  be  due  to  a carcinoma  of  the  head 
of  the  pancreas  rather  than  to  the  drug  In  a second  case, 
there  was  no  jaundice  but  an  elevated  alkaline  phospha- 
tase and  BSP  retention  In  this  patient  there  was  a malig- 
nancy with  bony  and  liver  metastases  The  role  of  the 
drug  was  difficult  to  determine  A third  and  fourth  case 
had  cholelithiasis.  Diagnosis  in  a fifth  case  was  submas- 
sive  hepatic  necrosis  possibly  due  to  abusive  use  of  the 
drug  for  approximately  one  year  The  remaining  cases 
had  a clinical  picture  compatible  with  either  a viral  hepati- 
tis or  a drug-induced  hepatitis.  In  all  these  latter  cases, 
the  drug  was  stopped,  and  with  one  exception,  the 
patients  recovered.  It  is  not  possible  to  state  that  the  hep- 
atitis m these  patients  was  or  was  not  drug-induced. 

Full  directions  for  use  should  be  read  before  adminis- 
tering or  prescribing. 

For  information  on  symptoms  and  treatment  of  over- 
dosage. see  full  prescribing  information. 
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PHYSICIANS  WANTED 


WESTERN  NEW  YORK— Seeking  full-time  physi- 
cians residency  trained  in  emergency  medicine 
or  primary  specialty  for  32,000  volume  emer- 
gency department.  Sign-up  bonus  offered. 
Benefit  package  available  and  full  malpractice 
insurance  coverage  provided.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49694;  1-800- 
253-1795  or  1-800-632-3496  in  Michigan. 

NORTHERN  NEW  YORK— Directorship,  full-time 
and  part-time  emergency  department  positions 
available  in  scenic  community  with  12.000  vol- 
ume emergency  department.  Full  malpractice 
insurance  provided.  Benefit  package  avail- 
able. Contact:  Emergency  Consultants,  Inc.. 
2240  S.  Airport  Rd..  Room  42.  Traverse  City,  Ml 
49684:  1-800-253-1795  or  1-800-632-3496  in 
Michigan. 

ROCHESTER,  NEW  YORK  AREA— Seeking  full- 
time and  part-time  physicians  for  moderate  vol- 
ume emergency  department  in  54  bed  hospital. 
Attractive  compensation  and  malpractice  insur- 
ance. Benefit  package  available  to  full-time 
physicians.  Contact:  Emergency  Consul- 

tants, Inc.,  2240  South  Airport  Road,  Room  42. 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

WANTED:  Cardiologist  or  Internist  to  evaluate 
medical  records  and  recommend  treatment 
plan.  Reply:  Wuslich,  704  Squaw  Run  Road 
East,  Pittsburgh,  Pa.  15238.  Telephone: 
(412)  963-9631. 

BE/BC,  two  adult  neurologist,  one  pediatric  neu- 
rologist for  large  neurological  group  in  South- 
east. Salary  and  benefits  including  malpractice 
and  relocation.  Clinical  experience  in  EEG, 
EMG,  evoked  response,  doppler  ultrasound. 
Send  resume  to  SEI  Health  Services,  7725  Little 
Avenue,  Charlotte,  North  Carolina  28226  or  call 
James  Hacker  at  (704)  542-7100. 

FAMILY  PRACTICE,  BE/BC.  Southeastern  Unit- 
ed States  Urgent  care  practice.  Comprehen- 
sive benefits,  competitive  compensation  and 
bonus.  Malpractice  coverage,  advancement 
potential  and  flexible  scheduling.  Resume  to 
James  Hacker.  SEI  Health  Services,  7725  Little 
Ave.,  Charlotte.  NC  28226  or  call  (704)  542- 
7100. 

NEUROSURGEON,  BC/BE,  to  join  a large  neuro- 
logical group  in  the  Southeastern  United  States. 
Eleven  person  practice,  five  satellite  offices. 
Salary  and  incentive  bonus,  comprehensive  ben- 
efit package  including  relocation  and  malprac- 
tice insurance.  Send  resume  to  SEI  Health 
Services,  7725  Little  Ave.,  Charlotte,  NC,  28226 
or  contact  James  Hacker  at  (704)  542-7100. 

1000  ISLANDS/ADIRONDACK  FOOTHILLS 
AREA.  Family  oriented  rural  community  seek- 
ing BC/BE,  NYS  family  physicians,  internists, 
pediatricians,  and  anesthesiologists.  Regional 
population  over  25,000,  54  bed  acute  care,  1 35 
bed  extended  care  facility,  excellent  schools, 
numerous  outdoor  sports/recreation  opportu- 
nities. Office  space  available.  Guaranteed  in- 
come or  salary  arrangements.  For  further  infor- 
mation, contact  Administrator,  Lewis  County 
General  Hospital,  7785  N.  State  Street,  Low- 
ville,  NY  13367.  Telephone  (315)  376-5203. 


PHYSICIANS  WANTED— CONT’D 


PHYSICIAN:  Immediate  full  time  position  avail- 

able for  Family  Practitioner  BC/BE  to  practice 
in  urgent  care  center  in  beautiful  area  of  Suffolk 
County.  Long  Island.  Excellent  salary  and 
benefits  package,  leading  to  partnership. 
Please  send  C.V.  to  Diane  Davila,  550  North 
Country  Road,  St.  James.  NY,  1 1 780,  Suite  C or 
call  (516)  724-7048. 

MATURE  PHYSICIAN  DESIRING  A CHANGE.  Full 

time,  weight  control  and  nutrition  offices  locat- 
ed in  Queens  and  Manhattan.  Excellent  salary, 
fringe  benefits  and  incentives.  Reply  Dept.  477 
c/o  NYSJM  or  call  Monday,  Wednesday  or  Fri- 
day between  1P.M.  and  3 P. M.  (2 1 2)  867-0007. 

UPSTATE  NEW  YORK:  Urgent  need  for  an  Inter- 
nist or  Family  Practitioner  for  beautiful  town  on 
Lake  Ontario.  Retirement  and  illness  have  cre- 
ated an  immediate  opening.  Solo  or  group 
practice  opportunities  available.  Please  call  or 
write  Michael  Nupuf,  M.D.,  70  West  Oneida 
Street,  Oswego,  New  York  13126.  (315)343- 
2151. 

EMERGENCY  PHYSICIANS:  Physician  owned 

and  operated  group  seeks  physicians  Board 
Certified/Eligible  in  Emergency  Medicine  or  a 
Primary  Care  specialty  with  ED  experience  to 
staff  Emergency  Departments  in  New  York 
State.  ACLS  & ATLS  Certification  necessary. 
Excellent  compensation  with  superior  malprac- 
tice insurance  provided.  Respond  with  C.V.  to 
Michelle  Parks,  Emergency  Medical  Services 
Associates.  EMSA,  100  N.W.  70th  Avenue, 
Plantation.  FL,  33317;  or  call  1-800-443-3672. 

INTERNIST  BE/BC:  North  Shore  Internal  Medi- 
cine. PC  is  seeking  an  energetic  general  inter- 
nist to  enjoy  the  benefits  of  a rapidly  expanding 
practice.  New  office  close  to  hospital.  Michi- 
gan State  Medical  School  Campus.  Send  re- 
sume to  2420  First  Avenue  South,  Escanaba, 
Ml  49829  (906)  786-1563. 

PHYSICIANS — Provider  Placement  Services  spe- 
cializes in  the  relocation  of  physicians  through- 
out the  U.S.,  with  special  emphasis  in  the  south- 
east. Currently,  we  have  several  hospitals/ 
clinics/groups  with  openings.  All  fees  paid  by 
employer.  All  inquiries  kept  in  strict  confi- 
dence. No  obligation.  Send  C.V. /Resume  to: 
PPS,  Attn:  Mr.  Scott,  2221  University  Blvd., 
W..  Jacksonville,  FL  32217.  or  call  toll  free 
1-800-848-8772. 

THERE’S  A JOB  FOR  YOU  IN  A SUMMER 
CAMP — Physicians  needed  for  300  camps  in 
the  Northeast.  Contact  the  American  Camping 
Association,  43  West  23  St,  Dept.  (JM),  N.Y., 
N.Y.  10010,  1-800-777-CAMP. 


PRACTICES  AVAILABLE 


HOME/OFFICE  FOR  SALE— Monmouth  County. 
N.J.;  Internal  Medicine.  High  grossing  with 
low  overhead,  solid  patient  base,  excellent  lo- 
cation for  practice.  10  minutes  to  Riverview 
Medical  Center  and  Monmouth  Medical  Cen- 
ter, 2 examining  rooms,  doctor  is  retiring  after 
27  years  of  practice.  Home  is  a beautiful 
2 story  colonial  on  1.7  acres,  4 bedrooms, 
5 bathrooms,  pond  and  stream  in  backyard, 
close  to  schools.  Call  Epstein  Practice 
Brokerage,  Inc.  (201)  568-4933. 


Were  ¥)ur  Prime  Source 
For  Healthy  Beef  Information. 


As  part  of  a well-balanced  diet,  beef  is  one 
of  the  best  tasting  recommendations  you  can 
make.  That’s  why  the  New  York  Beef  Industry 
Council  is  now  here  for  you  . . . Because  we’re 
your  prime  source  for  today’s  up-to-date  infor- 
mation on  beef! 

We  can  provide  you,  and  your  patients, 
with  FREE  educational  brochures,  nutritional 
information,  diet  and  recipe  literature,  hand- 


outs, counter  displays,  and  speaker  and 
seminar  services.  Very  helpful  information 
for  healthful  dietary  decision-making! 

Just  give  us  a call  today  to  find  out  more. 
And  ask  for  your  free  copy  of  “Exploring  Meat 
& Health,”  an  indispensable  guidebook  for 
anyone  concerned  with  diet  and  nutrition! 

The  New  \brk  Beef  Industry  Council . . . 
Your  prime  source  for  healthy  beef  information! 


Beef  Hot  Line 

1-800-292-NYBC 

New  York  Beef  Industry  Council 
RD 1,  Box  85  Rome,  New  York  13440 


Copyright  1989 


MEDICAL  & SURGICAL  PROBLEMS  IN 
WORKERS’  COMPENSATION 


Sponsored  by:  The  American  Society  of  Legal  & Industrial  Medicine,  Inc. 

(Formerly  the  American  Academy  of  Compensation  Medicine,  Inc.) 

Co-sponsored  by:  New  York  University  Post-Graduate  Medical  School 

March  15-16, 1989,  Metropolitan  Life  Insurance  Co.,  North  Building,  1 Madison  Ave.  @ East  24th  St.,  NY,  NY  10010 

Accreditation:  The  New  York  University  Post-Graduate  Medical  School  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  to  sponsor  continuing  medical  education  for  physicians.  As  an  organization  accredited  for  continuing  medical  educa- 
tion, the  New  York  University  Post-Graduate  Medical  School  certifies  that  this  continuing  medical  education  offering  meets  the  criteria  for 
14  credit  hours  in  Category  1 of  the  Physicians  Recognition  Award  of  the  American  Medical  Association. 


WEDNESDAY,  MARCH  15TH: 

Occupational  Inhalation  Lung  Diseases 
Moderator:  Morton  C.  Gluck,  M.D. 
Arthroscopy:  Its  Use  and  Potential;  Its  Relationship  to  Legal 
and  Compensation  Medicine 

Moderator:  Arnold  Illman,  M.D. 


THURSDAY,  MARCH  16TH: 

Fraudulent  and  Abusive  Activities  in  Health  Care 

Moderator:  Robert  Katz,  M.D. 

Mock  Trial 

Moderator:  Peter  Aldin,  M.D. 


For  information  and  application  please  write:  Mathew  H.  M.  Lee,  M.D.,  F.A.C.P.,  Program  Chairman,  American 
Academy  of  Legal  & Industrial  Medicine,  Inc.,  P.O.  Box  10,  Island  Station,  Roosevelt  Island,  NY  10044.  Phone: 
(212)  750-6781. 


Them  OI'  Bones— East 


An  international,  multi-disciplinary  conference 
on  musculoskeletal  diseases  in  the  aged 

April  5-7, 1989 

at  the 

Omni  Park  Central  hotel 
hew  York  City 

Join  with  internationally-recognized  authorities  in 
the  fields  of  orthopedic  surgery,  rheumatology, 
rehabilitative  medicine,  nursing,  geriatrics  and 
gerontology  in  discussing  current  concepts  and 
research  on  the  diagnosis  and  treatment  of 
musculoskeletal  problems  in  the  elderly 

Category  1 C.M.E.  credit  will  be  awarded 
Joseph  D.  Zuckerman,  M.D.  and 
Robert  R.  Karpman,  M.D.,  co-chairman 

Co-Sponsored  by 

Hospital  for  Joint  Diseases,  hew  York 

and 

5t.  Luke's  Medical  Center,  Phoenix 

For  additional  information,  contact- 

Mr  Abe  Moshel 

Hospital  for  Joint  Diseases  Orthopedic  Institute 
301  East  17  th  Street 
Hew  York,  Hew  York  10003 
(Z1Z)  598-6497 


N.Y.  State  Society  of  Pathologists 
20th  CME  Meeting 
N.Y.C. 

April  28th  - 30th,  1989 

Update  on  Breast  Gyn  and  Pediatric  Pathology 
Cytology  & Immunoperoxidase 

Dr’s  Oberman,  Robboy,  Fenoglio-Preiser,  Koss  & Joshi 

For  Information  Contact: 

Nathan  Taylor,  M.D. 

Rochester  General  Hospital 
Rochester,  N.Y.  14621 
716-338-4121 
or 

Ms.  Terry  Knudsen 
N.Y.  State  Society  of  Pathologists 
914-687-0955 
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When  it's  brain  versus  bowel, 


ITSTIMEI 
FOR  THE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HC1  and  2.5  mg  clidinium  bromide. 


Copyright  ©1988  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


THE 

PEACEMAKER. 

Antianxiety 

Antisecretoiy 

Antispasmodic 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg 
clidinium  bromide. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and  acute 
enterocohtis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HC1  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Withdrawal  symptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated) . Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such 


as  MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treating  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established.  Inform  patients  to  consult  physician 
before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide HC1  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoidable  in  most  cases 
by  proper  dosage  adjustment,  but  also  occasionally  observed  at 
lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  patterns 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occa- 
sionally with  chlordiazepoxide  HC1,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  typical  of  anticholinergic 
agents,  i.e , dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to 
those  noted  with  barbiturates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individuals  because  of  predisposition  to 
habituation  and  dependence. 

P.l.  0288 
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MEETINGS  AND 
LECTURES 


The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 


MARCH  1989 

AROUND  THE  STATE 


ALBANY 

Mar  16.  Geriatrics  Conference.  Mar  30. 
Occupational  Medicine  Conference.  Al- 
bany Medical  College,  Albany.  Con- 
tact: Diane  M.  Martin,  Office  of  CME, 
Albany  Medical  College,  47  New  Scot- 
land Ave,  Albany,  NY  12208.  Tel: 
(518)  445-5828. 

BRONX 

Mar  29.  Sex  Crimes.  Lehman  College. 
Contact:  Mark  L.  Taff,  MD,  President, 
New  York  Society  of  Forensic  Sci- 
ences, 130  Gold  PI,  Malverne,  NY 
11565.  Tel:  (516)  887-4691. 

MANHATTAN 

Mar  3-5.  Bellevue  Hospital  Center  Psy- 
chiatry Board  Review.  23  V2  Cat  I Cred- 
its. NYU  Medical  Center.  Mar  18-23. 
Anesthesiology  Comprehensive  Review 
IX.  46  Cat  I Credits.  Waldorf  Astoria 
Hotel.  Mar  27-31.  Seminar  in  Ad- 
vanced Rheumatology.  28  Cat  I Credits. 
Contact:  NYU  Post-Graduate  Medical 
School,  550  First  Ave,  New  York,  NY 
10016.  Tel:  (212)  340-5295. 

Mar  9.  Symposium  on  Nutrition,  Chil- 
dren and  Health.  New  York  Academy 
of  Medicine.  Contact:  Committee  of 
Public  Health  of  the  New  York  Acade- 
my of  Medicine,  2 E 103rd  St,  New 
York,  NY  10029.  Tel:  (212)  876-8200, 
ext  252. 

Mar  17-28.  Fracture  Fixation:  The 
Next  Challenge.  Mt  Sinai  Medical  Cen- 
ter. Contact:  Elton  Strauss,  MD,  Chief 
of  Orthopaedic  Trauma  and  Recon- 
structive Surgery,  Mt  Sinai  Medical 
Center,  1 Gustave  L.  Levy  PI,  New 
York,  NY  10029.  Tel:  (212)  505-9911. 

Mar  9-10.  Fourth  Dr.  Robert  K.  Match 

( continued  on  p 18 A) 


Dear 

Doctor, 

Have  you  examined 
your  billing  practices 
lately  and  diagnosed 
difficulties  in  collecting 
for  services  rendered? 

To  cure  these  ailments  does  not  require  purchasing 
an  expensive  computer,  hiring  computer  personnel, 
or  a staff  to  handle  billing  only. 

The  remedy  is  quite  simple  and  economical . . . 
it’s  Double  "E"  Enterprises  of  New  York. 

We  have  30  years’  experience  servicing  the  medical 
profession  in  all  aspects  of  carrier  billing  including 
Medicare,  Medicaid,  Blue  Cross/Blue  Shield,  Work- 
men’s Compensation,  and  other  commercial  carriers. 
We  provide  toll  Free  "HELP"  lines  for  all  patient 
contact  for  billing  through  our  billing  representatives. 
We  handle  all  phases  of  self-pay  including  insurance 
forms  for  patients  to  recover  payments  from  supple- 
mental sources,  refunds,  progressive  billing  severity, 
and  collection  procedures  in  accordance  with  your 
guidelines.  Funds  are  deposited  to  your  account 
which  is  under  your  control  at  all  times. 

We  offer  comprehensive  fee-for-service  and  pro- 
fessional component  billing  to  physicians  in  New  York 
and  Massachusetts.  We  are  on  direct  tape-to-tape 
basis  with  the  major  carriers  to  facilitate  settlement 
of  claims  in  the  shortest  time  possible. 

Double  "E"  Enterprises  provides  you  regularly  with 
complete  reports  on  such  items  as  sales  breakdowns 
by  carrier  or  class,  patient  balances,  weekly  billings, 
refunds,  and  other  important  account  information. 

CALL  1-800-457-7710  TODAY 
FOR  OUR  BROCHURE  AND/OR 
A NO-OBLIGATION  CONSULTATION 


Double  "E"  Enterprises 
of  New  York,  Inc. 

Cross  County  Office  Building,  Suite  712 
6 Xavier  Drive,  Yonkers,  New  York  10704 
Telephone:  (914)  969-1300 
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THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to  infection  in  smokers  and  older  adults 


Experience  counts 


Pulvules 


Cefaclor 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  mflueniae.  and 
Streptococcus  pyogenes  (group  A (J-hemolytic  streptococci) 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  ceclor  should  be  administered  cautiously  to  penicillin 

SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrheal  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  Irarely.  Stevens- Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever]  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely, .reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosmophilia.  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• false-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly).  imoenj 

Additional  information  available  from  pv  2351  amp 

Eh  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988,  ELI  LILLY  AND  COMPANY  CR-5012-B-849345 
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The  challenge  of  change 


During  my  professional  career,  I have  seen  changes  in  the 
patterns  of  practice,  health  care  delivery,  and  financing, 
along  with  inconceivable  dramatic  advances  in  diagnostic 
and  therapeutic  modalities.  The  practice  of  medicine  has 
changed  from  predominantly  solo  practitioners  delivering 
most  of  the  medical  care  in  the  patient’s  home  to  single 
and  multispecialty  groups  rendering  care  primarily  in  hos- 
pitals, private  offices,  and  clinics. 

At  one  time  the  payment  for  health  care  was  made  di- 
rectly by  the  recipients  of  the  care  or  their  families.  To- 
day, with  government  sponsored  programs,  employee 
fringe  benefits,  and  private  insurance,  the  vast  majority  of 
health  care  is  paid  for  indirectly  through  some  third  party 
mechanism. 

Early  in  the  20th  century,  a physician’s  armamentar- 
ium consisted  of  care,  compassion,  concern,  and  limited 
diagnostic  and  therapeutic  tools.  Now,  antibiotics,  che- 
motherapy, respirators,  CAT  scanning,  magnetic  reso- 
nance imaging,  cardiac  catheterization,  implantable  pace- 
makers and  defibrillators,  open  heart  surgery,  organ  trans- 
plants, and  more  are  everyday  elements  of  our  practice.  It  is 
common  to  discuss  research  projects  relating  to  artificial 
hearts,  genetic  manipulations,  in  vitro  gestation,  etc. 

Yet,  to  date,  many  old  and  new  problems  remain  un- 
solved, such  as  cancer,  AIDS,  major  trauma,  burns.  We 
can  approach  the  present  and  future  unsolved  problems 
with  the  confidence  that  anything  imaginable  can  be  con- 
quered if  research  is  not  discouraged,  restricted,  or  sty- 
mied by  extra-professional  forces. 

The  changes  in  medical  technology  and  the  methods  of 
health  care  delivery  in  the  past  several  decades  have  accel- 
erated from  a normal  evolutionary  to  a rapid  revolution- 
ary pace.  High  costs,  the  responsibility  for  payment  of 
these  costs,  the  role  of  government  in  health  care  policy, 
the  extent  of  legislative  and  regulatory  controls,  the  ef- 
fects of  increasing  professional  liability  costs  in  a highly 
litigious  society,  and  mounting  bioethical  considerations 
are  but  a few  of  the  issues  we  will  have  to  address  as  these 
changes  carry  us  into  the  21st  century. 

What  will  the  role  of  the  physician  be  in  directing  the 


changes  and  what  will  his  or  her  role  be  in  the  new  health 
care  system?  How  will  this  affect  pre-  and  postgraduate 
education  in  forming  the  foundation  for  a physician’s  pro- 
fessional career?  We  must  ask  ourselves  these  critical 
questions  in  developing  answers  geared  toward  the  preser- 
vation of  the  basic  fundamentals  for  maintaining  an  ac- 
cessible, affordable,  quality  health  care  system  which 
presently  is  in  a turmoil  of  confusion. 

Health  care  costs  are  escalating  because  of  new,  expen- 
sive technology  and  improved  longevity.  The  fastest  grow- 
ing age  group  in  our  population  by  percentage  is  over  age 
85,  and  costs  are  subject  to  inflationary  increases. 

Under  the  third  party  mechanism  of  payment,  those  re- 
sponsible for  paying  the  bills  are  finding  they  have  com- 
mitted themselves  to  purchasing  more  health  care  than 
they  can  afford  or  desire  to  pay  for.  As  a result,  in  futile 
efforts  to  reduce  costs,  various  means  of  cost  containment 
have  been  instituted.  These  range  from  price  freezes,  re- 
duced reimbursement,  withheld  reimbursement,  and  de- 
layed payments  and  now  are  extending  beyond  reimburse- 
ment into  dictating  the  extent  and  mode  of  permissible 
practice.  The  latest  government  consideration  is  a cap  on 
health  care  expenditures. 

This  policy  of  over-regulation  and  under-reimburse- 
ment can  only  lead  to  increased  rationing  of  resources  for 
care,  research,  and  educational  assistance.  Under  the  di- 
agnosis related  groups  system  of  reimbursement  for  hospi- 
tals, 177  hospitals  in  this  country  closed  in  1987  due  to 
fiscal  insolvency.  Prestigious  nursing  schools  are  closing 
because  of  a diminished  applicant  pool.  This  country  is 
facing  a shortage  of  nurses  approaching  crisis  proportions. 
Some  medical  schools  have  lowered  their  class  size  to 
maintain  admission  standards  due  to  a decreased  appli- 
cant pool.  Others  have  been  forced  to  lower  their  admis- 
sion standards  to  maintain  enrollment. 

Government  policy  must  change  to  allow  health  care 
careers  to  again  become  attractive  and  competitive  with 
other  career  opportunities.  Otherwise,  in  the  not-too-dis- 
tant  future,  we  may  face  a catastrophic  personnel  short- 
age drastically  affecting  the  ability  to  deliver  adequate 
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quality  health  care. 

Educational  standards  were  set  in  the  early  1900s  after 
the  Flexner  Report1  and  training  and  practice  require- 
ments are  outlined  by  the  specialty  boards.  The  setting 
and  evaluation  of  standards  of  quality  have  always  been 
established  and  managed  within  the  profession  as  the  need 
developed  and  this  should  continue. 

As  physicians,  we  must  preserve  our  freedom  to  exer- 
cise our  clinical  judgment.  In  the  wake  of  economically 
motivated  bureaucratic  rules  and  regulations,  the  delivery 
of  quality  health  care  must  not  succumb  to  financial  con- 
straints. 

We  cannot  allow  transient  elected  and  appointed  offi- 
cials to  scar  the  health  care  system  and  destroy  quality 
care  for  many  generations  to  come,  long  after  they  are 
gone,  by  ill-conceived,  even  if  well-intended,  efforts  to  bal- 
ance budgetary  blunders  on  the  back  of  the  medical  pro- 
fession. These  officials  allow  shortsighted  vision  to  replace 
careful  long  range  planning  when  seeking  a quick  fix  to 
control  escalating  costs,  too  often  at  the  expense  of  access 
and  quality.  Public  officials  need  to  carefully  address  the 
many  factors  generating  high  costs.  They  can  no  longer 
hide  this  shortsightedness  behind  a facade  of  cliches,  such 
as  quality  control. 

There  is  a constant  concern  that  a professional  interface 
with  a patient  could  become  a future  adversarial  relation- 
ship in  a liability  lawsuit.  This  forces  the  physician  into  a 
position  of  having  to  order  tests  and  perform  services  de- 
fensively to  establish  an  objective,  well-documented  re- 
cord, which  add  greatly  to  the  cost  of  care.  We  can  no 
longer  tolerate  and  the  patient  can  no  longer  afford  these 
extraneous  manipulations  of  our  clinical  decisions  and 
practices.  The  bonds  of  trust  between  the  doctor  and  the 
patient  must  be  preserved. 

The  professional  liability  problems  plaguing  us  must  be 
resolved.  The  solution  requires  revamping  an  antiquated 
and  inadequate  tort  system;  which  at  present  does  little 
more  than  facilitate  astronomical  jury  awards  more  re- 
flective of  a legal  lottery  than  a just  system  of  compensa- 
tion. A mechanism  for  adjudicating  legitimate  complaints 
of  liability  in  a fair,  equitable,  and  timely  manner  for  all 
concerned  must  be  instituted. 

As  physicians,  we  should  become  more  knowledgeable 
about  medical  care  costs,  and  limit  orders,  services,  and 
procedures  to  those  absolutely  necessary,  demonstrating 
that  the  profession  can  manage  a cost  effective  system 
rather  than  be  forced  to  ration  resources  in  a cost  contain- 
ment system.  We  are  the  patients’  advocates,  always  have 
been,  and  must  always  remain  so. 

Today  the  national  annual  health  care  expenditure  ex- 
ceeds $465  billion.  This  encourages  ambitious  local  and 
national  entrepreneurs  to  pursue  huge  profits  by  insuring 
low  risk  groups  and  limiting  services.  This  leaves  the  tasks 
of  caring  for  the  elderly,  the  poor,  the  high  risk  groups, 
and  the  chronic  and  catastrophically  ill  to  others. 

The  health  care  dollars  wastefully  expended  by  over- 
regulation and  excessive  administrative  costs  and 
skimmed  by  fast  buck  profiteers  must  be  redirected  to  the 
delivery  of  quality  health  care  to  those  in  need  of  it. 
Health  care  policy  and  practices  cannot  be  decided  in  cor- 
porate boardrooms  and  courtrooms. 

Medicine  must  remain  a noble  profession  dedicated  to 


maintaining  availability,  accessibility,  and  affordability 
of  quality  health  care  for  all;  dedicated  to  continued  re- 
search seeking  preventive  and  curative  solutions  to  the 
many  unanswered  problems  facing  us  now  and  in  the  fu- 
ture; and  dedicated  to  passing  our  knowledge  and  experi- 
ence on  to  younger  physicians  through  adequate  under- 
graduate and  graduate  teaching  programs. 

Preservation  of  these  principles  to  which  we  are  dedi- 
cated requires  putting  aside  our  personal  vested  interests 
and  looking  at  the  larger  picture.  We  cannot  lose  sight  of 
the  forest  for  the  trees.  We  must  stop  interspecialty,  inter- 
society, and  regional  bickerings  and  unify  our  efforts  to- 
ward the  achievement  and  preservation  of  our  dedicated 
goals.  As  President  Abraham  Lincoln  stated,  quoting  the 
Bible,  “A  house  divided  against  itself  cannot  stand. ”2(p635) 
We  must  look  to  the  future  and  continue  in  the  leadership 
role  of  setting  the  agenda  for  this  nation’s  health  care  sys- 
tem. We  must  preserve  the  recognition,  respect,  and  pub- 
lic trust  of  medicine  as  a profession.  In  his  wisdom,  Sir 
Winston  Churchill2(P921)  aptly  stated  before  the  House  of 
Commons:  “If  we  open  a quarrel  between  the  past  and  the 
present,  we  shall  find  that  we  have  lost  the  future.” 

Health  care  planners  are  stripping  us  of  our  recognition 
as  physicians.  They  would  lump  us  into  a broad  category 
of  health  care  providers  rather  than  deal  with  us  as  an 
independent  profession.  They  would  further  subdivide  and 
fragment  the  delivery  of  health  care  into  the  hands  of 
many  who  are  granted  qualifications  and  credentialed  by 
legislative  fiat  rather  than  by  education  and  training.  The 
ultimate  responsibility  for  patient  care  must  remain  in  the 
hands  of  qualified  physicians. 

There  are  some  within  our  system  who  are  motivated  to 
exploit  it  for  personal  gain  at  the  expense  of  others  and  of 
the  whole  profession.  There  are  a few  among  us  practicing 
in  a manner  that  falls  below  acceptable  standards.  We 
must  more  diligently  encourage  them  to  mend  their  ways 
or  eliminate  them  from  our  ranks.  The  media  exploit  these 
anecdotal  instances,  portraying  them  as  the  usual  physi- 
cian performance  tainting  the  entire  profession.  Medicine 
will  survive  as  a respected  and  trusted  profession,  but  only 
if  we  put  our  concerted  efforts  toward  preserving  it.  Physi- 
cians and  future  physicians  must  become  acquainted  with 
the  socioeconomic  issues  that  are  threatening  their  future 
and  professional  freedom.  They  are  all  involved  because 
whatever  evolves  will  affect  all  of  them.  It  is  far  better  to 
be  actively  and  prospectively  involved,  having  input  in  di- 
recting the  changes  and  future  course,  than  to  stand  by 
passively  and  retrospectively  complain  about  undesirable 
changes  after  the  fact,  when  it  is  too  late. 

Today,  there  is  confusion  about  which  direction  health 
care  delivery  will  take  and  what  the  role  of  physicians  will 
be.  We  must  not  regard  these  challenges  as  a dark  cloud  of 
gloom  but  rather  as  the  sunshine  of  opportunity  for  us  to 
take  the  lead  in  setting  the  new  direction  and  formulating 
the  new  ground  rules.  We  must  seize  this  opportunity  to 
set  the  course.  We  have  been  blessed  with  tremendous  ad- 
vances in  knowledge  and  technology,  giving  us  the  ability 
to  deal  with  illness  as  never  before  imagined.  This  can  sup- 
plement but  can  never  replace  care,  compassion,  and  con- 
cern. 

There  are  still  many  unanswered  questions  and  un- 
solved problems.  We  have  the  best  health  care  system  in 
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the  world.  We  physicians  have  the  responsibility  of  im- 
proving our  excellent  health  care  system.  We  cannot  rest 
on  our  laurels.  Adversity  and  setbacks  cannot  discourage 
us,  but  should  only  rekindle  our  energies  to  act  for  success 
in  fulfilling  this  responsibility.  We  must  meet  these  chal- 
lenges and  move  forward.  As  Babe  Ruth  said  when  being 
congratulated  on  his  great  record,  “Yesterday’s  home 
runs  won’t  win  today’s  ballgame.” 


SAMUEL  M.  GELFAND,  MD 
Past-President 
Medical  Society  of  the  State  of  New  York 
Lake  Success,  NY  1 1042 

1 . Flexner  A:  Medical  Education  in  the  United  Slates  and  Canada.  A Report 
to  the  Carnegie  Foundation  for  the  Advancement  of  Teaching.  New  York,  Carne- 
gie Foundation  for  the  Advancement  of  Teaching,  1910. 

2.  Bartlett  J:  Bartlett's  Familiar  Quotations,  ed  14.  Boston,  Little,  Brown  & 
Co,  1968. 


Reflections  on  the  New  York  do-not-resuscitate  law 


For  perhaps  more  years  than  I originally  intended,  I have 
taken  care  of  children  with  chronic  and  often  terminal 
conditions.  I have  sought  to  provide  care  that  is  compas- 
sionate, sensitive,  and  technically  appropriate,  striving  to 
offer  patients  and  their  families  some  sense  of  control  and 
determination  in  their  lives  and  at  the  time  of  death.  Well 
intended  legislation  and  regulation  have,  in  the  past  few 
years,  made  care  which  I believe  is  morally  right,  difficult 
if  not  impossible.  While  we  in  medicine  acknowledge  that 
reasonable  regulation  and  oversight  are  necessary  and 
even  desirable,  these  legislative  and  regulatory  intrusions 
have  done  irreparable  harm  to  my  relationships  with  fam- 
ilies and  patients,  and  have  seriously  impaired  my  efforts 
to  help  children  with  terminal  illness  experience  life  with 
meaning  and  death  with  dignity,  unalone  and  unafraid. 

Diagnosis  related  groups,  prior  approval  requirements, 
Medicaid  regulations,  prepaid  health  plans,  as  well  as  a 
host  of  other  circumstances  and  regulations,  all  imple- 
mented with  good  intent,  have  eroded  the  humane  consid- 
erations involved  in  care  of  the  chronically  ill.  Each  of 
these  deserves  its  own  discussion.  However,  the  dilemma 
has  been  brought  into  sharp  focus  with  the  implementa- 
tion of  the  New  York  State  do  not  resuscitate  (DNR)  law. 
While  I applaud  its  attention  to  the  necessity  for  docu- 
mentation and  its  efforts  to  protect  patients  from  arbi- 
trary and  unreasonable  decisions,  I believe  its  inflexibility 
may  accomplish  the  opposite  of  its  intent. 

I am  now  required,  by  written  or  verbal  consent,  ob- 
tained in  front  of  witnesses,  to  reflect  my  patients’  wishes 
regarding  resuscitation.  This  is  not  new.  Most  of  us  have 
been  doing  this  for  years.  I must  in  effect  ask  the  patient 
and  family  for  an  unequivocal  acknowledgment  of  the  fi- 
nality of  terminal  illness.  This  is  difficult,  but  reasonable 
when  the  impending  death  is  imminent,  but  often  it  is  not. 
I must  now  also  reaffirm  these  wishes  every  three  days 
presumably  with  the  patient’s  continued  consent,  and  I 
must  repeat  this  process  at  every  admission,  even  with  a 
patient  who  for  the  last  ten  years  has  told  me  “when  it 
comes  time,  Doc,  I don’t  want  any  machines,”  and  who 
during  that  time  has  had  dozens  of  admissions.  I have  been 
told  by  different  sources  that  the  “every  three  days”  provi- 
sion is  both  a reaffirmation  of  the  appropriateness  of  the 
DNR  order  which  does  not  require  renewed  consent,  and  a 
means  of  guaranteeing  the  opportunity  for  patients  and 


families  to  reconsider  their  decision.  I’m  confused.  Surely 
I would  be  irresponsible  if  I were  to  renew  an  order  with 
such  profound  implications  without  consulting  my  pa- 
tient. At  the  same  time,  it  would  be  tragic  if  a patient  with 
a valid  DNR  order  in  place  were  denied  the  full  applica- 
tion of  life  saving  measures  when  he  or  she  choked  on  a 
piece  of  steak  at  dinnertime,  the  event  unrelated  to  the 
illness  which  prompted  the  DNR  order.  Patients  and  fam- 
ilies should  have  the  opportunity  to  reconsider  and  the  re- 
cords should  reflect  the  continued  appropriateness  of 
DNR  orders.  However,  circumstances  should  dictate  the 
interval  and  nature  of  those  deliberations,  not  an  arbitrary 
legal  standard. 

The  new  law  also  makes  passive  consent  a thing  of  the 
past.  I can  no  longer  say,  “Mrs  Jones,  your  son  has  lived  as 
long  as  he  can;  if  you  have  no  objections,  I’m  going  to  stop 
now.”  I must  add  to  Mrs  Jones’  agony,  by  making  her  an 
active  instrument  of  her  child’s  death.  Some  could  say 
that  such  passive  consent  is  risky  and  may  lead  to  later 
reconsideration  with  the  inherent  risks  of  litigation  and 
even  prosecution.  I have  unwittingly  taken  these  risks  be- 
cause I believed  that  for  some  patients  and  families  it  was 
most  humane.  Apparently  I was  wrong.  It  has  been  sug- 
gested that  if  active  consent  adds  anguish,  it  is  more  than 
offset  by  release  from  the  ambiguity  of  passive  consent.  I 
would  suggest  that  uncertainty  and  doubt  always  accom- 
pany such  decisions.  To  a sensitive  and  compassionate 
caregiver,  feelings  and  wishes  are  rarely  ambiguous, 
whether  or  not  they  are  documented  in  some  arbitrarily 
required  manner  or  interval.  Such  compliance  does  at 
least  in  part  provide  freedom  from  liability.  I am  told  that 
the  law  is  needed  to  protect  patients,  physicians,  and  hos- 
pitals. From  each  other?  How  unfortunate. 

What  should  I do  when,  in  the  middle  of  my  discussion, 
the  25-year-old  patient  says,  “I  really  don’t  want  to  hear 
all  of  this.  I trust  you,  Doc.  When  it’s  time,  do  what  you 
think  is  best.”  Or  the  mother  who,  with  tears  staining  the 
consent  form,  says,  “I  know  you’re  right,  but  I can’t  say 
yes  to  my  own  child’s  death.  Please  help  me!” 

I recently  refused  to  use  the  proper  forms  in  ordering 
DNR  for  a 19-year-old  patient.  My  reasons  included  the 
fact  that  the  subject  has  been  one  of  discussion  between  us 
for  years,  and  I was  well  aware  of  the  young  man’s  wishes. 
I also  believed  that  the  choice  of  agendas  for  our  discus- 
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sions  at  this  most  difficult  and  final  time  should  be  his,  not 
mine,  nor  the  hospital’s,  nor  the  State  of  New  York’s.  As  it 
happened,  he  chose  to  talk  about  not  his  death,  but  rather 
things  of  life,  including  the  New  York  Yankees  and  the 
shapeliness  of  his  current  student  nurse.  Were  I to  comply 
with  the  letter  of  the  law,  I would  have  had  to  put  aside 
these  moments  of  humor  and  hope,  to  be  sure  that  the 
witnessed  DNR  order  was  in  place,  and  every  three  days 
to  remind  him  and  myself  of  his  hopelessness.  Must  I ex- 
tinguish those  weakly  flickering  flames  of  hope  by  such  a 
constant  reminder  of  mortality  for  the  promise  of  freedom 
from  the  risk  of  liability  and  prosecution?  Apparently  so. 

I agree  that  charts  should  accurately  reflect  the  wishes 
of  families  and  patients  regarding  resuscitation  and 
should  demonstrate  that  orders  not  to  resuscitate  are  peri- 
odically reconsidered,  and  are  not  written  out  of  ignorance 
or  bias  with  regard  to  age,  ethnicity,  or  handicap.  I do  not 
believe  that  the  new  law  will,  however,  guarantee  any  of 
these  things,  but  rather  will  accomplish  two  important 
things.  First,  physicians  unfamiliar  or  infrequently  in- 
volved with  DNR  cases  will  be  reluctant  to  write  such  or- 
ders; and  second,  it  will  lead  to  increased  numbers  of 
“sham”  resuscitations  where  we  “walk,  not  run,”  to  the 
code  and  “squirt  the  meds  into  the  pillow.”  How  sad.  It  is 
to  avoid  these  things  that  the  law  was  written,  but  I believe 
that  its  rigidity  and  cumbersome  nature  will  lead  to  the 
opposite  of  its  intended  effect. 

After  I wrote  the  DNR  order  on  the  19-year-old  man,  I 
returned  later  to  find  his  chart  adorned  with  a blue  star, 
apparently  indicating  his  “no-code”  status.  I am  told  that 
most  hospitals  have  something  akin  to  a blue  star.  It  stood 
out  among  a rack  of  unstarred  charts  of  other  adolescent 
patients.  I asked  that  it  be  removed  because  I felt  that  it 
was  a stigmatizing  and  powerful  symbol,  which  would  sig- 
nificantly alter  interactions  with  my  patient.  My  other  pa- 
tients on  the  unit  knew  exactly  what  a blue  star  meant.  I 
was  told  that  the  star  was  necessary  so  that  other  hospital 
personnel  unfamiliar  with  the  patient  would  not  initiate 
resuscitation.  I then  asked  a number  of  hospital  employees 
what  a blue  star  meant.  Most  had  no  idea.  I then  asked 
some  staff  members  familiar  with  the  patient  whether  or 
not  they  would  feel  compelled  to  initiate  resuscitation  if  I 
did  not  “properly”  write  the  DNR  order.  Most  felt  that 


they  would  need  to  do  something,  but  not  very  aggressive- 
ly or  seriously.  What,  then,  is  the  point?  Thank  goodness 
the  choice  of  stars  wasn’t  yellow.  Perhaps  a skull  and 
crossed  bones  would  be  more  effective. 

When  I haltingly  ask  the  question,  “Do  we  need  a law  at 
all?”  the  usual  response  is  a litany  of  anecdotal  misuses  of 
DNR  orders  and  a perceived  need  to  protect  the  physician 
and  the  hospital  from  liability  and  prosecution.  I reluc- 
tantly acknowledge  that  there  is  a need.  I believe,  howev- 
er, that  the  law  as  written  is  insensitive  and  inflexible  and 
will  in  the  final  analysis  be  a disservice  to  dying  patients. 

I have  not  chosen  to  discuss  the  sections  of  the  law  relat- 
ing to  surrogate  decision  making  and  the  process  of  arbi- 
tration when  disagreements  occur.  These  are  problems  in 
themselves. 

In  summary,  despite  having  its  origins  in  the  delibera- 
tions of  moral  people,  I do  not  believe  the  law  as  written 
will  assure  that  DNR  decisions  will  be  made  morally  or 
with  sensitivity,  nor  will  it  protect  against  later  reconsid- 
erations with  the  inherent  risk  of  legal  action.  I am  not 
convinced  that  it  is  reasonable  or  necessary  to  require  doc- 
umentation beyond  a physician’s  note,  a written  order  for 
non-resuscitation,  and  demonstration  of  periodic  reaffir- 
mation. While  I believe  that  the  subject  should  be  dis- 
cussed intensely  in  a variety  of  public  forums,  I also  be- 
lieve that  the  relationship  between  a dying  patient  and  his 
or  her  caregivers  is  as  intimate  as  any  human  relationship 
can  be  and  deserves  freedom  from  unreasonable  regula- 
tory intrusion  and  governmental  scrutiny. 

I am  aware  that  many,  including  a number  of  my  col- 
leagues, will  not  agree  with  this  point  of  view.  I hope  the 
dialogue  will  lead  to  a more  reasonable  consideration  of 
this  subject.  The  efforts  of  the  New  York  State  Task 
Force  on  Life  and  the  Law  are  laudable  and  courageous.  I 
must,  however,  raise  my  voice  in  protest  against  this  par- 
ticular legislation  as  written  and  request  thoughtful  re- 
consideration of  this  law. 

PHILLIP  T.  SWENDER,  MD 
Associate  Professor 
Department  of  Pediatrics 
State  University  of  New  York 
Health  Science  Center  at  Syracuse 
Syracuse,  NY  13210 


Typhlitis 


Typhlitis,  also  known  as  neutropenic  enterocolitis  or  the 
ileocecal  syndrome,  is  a well  described  entity  of  bowel  ne- 
crosis that  can  complicate  the  treatment  of  hematologic 
malignancies  and  can  arise  spontaneously  in  certain  he- 
matologic disorders.1  In  several  large  autopsy  series  of  pa- 
tients with  leukemia,  the  incidence  of  this  syndrome  has 
ranged  from  10%  to  46%. 2-5  Cases  have  also  been  reported 
in  association  with  lymphomas,  multiple  myeloma,  aplas- 
tic anemia,  and  cyclic  neutropenia.  The  report  by  Sra  and 


Owens6  in  this  issue  of  the  Journal  is  notable  for  being  the 
first  reported  case  of  cecal  necrosis  in  a patient  with  the 
myelodysplastic  syndrome  classification  of  refractory 
anemia  with  excess  blasts. 

The  pathologic  process  in  typhlitis  is  generally  limited 
to  the  terminal  ileum,  cecum,  vermiform  appendix,  and 
ascending  colon,  hence  the  terminology  “ileocecal”  syn- 
drome. Specific  histopathologic  findings  consist  of  bowel 
wall  necrosis — more  often  mucosal  and  submucosal  than 
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full  thickness — that  is  associated  with  bacterial  or  fungal 
invasion  as  well  as  ulceration  and  intramural  hemorrhage 
and  edema.  There  is  a conspicuous  absence  of  mesenteric 
vascular  occlusion  and  only  occasional  neoplastic  infiltra- 
tions in  these  lesions.3  This  suggests  that  neither  ischemia 
nor  necrosis  of  neoplastic  infiltrates  plays  a major  role  in 
the  disease  process.  While  the  pathogenesis  of  neutropenic 
enterocolitis  is  not  clear,  there  are  a few  common  denomi- 
nators. All  the  patients  are  neutropenic  and  most  are 
thrombocytopenic.  They  usually  have  undergone  recent 
therapy  with  both  antineoplastic  agents  and  broad  spec- 
trum antibiotics. 

Granulocytopenia  represents  a deficit  of  an  important 
internal  host  defense  against  infection.  This  can  be  the 
result  of  either  marrow  infiltration,  aplasia,  or  myelo- 
suppression  induced  by  chemotherapy.  Thrombocytope- 
nia caused  by  similar  factors  predisposes  to  intramural 
hemorrhage.  Antineoplastic  agents  can  alter  the  normal 
repair  process  of  bowel  mucosa  predisposing  to  local  ul- 
ceration. Systemic  antimicrobial  therapy  alters  the  bowel 
flora,  which  may  contribute  to  bowel  wall  invasion  by  non- 
pathogenic  or  saprophytic  organisms.  In  a recent  review  of 
the  literature,  the  development  of  neutropenic  enterocoli- 
tis could  not  be  attributed  to  any  specific  regimen  of  che- 
motherapy. Nevertheless,  the  use  of  6-mercaptopurine, 
vincristine,  cytosine  arabinoside,  and  steroids  was  com- 
mon.1 Similarly,  while  there  was  no  association  with  a spe- 
cific microorganism,  Clostridia,  Pseudomonas,  Escheri- 
chia coli,  and  Candida  frequently  were  found  in  the  bowel 
wall  lesions  and/or  blood  cultures  of  these  patients.1  In 
most  of  the  reported  cases,  this  condition  has  occurred  as  a 
complication  of  the  treatment  of  hematologic  malignan- 
cies; however,  it  has  been  well  documented  that  this  condi- 
tion can  arise  spontaneously  in  aplastic  anemia4  7-8  and 
cyclic  neutropenia.9-11  Cases  have  also  been  reported  in 
patients  who  are  neutropenic  from  other  causes.12-13  Neu- 
tropenia appears  to  be  the  sine  qua  non  of  this  syndrome. 

Unfortunately,  most  cases  of  neutropenic  enterocolitis 
have  been  diagnosed  post  mortem.  Because  the  symptoms 
are  often  relatively  nonspecific,  the  diagnosis  is  frequently 
missed.  Symptoms  initially  consist  of  nausea,  vomiting, 
abdominal  discomfort,  and  diarrhea,  sometimes  bloody 
diarrhea.  A high  temperature  is  seen,  usually  in  the  range 
of  102°-104°F.  Most  patients  eventually  develop  abdom- 
inal pain  that  localizes  in  the  right  lower  quadrant.  When 
the  syndrome  is  recognized,  aggressive  surgical  manage- 
ment has  proved  to  be  very  successful  among  those  pa- 
tients in  which  the  neutropenia  ultimately  resolves.  With 
persistent  neutropenia,  the  syndrome  tends  to  be  fatal  de- 
spite appropriate  surgical  intervention.  In  a review  of  pa- 
tients with  typhlitis  undergoing  right  hemicolectomy  or 
total  abdominal  colectomy,  there  were  16  long  term  survi- 
vors and  six  fatalities.  All  survivors  had  return  of  normal 
levels  of  circulating  neutrophils;  the  nonsurvivors  did  not.1 
Hence,  the  prognosis  depends  on  the  recognition  of  the 
condition,  appropriate  surgical  intervention,  and  the 
prompt  return  of  normal  levels  of  circulating  neutro- 
phils.14 


An  interesting  feature  of  the  case  report  by  Sra  and 
Owens6  is  the  fact  that  the  patient’s  absolute  neutrophil 
count  was  900  at  its  lowest  point,  which  does  not  repre- 
sent severe  neutropenia.  The  authors  suggest  that  this 
lack  of  neutropenia  raises  some  questions  about  the  pro- 
posed pathophysiology  of  typhlitis.  An  alternative  expla- 
nation might  be  based  on  the  qualitative  rather  than 
quantitative  abnormalities  of  granulocytes  that  have 
been  documented  in  the  myelodysplastic  syndromes.  The 
qualitative  abnormalities  of  these  cell  lines  are  believed 
to  result  from  ineffective  hematopoiesis.  Morphologic 
abnormalities  in  granulocytes  can  be  seen  in  the  periph- 
eral blood  as  well  as  in  the  bone  marrow,  and  include 
cytoplasmic  abnormalities  as  well  as  abnormalities  in  nu- 
clear segmentation.15 

Another  consideration  is  that  the  absence  of  severe  neu- 
tropenia raises  some  questions  about  the  diagnosis  of 
typhlitis  in  this  case.  While  the  patient  demonstrated  a 
clinical  course  very  similar  to  many  other  reported  cases 
of  typhlitis,  there  are,  of  course,  other  entities  such  as  ap- 
pendicitis, Ogilvie  syndrome,  ischemic  colitis,  and  pseudo- 
membranous enterocolitis  that  can  cause  bowel  necrosis 
with  perforation  and  abscess  formation  in  patients  with 
hematologic  malignancies.16  Although  in  this  case  there 
apparently  was  no  clinical  evidence  to  support  any  of  these 
other  diagnostic  possibilities,  a postmortem  examination 
would  have  been  of  interest. 

JAMES  M.  KUNKEL,  MD 
Assistant  Professor 
Department  of  Surgery 
The  University  of  New  Mexico 
School  of  Medicine 
Albuquerque,  NM  87131 
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Hospital  costs,  resource  characteristics,  and  the  dynamics  of 
death  for  patients  with  a primary  diagnosis  of  congestive 

heart  failure 
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ABSTRACT.  Although  substantial  changes  have  been  rec- 
ommended In  the  diagnosis  related  group  (DRG)  prospective 
hospital  payment  system  related  to  very  expensive  care  for 
some  patients,  no  major  change  In  payment  for  these  pa- 
tients has  been  Implemented  by  the  US  Congress.  Both  the 
Health  Care  Financing  Administration  and  the  Prospective 
Payment  Assessment  Commission  continue  to  study  issues 
related  to  DRG  stratification  along  the  lines  of  severity  of 
Illness,  outcome  (lived  or  died),  or  complications  and/or  co- 
morbidities. We  analyzed  hospital  resource  consumption  for 
599  patients  with  a primary  diagnosis  of  congestive  heart 
failure  (CHF)  by  outcome  (ie,  survivors  vs  mortalities).  The 
68  mortalities  had  a much  greater  intensity  of  hospital  re- 
source utilization,  and  a substantial  financial  risk  under  DRG 
pricing  schemes,  compared  to  the  531  survivors.  Only  morta- 
lities within  one  week  of  admission  to  the  hospital  were  prof- 
itable under  DRGs.  A long  hospital  length  of  stay  (LOS)  for 
mortalities  was  very  unprofitable  (mortalities  with  a greater 
than  60-day  LOS  generated  a $42,028  loss  per  patient). 
Emergency  patients  who  died  tended  to  have  a shorter  hospi- 
tal LOS  and  less  financial  risk  under  DRGs,  compared  to  pa- 
tients who  died  who  were  not  admitted  as  emergencies. 

These  data  suggest  significant  inequities  in  the  DRG  pro- 
spective payment  system  vis-a-vis  CHF  mortality.  Variables 
predictive  of  greater  hospital  resource  utilization  for  mortali- 
ties included  longer  hospital  lengths  of  stay  and  urgent  ad- 
mission. Health  policy  leaders  should  be  encouraged  to  fur- 
ther stratify  DRG  hospital  resource  consumption  for 
appropriate  variance  In  hospital  costs. 

(NY  State  J Med  1989;  89:60-63) 

Both  the  Health  Care  Financing  Administration  (HCFA) 
and  the  Prospective  Payment  Assessment  Commission 
(ProPAC)  provide  ongoing  analyses  of  the  federal  Medi- 
care diagnosis  related  group  (DRG)  prospective  hospital 
payment  system.1  The  DRG  prospective  hospital  payment 
system  has  been  criticized  for  inaccurate  resource  predic- 
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tion.2  Supporters  of  the  current  DRG  scheme  claim  that 
any  system  that  groups  ten  million  annual  Medicare  hos- 
pitalizations into  less  than  500  mutually  exclusive  catego- 
ries is  based  on  “average  prediction”  at  best,  and  that  one 
key  component  for  fairness  is  providing  adequate  hospital 
reimbursement  at  the  institutional  level  (ie,  hospital  spe- 
cific). Although  many  issues  regarding  improvement  to 
the  DRG  system  have  been  raised,  recent  federal  regula- 
tions have  proposed  no  major  change  to  the  system.3 

DRGs  are  stratified  according  to  the  principal  diagno- 
sis or  operative  procedure,  the  presence  of  a comorbidity 
(a  condition  present  on  admission  to  the  hospital)  or  com- 
plication (a  condition  that  occurs  after  admission  to  the 
hospital)  and,  occasionally,  by  outcome.  Hospitals 
thought  to  treat  a more  severely  ill  or  expensive  patient, 
such  as  teaching  hospitals  and  public  hospitals,  receive  ad- 
ditional components  to  their  DRG  payment  for  “teaching 
costs”  and  caring  for  indigent  patients.  This  is  known  as 
disproportionate  share  adjustment.4-5 
The  DRG  hospital  payment  system,  as  it  was  conceived, 
contained  no  major  division  along  the  lines  of  outcome, 
making  no  distinction  between  survivors  and  mortalities. 
Currently,  none  of  the  250  surgical  DRGs  are  stratified  by 
outcome;  a few  medical  DRGs  are  stratified  by  outcome, 
however.  There  has  been  evidence  to  suggest  that  morta- 
lities and  patients  with  multiple  complications  and  comor- 
bidities generate  financial  risk  under  DRG  pricing 
schemes.6-7  The  purpose  of  this  study  was  to  analyze  hos- 
pital resource  consumption  for  a large  group  of  mortalities 
with  congestive  heart  failure  by  the  following  factors: 
route  of  admission  (emergency  vs  urgent),  age,  and  hospi- 
tal length  of  stay. 

Patients  and  Methods 

The  Long  Island  Jewish  Medical  Center  (LIJMC)  is  an  805- 
bed  teaching  hospital  in  suburban  New  York  City.  All  adult  pa- 
tients with  congestive  heart  failure  (CHF)  admitted  during  a 
two-year  period  (1/1/85-12/31/86)  were  analyzed  regarding  a 
number  of  resource  characteristics  for  survivors  (those  dis- 
charged alive  from  the  hospital)  and  mortalities  (those  who  died 
in  the  hospital).  Patients  were  audited  who  had  congestive  heart 
failure  as  the  primary  ICD-9-CM  diagnosis  code  as  their  reason 
for  admission  to  the  hospital. 
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Several  parameters  were  measured  for  each  patient:  age  (in 
years);  hospital  length  of  stay  (LOS)  in  days;  mean  total  hospital 
cost;  mean  total  hospital  cost  per  day;  profit  or  loss  under  the 
Medicare  DRG  reimbursement  scheme  and  standard  New  York 
State  DRG  methodology  (LIJMC  is  an  urban  teaching  hospi- 
tal); outliers;  route  of  admission  (emergency,  admitted  through 
the  emergency  room,  vs  non-emergency  or  urgent);  the  number 
of  ICD-9-CM  diagnosis  codes;  the  number  of  ICD-9-CM  proce- 
dure codes;  the  total  number  of  ICD-9-CM  codes  (as  a proxy  for 
severity  of  illness);  and  certain  clinical  variables,  such  as  the 
presence  of  intensive  care  unit  (ICU)  admission  and  the  need  for 
blood  and/or  plasma  products.  Although  the  total  number  of 
ICD-9-CM  codes  is  not  a completely  accurate  method  to  assess 
for  severity  of  illness,  this  measure  was  available  on  our  database, 
(as  opposed  to  other  severity  measures  such  as  the  Horn  Index, 
which  we  did  not  have  available).  A number  of  hospital  charac- 
teristics were  used  in  combination  to  serve  as  proxies  for  severity 
of  illness  for  survivors  vs  mortalities;  these  included  outcome, 
clinical  characteristics  (such  as  route  of  admission,  ICU,  and 
blood  utilization)  and  the  total  number  of  ICD-9-CM  diagnostic 
and  procedure  codes. 

Hospital  cost  per  patient  (as  a proxy)  was  computed  per  pa- 
tient by  hospital  service  area  using  patient-specific  hospital 
charge  data  and  converting  to  costs  using  our  hospital’s  cost  to 
charge  ratio.  Patients  who  died  were  analyzed  in  a number  of 
ways:  survivors  vs  mortalities;  hospital  lengths  of  stay  (1-7  days, 
8-14  days,  15-21  days,  22-30  days,  30-60  days,  and  more  than 
60  days);  source  of  admission  (ER  vs  non-ER);  and  age  (18-24 
years,  25-34,  35-44, 45-54, 55-64, 65-69, 70-74, 75-79, 80-85, 
and  more  than  85  years).  The  Student’s  f-test  and  the  analysis  of 
variance  (ANOVA)  were  used  to  test  statistical  differences  be- 
tween groups  of  patients. 

Results 

The  68  mortalities  had  a higher  mean  age  compared  to  the  531 
survivors  (Table  I).  Mortalities  had  a 0.6%  lesser  mean  DRG  weight 
index,  but  they  had  a 50.9%  greater  hospital  length  of  stay  and  a 
27.1%  greater  number  of  diagnoses,  a 162.2%  greater  number  of 
procedures,  and  a 48.8%  greater  severity  of  illness,  compared  to  sur- 
vivors. Mean  total  hospital  cost  per  patient  was  105.1%  greater  for 
mortalities  compared  to  survivors;  hospital  cost  per  day  was  55.3% 
greater.  Mortalities  generated  an  $8,078  loss  per  patient  under 
DRG  payment,  compared  to  a $398  loss  per  patient  for  survivors. 
ICU  utilization  and  blood  requirements  were  much  higher  for  mor- 
talities compared  to  survivors.  The  greatest  number  of  deaths  oc- 
curred during  the  first  week  of  the  hospital  stay  (Fig  1).  The  mean 
hospital  cost  per  day  for  mortalities  dropped  as  the  hospital  length  of 
stay  increased  (Fig  2). 

TABLE  I.  Resource  Characteristics*  for  Survivors  and 


Nonsurvivors  with  Congestive  Heart  Failure 


Characteristic 

Survivor 
(N  = 531) 

Nonsurvivor 
(N  = 68) 

Age  (yr) 

70.9+ 

73.8 

DRG  weight  index  (mean) 

1 .1656+ 

1.1582 

Hospital  length  of  stay  (days) 

11.0* 

16.6 

No.  diagnoses 

4.21  + 

5.35 

(ICD-9-CM  codes/patient) 

No.  procedures 

0.82+ 

2.15 

Total  severity 

5.04+ 

7.50 

Total  hospital  cost 

$8,002t 

$16,411 

Hospital  cost  per  day 

$780+ 

$1,211 

Mean  profit/loss  (— ) 

— $398+ 

-$6,078 

Emergency  room  admissions 

76.6%+ 

70.6% 

ICU  admissions 

22.2% 

44.1% 

Blood  transfused 

11.3%+ 

30.9% 

* Mean  per  patient. 

t Statistically  significant  difference  from  the  nonsurvivor  group  (p  < 0.0001). 
•Statistically  significant  difference  from  the  nonsurvivor  group  (p  < 0.006). 


FIGURE  1.  Frequency  of  mortality  by  length  of  stay  for  CHF  patients. 


There  were  some  significant  differences  in  resource  characteris- 
tics for  deaths  based  on  the  hospital  length  of  stay  (LOS)  (Table  II). 
Mean  age  and  DRG  weight  index  per  patient  generally  did  not  differ 
significantly  by  hospital  LOS  groups;  however,  total  hospital  cost 
per  patient,  losses  under  DRGs,  and  outliers  increased  as  hospital 
length  of  stay  increased.  The  only  profitable  category  for  mortalities 
included  those  patients  that  died  within  seven  days  of  admission  to 
the  hospital. 

Route  of  admission  (emergency  vs  urgent)  was  usually  predictive 
of  the  rapidity  of  death  and  the  level  of  aggregate  hospital  resource 
consumption  (Table  III).  Patients  admitted  through  the  emergency 
room  (ER)  who  died  tended  to  have  shorter  hospital  lengths  of  stay, 
a similar  number  of  diagnoses,  procedures,  and  severity  of  illness, 
and  similar  hospital  costs  per  day  compared  to  urgent  patients  who 
died.  Financial  risk  was  less  for  emergency  mortalities,  as  measured 
by  total  hospital  costs,  losses  under  DRGs,  and  outliers.  These  data 
suggest  that  emergency  admissions  who  became  mortalities  tended 
to  have  a shorter  hospital  stay,  compared  to  urgent  patients  with 
concomitant  lower  aggregate  hospital  resource  consumption.  The 
percentages  of  ICU  admissions  and  those  requiring  blood  were  simi- 
lar for  emergency  and  urgent  mortalities. 

Resource  characteristics  by  age  are  shown  in  Table  IV.  The  larg- 
est age  group  of  mortalities  was  75-79  years  of  age  (29.7%).  The 
longest  hospital  length  of  stay  per  mortality  was  highest  for  patients 
70-74  years  of  age  (26.3  days).  The  highest  mean  DRG  weight  in- 
dex was  for  mortalities  55-64  years  of  age  (1.6345).  The  mean  total 
hospital  cost  per  mortality  by  age  group  ranged  from  $2,761  to 
$28,600;  the  highest  was  for  mortalities  80-85  years  of  age.  Most 
age  groups  of  mortalities  generated  losses  under  DRG  payment;  the 
greatest  losses  were  for  patients  80-85  years  of  age,  with  an  $ 1 8, 1 64 
loss  per  patient.  The  percent  outliers  ranged  from  0%  to  37.5%. 


FIGURE  2.  Cost  per  day  for  mortalities  by  length  of  stay  for  CHF 
patients. 
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TABLE  II.  Resource  Consumption*  for  Nonsurvivors  (Congestive  Heart  Failure)  by  Hospital  Length  of  Stay  (LOS) 


Hospital 
Length  of  Stay 

(days) 

Age  (years) 

Mean  DRG 
Weight 
Index 

Per  Patient 

Hospital  Mean  Profit/ 

Costs  Loss  (-) 

Outliers 

Total 

ICD-9-CM 

Non-ER 

Admissions 

1-7 

69.0+ 

1.0967+ 

$3,875+ 

$3,327* 

0* 

6.3* 

27.6% 

8-14 

81.3 

1.0300 

$10,875* 

-$4,099* 

0* 

6.8 

27.3% 

15-21 

79.0 

1.1334 

$17,671  + 

-$10,374+ 

0* 

7.6 

33.3% 

22-30 

73.2 

1.6300 

$19,822 

-$13,046 

4.8%* 

10.0* 

20.0% 

30-60 

72.8 

1.7621  + 

$41,425+ 

-$28,544* 

75.0%* 

12.8* 

75.0% 

60+ 

73.9 

1.4029 

$58,154+ 

-$42,028* 

100.0%* 

13.5* 

14.3% 

All  patients 

73.8 

1.1582 

$16,411 

-$8,078 

7.4% 

7.5 

29.4% 

* Mean  per  patient. 

+ Statistically  different  from  the  mean,  p < 0.05. 
1 Statistically  different  from  the  mean,  p < 0.01. 


TABLE  III.  Source  of  Admission  (Emergency  vs  Urgent) 
and  Resource  Consumption*  for  Nonsurvivors  of 
Congestive  Heart  Failure 


Characteristic 

Emergency  Room 
(N  = 48) 

Urgent 
(N  = 220) 

Age  (yr) 

76.2+ 

68.0 

Mean  DRG  weight  index 

1.1141 

1.2638 

Hospital  length  of  stay  (days) 

11.3 

29.5 

No.  diagnoses 

5.44 

5.15 

(ICD-9-CM  codes/patient) 

No.  procedures 

2.08 

2.30 

Total  severity 

7.52 

7.45 

Hospital  cost/patient 

$11,262 

$28,768 

Hospital  cost/day 

$1,277 

$1,053 

Mean  profit/loss  (— ) 

-$3,909 

-$18,083 

Outliers 

2.1% 

20.0% 

ICU  admissions 

47.9% 

35.0% 

Blood  transfused 

31.3% 

30.0% 

* Mean  per  patient. 

+ Statistically  significant  difference  from  the  urgent  group  (p  < 0.001). 


Discussion 

The  federal  DRG  hospital  payment  system  has  been  the 
most  major  change  in  hospital  reimbursement  in  the  last 
20  years.  Analyses  of  the  effects  of  DRGs  during  the  first 
five  years  of  the  payment  system  have  demonstrated  no 


significant  adverse  effects  on  the  American  health  care 
system.1  The  American  hospital  industry  contends,  how- 
ever, that  the  Medicare  program  is  systematically  under- 
paying for  in-hospital  care,  with  serious  deleterious  effects 
on  American  hospitals.8  We  analyzed  hospital  resource 
consumption  for  patients  with  congestive  heart  failure 
who  died  in  the  hospital.  Mortalities  consumed  a dispro- 
portionate share  of  hospital  resources  compared  to  survi- 
vors; mortalities  also  generated  tremendous  financial  risk 
under  DRG  prospective  pricing  schemes.  The  greatest 
number  of  mortalities  occurred  during  the  first  week  in 
the  hospital;  the  mean  hospital  cost  per  day  decreased  as 
length  of  stay  per  patient  increased  for  mortalities.  Only 
mortalities  who  died  within  one  week  of  admission  to  the 
hospital  were  profitable  under  DRGs;  mortalities  with 
long  hospital  lengths  of  stay  generated  a great  deal  of  fi- 
nancial risk  for  the  hospital.  Financially,  patients  with  a 
shorter  length  of  stay  and  whose  mortality  occurred  with- 
in less  than  seven  days  were  more  profitable  to  the  hospital 
under  the  DRG  system. 

Our  group  has  generated  a substantial  number  of  stud- 
ies showing  how  hospital  resource  consumption  differs  by 
the  way  patients  enter  the  hospital  (ie,  route  of  admis- 
sion).9-11 Route  of  admission  (emergency  vs  urgent)  pre- 
dicted certain  resource  characteristics  for  CHF  mortali- 
ties. Emergency  CHF  admissions  who  died  tended  to  have 
a shorter  length  of  stay  in  the  hospital  and  less  financial 


TABLE  IV.  Resource  Consumption*  by  Age  for  Nonsurvivors  (Congestive  Heart  Failure) 


Age  (years) 

Percent 

Admissions 

Hospital 
Length  of  Stay 
(days) 

Mean  DRG 
Weight  Index* 

Mean  Total 
Hospital  Cost 

Mean  Profit/ 

Loss  (— ) 

Outliers  (%) 

ER  Admissions  (%) 

18-24 

25-34 

1.6 

1.0 

1.0300* 

$2,761 

$4,015 

0.0 

100.0 

35-44 

45-54 

4.7 

7.3 

1.0300 

$3,555 

$3,220 

0.0 

100.0 

55-64 

7.8 

19.8 

1.6345+ 

$19,175 

-$9,350 

0.0 

80.0 

65-69 

10.9 

9.9 

1.0300 

$7,658 

-$883 

0.0 

42.9 

70-74 

12.5 

26.3 

1.0418* 

$18,356 

-$9,906 

37.5+ 

50.0 

75-79 

15.6 

10.5 

1.1634 

$11,021 

-$3,573 

0.0 

90.0 

80-85 

29.7 

25.7 

1.2444 

$28,600 

-$18,164 

10.5 

63.2 

85  + 

20.3 

9.9 

1.0445 

$10,734 

-$3,886 

0.0 

92.3+ 

All  Patients 

100.0 

16.8 

1.1601 

$16,559 

-$8,202 

7.4 

71.6 

* Mean  per  patient. 

t Statistically  different  from  the  mean,  p < 0.01. 
1 Statistically  different  from  the  mean,  p < 0.05. 
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risk  compared  to  urgent  mortalities.  Urgent  CHF  morta- 
lities generated  substantially  more  financial  risk  under 
DRGs  compared  to  emergency  mortalities.  There  did  not 
appear  to  be  significant  differences  in  resource  consump- 
tion by  the  age  of  the  CHF  mortality.  Our  study  outlined 
characteristics  for  mortalities  with  CHF  using  the  frame- 
work of  the  DRG  classification  scheme.  Previous  study  by 
our  group  and  others  has  suggested  that  mortalities  would 
generate  financial  risk  under  DRGs,  and  that  some  modi- 
fication of  the  current  DRG  system  along  the  lines  of  out- 
come for  some  groups  of  patients  should  be  consid- 
ered.12’13 The  health  policy  options  regarding 
improvement  of  DRG  equity  along  these  lines  involve 
stratification  by  severity  of  illness,  outcome,  and/or  com- 
plications and  comorbidities.  In  addition,  the  size,  or  total 
dollars,  of  the  outlier  pool  could  be  increased  to  defray 
some  of  the  financial  risk  associated  with  costly  patients. 

This  study  demonstrated  several  new  findings  regard- 
ing mortality  for  patients  with  CHF.  Emergency  mortali- 
ties looked  more  favorable  compared  to  urgent  mortali- 
ties; thus  emergency  admission  identifies  a mortality  with 
lower  hospital  resource  consumption.  Work  by  our  group 
has  demonstrated  significantly  higher  resource  utilization 
(on  average)  for  the  emergency  hospital  admission.14’15 
There  is  growing  interest  in  patient  outcome  data  for  hos- 
pitals. Data  have  suggested  that  hospital  adjusted  mortal- 
ity may  provide  information,  within  constraints,  as  a 
proxy  for  the  quality  of  medical  care.16  Physicians  and 
hospitals  will  increasingly  be  asked  to  scrutinize  their 
mortalities  vis-a-vis  costs  and  quality.  This  study  demon- 
strated that  mortalities  with  CHF  displayed  a number  of 
characteristics  regarding  hospital  resource  consumption. 
Physicians  must  now  undertake  further  study  involving 
severity  of  illness  systems  with  resource  utilization,  and 


must  utilize  such  studies  to  advocate  changes  that  will  al- 
low hospitals  to  receive  adequate  reimbursement  and  en- 
sure a high  quality  of  care  for  patients. 
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Variations  in  the  delivery  of  medical  care  in 
Central  New  York 


Gerald  M.  Richmond,  Jr,  mrp,  John  T.  Prior,  md 


ABSTRACT.  This  paper  presents  an  application  of  the 
Wennberg  small  area  analysis  methodology  to  the  experi- 
ence of  a metropolitan  county  in  upstate  New  York.  It  illus- 
trates how  these  techniques  can  be  used  cooperatively  by 
physicians  and  business  to  address  purchaser  concerns  such 
as  the  impact  of  ambulatory  surgery,  the  potential  need  for 
preadmission  review  and  second  opinion  programs,  and  the 
contribution  of  high  cost  procedures  to  overall  utilization  and 
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cost.  The  study  found  that  use  rates  for  most  diagnoses  and 
procedures  were  substantially  below  statewide  norms,  rep- 
resenting an  annual  savings  of  more  than  $30  million.  It  also 
found  ambulatory  surgery  was  effectively  used  as  an  alterna- 
tive to  hospitalization,  and  that  high  use  rate  areas  involved 
high  cost  procedures  targeted  by  second  opinion  and  pread- 
mission review  programs. 

(NY  State  J Med  1989;  89:63-68) 

Many  people  associate  the  interest  in  geographic  varia- 
tions in  medical  care  with  the  formation  of  the  Profession- 
al Standards  Review  Organizations,  which  were  created 
in  1972  to  monitor  the  medical  care  utilization  patterns  of 
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federally  financed  beneficiaries.  It  should  be  pointed  out, 
however,  that  nearly  50  years  ago,  Glover1  studied  differ- 
ences in  tonsillectomy  rates  in  various  geographic  areas  in 
England.  In  the  United  States,  Lembcke2  documented 
variations  in  appendectomy  rates  during  the  1950s  and 
observed  that  higher  appendectomy  rates  were  associated 
with  higher,  not  lower,  mortality  rates  from  appendicitis 
and  stated  that  “considerably  more  operations  of  this  type 
are  done  than  are  necessary.”  In  the  1970s,  John  Wenn- 
berg3-6  and  others7-10  began  to  expand  the  study  of  varia- 
tions to  include  medical  as  well  as  surgical  causes  of  ad- 
mission and  to  explore  causal  factors  influencing 
variations  in  utilization.  While  many  studies  seem  to 
agree  that  practice  style  and  the  supply  side  of  medical 
care  are  responsible  for  variations,  there  is  less  consensus 
about  their  meaning  or  the  extent  to  which  they  are  influ- 
enced by  different  factors  that  can  affect  practice 
style.11-15  Such  factors  include  defensive  medicine,  fi- 
nancial incentives,  the  supply  of  physicians,  patient  de- 
mand, specialty  training,  perceptions  of  medical  efficacy, 
uncertainties  in  clinical  judgment  and  decision  making, 
and  knowledge  of  the  cost  of  care. 

The  impetus  for  this  study  came  about  as  the  result  of 
the  Central  New  York  Health  Systems  Agency’s  exami- 
nation of  geographic  variations  in  hospital  utilization  and 
the  interest  of  the  Syracuse  Business  Group  on  Health  and 
its  Physician  Workgroup  in  the  impact  of  physician  be- 
havior on  utilization  and  cost.  This  workgroup  was  com- 
posed of  12  members,  half  of  whom  represented  leading 
area  industries  and  half  of  whom  were  physicians.  The 
latter  were  chosen  on  the  basis  of  specialty  (including 
family  practice)  and  county  medical  society  affiliation. 
The  initial  concern  of  the  group  was  that  the  future  of  the 
business  environment  in  the  Syracuse  area  could  be  great- 
ly influenced  by  the  delivery  of  quality  care  in  the  most 
cost-effective  manner.  A variety  of  issues  were  discussed 
in  the  initial  meetings.  These  included  the  rationale  for 
second  opinions  and  preadmission  review,  liability  associ- 
ated with  both  preadmission  and  second  opinion  pro- 
grams, the  relationship  between  medical  education  and 
physician  practice  style,  and  geographic  variations  in 
practice  patterns.  In  connection  with  the  latter,  it  was  rec- 
ognized that  potential  cost  savings  could  be  achieved  by 
focusing  on  diagnoses  and  procedures  for  which  local  use 
rates  exceeded  state  norms. 

The  data  presented  to  the  Physician  Workgroup  were 
developed  using  the  small  area  analysis  technique  that 
identifies  differences  in  practice  patterns  by  examining 
variations  in  inpatient  utilization  among  communities  for 
different  “products”  or  types  of  care.  The  workgroup’s  an- 
alyses focused  on  Onondaga  County,  the  county  of  resi- 
dence and  hospital  use  for  the  majority  of  employees 
whose  corporations  belong  to  the  Syracuse  Business 
Group  on  Health. 

Onondaga  County  is  a medium-sized  metropolitan 
county  located  in  the  heart  of  Central  New  York.  It  covers 
784  square  miles  and  has  a population  of  approximately 
460,000  people.  Its  health  care  system,  which  also  func- 
tions as  the  region’s  major  referral  center,  includes  four 
non-federal  hospitals  with  1,468  beds,  a medical  school, 
and  approximately  1,200  non-federal  physicians  who  pro- 
vide direct  patient  care.  The  county  is  not  a typical  New 


York  county  since  its  overall  use  rates  for  hospital  care  are 
among  the  lowest  in  the  state. 

Methods 

The  methods  of  small  area  analysis,  which  borrow  from  the 
principles  of  epidemiology,  involve  the  calculation,  comparison, 
and  analysis  of  population-based  use  rates  for  specific  proce- 
dures, diagnoses,  and  types  of  care  rendered  in  hospital  settings. 
These  rates,  which  are  similar  to  incidence  rates  used  in  epidemi- 
ology, provide  a more  accurate  measure  of  resource  consumption 
by  populations  than  do  institutional-based  measures  used  in  tra- 
ditional analyses  of  hospital  utilization. 

The  products  examined  represent  diagnostic  groups  of  patients 
who  consume  similar  amounts  of  hospital  services  or  have  similar 
clinical  conditions  or  treatment  regimens.  One  hundred  and  sev- 
enteen “small  area  analysis”  diagnostic  and  procedure  groups 
(SAA  groups)  representing  individual  diagnosis  related  groups 
(DRGs)  or  clusters  of  DRGs  were  used.  The  groups  reflect  the 
modified  DRGs  used  by  Wennberg  and  his  associates.16 

As  in  epidemiologic  studies,  the  use  rates  employed  in  small 
area  analysis  studies  are  age  adjusted  to  permit  consistent  com- 
parisons across  geographic  areas.  The  indirect  method  of  age  ad- 
justment is  generally  used,  since  its  computation  factors — ie,  ob- 
served and  expected  values — are  also  used  as  other  statistical 
indicators  in  small  area  analysis.  In  this  study,  the  age  adjust- 
ment was  based  on  New  York  State  resident  use  rates  for  18  five- 
year  age  cohorts. 

In  addition,  cost  estimates  were  developed  using  a modified 
version  of  the  national  DRG  formula.  Factors  built  into  this  com- 
putation included  average  national  costs  for  labor  and  nonlabor 
services,  DRG  service  intensity  weights,  regional  wage  differen- 
tials, and  capital  cost  add-ons.  Although  not  a true  measure  of 
cost,  these  estimates  provide  a consistent  measure  of  relative  val- 
ue reflecting  current  reimbursement  principles.  The  average  cost 
per  case  for  Onondaga  County  in  1985  was  computed  to  be 
$3,188,  or  $411  per  patient  day. 

The  study  used  1985  data  from  the  New  York  State  Statewide 
Planning  and  Research  Cooperative  System  (SPARCS). 
SPARCS  is  responsible  for  collecting  and  maintaining  data  on 
all  patients  hospitalized  in  New  York  State,  and  has  been  in  op- 
eration since  1980.  Data  elements  collected  by  SPARCS  include 
the  following:  age,  sex,  diagnoses,  surgical  procedures,  DRG  and 
major  diagnostic  category  (MDC),  payment  source,  admitting 
status,  disposition,  length  of  stay,  alternate  care  stay,  and  patient 
residence  by  county  and  zip  code. 

The  following  terms  are  used  in  this  article: 

Actual  usage:  Observed  utilization  for  county  residents  as  re- 
ported in  the  SPARCS  data  base. 

NYS  norm:  Computed  or  expected  utilization  for  a geographic 
area  based  on  age-specific  NYS  resident  use  rates. 

Age-adjusted  use:  Actual  or  expected  utilization  adjusted  to  re- 
flect the  demographic  characteristics  of  the  state. 

Cost:  A computed  value  based  on  DRG  case  prices. 

Variation  from  NYS  norm:  The  percent  difference  between  ac- 
tual usage  and  the  NYS  norm. 

O/E  ratio:  The  ratio  of  actual  or  “observed”  utilization  to  the 
NYS  norm,  ie,  “expected”  utilization. 

The  study  was  designed  to  provide  information  about  the  per- 
formance of  Onondaga  County  relative  to  other  counties  in  New 
York  State  and  to  statewide  norms  with  respect  to  number  of 
patients  hospitalized;  consumption  of  hospital  services;  cost  of 
care;  and  responsiveness  to  benefit  design  issues  such  as  ambula- 
tory surgery,  second  opinions  and  preadmission  review,  and  vol- 
ume of  high  cost  procedures. 

The  data  selected  were  not  intended  to  serve  as  an  absolute 
measure  of  performance.  Instead,  their  purpose  was  to  provide  a 
tool  for  promoting  additional  discussion  and  dialogue  regarding 
reasons  for  variations  and  whether  the  variations  identified  op- 
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TABLE  I.  Overall  Utilization 


Reported 
or  Actual 

Expected 
Based  on 
NYS  Norms 

Difference 

Discharges 

46,023 

58,790 

-12,767 

Patient  days 

356,670 

499,128 

-142,458 

Estimated  cost 

146.7 

177.4 

-30.7 

(million  dollars) 

portunities  for  improving  the  utilization  experience  of  the  com- 
munity through  promotion  of  ambulatory  surgery;  targeting  sec- 
ond opinion  and/or  preadmission  review  programs;  reducing  the 
volume  of  “high  cost”  admissions;  changing  the  service  delivery 
patterns  for  high  volume  admissions;  and  developing  new  pro- 
grams to  meet  unmet  needs. 

Results 

Overall  Utilization  Patterns.  Table  I summarizes  the  overall  re- 
sults for  Onondaga  County.  It  indicates  that  Onondaga  County  resi- 
dents used  substantially  less  hospital  care  than  those  in  most  other 
counties  in  New  York  State.  Discharges  were  22%  below  state 
norms,  and  patient  days  were  29%  below  state  norms.  The  cost  sav- 
ings of  this  lower  level  of  usage  was  estimated  to  be  almost  $3 1 mil- 
lion or  $70  per  capita.  This  lower  level  of  utilization  was  evident  in 
almost  all  117  diagnostic  and  procedure  groups  (Fig  1).  The  county 
was  below  state  norms  for  80%  of  the  groups  and  was  more  than  25% 
below  state  norms  for  more  than  half  the  groups.  The  diagnostic  and 
procedure  groups  where  discharge  rates  exceeded  state  norms  are 
presented  in  Table  II. 

Potential  for  Expanded  Ambulatory  Surgery.  Table  III  summa- 
rizes the  results  of  the  analysis  of  procedure  groups  that  have  a high 
potential  for  being  performed  on  an  ambulatory  surgery  basis.  This 
analysis,  which  was  done  at  the  DRG  level,  indicates  that  Onondaga 
County  residents  made  effective  use  of  ambulatory  surgery  as  an 
alternative  to  hospitalization.  Discharges  for  DRGs  in  which  there  is 
substantial  potential  for  ambulatory  surgery  were  44%  below  state 
norms.  The  cost  savings  of  this  lower  level  of  usage  was  estimated  to 
be  approximately  $2  million.  As  Figure  2 shows,  the  impact  of  am- 
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FIGURE  1 . Overall  utilization  patterns,  percent  variation  from  state  norm 
by  SAA  group,  Onondaga  County,  1985. 


bulatory  surgery  was  broad-based,  as  usage  was  substantially  below 
state  norms  in  almost  all  DRGs  examined.  The  identification  of 
DRGs  that  have  a high  potential  for  ambulatory  surgery  was  based 
on  an  analysis  conducted  by  the  New  York  State  Health  Depart- 
ment of  470  specific  procedures  for  which  the  stays  were  less  than 
three  days.  The  DRGs  selected  were  those  for  which  the  proportion 
of  procedures  that  met  the  above  criteria  exceeded  20%.  These 
DRGs  accounted  for  4%  of  all  discharges  in  Onondaga  County  and 
were  estimated  to  cost  approximately  $1,300  per  case. 

Second  Opinion/Preadmission  Review.  Table  IV  summarizes  the 
analysis  of  diagnoses  and  procedures  that  are  frequently  targeted  by 
second  opinion  and  preadmission  review  programs  (eg,  major  joint 
operations,  cholecystectomy,  hysterectomy,  hernia  operations,  ton- 
sillectomy, lens  operations,  etc).  It  indicates  that  although  the  coun- 
ty compares  favorably  with  state  norms,  there  may  be  potential  for 
achieving  additional  cost  savings  through  such  programs.  The  total 
number  of  discharges  for  diagnostic  and  procedure  groups  included 
in  this  analysis  was  4%  below  state  norms.  This  difference  was  sub- 
stantially less  than  that  found  in  the  general  analysis  of  all  causes  of 
hospitalization  (22%  below  state  norms). 

In  almost  half  the  diagnostic  and  procedure  groups  examined,  dis- 


TABLE  II.  Diagnostic  and  Procedure  Groups  That  Exceed  State  Norms 


Small  Area  Analysis  Group 

Actual 

Discharges 

Expected 

Discharges 

O/E  Ratio: 
Actual  to 
Expected 

Age  Adjusted 
Use  Rate 
per  10,000 
Population 

Percent 

Variation 

from 

NYS  Norm 

Chi-Square 

Significance 

Level 

( P ') 

Major  joint  operations 

458 

303 

1.51 

10.80 

51.3 

<0.001 

Nervous  system  operations 

680 

479 

1.42 

15.42 

42.1 

<0.001 

Back  and  neck  operations 

379 

279 

1.37 

8.58 

37.3 

<0.001 

Knee  operations 

550 

411 

1.34 

11.78 

33.7 

<0.001 

Acute  adjustment  reaction 

88 

66 

1.33 

1.95 

32.8 

<0.01 

Female  reproductive  system  operations 

140 

113 

1.24 

3.22 

23.5 

<0.05 

Hysterectomy 

810 

666 

1.22 

18.92 

21.5 

<0.001 

Gall  bladder  disease  with  cholecystectomy 

730 

605 

1.21 

16.65 

20.7 

<0.001 

Respiratory  system  operations 

265 

220 

1.21 

6.07 

20.6 

<0.01 

Other  musculoskeletal  system  operations 

1218 

1035 

1.18 

26.48 

17.6 

<0.001 

Other  maternal  diagnoses 

1548 

1327 

1.17 

31.51 

16.6 

<0.001 

Other  female  laparoscopic  operations 

259 

232 

1.12 

5.48 

11.8 

<0.1 

Hand  operations  except  ganglion 

246 

223 

1.10 

5.34 

10.3 

— 

Inguinal  and  femoral  hernia  operations 

750 

687 

1.09 

17.12 

9.1 

<0.05 

Chest  pain 

268 

249 

1.08 

6.22 

7.7 

— 

Vaginal  delivery 

5415 

5066 

1.07 

110.38 

6.9 

<0.001 

Major  cardiovascular  operations 

547 

520 

1.05 

12.68 

5.1 

— 

Cesarean  section 

1951 

1951 

1.05 

34.43 

4.7 

<0.1 

Major  small  and  large  bowel  operations 

434 

417 

1.04 

10.12 

4.0 

— 

Gastrointestinal  hemorrhage 

381 

380 

1.00 

8.86 

0.2 

— 

Soft  tissue  operations 

132 

132 

1.00 

2.90 

0.1 

— 
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TABLE  III.  Ambulatory  Surgery  Potential 


Reported 
or  Actual 

Expected 
Based  on 
NYS  Norms 

Difference 

Discharges 

1,861 

3,300 

-1,439 

Estimated  Cost 

2.5 

4.5 

-2.0 

(million  dollars) 

TABLE  IV. 

Second  Opinion/Preadmission  Review 
Potential 

Expected 
Reported  Based  on 

or  Actual  NYS  Norms 

Difference 

Discharges 

9,704 

10,159 

-455 

Estimated  Cost 

34.1 

31.5 

2.6 

(million  dollars) 


D & C (364) 

Laparoscopic  Tubal  Interruptions  (362) 
Breast  Biopsy  (262) 
Dental  Extractions  (187) 
Tonsillectomy  Age  18+  (59) 
Tubal  Interruptions  (359) 
Miscellaneous  ENT  Operations  (55) 
Tonsillectomy  Age  0-17  (60) 
Lens  Operations  (39) 
Extra  Ocular  Operations  Age  0-17  (41) 
Other  T & A Operations  Age  0-17  (58) 


-80  -40  0 


n 

40 


Percent  Variation  from  State  Norm 
FIGURE  2.  Ambulatory  surgery  procedures,  percent  variation  from  state 
norm  by  DRG,  Onondaga  County,  1985. 


TABLE  V.  High  Cost  Discharges 


Reported 
or  Actual 

Expected 
Based  on 
NYS  Norms 

Difference 

Discharges 

17,168 

19,298 

-2,130 

Estimated  Cost 

87.0 

94.3 

-7.6 

(million  dollars) 

TABLE  VI.  Characteristics  of  High  Cost  Diagnostic  and 
Procedure  Groups  That  Exceed  State  Norms 

Targeted  by 
Second  Opinion/ 


Small  Area  Analysis  Group 

Estimated 
Cost 
Per  Case 

Preadmission 

Review 

Programs 

Major  joint  operations 

$7,501 

X 

Nervous  system  operations 

$5,580 

X 

Back  and  neck  operations 

$5,141 

X 

Knee  operations 

$3,306 

X 

Hysterectomy 

$3,398 

X 

Gall  bladder  disease  with 

$4,927 

X 

cholecystectomy 

Respiratory  system  operations 

$7,701 

— 

Other  musculoskeletal  system 

$3,765 

— 

operations 

Major  cardiovascular  operations 

$13,022 

- 

Major  small  and  large  bowel 

$8,108 

X 

operations 

Percent 

80  -I 


-80  J 

FIGURE  3.  Second  opinion/preadmission  review,  percent  variation  from 
state  norm  by  SAA  group,  Onondaga  County,  1985. 


FIGURE  4.  High  cost  discharges,  percent  variation  from  state  norm  by 
SAA  group,  Onondaga  County,  1985. 


charges  exceeded  state  norms,  in  some  cases  by  as  much  as  50%  (Fig 
3).  If  the  level  of  usage  for  these  groups  had  been  equal  to  state 
norms,  the  cost  savings  would  have  been  $5  million.  The  identifica- 
tion of  diagnostic  and  procedure  groups  for  this  analysis  was  based 
on  a review  of  lists  developed  by  insurance  companies,  professional 
review  organizations,  and  other  payors.  These  groups  accounted  for 
21%  of  all  discharges  in  Onondaga  County  and  were  estimated  to 
cost  approximately  $3,500  per  case. 

High  Cost  Procedures.  Table  V summarizes  the  analysis  of  high 
cost  diagnoses  and  procedures.  It  also  indicates  that  although  the 


county  compares  favorably  with  state  norms,  there  may  be  potential 
for  achieving  additional  cost  savings  by  reducing  the  level  of  high 
cost  discharges.  The  total  number  of  discharges  for  high  cost  diag- 
nostic and  procedure  groups  was  1 1%  below  state  norms.  Although 
this  difference  is  less  than  that  found  for  all  causes  of  hospitalization 
(22%  below  state  norms),  its  cost  impact  is  significant,  since  these 
discharges  were  estimated  to  be  responsible  for  59%  of  total  cost  but 
only  37%  of  total  discharges.  The  potential  for  savings  is  most  likely 
to  be  found  in  ten  high  cost  diagnostic  and  procedure  groups  in 
which  usage  exceeded  state  norms  (Fig  4),  in  some  cases  by  more 
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than  30%.  If  the  level  of  usage  for  these  ten  groups  had  been  equal  to 
state  norms,  the  cost  savings  would  have  been  $5.9  million. 

These  savings,  however,  would  not  have  been  additive  to  those 
previously  cited,  because  there  is  substantial  overlap  between  high 
cost  diagnoses  and  procedures  and  those  targeted  for  second  opinion 
or  preadmission  review.  Seven  of  the  ten  high  cost  diagnostic  and 
procedure  groups  that  exceeded  state  norms  were  also  included  in 
the  second  opinion/preadmission  review  analysis  (Table  VI). 

The  identification  of  high  cost  procedures  was  based  on  DRG  ser- 
vice intensity  weights.  The  diagnostic  and  procedure  groups  selected 
were  those  with  service  intensity  weights  greater  than  one,  a level 
which  in  Onondaga  County  was  estimated  to  represent  approxi- 
mately $3,300  per  case.  They  accounted  for  37%  of  all  discharges  in 
the  county.  Their  cost  per  case  was  estimated  to  average  $5,100  but 
range  as  high  as  $13,000. 

Discussion 

This  paper  presents  an  illustration  of  how  the  small  area 
analysis  technique  can  be  applied  to  address  purchaser 
concerns  such  as  the  impact  of  ambulatory  surgery  on  hos- 
pital utilization,  the  potential  need  for  preadmission  re- 
view and  second  opinion  programs,  and  the  contribution 
of  high  cost  discharges  to  overall  utilization  and  cost.  It 
should  be  noted,  however,  that  the  county  examined,  On- 
ondaga, is  not  a typical  New  York  county  since  its  overall 
use  rates  for  hospital  care  are  among  the  lowest  in  the 
state.  The  analysis  confirmed  this  relative  position  and  il- 
lustrated the  impact  that  longstanding  efforts  in  the  coun- 
ty to  promote  ambulatory  surgery  as  an  alternative  to  hos- 
pitalization have  had  on  hospital  care.  It  also  provided 
evidence  for  why  certain  procedures  continue  to  be  target- 
ed by  preadmission  review  and  second  opinion  programs. 
The  vast  majority  of  the  diagnoses  and  procedure  groups 
that  exceeded  state  norms  in  this  county  were  those  tar- 
geted by  such  programs. 

As  a follow-up  to  its  preliminary  analysis  of  practice 
patterns,  the  Physician  Workgroup  has  begun  to  focus  on 
individual  specialty  areas  in  which  utilization  rates  exceed 
state  norms.  Its  approach  has  been  to  examine  the  special- 
ty area  in  greater  detail  by  profiling  overall  utilization 
patterns  (Fig  5)  and  comparing  the  study  area’s  experi- 
ence for  specific  diagnostic  and  procedure  groups  to  that 
of  similar  geographic  areas  across  the  state  (Fig  6).  It  has 
also  begun  to  enter  into  a dialogue  with  specialty  leaders 
in  the  local  medical  community.  It  is  hoped  that  the  edu- 
cational value  of  these  exchanges,  combined  with  efforts 
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FIGURE  5.  Orthopedic  utilization,  percent  variation  from  state  norm  by 
SAA  group,  Onondaga  County,  1985. 
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FIGURE  6.  Hysterectomy  and  female  reproductive  system,  reconstruc- 
tive operations,  percent  variation  from  state  norm  by  county,  Onondaga 
versus  other  metropolitan  referral  centers,  1985. 


to  fine-tune  benefit  packages,  will  effect  more  uniform 
professional  decision  making,  cost  savings,  and  clinical  ef- 
ficacy. The  initial  focus  of  these  follow-up  efforts  has  been 
on  orthopedics  and  obstetrics/gynecology. 

In  the  final  analysis,  it  is  this  exchange  of  information 
and  the  potential  for  reexamining  behavior  that  is  the  ulti- 
mate benefit  and  goal  of  the  small  area  analysis  method- 
ology. Physicians  will  need  to  become  increasingly  aware 
of  this  method  for  examining  behavior  during  the  next  two 
to  five  years  as  purchasers,  planners,  hospital  administra- 
tors, medical  staff  committees,  utilization  review  organi- 
zations, and  others  begin  to  apply  its  techniques  to  docu- 
ment variations  for  different  dimensions  of  utilization  and 
cost  (eg,  discharge  rates,  length  of  stay,  hospital  charges, 
physician  fees,  etc)  and  to  develop  a better  understanding 
of  physician  practice  patterns  across  the  state. 
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Special  Issue:  Women  Treating  Women 

The  New  York  State  Journal  of  Medicine , in  conjunction  with  a special  com- 
mittee of  the  Nassau  Chapter  of  the  American  Medical  Women’s  Association,  is 
planning  a special  thematic  issue  of  the  Journal  for  the  Fall  of  1989.  This  issue 
will  deal  with  the  current  status  of  women  physicians,  as  well  as  other  women 
health  professionals  and  their  female  patients,  and  will  be  entitled  “Women 
Treating  Women.”  The  Journal  welcomes  submissions  from  readers  who  may  be 
doing  current  research  in  this  area,  as  well  as  review  articles,  clinical  material, 
and  “think”  pieces.  We  would  also  welcome  letters  to  the  editor,  classified  adver- 
tising of  particular  interest  to  women  in  medicine,  and  other  items  of  interest.  The 
deadline  for  manuscripts  is  May  15,  1989.  Correspondence  should  be  addressed 
to  Naomi  Bluestone,  MD,  Consulting  Editor,  New  York  State  Journal  of  Medi- 
cine, 420  Lakeville  Rd,  Lake  Success,  NY  11042. 


68  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/FEBRUARY  1989 


REVIEW  ARTICLES 


The  presumption  of  consent  in  New  York  State’s 

do-not-resuscitate  law 

Robert  N.  Swidler,  jd 


April  1, 1988  marked  the  implementation  of  an  innovative 
law  governing  the  issuance  of  do-not-resuscitate  (DNR) 
orders  in  New  York  State  hospitals,  nursing  homes,  and 
mental  health  facilities.1  The  law  strives  to  clarify  the 
rights  and  responsibilities  of  patients,  family  members, 
and  health  care  professionals  in  decisions  about  cardiopul- 
monary resuscitation  (CPR).  It  responds  to  dual,  mirror- 
image  problems  that  had  persisted  in  health  care  facilities 
largely  as  a result  of  legal  uncertainties:  the  covert  issu- 
ance of  DNR  orders,  without  the  consent  of  the  patient  or 
patient’s  family,  and  the  failure  to  issue  DNR  orders  when 
they  are  medically  appropriate  and  sought  by  the  patient 
or  patient’s  family.  The  law  is  based  on  a 1986  proposal  by 
the  New  York  State  Task  Force  on  Life  and  the  Law, 
although  it  differs  from  the  task  force  proposal  in  certain 
respects.2 

The  DNR  law  establishes  comprehensive  standards  and 
procedures  for  issuing  DNR  orders,  but  its  provisions  can 
be  distilled  into  two  essential  principles.  First,  for  patients 
who  have  decisional  capacity,  a DNR  order  is  lawful  if 
issued  with  the  consent  of  the  patient.  Second,  for  patients 
who  lack  decisional  capacity,  a DNR  order  is  lawful  if  the 
patient’s  condition  is  sufficiently  poor  to  warrant  a DNR 
order,  and  if  the  order  is  issued  with  the  consent  of  an 
appropriate  surrogate  decision  maker.  Considerable  stat- 
utory attention  is  given  to  the  procedures  for  implement- 
ing these  principles  (eg,  determining  a patient’s  lack  of 
capacity),  and  to  addressing  the  major  problems  that  may 
arise  (eg,  disagreements  among  family  members,  or  be- 
tween a family  member  and  the  physician). 

In  these  first  few  months  of  experience  with  the  DNR 
law,  an  important  problem  has  emerged  concerning  the 
statutory  presumption  of  a patient’s  consent  to  CPR.3  One 
widely  held  reading  of  the  presumption  is  that  it  requires 
CPR  to  be  performed  on  every  patient  for  whom  a DNR 
order  has  not  been  written,  even  if  it  would  clearly  be  fu- 
tile or  detrimental  to  the  patient.4  Some  medical  person- 
nel have  expressed  grave  concern  about  this  inflexible 
rule;  some  even  contend  that  it  compels  them  to  violate 
their  oath  to  “do  no  harm.” 

The  view  that  the  presumption  of  consent  constitutes  an 
absolute  duty  to  resuscitate  is  at  odds  with  what  the  stat- 

Address  correspondence  to  Mr  Swidler,  Staff  Counsel,  New  York  State  Task 
Force  on  Life  and  the  Law,  33  W 34th  St,  3rd  FI,  New  York,  NY  10001-3701. 


ute  says,  what  the  drafters  and  legislature  intended,  and 
what  good  medical  practice  requires.  The  Department  of 
Health  has  already  taken  steps  to  correct  this  misinterpre- 
tation by  a health  facilities  memorandum.5  This  article 
suggests  the  proper,  narrower  reading  of  the  presumption 
of  consent:  the  presumption  merely  signifies  that  the  non- 
DNR  patient  is  deemed  to  permit  resuscitation.  (For  the 
purpose  of  this  article,  “non-DNR  patient”  means  a pa- 
tient for  whom  a DNR  order  has  not  been  entered  pursu- 
ant to  the  DNR  law).  The  presumption  does  not,  however, 
define  the  duty  to  provide  resuscitation  to  that  patient; 
such  duty  continues  to  be  based  on  the  applicable  standard 
of  care  that  governs  the  conduct  of  health  care  profession- 
als and  facilities. 

Language  and  Intent  of  the  Clause 

Section  2962.1  of  the  DNR  law  states  that: 

Every  person  admitted  to  a hospital  shall  be  presumed  to  consent 
to  the  administration  of  cardiopulmonary  resuscitation  in  the 
event  of  cardiac  or  respiratory  arrest,  unless  there  is  a consent  to 
the  issuance  of  an  order  not  to  resuscitate  as  provided  in  this 
article.3-6 

The  clause  plainly  does  not  address  the  duty  of  health 
care  professionals  to  perform  CPR,  nor  does  it  mandate 
resuscitation  of  every  non-DNR  patient.  Instead,  it  speaks 
only  about  the  patient’s  consent.  The  clause  simply  re- 
states a well-established  principle  of  law:  When  emergen- 
cy medical  treatment  is  indicated  and  the  patient  is  unable 
to  consent  expressly  (and  had  not  previously  objected)  to 
such  treatment,  the  patient’s  consent  is  presumed — ie,  the 
patient  is  deemed  to  permit  the  treatment.7-9  Thus,  there 
can  be  no  liability,  based  on  a claim  of  lack  of  consent,  for 
providing  CPR  to  a non-DNR  patient  who  arrests. 

The  presumption  of  consent  clause  was  part  of  the  origi- 
nal legislative  proposal  by  the  Task  Force  on  Life  and  the 
Law.  In  its  report,  the  task  force  explicitly  described  the 
legal  principle  upon  which  the  presumption  is  based: 

Where  emergency  treatment  is  necessary,  the  patient’s  consent 
to  treatment  is  presumed.  Hence,  unless  proper  consent  to  a 
DNR  order  has  been  obtained,  the  failure  to  provide  CPR  when 
it  is  medically  indicated  may  subject  a physician  to  civil  liability, 
professional  sanctions  and,  if  sufficiently  egregious,  criminal 
penalties. 2(p13)'10 
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Subsequently,  in  its  discussion  of  the  proposed  law,  the 
report  makes  clear  that  the  presumption  of  consent  clause 
was  designed  to  track,  not  modify,  existing  law: 

In  the  absence  of  a decision  by  the  patient  to  refuse  CPR,  the 
proposed  legislation  explicitly  affirms  the  presumption  under  ex- 
isting law  that  all  patients,  in  the  event  of  cardiac  or  respiratory 
arrest,  consent  to  CPR  [emphasis  added], 2(p22) 

Legislators  were  made  aware  of  this  limited  function  of 
the  presumption  of  consent.  A copy  of  the  task  force  re- 
port was  provided  to  every  legislator.  Moreover,  an  infor- 
mational memorandum  distributed  during  the  Senate  de- 
bate on  the  bill  contained  the  following  question  and 
answer: 

Question:  Does  this  bill  create  a new  obligation  to  perform 

CPR  that  did  not  previously  exist?  Will  nursing  homes  have  to 
start  providing  CPR? 

This  bill  does  not  expand  or  contract  the  health  care  profession- 
al’s duty  to  provide  CPR  in  the  absence  of  a DNR  order. 

The  bill  creates  a presumption  that  a patient  consents  to  resusci- 
tation in  the  absence  of  a DNR  order.  That  presumption  just 
means  that  the  physician  is  not  required  to  obtain  consent,  and 
can  provide  CPR  without  fear  of  liability.  It  does  not  create  any 
new  duty  to  provide  CPR.  The  question  of  whether  a hospital  or 
nursing  home  has  an  obligation  to  provide  CPR  depends  on  the 
applicable  standard  of  care — an  evolving  common  law  stan- 
dard.11 

Analysis  of  the  Presumption  of  Consent 
The  clause  presumes  that  a patient  who  does  not  have  a 
DNR  order  consents  to  CPR — that  is,  the  patient  would 
permit  it.  That  presumption  does  not  create  any  new  obli- 
gation to  provide  CPR.  Consent  to  a treatment  cannot 
alone  establish  a duty  to  provide  the  treatment.  For  in- 
stance, a patient  might  expressly  or  implicitly  consent  to 
the  removal  of  any  cancerous  tumor  found  during  explor- 
atory surgery;  that  consent  does  not  define  the  scope  of  the 
physician’s  duty  to  remove  an  inoperable  tumor.  Or  a pa- 
tient might  consent  to  an  organ  transplant;  that  consent 
does  not  bind  the  physician  to  go  forward  with  the  proce- 
dure if  he  or  she  determines  that  the  donated  organ  would 
not  be  viable. 

Instead,  the  obligation  to  perform  CPR  has  been  and 
continues  to  be  defined  by  the  same  sources  that  define  the 
obligation  to  perform  other  medical  procedures:  the  evolv- 
ing common  law  standard  of  care,  professional  guidelines, 
and,  when  applicable,  health  department  regulations  and 
rulings.  Currently,  the  only  regulatory  standards  on  pro- 
viding CPR  are  set  forth  in  a health  department  memo- 
randum relating  to  emergency  medical  technicians — am- 
bulance personnel.12 

The  standard  of  care  in  New  York  may  be  stated  in 
general  terms:  A physician  is  obligated  to  possess  and  ex- 
ercise that  degree  of  knowledge,  care,  and  skill  expected  of 
the  average  physician  in  the  locality  and  of  the  same  class 
of  physicians  to  which  he  or  she  belongs,  and  to  use  his  or 
her  best  judgment  and  reasonable  care  in  applying  that 
knowledge,  care,  and  skill.13’14  A health  care  facility,  act- 
ing through  its  physicians,  nurses,  and  other  professionals, 
is  subject  to  a similar  standard  of  care.15  The  issue  in  a 
malpractice  action  is  whether  what  the  doctor  or  facility 
did  or  failed  to  do  in  treating  the  patient  constituted  a 


departure  from  this  standard  of  care.16 

The  precise  application  of  this  standard  to  resuscita- 
tion— or  for  what  matter,  to  any  medical  treatment — is 
necessarily  inexact  and  fact-based.  The  outer  boundaries 
of  the  duty,  though,  are  clear.  On  one  hand,  a professional 
who,  though  able,  fails  to  resuscitate  a non-DNR  patient 
who  has  a reasonable  chance  to  recover  from  the  arrest 
could  be  liable  for  malpractice — not  because  of  any  new 
duty  imposed  by  the  DNR  law,  but  because  the  profes- 
sional would  always  have  been  liable  under  those  circum- 
stances. He  or  she  failed  to  do  what  a physician  of  ordi- 
nary skill  and  training  would  have  done  under  the 
circumstances,  and  that  omission  caused  the  patient’s  in- 
jury.17 

Conversely,  if  a physician  makes  an  on-the-scene  deci- 
sion to  withhold  CPR  from  an  arresting  patient  who  does 
not  have  a DNR  order  because  of  a well-grounded  judg- 
ment that  CPR  at  that  juncture  would  be  medically  futile, 
the  physician  will  not  be  liable  for  malpractice  or  subject 
to  other  sanction:  He  or  she  did  not  omit  a measure  that  an 
ordinary  doctor  would  provide.  (The  existence  of  a hospi- 
tal policy  mandating  CPR  for  all  non-DNR  patients 
might  alter  this  analysis  by  establishing  a hospital-wide 
standard  of  care.)  Nor  did  he  or  she  violate  any  require- 
ment of  the  DNR  statute — the  presumption  of  patients’ 
consent  does  not  define  the  scope  of  the  physician’s  duty  to 
non-DNR  patients. 

It  could  be  argued  that  because  the  law  permits  a DNR 
order  to  be  entered  on  the  ground  of  “futility”  under  two 
specified  circumstances — where  there  is  surrogate  con- 
sent;18 and  where  no  surrogate  is  available  and  two  physi- 
cians authorize  the  order19 — that  it  implicitly  mandates 
CPR  in  all  other  instances  of  arrest,  even  if  CPR  would  be 
futile.  That  inference  should  be  rejected.  The  two  statu- 
tory references  to  “futility”  relate  to  the  grounds  and  pro- 
cedures for  entering  a DNR  order — an  instruction,  in  ad- 
vance of  a patient’s  arrest,  not  to  attempt  CPR.  They  do 
not  relate  to  or  logically  govern  the  separate  issue:  how 
physicians  must  respond  to  a non-DNR  patient’s  arrest. 

While  the  DNR  law  does  not  define  the  duty  of  health 
care  professionals  to  respond  to  a non-DNR  patient’s  ar- 
rest, it  has  cast  a spotlight  on  the  response  of  health  care 
facilities  and  may  cause  them  to  reassess  their  CPR  poli- 
cies for  such  patients.  In  that  sense  the  law  may  affect  the 
standard  of  care.  Moreover,  as  discussed  below,  the  law 
enhances  the  obligation  of  physicians  to  talk  to  those  pa- 
tients who  ought  to  have  a DNR  order,  or  to  their  family 
members,  before  an  emergency  arises.  But  disputes  about 
the  duty  to  provide  CPR  to  the  non-DNR  patient  will  ulti- 
mately turn,  not  on  any  provision  in  the  DNR  law,  but  on 
how  a knowledgeable,  careful,  and  skillful  physician 
would  respond  under  the  circumstances. 

The  New  York  State  Department  of 
Health  Memorandum 

In  a Health  Facilities  Memorandum  issued  on  March 
18,  1988,  the  New  York  State  Department  of  Health  ex- 
pressly endorsed  the  limited  reading  of  the  presumption  of 
consent.  The  memorandum  states  as  follows: 

No  New  Duty  to  Resuscitate 

Article  29-B  imposes  no  new  duty  on  facilities  or  staff  to  resusci- 
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tate  patients  in  arrest  where  such  a duty  did  not  exist  before  the 
law.  Patients  are  presumed  to  consent  to  resuscitation  absent  a 
contrary  order,  but  facilities  without  the  capability  of  providing 
CPR  are  not  required  to  develop  such  a capability.  Also,  the  au- 
thority of  a physician  to  make  a medical  judgment  that  resuscita- 
tion measures  would  be  futile  in  a particular  case  has  not 
changed,  but  decisions  made  on  this  basis  cannot  become  so  com- 
mon as  to  constitute  a policy  of  unwritten  DNR  orders.5 

The  memorandum  reflects  the  Health  Department’s 
view  that  the  presumption  of  consent  does  not  constitute 
an  absolute  duty  to  resuscitate.  However,  the  final  sen- 
tence reveals  the  department’s  legitimate  concern  with  an 
implication  of  its  interpretation:  Physicians  who  feel  bur- 
dened by  the  requirements  of  the  DNR  law  may  be  tempt- 
ed to  avoid  writing  appropriate  DNR  orders,  and  opt  in- 
stead to  await  the  patient’s  arrest  or  impending  arrest,  at 
which  time  the  physician  can,  if  available,  direct  the  with- 
holding of  resuscitative  efforts  on  grounds  of  futility.  This 
practice  would  obviously  thwart  a key  objective  of  the 
law — to  place  the  patient,  or  the  patient’s  family,  at  the 
center  of  DNR  decisions,  and  to  plan  in  advance  of  a cri- 
sis. The  Health  Facilities  Memorandum  thus  correctly 
warns  physicians  against  practices  or  patterns  along  these 
lines. 

The  DNR  law,  then — and  more  explicitly  the  Health 
Facilities  Memorandum — identifies  an  emerging  element 
in  the  physician’s  duty  toward  the  severely  ill  patient:  In 
situations  where  a physician  concludes  that  a patient  is  not 
an  appropriate  candidate  for  CPR,  and  where  there  is  an 
opportunity  to  enter  a DNR  order  pursuant  to  the  statute 
(ie,  to  obtain  the  patient’s  or  surrogate’s  consent),  the 
physician  should  follow  the  procedures  for  entering  a 
DNR  order,  and  not  await  an  arrest  and  invoke  futility  or 
other  grounds  for  nonresuscitation. 

The  “Emergency  Exception”  Analogy 

The  physician’s  discretion  to  withhold  CPR  from  a non- 
DNR  patient  who  arrests  may  be  characterized  as  an 
“emergency  exception”  to  the  DNR  law,  similar  to  the 
emergency  exception  to  the  general  requirement  of  ob- 
taining a patient’s  consent.  In  general,  a physician  obtains 
a patient  or  surrogate  decision-maker’s  consent  prior  to  an 
invasive  treatment — surgery,  for  instance.  In  a true  emer- 
gency, when  the  patient’s  consent  cannot  reasonably  be 
obtained,  the  physician  may  treat  without  that  consent 
(unless  the  patient’s  objection  is  known).  However,  it  con- 
stitutes poor  medical  practice  to  ignore  a patient’s  foresee- 
able need  for  surgery,  and  the  opportunity  to  obtain  the 
patient’s  decision  about  that  procedure,  in  order  to  pro- 
vide treatment  on  the  basis  of  the  patient’s  implied  con- 
sent when  an  emergency  occurs. 

So,  too,  with  DNR  orders.  In  general,  a physician 
should  obtain  a patient  or  surrogate’s  decision  about  a 
DNR  order  prior  to  an  actual  crisis.  In  some  cases,  the 
physician  may  be  confronted  with  an  arrest  or  an  impend- 
ing arrest  before  he  or  she  has  contemplated  the  resuscita- 
tion issue  or  completed  the  DNR  procedure.  In  some  of 
these  emergency  situations,  the  physician’s  best  judgment 
will  be  to  withhold,  or  direct  the  withholding  of,  resuscita- 
tive efforts.  The  DNR  law  does  not  impede  that  exercise 
of  judgment.  But  here,  too,  public  policy  must  guard 
against  those  who  exhibit  a pattern  of  waiting  for  emer- 


gencies to  occur,  then  dispense  with  the  consent  require- 
ment and  withhold  resuscitation. 

The  analogy  may  be  carried  a step  further.  A physician 
may  not  invoke  the  emergency  exception  to  the  general 
informed  consent  requirement  for  a patient  who,  prior  to 
the  emergency,  had  objected  to  treatment.20  For  similar 
reasons,  a physician  should  not  invoke  the  “emergency  ex- 
ception” to  the  DNR  consent  requirement  if  the  patient 
previously  objected  to  the  entry  of  a DNR  order,  or  if  a 
surrogate  objected  on  the  patient’s  behalf.  The  notion  that 
a patient  or  surrogate  decision-maker  can  object  to  a 
DNR  order — in  effect,  insist  upon  CPR — has  recently 
been  criticized  by  some  commentators.21-22  However,  the 
DNR  law  embodies  the  premise  that  most  patients  and 
surrogates,  when  provided  with  a realistic  assessment  of 
the  potential  benefits  and  burdens  of  CPR  under  the  cir- 
cumstances, and  with  sound  advice,  will  make  rational  de- 
cisions. This  view  has  been  advanced  by  other  commenta- 
tors.23-25 

Implications 

The  proper,  more  limited  reading  of  the  presumption  of 
consent  signifies  that  physicians  retain  the  ability  to  exer- 
cise good  medical  judgment  in  their  response  to  the  non- 
DNR  patient’s  arrest.  This  has  important  implications  for 
resuscitative  decisions  in  the  emergency  room  and  the  de- 
livery room,  where  physicians  often  do  not,  as  a practical 
matter,  have  the  opportunity  to  comply  with  all  the  proce- 
dures of  the  DNR  law.  As  explained  in  this  article,  when 
full  compliance  with  the  DNR  statute  is  not  reasonably 
practicable,  emergency  room  and  delivery  room  physi- 
cians can  and  should  follow  accepted  medical  practice  in 
making  resuscitation  decisions,  notwithstanding  the  stat- 
utory presumption  that  the  patient  consents  to  CPR.  The 
lawfulness  of  withholding  CPR  under  such  circumstances 
will  depend,  as  it  always  has,  on  whether  it  conforms  to  the 
applicable  standard  of  care. 

Similarly,  in  other  hospital  locations,  when  a code  is 
called  on  a non-DNR  patient,  the  DNR  law  does  not  pre- 
clude a responding  physician  from  exercising  judgment 
about  whether  to  start  resuscitation,  any  more  than  it  pre- 
cludes him  or  her  from  deciding  what  resuscitative  mea- 
sures to  utilize  and  when  to  stop.  (The  definition  of  “car- 
diopulmonary resuscitation”  in  the  Health  Department 
regulations  specifies  several  resuscitative  measures,  in- 
cluding electrical  defibrillation  and  open  chest  cardiac 
massage.26  The  function  of  that  definition,  though,  is  not 
to  specify  the  measures  that  must  be  performed  when  re- 
suscitating a patient,  but  rather  to  identify  the  measures 
that  must  not  be  performed  on  a patient  who  has  a DNR 
order. 2(p20)-27 

Moreover,  if  a patient’s  arrest  appears  imminent  and,  in 
the  physician’s  supportable  judgment,  resuscitation  would 
be  futile,  the  physician  may,  as  an  interim  measure  until 
an  appropriate  DNR  order  may  be  entered,  direct  the 
staff  to  withhold  resuscitative  efforts.  Again,  the  legitima- 
cy of  this  interim  directive  will  depend  on  whether  it  con- 
forms to  the  applicable  standard  of  care.  At  least  in  cases 
where  a reasonable  physician  would  deem  resuscitation 
futile,  where  the  physician  conformed  to  the  DNR  law  to 
the  extent  possible  under  the  circumstances  (eg,  by  at- 
tempting to  complete  the  determination  of  incapacity  or 
to  locate  a surrogate  decision-maker),  and  where  there 
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has  been  no  express  decision  against  a DNR  order  by  the 
patient  or  surrogate,  that  standard  of  care  will  be  met. 
(Again,  the  hospital  policy  will  be  an  additional  important 
factor.) 

Function  of  the  DNR  Law 

Why,  then,  the  DNR  law?  What  role  does  it  play? 
Quite  simply,  the  law  governs  the  issuance  of  DNR  or- 
ders— orders  that  embody  an  advance  decision  not  to  re- 
suscitate a patient  in  the  event  of  an  arrest.  The  law  re- 
flects an  ethical  consensus  that  such  orders  should  be 
documented,  and  should  be  based  on  the  consent  of  the 
patient  or  an  appropriate  surrogate  decision-maker.  DNR 
orders  written  on  this  basis  are  expressly  authorized  by 
law,  and  the  health  care  professionals  who  write  or  honor 
them  are  afforded  statutory  immunity  from  criminal  and 
civil  liability  and  administrative  sanctions.  Professionals 
acting  within  this  “safe  harbor”  need  not  argue  the  con- 
tours of  the  applicable  standard  of  care.  Conversely,  the 
entry  of  secret  no-codes,  or  the  deliberate  exclusion  of  the 
patient  or  surrogate  from  the  DNR  decision,  are  now 
manifestly  against  public  policy. 

As  stated  previously,  a key  objective  of  the  DNR  law 
was  to  place  the  patient  or  the  patient’s  family  at  the  cen- 
ter of  DNR  decision-making  to  the  extent  possible.  To 
achieve  this  objective,  enormous  efforts  are  needed  to  in- 
duce physicians  to  act  in  advance  of  crisis — to  identify 
patients  for  whom  a DNR  order  appears  to  be  appropri- 
ate, and  to  talk  to  those  patients  or  their  surrogate  deci- 
sion-makers in  order  to  ascertain  and  implement  their  de- 
cision. 

But  crises  will  occur.  It  is  essential  for  health  care  pro- 
fessionals, administrators,  and  counsel  to  understand  that, 
in  such  crises,  if  there  is  no  reasonable  opportunity  to  com- 
plete a proper  DNR  order,  the  physician's  hands  are  not 
tied  by  the  DNR  law:  The  law  does  not  increase,  decrease, 
or  alter  existing  standards  about  when,  in  the  absence  of  a 
DNR  order,  CPR  must  be  provided. 
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Thirty-eight  states  and  the  District  of  Columbia  have 
passed  legislation  that  recognizes  the  rights  of  self-deter- 
mination of  the  legally  competent  person  to  execute  a di- 
rective or  declaration  indicating  the  kind  of  treatment  de- 
sired in  a terminal  condition.  However,  because  these  laws 
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vary  in  wording  and  provisions,  the  question  whether  such 
a directive,  called  the  “living  will,”  protects  the  rights  of 
the  terminally  ill  cannot  be  answered  simply.  A study  of 
these  laws  establishes  that  legislatures  have  had  difficulty 
in  effectively  allowing  the  person  to  exercise  the  right  of 
determining  medical  treatment  by  a written  declaration 
which  is  to  become  effective  in  the  event  of  incompetency 
during  terminal  illness.  While  seeking  to  avoid  the  neces- 
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sity  of  recourse  to  the  courts  for  decisions  when  the  pa- 
tients are  incompetent,  these  statutes  have  complicated 
the  decision  making  process  by  being  too  narrowly  or  in- 
adequately worded. 

Focus  on  Fundamental  Points 
In  a legal  guide  to  medical  treatment  decisions,  Con- 
cern for  the  Dying1  (an  educational  council)  succinctly 
states  a number  of  fundamental  points  that  should  be  kept 
in  focus  as  the  living  will  legislation  is  examined.  The  ba- 
sic right  of  self-determination  in  regard  to  medical  treat- 
ment has  been  upheld  in  the  legal  tradition  by  a number  of 
judicial  rulings  that  support  it  in  terms  of  either  a consti- 
tutional right  of  privacy  or  the  common  law  right  of  bodily 
integrity.  Because  no  right  is  absolute  in  the  sense  that  it 
may  be  exercised  at  any  time  and  under  any  condition,  it 
must  be  weighed  against  compelling  interests  of  the  state: 
namely,  the  preservation  of  life,  the  protection  of  innocent 
third  parties,  the  prevention  of  suicide,  and  the  safeguard- 
ing of  professional  integrity.  However,  in  rulings  of  appel- 
late courts,  the  exercise  of  the  right  by  a competent  adult 
has  generally  taken  precedence  over  the  state’s  interests, 
the  only  exception  being  when  the  exercise  of  one’s  auton- 
omy to  refuse  medical  treatment  has  been  seen  to  threaten 
the  life  or  health  of  another  person. 

The  refusal  of  a competent  adult  to  accede  to  medical 
treatment  has  not  been  viewed  as  suicidal  or  as  a threat  to 
the  integrity  of  the  medical  profession,  nor,  if  it  is  carried 
out  and  the  patient  dies,  as  negligence  for  which  the  physi- 
cian would  be  criminally  or  civilly  liable.2  In  the  case  of  an 
incompetent  patient,  there  is  a consensus  in  the  judicial 
rulings  that  the  determining  factor  in  medical  decisions 
should  be  the  expressed  wishes  of  the  patient  while  compe- 
tent. In  the  event  the  wishes  are  not  clear,  the  “substituted 
judgment”  principle  has  been  applied  by  most  courts.  Ac- 
cording to  this  principle,  the  one  responsible  for  the  deci- 
sion attempts  to  interpret  the  wishes  of  the  patient,  draw- 
ing upon  lifestyle  and  other  evidence  for  an  indication.  If 
no  evidence  is  available,  the  decision  is  based  on  the  “ob- 
jective test,”  which  consists  in  asking  what  a prudent  per- 
son would  decide  in  the  same  circumstances.  This 
amounts  to  determining  what  is  in  the  best  interest  of  the 
patient  in  view  of  the  diagnosis  and  prognosis  related  to 
therapeutic  options.  Nevertheless,  there  are  instances  in 
which  a dilemma  has  been  created  by  medical  technology 
that  can  sustain  organic  functioning  and  prolong  the  life 
of  a terminally  ill  patient.  Some  physicians  may  feel  the 
imperative  to  use  such  technology,  but  at  the  same  time 
they  are  obliged  to  act  in  accordance  with  the  wishes  of  the 
patient.  A final  point,  which  will  be  one  of  the  major  con- 
cerns of  the  following  analysis,  is  the  fact  that  the  legal 
tradition  is  rooted  in  the  moral  tradition.  Therefore,  an 
understanding  of  the  latter  is  required  if  law  is  to  evolve 
properly  in  the  area  of  legal  directives  and  protection  of 
rights. 

Objectives  of  the  Analysis 
The  first  objective  of  this  analysis  is  to  pinpoint  the  crit- 
ical issues  raised  and  addressed  by  these  laws  and  what 
improvements  need  to  be  made  on  crucial  points.  If  the 
primary  intent  of  legislation  is  to  recognize  the  legal  force 
of  the  written  declaration  of  a competent  person  in  regard 


to  treatment  which  is  to  be  followed  should  that  person 
become  incompetent,  such  legislation  should  be  charac- 
terized by  ease  of  comprehension  and  use,  accessibility  to 
the  public,  and  the  prospect  of  being  followed  by  physi- 
cians.3 A number  of  commentators  have  noted  that  gener- 
ally the  statutes  fall  short  of  these  characteristics.  The 
present  legislation  turns  out  to  be  too  complex  or  confus- 
ing in  wording  of  key  terms  and  principles,  without  proper 
sanctions  for  refusal  to  follow  the  directives,  and  needless- 
ly demanding  in  regard  to  provisions  for  execution.  Ironi- 
cally, in  the  present  atmosphere  of  anxiety  about  litiga- 
tion, the  failure  of  a patient  to  execute  a living  will  may 
prompt  physicians  to  avoid  effective  and  humane  decision 
making,  which  may  now  be  deferred  until  the  patient  dies 
or  a court  decides. 

The  second  objective  is  to  evaluate  recommendations 
made  by  various  groups  for  reforms  in  the  legislation  and, 
after  examination  of  their  proposals,  to  offer  some  conclu- 
sions as  to  what  type  of  legislation  would  best  serve  the 
interests  of  the  patient. 

Statutory  Problems 

The  statutory  provisions  of  the  various  living  will  laws 
present  a variety  of  problems,  including  a lack  of  unifor- 
mity; the  danger  that  the  patient’s  right  to  forgo  treatment 
may  be  ignored  if  a directive  is  not  executed;  the  vague 
and  narrow  wording  of  the  declaration  and  its  definitions; 
the  absence  of  strong  sanctions  to  ensure  enforceability  of 
the  directive;  and  the  overly  strict  requirements  for  execu- 
tion. 

Each  problem  puts  into  question  the  usefulness  of  the 
living  will;  taken  together,  they  cripple  the  effectiveness  of 
present  laws.  The  lack  of  uniformity  is  a significant  prob- 
lem since  it  may  complicate  the  decision  making  for  a pa- 
tient whose  will  was  executed  according  to  the  require- 
ments of  another  state.  This  issue  was  addressed  by  the 
National  Conference  of  Commissioners  on  Uniform  State 
Laws  (hereinafter  the  National  Commissioners)  in  1985. 
The  difficulties  created  by  specific  provisions  sometimes 
offset  the  benefits  intended.  They  reside  not  only  in  the 
procedures  designed  as  safeguards  which  in  practice  can 
become  obstacles  in  the  implementation  of  the  wills,  but 
also  in  the  vagueness  and  imprecision  of  the  terminology 
regarding  key  concepts. 

A research  monograph4  prepared  for  the  Oregon  legis- 
lature in  1985  pinpoints  the  limitations  of  these  laws. 
There  is  the  danger  that  patients  may  lose  rights  already 
existing  under  common  law.  The  failure  to  execute  a di- 
rective may  result  in  the  presumption  that  the  patients 
have  decided  to  use  all  possible  means  to  sustain  life  re- 
gardless of  their  condition.  This  may  happen  in  those 
states  that  have  no  provisions  for  alternative  decision 
making  for  incompetent  patients  without  living  wills.  At 
least  1 1 states5  (Arkansas,  Connecticut,  Florida,  Iowa, 
Louisiana,  New  Mexico,  North  Carolina,  Oregon,  Texas, 
Utah,  and  Virginia)  have  provided  for  an  alternative  by 
formally  recognizing  in  law  the  right  of  the  family  to  make 
medical  decisions  in  behalf  of  an  incompetent  adult  pa- 
tient who  is  “terminally  ill”  or  in  a “terminal  condition.” 

The  fact  that  many  living  will  laws  are  not  backed  by 
strong  sanctions  puts  their  enforceability  into  question.  A 
number  of  states  require  physicians  to  transfer  patients  if 
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they  refuse  to  follow  the  directives  (for  example,  Ala- 
bama, California,  Colorado,  Florida,  Georgia,  Illinois, 
Kansas,  Louisiana,  New  Mexico,  Texas,  Vermont,  Wis- 
consin) and  in  a few  states  (for  example,  California,  Colo- 
rado, Kansas,  Texas,  Wisconsin)  physicians  who  do  not 
transfer  can  face  charges  of  unprofessional  conduct.  The 
most  troublesome  feature  of  these  statutes  is  the  language 
which  needlessly  restricts  the  application  of  the  directives. 
Laws  that  stipulate  that  in  order  for  the  directive  to  be 
effective  death  must  be  “imminent”  or  “death  must  occur 
regardless  of  means  being  used  at  that  time”  impose  prob- 
lems of  interpretation,  especially  in  view  of  the  fact  that 
they  give  no  clear  definition  of  “imminent”  or  precise  un- 
derstanding of  the  relation  of  the  treatment  to  the  pros- 
pect of  death. 

Of  the  38  declarations  researched  for  the  following 
analysis,  the  vast  majority  create  problems  in  this  area, 
and  the  others  may  be  faulted  for  being  too  vague.  The 
Indiana,  South  Carolina,  and  Hawaii  declarations  are  the 
notable  exceptions  in  avoiding  some  of  the  major  pitfalls 
resulting  from  the  use  of  such  wording  as  “my  death  is 
imminent  whether  or  not  life-sustaining  procedures  are 
utilized”  or  “death  will  occur  unless  life-sustaining  proce- 
dures are  used.”  An  additional  problem  is  created  by  a few 
laws  which  require  that  there  be  a diagnosis  of  a terminal 
condition  before  the  directive  can  be  executed  (California, 
Idaho,  and  Texas).  George  J.  Annas  and  Leonard  H. 
Glantz6  sum  up  the  legal  picture  in  these  words: 

As  presently  drafted,  what  these  statutes  primarily  do  is  provide 
that  if  a patient  is  terminally  ill,  and  if  the  physician  can  do  noth- 
ing to  sustain  the  patient’s  life,  and  if  the  patient  does  not  want 
his  life  sustained,  and  the  doctor  agrees  with  the  patient’s  deci- 
sion, then  the  doctor  may  (but  does  not  have  to)  follow  the  pa- 
tient’s desire,  and  be  assured  criminal  and  civil  immunity  for  his 
actions. 

This  is  hardly  a reassuring  view  of  the  effectiveness  of 
these  statutes  in  protecting  the  rights  of  the  patient. 

The  National  Commissioners’  Critique  and 
Recommendations 

The  National  Conference  of  Commissioners  on  Uni- 
form State  Laws7  expressed  their  concern  for  these  prob- 
lems when  they  stated  that  the  purpose  for  the  “Uniform 
Rights  of  the  Terminally  111  Act”  (hereinafter  the  act) 
was  to  present  a model  law  that  would  eliminate  the  short- 
comings of  the  statutes.  They  attempted  to  do  so  by  focus- 
ing on  the  declaration  and  its  key  concepts.  Though  their 
critique  is  valid  on  a number  of  points,  their  own  recom- 
mendations fall  short  of  their  goal. 

The  National  Commissioners7  cited  the  problems  cre- 
ated by  the  definitions  of  “life-sustaining”  and  “terminal 
condition”  in  the  statutes.  The  first  problem  was  that  “ter- 
minal condition”  was  defined  in  terms  of  “life-sustaining” 
and  “life-sustaining”  in  terms  of  “terminal  condition.” 
Most  laws  define  “terminal  condition”  to  mean  that  death 
must  occur  or  be  imminent  “whether  or  not”  or  “regard- 
less of  life  sustaining  treatment”  and  also  define  “life-sus- 
taining” treatments  or  procedures  as  those  which  not  only 
prolong  dying  but  also  fail  to  prevent  death.  This  means 
that  the  two  concepts  cannot  be  separated  because  they 
are  defined  in  terms  of  each  other.  If  the  definition  of 


“life-sustaining”  demands  that  death  be  inevitable  even 
with  the  use  of  such  treatment,  then  why  consider  with- 
drawing it  at  all?  It  is  precisely  because  it  is  used  that  the 
dying  process  leading  to  clinical  death  is  prolonged  and 
the  event  of  clinical  death  is  delayed.  Obviously  the  physi- 
cian would  face  the  question  whether  death  will  occur  in 
spite  of  the  treatment  which  is  sustaining  vital  functions 
and  postponing  the  event  of  clinical  death.  Such  a question 
may  not  be  answered  in  time  to  implement  humanely  the 
intent  expressed  by  the  living  will. 

The  second  problem  is  the  notion  that  death  must  be 
imminent  regardless  of  the  treatment  employed.  This 
makes  the  living  will  difficult  to  apply  to  concrete  cases 
because  it  is  the  very  use  of  medical  technology  that  pro- 
longs the  dying  process  and  makes  clinical  death  more  re- 
mote. The  lack  of  precise  meaning  of  the  word  “immin- 
ent” in  the  laws  is  coupled  with  a variety  of  professional 
interpretations  to  make  the  provision  hardly  useful  to  one 
who  desires  to  have  life-sustaining  treatment  withheld  or 
withdrawn  when  it  only  serves  to  prolong  one’s  dying. 

In  a survey  conducted  one  year  after  the  adoption  of  the 
California  Natural  Death  Act  (1976),  just  over  83%  of  the 
physicians  surveyed  interpreted  “imminent”  to  mean  one 
week  or  less  and  91%  to  mean  two  weeks  or  less.8  If  death 
must  be  expected  to  occur  within  one  week  or  two  weeks 
even  with  the  use  of  an  array  of  medical  procedures,  it 
does  not  seem  likely  that  the  living  wills  with  such  a stipu- 
lation will  be  useful  in  preventing  the  artificial  prolonga- 
tion of  the  dying  process.  To  require  that  death  be  “im- 
minent” despite  the  use  of  medical  procedures  is  to  make 
the  decision  on  the  cessation  of  aggressive  medical  treat- 
ment superfluous  and  living  wills  unnecessary.  The  proba- 
bility that  this  language  will  promote  discord  rather  than 
consensus  can  be  concluded  from  the  consideration  that, 
as  the  President’s  Commission  for  the  Study  of  Ethical 
Problems  in  Medical  and  Biomedical  and  Behavioral  Re- 
search9 observes,  predictions  about  the  time  of  death  in 
the  final  stage  of  life  are  rather  unreliable.  It  can  be  ex- 
pected, then,  that  the  prognosis  of  imminent  death  will 
vary  from  physician  to  physician,  even  if  they  should  agree 
on  the  meaning  of  imminent,  and  correspondingly  the  de- 
termination of  treatment  will  also  vary. 

The  National  Commissioners  attempted  to  improve  on 
other  legal  definitions  and  eliminate  confusion  by  clarify- 
ing the  meaning  of  “terminal  condition”  and  “life-sustain- 
ing treatment,”  which  they  regard  as  crucial  to  the  proper 
interpretation  of  their  declaration.  The  declaration  reads 
as  follows: 

If  I should  have  an  incurable  or  irreversible  condition  that  will 
cause  my  death  within  a relatively  short  time,  and  I am  no  longer 
able  to  make  decisions  regarding  my  medical  treatment,  I direct 
my  attending  physician,  pursuant  to  the  Uniform  Rights  of  the 
Terminally  111  Act  of  this  State,  to  withhold  or  withdraw  treat- 
ment that  only  prolongs  the  process  of  dying  and  is  not  necessary 
to  my  comfort  or  to  alleviate  pain.7 

By  using  the  word  “condition,”  the  commissioners  sig- 
nify a state  which  could  be  caused  by  an  accident  as  well 
as  by  an  illness  which  involves  the  inevitable  process  lead- 
ing to  death.  However,  the  definition  of  terminal  condition 
is  a narrower  concept  than  illness  or  disease  because  it 
contains  the  notion  of  “a  short  time”  and  the  feature  of 
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irreversibility,  aspects  not  necessarily  implied  by  terminal 
illness.  They  also  separate  the  definition  from  that  of  life- 
sustaining  treatment  by  noting  that,  without  the  use  of 
life-sustaining  treatment,  death  will  occur  within  a rela- 
tively short  time.  The  determination  of  a terminal  condi- 
tion, therefore,  is  made  apart  from  the  use  of  medical  pro- 
cedures and  treatment.  The  insertion  of  the  words  “rela- 
tively short  time”  includes  the  restrictions  of  “imminent,” 
but  it  avoids  the  problem  of  assessing  a fixed  period  which 
the  commissioners  regard  as  too  artificial  since  different 
disorders  and  diagnostic  evaluations  can  lead  to  varying 
estimates  even  in  similar  cases  or  even  in  regard  to  the 
same  person.  According  to  their  view,7  the  requirements 
that  the  condition  be  irreversible  as  well  as  incurable  and 
that  life-sustaining  treatment  serve  only  to  prolong  the  dy- 
ing process  “exclude  certain  types  of  disorders,  such  as 
kidney  disease  requiring  dialysis,  and  diabetes  requiring 
continued  use  of  insulin,”  since  the  treatment  can  reverse 
the  disorder  and  does  not  serve  “ only  to  prolong  the  dying 
process.”  In  this  way,  they  hope  to  prevent  an  overly  broad 
interpretation  of  “terminal  condition.”  But  unfortunately 
their  own  explanation  does  not  harmonize  with  the  word- 
ing of  the  definition,  which  regards  a terminal  condition  as 
“an  incurable  or  irreversible  condition.” 

A Critique  of  the  Act 

In  an  analysis  of  the  act,  Thomas  J.  Marzen10  makes 
several  criticisms  which  cut  to  the  heart  of  the  National 
Commissioners’  purposes.  The  most  pertinent  criticism 
relates  to  the  commission’s  analysis  of  what  constitutes 
terminal  condition.  The  commissioners  really  confuse 
matters  when  they  insert  “or”  between  the  words  “incur- 
able” and  “irreversible”  in  the  definition.  If  one  reads  the 
comment,  as  Marzen  notes,  the  explanation  really  war- 
rants the  conjunctive  “and”  by  virtue  of  the  explanation 
and  examples  given  in  regard  to  insulin  and  dialysis.  In  the 
view  of  the  commissioners,  kidney  disease  and  diabetes 
are  not  regarded  as  terminal  conditions  if  they  can  be  re- 
versed to  some  extent.  If  it  were  the  intention  of  the  com- 
missioners to  demand  both  incurability  and  irreversibility, 
Marzen  asks  why  they  did  not  state  so  in  the  definition, 
instead  of  leaving  the  interpretation  to  specific  circum- 
stances as  to  whether  it  be  “or”  or  “and.”  Moreover,  their 
comment  on  irreversibility  contradicts  the  purpose  of  the 
act  and  other  living  will  laws  which  would  allow  for  the 
withholding  or  withdrawing  of  treatment  which  may  sus- 
tain life  indefinitely  regardless  of  the  overall  condition  of 
the  patient.  To  follow  their  logic,  one  would  have  to  con- 
clude that  any  treatment — like  insulin,  dialysis,  artificial 
hydration,  artificial  feeding,  mechanical  heart,  respira- 
tor— which  could  keep  specific  vital  functions  going  indef- 
initely may  not  be  withheld  or  withdrawn  if  the  patient 
would  not  die  within  a short  time.  For  example,  such  treat- 
ment may  not  be  withdrawn  or  withheld  from  a person  in  a 
“persistent  vegetative  state”  as  long  as  it  can  reverse,  to 
some  degree,  the  deterioration  of  specific  functions.  This 
conclusion  follows  logically  from  the  commissioners’  anal- 
ysis of  irreversibility.  However,  it  is  in  direct  contradiction 
to  the  purpose  of  the  act  and  the  recognition  that  it  is  pre- 
cisely the  new  medical  technology  with  its  capability  of 
prolonging  life  indefinitely  which  has  prompted  the  living 
will  legislation.  This  puzzling  inconsistency  is  caused  by 


the  difficulty  of  translating  moral  concepts  and  principles 
into  law.  It  may  also  reside  in  an  inadequate  understand- 
ing of  these  very  concepts  and  principles  which  are  not  the 
sole  possession  of  one  religious  tradition  but  now  are  wide- 
ly shared  in  our  society. 

Translation  of  Moral  Concepts  Into  Law 

The  moral  tradition  has  led  the  way  to  resolving  the 
issues  of  withholding  or  withdrawing  treatment  in  termi- 
nal cases.  It  has  relied  on  the  distinction  between  “ordin- 
ary” and  “extraordinary”  means  as  morally  defined.  It 
has  applied  the  principles  that  one  is  not  obliged  to  use 
extraordinary  means  to  preserve  one’s  life  and  that  in  the 
event  of  the  patient’s  incompetence  the  next  of  kin  has  a 
primary  role  in  making  the  decision  in  behalf  of  the  pa- 
tient in  line  with  his  or  her  wishes  or  best  interests. 

In  the  1950s,  Gerald  Kelly11  addressed  the  same  issues 
addressed  by  the  National  Commissioners  but  with  much 
more  insight  by  making  a clear  moral  distinction  between 
the  overall  condition  of  the  patient  and  the  specific  effects 
of  the  disorder.  Perhaps  the  National  Commissioners 
glimpsed  the  distinction  when  they  insisted  that  what  can 
be  omitted  are  life-sustaining  treatments  which  serve  only 
to  prolong  the  dying,  but  they  failed  to  explain  it  clearly. 
The  person  with  a diabetic  or  kidney  disorder  benefits 
from  the  treatment  in  such  a way  that  one’s  living  is  en- 
hanced; it  is  not  merely  that  the  dying  is  prolonged.  The 
progress  of  the  disease  is  significantly  halted  or  reversed 
so  that  the  benefits  to  the  total  condition  outweigh  the 
risks  and  burdens  of  the  treatment.  Kelly  would  have  con- 
sidered these  “ordinary  means”  in  the  moral  sense  that 
they  offer  reasonable  hope  of  benefit  not  outweighed  by 
excessive  pain,  suffering,  or  other  grave  consequences  in- 
cluding financial  loss.  The  cases  cited  by  Marzen  to  call 
into  question  the  National  Commissioners’  analysis  are 
such  that,  though  the  specific  problem  caused  by  the  dis- 
order may  be  remedied  somewhat,  the  benefits  to  the  pa- 
tient’s total  condition  are  not  significant  enough  to  out- 
weigh the  disadvantages  of  the  treatment.  The  overall 
condition,  which  is  a result  of  various  factors,  remains  ter- 
minal because  the  dying  process  continues  and  cannot  be 
reversed  but  only  prolonged. 

Kelly  addressed  this  issue  after  stating  a moral  princi- 
ple traced  back  to  the  16th  century  in  the  Roman  Catholic 
tradition:  One  is  not  morally  obliged  to  use  “extraordinary 
means,”  that  is,  “all  medicines,  treatments,  and  opera- 
tions, which  cannot  be  obtained  or  used  without  excessive 
expense,  pain  or  other  inconveniences,  or  which,  if  used, 
would  not  offer  a reasonable  hope  of  benefit.”11  Kelly 
made  clear  that  in  the  evaluation  of  “extraordinary”  the 
primary  concern  is  the  effect  of  the  treatment  on  the  total 
well-being  of  the  whole  person  and  not  its  isolated  effect 
on  a particular  disorder  or  its  routine  use.  For  example,  he 
stated  that  “it  is  one  thing  to  use  oxygen  to  bring  a person 
through  a crisis;  it  is  another  to  use  it  merely  to  prolong 
life  when  hope  of  recovery  is  practically  negligible.”  12  In 
his  opinion,  the  evaluation  of  “extraordinary”  could  apply 
to  the  use  of  insulin  for  a diabetic  cancer  patient  in  the 
final  stage  of  terminal  illness  because  the  focus  should  be 
on  benefits  to  the  total  condition  of  the  patient  and  not  on 
the  effects  on  a specific  disorder.  In  line  with  the  moral 
tradition,  Kelly  upheld  the  role  of  the  family  in  making 
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decisions  to  omit  the  use  of  extraordinary  means  in  the 
best  interest  of  the  patient  who  is  incapable  of  doing  so. 
The  moral  concepts,  principles  and  moral  evaluation  of 
Kelly’s  analysis  were  substantially  restated  by  Pope  Pius 
XII13  in  a speech  to  physicians  and  anesthesiologists  on 
November  24,  1957.  These  were  reiterated  in  the  Vati- 
can’s “Declaration  on  Euthanasia”14  on  May  5,  1980.  The 
declaration  restates  the  moral  evaluation  by  noting  that, 
whether  the  older  terminology  relating  to  “extraordinary” 
is  used  or  the  means  are  discussed  in  terms  of  “proportion- 
ate” and  “disproportionate,”  the  moral  evaluation  of 
means  amounts  to  the  same  considerations: 

. . . studying  the  type  of  treatment  to  be  used,  its  degree  of  com- 
plexity or  risk,  its  cost  and  possibilities  of  using  it,  and  comparing 
these  elements  with  the  result  that  can  be  expected,  taking  into 
account  the  state  of  the  sick  person  and  his  or  her  physical  and 
moral  resources.14 

In  commenting  on  this  “burden-benefit”  calculus, 
Richard  McCormick15  makes  a significant  point  in  stat- 
ing that  the  quality  of  life  or  continued  existence  is  a prop- 
er factor  to  be  calculated  in  the  evaluation.  He  correctly 
notes  that  the  president’s  commission  agrees  with  this 
point  in  defining  the  patient’s  best  interest  to  “take  into 
account  such  factors  as  the  relief  of  suffering,  the  preser- 
vation or  restoration  of  functioning,  and  the  quality  as 
well  as  the  extent  of  the  life  sustained.”15  There  are  also 
two  recent  court  decisions,  In  re  Conroy, 16  and  Barber  v 
Superior  Court  of  State  of  California ,17  which  McCor- 
mick cites  as  having  taken  this  approach. 

Some  of  the  more  recent  decisions18-22  have  also  ex- 
panded the  more  narrow  approach  of  a ruling  of  the  New 
York  State  Court  of  Appeals,  In  re  Storar,2i  in  regard  to 
what  constitutes  invasive  medical  treatment  and  what 
could  be  considered  morally  extraordinary  in  a given  case. 
Anthony  Storar  was  a mentally  incompetent  patient  who 
was  expected  to  die  within  six  months  from  bladder  can- 
cer, and  was  in  increasingly  severe  pain  from  the  condi- 
tion. He  was  receiving  transfusions,  and  the  majority 
ruled  that  the  transfusions  should  not  be  stopped  at  the 
request  of  the  mother  because  such  treatment  is  ordinarily 
mandated  by  the  courts  in  similar  cases  (eg,  a child  of 
Jehovah’s  Witness  parents)  and  is  tantamount  to  feeding. 
The  minority  opinion  disputed  the  majority’s  interpreta- 
tion of  what  constitutes  extraordinary  treatment,  conclud- 
ing that  the  transfusions  were  merely  prolonging  the  pain- 
ful dying  process. 

The  interpretation  of  many  living  wills  and  the  position 
of  the  National  Commissioners  seem  to  focus  too  narrow- 
ly on  the  effects  of  treatment  on  a disorder  or  disease  with- 
out taking  a broader  view  of  the  total  condition  despite  the 
original  intention  to  do  so.  If  legislators  understood  the 
moral  concepts,  principles,  and  reasoning  in  the  moral  tra- 
ditions, the  living  will  statutes  that  attempt  to  incorporate 
them  would  be  more  practical  and  cause  fewer  legal  com- 
plications. 

Time  Element 

The  National  Commissioners  also  addressed  the  time 
element  in  the  declaration  by  using  the  concept  of  “rela- 
tively short  time”  as  a substitute  for  “imminent,”  which 
they  view  as  too  restrictive  and  subjective.  Though  their 


intentions  are  good,  they  do  not  provide  a remedy  to  the 
problem  of  subjectivity.  Marzen10  notes  that  physicians 
do  not  use  such  terminology  and  that  there  is  no  precise 
way  of  knowing  what  it  means,  nor  is  it  clear  what  the 
short  time  is  relative  to.  This  difficulty  makes  the  phrase 
as  ambiguous  as  “imminent”  is  in  the  same  context  and 
subject  to  various  interpretations.  One  could  argue  that 
the  time  reference  should  be  left  out  of  the  declaration 
provided  there  is  an  adequate  definition  of  “terminal  con- 
dition.” The  interpretation  of  “relatively  short  time”  can 
vary  considerably  in  terms  of  hours,  days,  weeks,  or 
months.  If  this  is  the  case,  and  if  “imminent”  is  too  restric- 
tive, then  why  not  just  leave  out  the  time  reference  alto- 
gether? The  difficulty  of  assigning  a time  period  even  to 
“terminal”  is  seen  in  the  fact  that  some  consider  it  to  mean 
six  months  or  less  and  others  one  year.9-24  There  are, 
therefore,  sound  reasons  to  exclude  a time  reference  from 
the  definitions  and  the  declaration. 

Central  Definitions 

There  is  a need  for  precise  and  uncomplicated  defini- 
tions of  both  “terminal  condition”  and  the  nature  of  the 
treatment  to  be  withheld  or  withdrawn  under  the  living 
will.  A “terminal  condition”  involves  an  irreversible  dying 
process  leading  to  clinical  death.  The  condition  is  charac- 
terized by  the  irreversibility  of  the  process,  regardless  of 
treatment.  The  time  of  clinical  death  may  be  proximate  or 
remote,  but  such  a consideration  is  not  directly  relevant  to 
the  establishment  of  the  terminal  condition.  Once  the  irre- 
versibility of  the  dying  process  is  diagnosed,  the  terminal 
condition  is  established.  What  has  plagued  the  other  defi- 
nitions is  the  failure  to  distinguish  between  the  dying  pro- 
cess and  the  event  of  clinical  death,  which  is  the  irrevers- 
ible cessation  of  all  spontaneous  functions  of  the  brain  or 
circulatory  and  respiratory  functions.25  One  need  not  pre- 
dict the  latter  in  order  to  determine  that  the  patient  is  in  a 
terminal  condition. 

The  usefulness  of  such  a prognosis  is  questionable  in 
view  of  the  variables  affecting  predictions.  It  distracts  one 
from  focusing  on  the  major  question,  which  is  whether  the 
treatment  is  benefiting  or  burdening  the  patient.  It  does 
not  foster  clear  thinking  and  may  lead  to  some  unusual 
conclusions,  for  example,  that  a patient  who  is  irreversibly 
comatose  with  loss  of  neocortical  functioning  but  with 
brain  stem  activity  is  not  in  a terminal  condition  because 
he  or  she  can  survive  more  than  six  months  or  a year.  Be- 
fore artificial  life  supports  were  used,  how  long  would 
such  a patient  have  survived?  Now,  with  artificial  feeding 
by  nasogastric  tube  and  hydration  and  other  life  supports 
to  prevent  failure  of  organ  systems,  such  patients  can  sur- 
vive many  months  or  years.  Yet  a narrow  legalistic  ap- 
proach, as,  for  example,  under  the  Colorado  living  will, 
could  lead  to  the  conclusion  that  a person  in  a persistent 
vegetative  state  would  not  qualify  for  removal  of  medical 
treatment  because  that  person  “may  be  expected  to  ‘live’ 
for  several  years  and  thus  is  not  in  a terminal  condition.”8 
Is  it  conceivable  that  a person  who  has  suffered  the  irre- 
versible cessation  of  spontaneous  integrated  functioning 
of  the  neocortex  and  who  is  artificially  maintained  in  an 
irreversible  comatose  state  is  not  in  an  irreversible  process 
of  dying  and  therefore  in  a terminal  condition?  If  the  pa- 
tient is  not  in  a terminal  condition,  then  what  are  we  to  call 
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it?  It  is  obvious  that  the  preoccupation  with  the  time  ele- 
ment distracts  from  the  real  issues. 

The  definition  of  “life  sustaining  treatment”  also  needs 
revamping.  The  first  step  is  to  speak  of  “medical  treat- 
ment,” omitting  “life-sustaining”  because  of  its  limiting 
connotation.  The  latter  designation  is  superfluous  because 
the  main  focus  should  be  on  the  weighing  of  benefits  and 
burdens  of  any  medical  treatment  in  regard  to  the  total 
condition  of  the  patient.  The  Legal  Advisory  Committee 
of  Concern  for  Dying  recommends  a definition  which  ful- 
fills this  objective: 

“Medical  procedure  or  treatment”  shall  mean  any  action  taken 
by  a physician  or  health  care  provider  designed  to  diagnose,  as- 
sess, or  treat  a disease,  illness,  or  injury.  These  include,  but  are 
not  limited  to,  surgery,  drugs,  transfusions,  mechanical  ventila- 
tion, dialysis,  resuscitation,  artificial  feeding,  and  any  other  med- 
ical act  designed  for  diagnosis,  assessment  or  treatment. 1(p57) 

These  measures  are  to  be  distinguished  from  “palliative 
care”  which  is  intended  for  the  comfort  of  the  patient.  The 
declaration  which  presupposes  such  a definition  need  only 
state  that  in  a terminal  condition  one  wishes  withheld  or 
withdrawn  medical  procedures  or  treatments  which  pro- 
long the  dying  process  and  whose  benefits,  if  any,  are  out- 
weighed by  the  burdens  imposed  by  prolongation  of  the 
dying  process.  The  assessment  of  benefits  and  burdens  of 
medical  procedures  and  treatment  should  be  made  in  ref- 
erence to  the  total  condition  of  the  patient,  and  then  there 
should  be  a weighing  of  whether  the  benefits  are  propor- 
tionate to  the  burdens.  As  stated  above,  one  should  avoid 
focusing  on  individual  disorders  and  their  respective  treat- 
ment and  make  this  evaluation  in  regard  to  the  impact  on 
the  overall  condition  of  the  patient.  According  to  this 
analysis,  it  is  clear  that,  although  use  of  insulin  or  dialysis 
in  specific  terminal  cases  may  provide  some  benefits  in 
terms  of  the  specific  conditions,  the  benefits  are  out- 
weighed by  the  prolongation  (sometimes  painful)  of  the 
dying  process  which  cannot  be  remedied  or  reversed  by 
such  treatment.  In  terms  of  the  overall  condition,  the  bur- 
dens outweigh  the  benefits. 

If  the  National  Commissioners  had  followed  this  line  of 
reasoning,  they  could  have  clarified  their  position  in  re- 
gard to  artificial  feeding  and  hydration.  Controversy  has 
surrounded  the  issue  whether  these  are  medical  treat- 
ments which  can  be  omitted  in  certain  cases  where  they 
help  to  prolong  the  dying  without  offering  a proportionate 
benefit  of  relieving  pain  or  discomfort.  The  commission- 
ers7 allow  for  the  withdrawal  or  withholding  in  such  cases 
(for  example,  patients  in  persistent  vegetative  state),  as 
have  several  court  decisions. 18-22  In  fact,  they  allow  a per- 
son to  take  the  initiative  in  explicitly  stating  his  or  her 
wishes  in  regard  to  such  treatment  and  regard  these  wish- 
es as  “controlling.”  Their  position  on  this  issue  would  have 
been  clearer  if  they  had  made  the  distinctions  discussed 
above.  Ambiguity  with  regard  to  such  treatments  as  dialy- 
sis or  insulin  could  have  been  avoided.  The  commissioners 
could  also  have  better  explained  why  existing  statutes  are 
too  limiting  in  language  and  usefulness. 

The  New  York  State  Task  Force  on  Life  and 
the  Law 

In  response  to  the  obstacles  faced  by  patients  in  the  clin- 


ical situation  and  in  an  attempt  to  avoid  the  problems 
raised  by  current  legislation,  the  New  York  State  Task 
Force  on  Life  and  the  Law  set  forth  its  recommendations 
in  a report  entitled  Life-Sustaining  Treatment:  Making 
Decisions  and  Appointing  a Health  Care  Agent.26  The 
task  force  makes  a strong  recommendation  for  a law  that 
will  allow  for  the  appointment  of  a surrogate,  which  it  pre- 
fers to  call  a “health  care  agent,”  through  a document 
called  a “health  care  proxy.”  In  its  view,  though  the  living 
will  is  useful,  it  cannot  take  into  account  all  the  various 
circumstances  and  alternatives  of  choice  involved  in  real- 
life  situations.  In  addition,  the  terminology  of  “extraor- 
dinary” or  “heroic”  measures  is  difficult  to  apply  in  con- 
crete decisions  because  what  may  be  extraordinary  or 
heroic  to  one  patient  may  not  be  to  another.  The  appoint- 
ment, therefore,  of  a health  care  agent  best  serves  to  re- 
solve two  major  issues:  the  party  who  has  responsibility  to 
make  medical  decisions  for  the  incompetent  patient  and 
the  grounds  on  which  the  decision  is  to  be  made. 

The  task  force  concludes  that  the  individual  should  be 
allowed  by  law  to  appoint  an  agent  and  have  the  opportu- 
nity to  direct  the  agent  either  in  writing  or  orally  concern- 
ing decisions  on  treatment  or  nontreatment,  medical  per- 
sonnel, access  to  and  disclosure  of  medical  information, 
and  use  of  funds  for  treatment.  Hence,  under  the  guidance 
of  the  patient’s  general  and  more  specific  instructions,  the 
health  care  agent  is  in  the  position  to  make  decisions  in 
regard  to  the  patient’s  prognosis,  treatment  alternatives, 
and  possible  consequences  in  response  to  changing  events 
and  information. 

These  recommendations  make  eminent  sense  when 
compared  to  the  vagueness  and  limited  utility  of  the  ma- 
jority of  statutes.  However,  several  observations  are  in  or- 
der. While  the  appointment  of  a health  care  agent,  backed 
by  general  and  specific  guidance  from  the  patient,  is  an 
ideal  way  for  the  patient  to  maintain  control  over  health 
care  decisions  in  the  event  of  incompetency,  it  still  does 
not  eliminate  the  need  for  the  statute  to  include  a clearly 
worded  standard  declaration.  There  are  three  obvious  rea- 
sons for  this  need.  The  first  is  that  many  patients  will  not 
have  the  opportunity  to  appoint  a surrogate.  The  second  is 
that  many  people  find  it  difficult  to  write  directives  and 
need  some  guidance.  A general  declaration  will  provide  a 
structure  and  help  them  to  begin  the  process.  It  can  be 
useful  and  instructive  to  individuals  who  are  uncomfort- 
able writing  any  instruction  (consider  the  difficulties  in 
writing  wills)  regarding  their  death  or  dying.  The  individ- 
ual will  thus  have  some  support  in  facing  issues  which  are 
psychologically  difficult  to  confront.  The  declaration 
should  be  carefully  and  clearly  worded,  so  that  anyone  can 
understand  its  meaning. 

The  third  reason  for  a declaration  is  that  the  health  care 
agent  may  not  be  available  to  substitute  his  or  her  judg- 
ment for  the  patient’s.  Without  a commonly  understood 
and  legally  supported  declaration,  there  is  the  possibility 
that  the  meaning  of  a personally  drafted  directive  may  not 
be  clear,  especially  in  the  absence  of  the  duly  appointed 
surrogate  to  interpret  it. 

Revised  Declaration  and  Durable  Power 
of  Attorney 

In  light  of  the  aforementioned  definitions  and  evalua- 
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tions,  a revised  declaration  would  read  as  follows: 

If  I should  be  in  a terminal  condition,  a state  which  involves  the 
irreversible  process  of  dying  resulting  inevitably  in  clinical  death, 
and  I am  no  longer  able  to  make  decisions  regarding  my  medical 
treatment,  I direct  my  attending  physician  to  withhold  or  with- 
draw treatments  which  prolong  the  process  of  dying  and  whose 
benefits  are  outweighed  by  the  burdens  they  create  for  me  during 
the  process  of  dying.  I desire  only  that  care  which  is  necessary  to 
provide  me  comfort  and  alleviate  my  pain. 

At  this  point,  in  accordance  with  the  recommendations  of 
Concern  for  Dying,1  optional  specific  provisions  could  be 
included,  relating,  for  example,  to  such  treatment  or  pro- 
cedures as  nasogastric  tube  feeding  in  the  event  of  an  inca- 
pacity to  take  nourishment  naturally  because  of  paralysis 
or  comatose  state;  or  cardiopulmonary  resuscitation  in  the 
event  of  cardiac  arrest.  However,  these  specific  provisions 
may  not  be  necessary  if  the  wording  of  the  aforementioned 
declaration  is  properly  understood.  Because  specific  pro- 
visions may  not  cover  all  circumstances,  it  would  be  a good 
idea  to  incorporate  into  the  living  will  document  an  option 
for  the  durable  power  of  attorney  for  medical  decision 
making.  This  allows  one  to  designate  someone  else  to  serve 
as  one’s  proxy  or  surrogate  (health  care  agent,  sometimes 
referred  to  as  attorney-in-fact)  if  one  is  unable  to  make 
the  decision.  This  recommendation  is  extended  by  Con- 
cern for  Dying  to  appointing  more  than  one  proxy  and 
prioritizing  one’s  preferences. 

Despite  the  shortcomings  in  the  definitions  and  wording 
of  the  declaration,  some  statutes  have  made  a significant 
step  in  sanctioning  living  wills  or  directives  that  include 
the  option  in  regard  to  artificial  nutrition  and  hydration 
(for  example,  Alaska,  California,  Hawaii,  Illinois,  New 
Mexico,  Oklahoma).  Others  have  allowed  in  the  directive 
an  option  for  the  durable  power  of  attorney  (Delaware, 
Louisiana,  Wyoming).  Other  state  statutes  include  both 
options  in  the  directive  (Florida,  Texas). 

In  order  to  complement  the  living  will,  some  states  have 
passed  separate  laws  sanctioning  the  durable  power  of  at- 
torney specifically  for  medical  treatment  decisions  (for 
example,  California,  Colorado,  Illinois,  Nevada,  Oklaho- 
ma, Virginia).  As  stated  above,  the  durable  power  of  at- 
torney provides  a way  of  resolving  issues  on  which  the  dec- 
laration does  not  express  clearly  the  person’s  wishes. 
However,  it  is  preferable  that  the  option  for  the  durable 
power  of  attorney  be  incorporated  into  the  same  document 
as  the  living  will.  Such  a document  would  serve  two  pur- 
poses. It  would  help  to  remedy  the  procedural  problems 
raised  by  overly  complex  separate  durable  power  of  attor- 
ney laws,  such  as  California’s,  and  by  strict  provisions  for 
witness  qualification.6^138)'27  It  would  also  help  the  public 
to  understand  more  readily  the  relation  between  the  two 
and  may  facilitate  the  execution  of  both  at  the  same  time. 

The  individual  designated  to  be  the  surrogate  should  be 
in  a position  to  know  deeply  the  wishes  and  concerns  un- 
derlying the  directive.  Having  the  best  interests  of  the  pa- 
tient at  heart  and  the  directive  in  mind,  he  or  she  should  be 
able  to  interpret  what  that  person  would  decide  in  regard 
to  treatment  in  a particular  circumstance.  In  the  event 
that  the  surrogate  is  unavailable  to  make  the  decision,  the 
wishes  stated  in  the  directive  would  be  decisive  in  regard 
to  treatment. 


Some  legal  commentators28  and  legislators  support 
only  the  durable  power  of  attorney  law.  The  legislation 
proposed  in  Michigan29  is  well-intentioned  in  attempting 
to  avoid  the  notion  that  it  is  merely  “right-to-die”  legisla- 
tion since  in  that  scheme  the  surrogate,  following  the 
wishes  of  the  patient,  may  decide  for  continuation  of  treat- 
ment, even  experimental,  as  well  as  for  cessation.  But  the 
directive  on  the  part  of  the  patient  is  still  needed  both  as  a 
guide  to  the  surrogate  and  as  a check  on  the  surrogate’s 
decisions.  It  would  be  appropriate  to  know  whether  the 
surrogate  is  reflecting  the  basic  wishes  of  the  patient.  The 
written  declaration  provides  this  criterion  as  well  as  a le- 
gal basis  for  decision  making  in  the  absence  of  the  surro- 
gate. 

The  living  will  document  should  be  witnessed  and  nota- 
rized by  a notary  public.  Various  states’  statutory  require- 
ments have  excluded  a number  of  parties  from  being  wit- 
nesses: spouse,  blood  relative,  beneficiary,  physician, 
physician’s  employee,  employee  of  patient’s  health  facili- 
ty, financial  supporters  of  the  patient’s  health  care.10  The 
National  Commissioners7  have  omitted  any  qualifications 
for  witnesses  in  the  act  for  two  reasons:  so  that  the  legal 
requirements  are  not  so  complicated  as  to  prevent  execu- 
tion in  difficult  circumstances,  and  to  relieve  physicians  of 
the  legal  burden  of  determining  whether  the  requirements 
are  fulfilled.  In  their  view,  abuse  can  be  adequately  pre- 
vented by  the  fact  that  criminal  penalties  safeguard  the 
proper  execution,  revocation,  and  implementation  of  the 
directive  and  by  the  fact  that  health  care  professionals, 
particularly  the  physician  who  records  the  declaration  in 
the  medical  record,  will  be  aware  of  any  abuses  through 
discussion  with  patient  and  family.  This  may  be  unrealis- 
tic, especially  in  regard  to  the  elderly  and  mentally  ill  pa- 
tients who  have  no  family  or  are  susceptible  to  institution- 
al exploitation.  The  laws  should  provide  for  an  advocate  or 
ombudsman  who  will  diligently  look  after  the  best  inter- 
ests of  such  patients. 

One  hopes  that  frank  discussion  between  all  concerned 
parties  will  take  place  before  the  directive  is  executed  and 
during  the  course  of  the  terminal  condition.  There  is  the 
danger,  however,  that  the  execution  of  the  will  may  be- 
come just  a formality  that  substitutes  for  communication. 
This  risk  points  up  why  it  makes  good  sense  to  have  the 
durable  power  of  attorney  part  of  the  directive  so  that 
there  will  be  someone  there  to  continue  the  dialogue 
throughout  the  process. 

Any  suggestion  that  the  law  allow  one  to  delegate  deci- 
sion making  to  the  surrogate  when  one  is  still  competent  is 
misguided.  Such  a proposal  would  facilitate  the  withdraw- 
al of  the  patient  from  the  process.  This  result  would  be  the 
very  opposite  of  what  the  legislation  intends  to  promote, 
namely,  the  patient’s  maintaining  control  over  the  deci- 
sions relating  to  health  care.  The  signing  of  the  directive 
which  expresses  one’s  wishes  in  regard  to  treatment  and 
appointment  of  a surrogate  should  never  be  viewed  as  a 
surrender  to  the  “fate”  of  a terminal  condition  or  an  abdi- 
cation of  personal  responsibility  but  rather  as  an  expres- 
sion of  freedom  and  dignity.  Viewed  in  this  way,  it  can 
provide  great  comfort  and  a psychological  support  in  fac- 
ing a life-threatening  condition.  It  can  give  one  a sense  of 
confidence  that  one’s  final  days  will  not  be  taken  from 
one’s  control. 
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Conclusion 

The  living  will  is  a proper  instrument  for  protecting  the 
rights  of  the  terminally  ill  person  provided  that  it  is  care- 
fully drafted  in  the  crucial  parts  of  the  declaration  and  the 
provisions  for  execution,  revocation,  and  implementation 
are  uncomplicated.  At  the  present  state  of  the  law,  this  is 
not  universally  the  case.  The  statutes  are  in  need  of  revi- 
sion in  all  areas,  but  particularly  in  regard  to  the  declara- 
tion. The  directive  should  include  both  the  living  will  dec- 
laration, unencumbered  by  vague  and  conflicting 
terminology  and  backed  by  clear  definitions,  and  also  an 
option  to  appoint  a surrogate  or  proxy  as  a way  of  comple- 
menting and  interpreting  the  intentions  and  wishes  of  the 
patient.  The  durable  power  of  attorney  provision  would  be 
helpful  in  protecting  the  rights  of  the  patient  and  promot- 
ing communication  between  physician  and  family.  It 
should  not  be  viewed  as  a substitute  for  a well-written  liv- 
ing will  because  of  the  possibility  that  the  surrogate  may 
not  be  available  for  decision  making.  The  states  should 
revise  their  living  will  laws  to  achieve  uniformity,  which  is 
needed  to  protect  the  rights  of  individuals  as  they  travel  or 
move  from  state  to  state.  What  we  want  to  avoid  are  laws 
that  are  so  demanding  or  confusing  in  their  requirements 
and  so  rigidly  interpreted  that  they  stifle  compassionate 
decision  making  and  actually  prevent  humane  decisions 
which  would  have  been  made  if  the  laws  had  not  been 
passed. 

The  New  York  State  law  on  do  not  resuscitate  orders,30 
approved  though  restricted  to  decisions  involving  cardio- 
pulmonary resuscitation,  provides  a recent  example  of  leg- 
islation that  is  well  intentioned  but  rather  complex  in  its 
provisions.  It  covers  everything  from  decision  making  of 
the  adult  with  capacity  to  surrogate  decision  making,  de- 
cision making  on  behalf  of  a minor  patient,  revocation, 
physician  review,  interinstitutional  transfer,  dispute  me- 
diation, judicial  review,  and  judicial  approval.  The  law  has 
many  good  features  and  is  thorough  in  covering  essential 
issues.  However,  if  followed  to  the  letter,  it  could  actually 
prolong  needless  resuscitation  and  the  dying  process.  In 
one  particular  provision,  for  example,  there  is  a require- 
ment that,  in  the  absence  of  a duly  witnessed  request  of  the 
patient  or  a surrogate,  “the  attending  physician  deter- 
mines, in  writing,  that,  to  a reasonable  degree  of  medical 
certainty,  resuscitation  would  be  futile,  and  another  phy- 
sician selected  by  a person  authorized  by  the  hospital  to 
make  such  selection,  after  personal  examination  of  the  pa- 
tient, reviews  and  concurs  in  writing  with  such  determina- 
tion.”30 A delay  in  fulfilling  this  provision  could  force  the 


staff  to  continue  the  resuscitation  efforts  against  their  best 
judgment  until  the  written  order  is  received  and  con- 
firmed in  writing.31  Hopefully  New  York  State’s  living 
will  legislation  will  be  designed  to  avoid  the  necessity  for 
complex  procedures  and  documentation  that  can  thwart 
compassionate  decision  making.  The  protection  which  the 
living  will  can  provide  is  ultimately  only  as  good  as  the 
understanding  legislators  incorporate  into  the  legislation. 
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On  June  16,  1987,  a judge  of  the  District  of  Columbia 
Superior  Court  made  a decision,  upheld  by  the  Court  of 
Appeals,  that  elicited  enormous  debate  in  legal  and  medi- 
cal circles.  A 28-year-old  married  woman  was  approxi- 
mately 25  weeks  pregnant  when  she  learned  that  her  can- 
cer, which  she  thought  was  in  remission,  had  spread  to  her 
lungs.  One  week  later,  with  death  apparently  imminent, 
the  patient  and  her  doctors  decided  against  an  emergency 
cesarean  section.  In  response  to  a request  by  the  hospital 
for  a judicial  decision,  the  judge  overruled  the  wishes  of 
the  patient,  her  family,  and  her  physicians.  When  told 
that  the  judge  had  ordered  the  surgery,  the  patient  said 
twice,  “I  don’t  want  it  done.”  Her  attorney  requested  a 
hearing  before  the  local  appeals  court,  which  held  a hear- 
ing by  telephone  and  refused  to  issue  a stay.  The  baby  died 
two  hours  after  the  operation,  and  the  patient  died  two 
days  later. 

Strongly  critical  of  the  judicial  decision,  Annas1  stated 
that  the  judges 

treated  a live  woman  as  though  she  were  already  dead,  forced  her 
to  undergo  an  abortion,  and  then  justified  their  brutal  and  un- 
principled opinion  on  the  basis  that  she  was  almost  dead  and  her 
fetus’s  interests  in  life  outweighed  any  interest  she  might  have  in 
her  own  life  or  health. 

To  Annas,  it  is  clear  that  the  patient’s  wishes  should 
have  been  honored.  The  patient’s  attorney2  commented 
that  his  client’s  case  is  a good  example  of  how  the  system 
failed  even  at  a highly  respected  academic  institution. 
“This  case  was  one  that  cried  out  for  intervention  from  a 
hospital  ethics  committee.”  On  November  24,  1987,  39 
organizations,  including  the  American  Medical  Associa- 
tion, asked  the  District  of  Columbia  Court  of  Appeals  to 
reconsider  its  ruling  that  a gravely  ill  pregnant  woman 
could  be  forced  to  undergo  a cesarean  delivery  against  her 
wishes.3 

Court-Ordered  Cesarean  Sections 

A recent  national  survey4  reported  that  court  orders 
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have  been  obtained  for  cesarean  sections  in  1 1 states,  for 
hospital  detentions  in  two  states,  and  for  intrauterine 
transfusions  in  one  state.  Among  21  cases  in  which  court 
orders  were  sought,  the  orders  were  obtained  in  86%, 
mostly  within  six  hours.  The  authors  concluded  that 
court-ordered  obstetrical  procedures  represent  an  impor- 
tant and  growing  problem  that  evokes  sharply  divided  re- 
sponses from  obstetricians;  such  procedures  are  based  on 
dubious  grounds  and  may  have  far-reaching  implications 
for  obstetrical  practice  and  maternal  and  infant  health.  In 
an  accompanying  editorial,  Annas5  stated  that  before 
birth  we  have  access  to  the  fetus  only  through  its  mother 
and,  in  the  absence  of  her  informed  consent,  can  do  so  only 
“by  treating  her  as  a fetal  container,  a nonperson  without 
rights  to  bodily  integrity.” 

The  article  and  editorial  generated  considerable  discus- 
sion. One  writer6  suggested  that  mothers  should  be  held 
criminally  or  civilly  liable  after  birth  for  behavior  that  se- 
riously injures  their  offspring,  since  pregnant  women  have 
no  moral  right  to  injure  children  who  would  otherwise  be 
born  healthy.  Another  writer7  castigated  Annas  for  cate- 
gorically voiding  the  obligation  of  the  obstetrician  to  the 
fetus. 

In  recent  years,  courts  and  state  legislatures  have  in- 
creasingly granted  rights  to  fetuses  traditionally  enjoyed 
by  persons.  Some  of  these  fetal  rights  conflict  with  a preg- 
nant woman’s  constitutional  rights  to  liberty,  privacy,  and 
equal  protection.8  Does  a brain  dead  pregnant  woman  not 
have  a right  to  be  buried  promptly?  Yet  such  women  have 
been  artificially  ventilated  and  maintained  for  weeks  or 
months  to  allow  a viable  baby  to  be  born.9  Is  it  legitimate 
to  use  the  body  of  a newly  deceased  woman  to  serve  the 
interests  of  her  fetus?10  Why  should  her  organs  not  be 
used  (with  consent)  for  transplantation  to  save  the  life  of 
other  persons  with  “full  rights”  rather  than  maintaining 
her  to  save  her  fetus  who  has  only  “partial  rights?” 

Fetal  Tissue  Transplantation 

Another  situation  of  potential  conflict  between  mother 
and  fetus  is  fetal  tissue  transplantation  and  embryo  re- 
search. In  Sweden11  and  Mexico,12  patients  with  Parkin- 
son disease  were  treated  with  adrenal  medullary  auto- 
grafts to  the  brain.  Because  of  the  need  in  such  transplants 
to  perform  both  laparotomy  and  craniotomy  in  elderly  pa- 
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tients,  investigators  turned  to  the  use  of  fetal  tissue  trans- 
plants for  patients  with  Parkinson  disease.13  Such  fetal 
grafts  have  already  been  performed  in  the  People’s  Re- 
public of  China,  Mexico,  and  Sweden14  and  raise  many 
ethical  questions:  Should  doctors  be  allowed  to  use  tissue 
from  intentionally  aborted  fetuses  to  alleviate  an  other- 
wise hopeless  condition?  Some  women  have  suggested 
that  they  become  pregnant  for  the  purpose  of  providing 
fetal  tissue  to  treat  themselves  (eg,  with  fetal  pancreatic 
cells  for  maternal  diabetes)  or  a family  member  (eg,  a 
father  with  Alzheimer  disease).  Are  women  to  become 
“fetal  factories”  to  provide  organs  or  tissues  for  transplan- 
tation? Is  the  killing  and  dissection  of  the  fetus  an  abuse  of 
a developing  or  potential  human  being?  Is  the  risk  to  the 
recipient  negligible?  What  are  the  social  consequences  of 
the  medical  use  of  human  fetal  tissue?  The  personhood  of 
an  unborn  fetus  is  a subject  of  great  moral  and  legal  de- 
bate. 

The  scientific,  social,  and  ethical  perspectives  of  the  fe- 
tus as  a transplant  donor  are  extensively  described  by 
McCullagh.15  Detailed  ethical  discussions  of  fetal  tissue 
transplants  include  those  of  Fine16  and  Mahowald  and 
colleagues.17  Fine  opines  that  “fetal  tissue  transplantation 
circumscribed  by  medical  and  moral  limits  will  not  erode 
important  ethical  values,  but  the  pace  of  scientific  re- 
search must  not  preempt  public  debate  and  a verdict  con- 
sistent with  societal  values.”  Mahowald  et  al  state  that 
whether  or  not  abortion  is  morally  justified,  use  of  human 
fetal  tissue  for  research  or  therapy  is  justified  in  certain 
circumstances.  The  rationale,  both  for  permitting  trans- 
plantation of  fetal  tissue  and  for  limitations  in  exercising 
the  technology,  continue  these  authors,  is  “based  on  the 
same  set  of  ethical  principles  that  supported  restrictive 
legislation  in  the  past:  respect  for  autonomy  and  a balanc- 
ing of  harms  and  benefits  that  gives  priority  to  those  most 
affected.” 

In  spite  of  the  above-cited  ethical  justification,  the  De- 
partment of  Health  and  Human  Services  on  March  22, 
1988,  denied  a National  Institutes  of  Health  request  to 
perform  experiments  on  patients  with  Parkinson  disease 
using  brain  tissue  from  aborted  fetuses18  because  “the 
proposal  raises  a number  of  questions — primarily  ethical 
and  legal — that  have  not  been  satisfactorily  addressed,  ei- 
ther within  the  Public  Health  Service  or  within  society  at 
large.” 

The  moratorium  on  research  funded  by  the  US  Public 
Health  Service  utilizing  human  fetal  tissue  obtained  from 
induced  abortions  for  therapeutic  transplantations  does 
not  apply  to  therapeutic  research  using  human  fetal  tissue 
from  spontaneous  abortions  or  stillbirths.  The  director  of 
the  NIH  was  asked  to  convene  an  ad  hoc  advisory  commit- 
tee to  consider  the  implications  of  human  fetal  tissue 
transplantation  research  and  to  examine  the  appropriate 
circumstances  for  the  therapeutic  use  of  human  fetal  tis- 
sue obtained  from  induced  abortions. 

Tissue  and  organ  transplants  from  anencephalic  fetuses 
and  newborns  are  discussed  by  us  elsewhere.19  Although 
tissue  transplants  from  fetuses  and  anencephalic  neonates 
are  a topic  of  active  debate  in  the  medical  and  lay  press, 
the  issue  of  research  on  embryos  14  days  or  younger  has 
not  yet  been  resolved.  In  1985,  the  United  State  Congress 
imposed  a three-year  moratorium  on  funding  from  the 


National  Institutes  of  Health  for  embryo  research.20  In 
October  1988,  the  NIH  advisory  panel  found  the  use  of 
fetal  tissue  acceptable  for  medical  research,  provided  cer- 
tain safeguards  are  in  place  to  protect  the  fetus  from  “ul- 
terior motives”  in  a woman’s  decision  to  seek  abortion.  A 
draft  executive  order  from  the  White  House,  however, 
would  continue  the  moratorium  on  federal  funding  for  hu- 
man fetal  research. 

The  American  Medical  Association  has  published 
guidelines  for  fetal  research21  but  has  no  position  relating 
specifically  to  fetal  tissue  transplants  or  the  use  of  anence- 
phalic fetuses  or  neonates  as  organ  or  tissue  donors. 

Fetal  Therapy 

The  technique  of  amniocentesis  was  developed  in  1952 
to  measure  amniotic  fluid  bilirubin  to  evaluate  the  sever- 
ity of  fetal  Rh  isoimmunization.22  Intrauterine  transfu- 
sion for  severe  Rh  hemolytic  disease  has  been  practiced 
since  19  6 3 23  with  considerable  success,  although  the  dis- 
ease has  practically  disappeared  since  the  widespread  use 
of  Rh  immune  globulin. 

Other  fetal  conditions  now  able  to  be  diagnosed  which 
may  be  treated  medically  in  utero  are  cited  by  Harrison  et 
al.24  These  authors  gave  glucocorticoids  to  pregnant  wom- 
en to  increase  deficient  fetal  pulmonary  surfactant  in  pul- 
monary immaturity.  They  treated  severe  hydrops  by  ad- 
ministering digitalis  and  diuretics  in  addition  to 
intrauterine  transfusion  of  blood.  They  gave  massive  doses 
of  vitamin  Bn  to  a pregnant  woman  whose  fetus  had  vita- 
min B 1 2 responsive  methylmalonic  acidemia.  They  also 
administered  pharmacologic  doses  of  biotin  to  a woman 
whose  fetus  had  multiple  decarboxylase  deficiency.  These 
authors  suggested  that  intraamniotic  thyroid  hormone 
can  be  used  to  treat  congenital  hypothyroidism  and  goiter 
and  to  help  mature  the  fetal  lung.  Furthermore,  the  intra- 
uterine growth-retarded  fetus  might  be  fed  orally  by  in- 
stilling nutrients  into  the  amniotic  fluid. 

Another  group  of  investigators  gave  drug  therapy  to 
suppress  the  fetal  adrenal  glands  in  a case  of  suspected 
congenital  adrenal  hyperplasia.25  Yet  other  authors  have 
successfully  treated  fetal  congestive  heart  failure  by  giv- 
ing digoxin  to  the  mother.26 

Fetal  Surgery 

The  first  reported  fetal  surgery  was  performed  in  April 
1981  in  San  Francisco  on  a 3 1 -week-old  fetal  twin  suffer- 
ing from  severe  bilateral  hydronephrosis.27  The  affected 
twin  had  a suprapubic  cystostomy  performed  percutane- 
ously.  The  catheter  functioned  well,  and  both  babies  were 
delivered  successfully.  Other  early  approaches  included 
percutaneous  nephrostomy  in  utero,28  repeated  transab- 
dominal renocentesis,29  and  hydronephrotic  decompres- 
sion through  hysterotomy.30  More  recently,  catheter 
shunts  between  the  obstructed  fetal  urinary  tract  and  the 
amniotic  fluid  have  been  performed  in  many  cases. 

Decompression  of  fetal  hydrocephalus  was  first  per- 
formed in  Boston31  and  Denver32  by  attempts  to  place  an 
indwelling  catheter  to  produce  long  term  ventriculo-amni- 
otic  shunts. 

The  International  Fetal  Surgery  Registry  reported33 
that  between  1982  and  1985,  73  placements  of  catheter 
shunts  for  fetal  obstructive  uropathy  and  44  drainage  pro- 
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cedures  for  obstructive  hydrocephalus  were  performed. 
The  attempts  to  decompress  the  obstructed  fetal  urinary 
tracts  resulted  in  the  survival  of  30  fetuses  (41%).  Pulmo- 
nary hypoplasia  was  the  major  cause  of  death  in  both 
treated  and  untreated  fetuses. 

The  results  of  shunt  procedures  for  obstructive  hydro- 
cephalus were  less  encouraging.  Although  34  of  44  (83%) 
fetuses  survived,  the  procedure-related  death  rate  was 
10%,  more  than  half  the  survivors  have  serious  neurologic 
handicaps,  and  only  one  third  are  developing  normally. 
The  report  concludes  with  the  strong  recommendation  for 
prospective  controlled  trials  of  these  still  experimental  fe- 
tal surgical  interventions. 

A third  fetal  abnormality  potentially  correctable  by 
surgery  in  utero  is  diaphragmatic  hernia;  however,  most  of 
these  fetuses  also  have  lethal  nonpulmonary  associated 
anomalies  at  autopsy.34 

Other  fetal  interventions  are  also  possible.  One  fetus 
with  bilateral  pleural  effusions  on  ultrasound  examination 
had  two  intrauterine  thoracenteses  and  a catheter  left  in 
the  left  pleural  cavity  until  just  before  vaginal  delivery.35 
It  seems  likely  that  surgical  correction  of  spina  bifida  and 
some  forms  of  congenital  heart  disease  may  be  possible 
before  birth  in  the  near  future.36  Some  authors  even  sug- 
gest that  cleft  lips37  and  hand  deformities38  might  be  sur- 
gically corrected  antenatally. 

Ethical  Issues 

In  1981,  Fletcher39  pointed  out  four  ethical  issues  in 
fetal  therapy.  The  first  is  the  conflict  between  the  per- 
ceived interests  of  the  fetus  with  a correctable  defect  and 
the  interests  of  the  parents,  especially  the  mother,  who 
must  give  consent  for  the  fetal  medical  or  surgical  inter- 
vention. The  second  ethical  issue  concerns  the  apparent 
inconsistency  of  encouraging  fetal  therapy  on  the  one 
hand  by  considering  the  fetus  as  a “patient,”  and  respect- 
ing parental  choice  about  abortion  on  the  other.  The  third 
ethical  issue  concerns  the  proper  conditions  for  learning 
about  the  fetus  as  an  object  of  therapy,  ie,  ethical  guide- 
lines for  fetal  research.  The  final  issue  is  the  question  of 
the  social  and  economic  priority  that  should  be  assigned  to 
investigations  of  the  risks  and  benefits  of  fetal  therapy. 

In  a later  paper,  Fletcher40  raised  additional  ethical 
considerations,  including  prior  group  review  of  fetal  ex- 
perimental protocols,  selection  of  fetal  candidates  for 
therapy,  and  the  informed  consent  process.  He  suggested 
that  research  protocols  should  be  approved  in  advance  by 
institutional  review  boards  according  to  the  guidelines  for 
fetal  experimentation  in  federal  research  regulations  that 
protect  the  human  fetus  and  the  pregnant  woman.  He  pro- 
posed criteria  for  the  selection  of  fetal  candidates  for  in 
utero  surgery  which  would  maximize  benefit  and  mini- 
mize harm  to  the  fetus.  The  risk  to  the  pregnant  mother 
must  also  be  considered. 

Fletcher  asserted  that  informed  consent  for  fetal  thera- 
py may  be  more  difficult  to  obtain  from  the  parents  than 
in  other  health  care  situations.  The  affected  fetus  is  nearly 
always  a wanted  child.  Many  parents  are  either  morally 
opposed  to  abortion,  especially  when  fetal  therapy  is  of- 
fered as  an  alternative,  however  risky  the  procedure. 
Thus,  a careful  consent  process  should  be  designed  and 
implemented. 


Fletcher  also  discussed  two  long  term  issues.  What  is 
society’s  obligation  to  protect  the  treatable,  nonviable  hu- 
man fetus?  The  ethics  of  abortion  and  the  ethics  of  fetal 
therapy  will  collide.  Abortion  gives  the  mother’s  interests 
precedence  when  these  are  in  conflict  with  those  of  a non- 
viable fetus.  Fetal  therapy,  however,  requires  society  to 
protect  the  treatable  viable  fetus. 

Further,  is  fetal  therapy  worth  the  costs  of  developing  it 
for  wide  use?  Will  the  correction  of  fetal  disorders  simply 
preserve  more  genetic  disorders  in  the  population  and  add 
to  the  burden  of  suffering?  Fletcher  concludes  that 

the  benefits  to  society  are  indeed  richer  than  the  economic  sav- 
ings of  fetal  therapy . . . .The  economic  investment  to  develop  and 
expand  fetal  therapy  represents  society’s  interest  in  the  life  and 
well-being  of  the  fetus  with  a treatable  congenital  malformation 
and  the  family  in  which  this  hopefully  more  frequent  event  oc- 
curs. 

McCormick41  pointed  out  that  the  1973  Supreme 
Court  decision  in  Roe  v Wade  gives  the  legal  decision 
whether  to  perform  an  abortion  until  the  time  of  fetal  via- 
bility to  the  prospective  mother.  However,  from  an  ethical 
viewpoint,  the  answer  to  the  question  of  who  has  the  right 
to  choose  among  the  alternatives  for  a defective  fetus  (eg, 
treatment,  nontreatment,  or  abortion)  “would  come  out 
differently  depending  on  what  ethical  position  is  held  on 
abortion.”  McCormick’s  view  is  that  when  effective  fetal 
therapy  or  surgery  is  available,  treatment  is  the  only  mor- 
ally defensible  alternative. 

Elias  and  Annas42  reiterated  the  concern  about  the  fact 
that  fetal  surgery  is  still  experimental  and,  therefore,  all 
the  appropriate  federal,  state,  and  local  guidelines  for  hu- 
man experimentation  and  fetal  research  must  be  followed. 
Thus,  the  research  should  “meet  the  health  needs  of  the 
particular  fetus  placed  at  risk  only  to  the  minimum  extent 
necessary  to  meet  such  needs.”  The  consent  of  both  the 
mother  and  father  is  required.  These  authors  also  pointed 
out  that  the  issue  of  resource  allocation  of  societal  funds  to 
fetal  research  is  fundamentally  a political  one  but  with 
ethical  overtones.  Should  society  spend  more  money  to  ex- 
tend the  life  of  the  elderly  or  provide  some  of  these  funds 
to  help  fetuses  and  neonates  with  the  best  chance  to  live  a 
healthy  life? 

Elias  and  Annas  discussed  the  enhanced  status  of  the 
fetus  in  light  of  developments  in  fetal  therapy  and  surgery. 

These  innovations  raise  complex  ethical  questions  about  the 
rights  of  the  mother  and  fetus  as  patients.  If  both  are  really  pa- 
tients, do  both  need  their  own  physicians?  Is  the  obstetrician  to 
view  the  fetus  or  the  mother  as  his  patient?  Usually,  there  is  no 
need  to  make  a distinction,  but  what  if  the  physician  believes  a 
procedure  [such  as  fetal  surgery,  if  and  when  it  becomes  “accept- 
ed medical  practice’’]  is  indicated  and  the  mother  refuses  to  con- 
sent? At  least  two  practices  are  possible:  1)  try  to  persuade  the 
mother,  but  if  she  will  not  change  her  mind,  do  what  she  wants;  2) 
take  legal  action  to  try  to  compel  the  woman  to  submit  to  the 
procedure. 

If  the  procedure  can  be  done  with  minimal  invasiveness 
and  risk  to  the  mother  and  significant  benefit  to  the  fetus, 
there  is  an  argument  to  be  made  that  the  woman  should 
not  be  permitted  to  reject  it.  Such  rejection  of  therapy 
could  be  considered  “fetal  abuse”  and,  at  a late  stage  in 
pregnancy,  “child  abuse,”  and  an  appropriate  court  order 
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sought  to  force  treatment.  Such  forced  treatments  raise 
difficult  ethical  issues.  The  above  authors  point  out  two 
major  problems:  1)  a woman  is  coerced  to  undergo  a pro- 
cedure for  the  benefit  of  another;  2)  one  must  weigh  the 
indignity  and  deprival  of  autonomy  involved  in  invading 
the  woman’s  body  against  the  potential  benefit  to  life  and 
health  of  the  fetus.  From  a functional  point  of  view  the 
question  posed  by  Elias  and  Annas  is  as  follows:  Whether 
we  call  the  fetus  a person,  a patient,  or  a fetus,  what  rights 
will  we  accord  it?  When  will  we  leave  all  decisions  regard- 
ing its  health  to  its  mother,  and  when,  if  ever,  will  we  as  a 
society  decide  to  restrict  the  autonomy  of  pregnant  wom- 
en for  the  sake  of  their  fetuses?  These  authors  conclude 
that 

respect  for  the  pregnant  woman’s  dignity  and  autonomy  and  the 
tradition  of  medicine  as  a voluntary  service  require  the  voluntary 
and  informed  consent  of  the  pregnant  woman  prior  to  the  perfor- 
mance of  fetal  research  or  therapy.  The  right  to  make  a mistake 
should  continue  to  be  the  pregnant  women’s,  not  the  physician’s 
or  the  judge’s. 

Legal  Issues 

One  of  the  most  difficult  legal  issues  presently  being 
faced  is  how  to  balance  the  rights  of  the  mother  and  the 
medical  needs  of  the  fetus  when  they  conflict.  The  basic 
issue  is  whether  the  fetus  is  a patient  separate  from  its 
mother.  Although  many  obstetricians  view  the  mother 
and  fetus  as  a single  biological  entity,  this  perception  is 
bound  to  be  altered  in  the  light  of  advances  in  fetal  care 
that  clearly  differentiate  the  fetus  from  its  mother  for 
treatment  purposes.  Moreover,  most  perinatologists  are 
advocates  on  behalf  of  the  fetus.  Thus,  advances  in  fetal 
surgery  are  accentuating  the  potential  and  actual  conflict 
between  maternal  interests  and  the  interests  of  the  fetus  as 
a patient. 

Blanck43  has  discussed  women’s  rights  and  responsibil- 
ities during  gestation.  He  pointed  out  that  the  mother’s 
right  to  autonomy  and  privacy  in  reproduction  is  funda- 
mental, but  like  all  other  constitutional  rights,  it  is  not 
absolute.  He  quoted  Robertson,  who  said  the  following: 

The  mother  has,  if  she  conceives  and  chooses  not  to  abort,  a legal 
and  moral  duty  to  bring  the  child  into  the  world  as  healthy  as  is 
reasonably  possible.  She  has  a duty  to  avoid  actions  or  omissions 
that  will  damage  the  fetus  and  child,  just  as  she  has  a duty  to 
protect  the  child’s  welfare  once  it  is  born  until  she  transfers  this 
duty  to  another.  In  terms  of  fetal  rights,  a fetus  has  no  right  to  be 
conceived — or,  once  conceived,  to  be  carried  to  viability.  But 
once  the  mother  decides  not  to  terminate  the  pregnancy,  the  via- 
ble fetus  acquires  rights  to  have  the  mother  conduct  her  life  in 
ways  that  will  not  injure  it. 

Blanck  further  asserted  that  the  core  of  the  debate  over 
the  legal  parameters  of  maternal  responsibility  is  the 
question  of  the  legal  status  of  the  fetus  with  seemingly 
paradoxically  opposing  legal  rulings.  In  Roe  v Wade,  the 
Supreme  Court  clearly  stated  that  the  fetus  is  not  a person 
and  may  be  aborted  at  the  discretion  of  the  mother.  On  the 
other  hand,  case  law  in  most  jurisdictions  accepts  liability 
for  death  or  injury  negligently  caused  at  the  preventable 
stage.  These  facts  lead  to  “the  paradox  that  a pregnant 
woman  might  be  sued  for  harming  but  not  for  aborting  a 
fetus.”43 

There  is  an  emerging  trend  in  tort  law  toward  recogni- 


tion of  maternal  responsibility  for  the  well-being  of  the 
unborn  child.  Blanck43  reviewed  all  the  legal  cases  involv- 
ing court-ordered  interventions  on  behalf  of  the  unborn 
fetus  and  pointed  out  that  “the  availability  of  a broad  ar- 
ray of  prenatal  diagnostic  techniques  such  as  amniocente- 
sis, ultrasound  and  fetoscopy,  along  with  advances  in  ge- 
netic screening  and  collaborative  conception  techniques, 
place  increased  pressures  on  parents  to  use  these  technolo- 
gies.” 

Robertson44  stated  that  the  constitutional  right  of  pro- 
creative  autonomy  involves  not  only  the  decision  to  repro- 
duce but  also  the  decision  not  to  reproduce  and  control  of 
the  characteristics  of  offspring.  He  traced  the  history  of 
the  legal  regulation  of  in  utero  therapy  and  discussed  the 
unusual  situation  of  twins  where  one  fetus  is  healthy  and 
the  other  fetus  needs  intervention.  Selective  abortion  of  a 
Down  syndrome  twin  at  20  weeks  with  live  birth  of  the 
healthy  twin  was  first  performed  by  Kerenyi  and  Chit- 
kara.45 

Robertson  concluded  that  neither  law  nor  ethics  present 
any  barrier  to  the  resolution  of  novel  legal  and  ethical 
problems  posed  by  in  utero  surgery.  Doctors  and  parents 
acting  in  good  faith  may  use  an  experimental  in  utero  in- 
tervention on  a fetus  that  is  at  great  risk  without  the  proce- 
dure, but  they  are  not  legally  or  morally  obligated  to  do  so. 
When  the  therapy  is  established,  a duty  to  use  it  may  arise, 
and  a mother’s  refusal  of  the  intervention  may  be  penal- 
ized or  overridden  by  the  courts.44 

Johnsen46  also  pointed  out  that  our  legal  system  has 
historically  treated  the  fetus  as  part  of  the  mother  and 
has  afforded  it  no  independent  rights.  In  recent  years, 
however,  courts  and  state  legislatures  have  increasingly 
granted  fetuses  rights  traditionally  enjoyed  by  persons. 
Johnsen  traced  the  development  and  recent  expansion  of 
fetal  rights  as  well  as  the  constitutional  limitations  on  the 
recognition  of  fetal  rights.  She  concluded  that  any  law 
granting  rights  to  the  fetus  should  not  put  women  at  a 
disadvantage  or  in  any  way  infringe  on  the  autonomy  of 
pregnant  women. 

In  a specific  case  of  a court-ordered  cesarean  section  to 
safeguard  the  life  of  the  unborn  infant  in  spite  of  the  ob- 
jections of  the  mother,  Bowes  and  Selgestad47  cited  the 
court  decision  which  supported  five  legal  points:  jurisdic- 
tion of  the  juvenile  court  to  act;  compelling  interest  of  the 
state  to  protect  the  unborn  fetus;  extant  protectable  rights 
for  a full  term  viable  fetus;  validity  of  an  order  by  a court 
of  competent  jurisdiction  to  order  medical  procedures  to 
protect  the  unborn;  and  potential  liability  of  physicians 
requiring  proper  court  action.  Leiberman  et  al48  plead  for 
a law  in  this  country  to  make  it  a felony  for  a woman  to 
refuse  surgery  that  would  save  the  life  of  her  fetus.  But 
Shriner49  correctly  pointed  out  that  such  a statute  would 
have  to  exempt  good  faith  refusals  based  on  a woman’s 
fear  for  her  own  life,  or  prejudice,  ignorance,  language 
difficulty,  inadequate  doctor-patient  rapport,  or  other 
“occult”  reason  for  maternal  refusal  of  surgery. 

Engelhardt50  believes  that  the  availability  of  abortion 
has  paradoxically  increased  the  plausibility  of  maternal 
duties  to  fetuses,  in  that  a woman’s  continuing  with  a 
pregnancy  is  an  expression  of  her  free  choice.  These  duties 
will  surely  lead  to  cases  in  which  one  will  be  able  to  argue 
successfully  that  “it  will  be  morally  permissible  to  compel 
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a cesarean  section  and  perhaps  even  fetal  surgical  proce- 
dure.”50 

On  the  other  hand,  Nelson  and  Milliken51  have  argued 
that  the  pregnant  woman’s  ethical  obligation  to  care  for 
her  fetus  should  not  be  legally  enforced.  These  authors 
discussed  the  ethical  basis  of  the  physician-patient  rela- 
tionship during  pregnancy  and  presented  their  perspective 
on  the  ethical  reconciliation  of  maternal-fetal  conflict. 
They  also  analyzed  the  legal  aspects  of  physician  manage- 
ment of  pregnant  women  who  refuse  medically  indicated 
treatment.  Finally,  they  presented  policy  reasons  why  nei- 
ther the  medical  profession  nor  society  should  support  ju- 
dicially compelled  treatment  of  pregnant  women. 

Maternal  Rights— Fetal  Rights 

With  improved  technology  and  enhanced  fetal  legal 
status,  well  thought  out  guidelines  that  safeguard  and  pro- 
tect both  the  rights  of  the  fetus  and  the  mother  must 
emerge.  Although  the  general  operating  premise  of  most 
physicians  is  to  consider  primarily  the  maternal  rights,  it 
is  important  that  the  well-being  of  the  fetus  also  be  consid- 
ered.52 The  emerging  rights  of  the  unborn,  where  they 
conflict  with  the  health  and  personal  interests  of  the  moth- 
er, present  complex  questions,  especially  when  the  rights 
pertaining  to  viability  conflict  with  the  choices  of  the 
pregnant  woman.53 

The  American  College  of  Obstetricians  and  Gynecolo- 
gists’ Committee  on  Ethics  issued  a statement  in  198754 
which  asserted  that  “the  maternal-fetal  relationship  re- 
mains a unique  one,  requiring  a balance  of  maternal 
health,  autonomy,  and  fetal  needs.  Every  reasonable  ef- 
fort should  be  made  to  protect  the  fetus,  but  the  pregnant 
woman’s  autonomy  should  be  respected.”  The  statement 
recommended  consultation  with  an  institutional  ethics 
committee  when  appropriate.  “The  use  of  the  courts  to 
resolve  these  conflicts  is  almost  never  warranted.” 
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Himself,  Mrs  Plucker,  and  the  rites  of  spring 

Pascal  James  Imperato,  md 


He  was  a large  man  who  had  a quick  step  and  a slight 
bounce  to  his  walk,  a warm  smile,  and  a pleasant  habit  of 
mischievously  peering  out  over  the  top  of  his  spectacles. 
The  wooden  barracks  where  we  worked  creaked  and  ech- 
oed; yet  his  approach  was  almost  always  silent.  What  told 
us  he  was  coming  was  the  distinctive  push  he  gave  to  the 
Hollywood-style  saloon  doors  that  set  the  infirmary  off 
from  the  rest  of  the  corridor.  “Good  morning,”  he  would 
say,  standing  in  the  doorway,  not  stepping  in  until  he  was 
invited.  He  had  a booming  voice,  an  infectious  smile,  and 
quickly  put  us  at  ease.  As  he  stepped  over  the  threshold  he 
always  removed  the  brown  straw  hat  that  seemed  so  much 
a natural  part  of  his  anatomy.  He  asked  us  how  everything 
was,  inquired  about  the  sick  and  injured,  and  amused  us 
by  offering  therapeutic  advice  after  listening  to  case  his- 
tories. He  had  absolutely  no  medical  training,  but  his  in- 
terest in  medicine  was  a passionate  one,  forged  in  part  by 
personal  conquest  of  illness.  He  willingly  assumed  the 
burden  of  concern  for  the  sick  and  injured,  no  matter  who 
they  were,  and  spared  no  effort  or  expense  to  help  them. 
We  saw  him  as  a man  of  unique  admirable  qualities  who 
inspired  loyalty,  respect,  and  affection.  Yet  the  public  he 
had  left  behind  in  Brooklyn,  New  York,  saw  him  from 
afar  through  their  disappointment  and  anger. 

Although  Walter  O’Malley  had  moved  the  Dodger 
baseball  team  from  Brooklyn  to  Los  Angeles  in  1958,  the 
links  to  Brooklyn  were  more  than  residual.  One  of  these 
links  was  Dr  Herbert  C.  Fett,  the  former  team  physician 
who  was  Chief  of  Orthopedic  Surgery  at  the  Long  Island 
College  Hospital  where  I was  doing  my  residency  in  inter- 
nal medicine.  For  a number  of  years,  Dr  Fett  sent  house 
staff  volunteers  to  Dodgertown,  the  spring  training  camp 
in  Vero  Beach,  Florida.  They  provided  front  line  medical 
services  for  close  to  400  players  and  staff  during  the  two 
months  of  spring  training.  At  first  blush  virtually  every 
resident  expressed  interest.  However,  the  number  of  vol- 
unteers rapidly  dwindled  when  it  became  known  that  the 
time  away  would  count  against  annual  leave. 

Dr  Fett  personally  screened  the  few  candidates  there 
were,  along  with  Mrs  Anastasia  Plucker,  the  chief  nurse 
on  Neurosurgery,  who  regularly  went  to  Dodgertown  for 
two  months  every  year.  Mrs  Plucker,  and  I still  refer  to  her 
as  such,  was  a formidable  combination  of  mother  figure 
and  field  marshal  who  ruled  rather  than  administered  the 
Neurosurgery  floor.  The  house  staff  and  attending  physi- 
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cians  stood  in  awe  of  her,  greatly  respected  her  knowledge 
and  ability,  and  entered  her  domain  through  sufferance. 
Mrs  Plucker  had  a biblical  interpretation  of  people.  They 
were  either  good  or  bad;  there  was  no  middle  ground.  She 
had  a formidable  presence  and  could  with  but  a stare  let 
people  know  what  she  thought  of  them. 

Mrs  Plucker  took  an  instant  liking  to  me  and  as  with  all 
those  whom  she  liked,  effortlessly  overlooked  my  profes- 
sional and  personal  shortcomings.  As  far  as  she  was  con- 
cerned I was  perfect  and  could  do  no  wrong.  I think  that 
her  response  to  me  was  determined  in  part  by  the  fact  that 
she  lived  in  a brownstone  on  Douglas  Street  in  Brooklyn, 
two  blocks  from  my  grandparents’  former  home  where  for 
many  years  one  of  my  uncles  had  his  medical  practice. 
Mrs  Plucker  knew  my  family,  worshipped  in  the  same 
church,  and  saw  me  as  a product  of  the  neighborhood  of 
which  she  was  fiercely  proud.  For  she  always  spoke  of 
“our  neighborhood”  and  “our  church.”  It  didn’t  seem  to 
matter  to  her  that  I had  never  lived  in  Brooklyn.  When 
once  I mentioned  this  to  her  she  said  with  an  Irish  lilt  to 
her  voice,  “Oh  now  don’t  be  contradicting  me.” 

Until  I went  there,  Dodgertown  was  an  abstraction  set 
in  the  Florida  sunshine.  There  was  no  formal  orientation, 
just  assurances  from  Dr  Fett,  Mrs  Plucker,  and  other  resi- 
dents who  had  been  there  that  I would  do  well.  It  never 
occurred  to  me  at  the  time,  although  it  has  since,  that  in 
principle  a resident  in  orthopedic  surgery  or  one  in  sports 
medicine  would  have  been  better  suited  as  a baseball  camp 
physician  than  a resident  in  internal  medicine.  Sports 
medicine  had  barely  emerged  as  a specialty  at  that  time 
and  no  orthopedic  residents  were  available.  Yet  I learned 
soon  after  my  arrival  that  accidents  were  few  and  usually 
not  serious  and  that  the  commonest  problems  among  the 
several  hundred  healthy  adult  males  in  the  camp  were  up- 
per respiratory  tract  infections  and  heat  exhaustion.  An 
excellent  surgeon  in  the  town  of  Vero  Beach,  Dr  Phil  D. 
Morgan,  managed  all  major  injury  problems,  and  there 
were  other  specialists  in  town  to  whom  players  could  be 
referred  if  the  need  arose. 

In  March  of  1964  I rode  down  to  Vero  Beach  from  New 
York  with  David  Handler,  the  Director  of  Laboratories  at 
Long  Island  College  Hospital,  who  was  relocating  to  Flor- 
ida. I always  thought  that  Dave  had  missed  his  vocation  in 
life  and  should  have  been  a jet  pilot.  We  made  it  to  Vero 
Beach  in  a day  and  a half,  and  at  times  it  seemed  to  me 
that  we  rode  a few  inches  above  the  roadway.  Mrs  Pluck- 
er, who  knew  how  fast  Dave  drove,  was  fretful  when  we 
walked  into  the  infirmary.  “You  see,  I delivered  him  to 
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you  safe  and  sound,”  Dave  said  jokingly.  She  wasn’t 
amused. 

Dodgertown  is  a former  naval  air  station  which  at  that 
time  consisted  of  two  large  wooden  barracks  buildings, 
each  two  stories  high  and  set  on  stilts.  The  infirmary  was 
in  a wing  at  the  end  of  the  compound,  adjacent  to  an 
Olympic-sized  swimming  pool  which  was  rarely  used.  The 
infirmary  consisted  of  several  rooms,  two  of  which  had 
three  beds  each  for  inpatient  care.  Mrs  Plucker’s  own 
room  was  adjacent  to  the  infirmary  while  the  physician’s 
room  was  in  the  other  barracks  building.  Everyone  lived  in 
the  barracks:  players,  administrators,  staff,  the  press 
corps,  and  visitors.  The  barracks  were  spartan  and  spare 
but  clean  and  comfortable.  Yet  the  walls  were  thin  and 
even  a light  footed  person  made  the  floors  vibrate.  As  lines 
of  players  rolled  down  the  stairs  and  left  for  their  daily 
practice  sessions  Mrs  Plucker  would  remark,  “They’ll 
bring  the  heavens  down  on  us  yet.”  There  were  two  base- 
ball equipment  items  that  were  prohibited  in  the  barracks, 
bats  and  cleats,  the  former  because  they  could  become 
weapons  in  a heated  argument  and  the  latter  because  they 
would  have  wreaked  havoc  on  the  floors. 

After  I had  gotten  my  bags  to  my  room,  Mrs  Plucker 
said,  “Now  himself  will  be  wanting  to  meet  you.”  I didn’t 
know  who  “himself’  was  and  when  I asked  she  replied, 
“Why,  Mr  Walter  O’Malley,  of  course.”  Mrs  Plucker  had 
obviously  acted  as  a one-person  advance  publicity  team 
judging  from  the  reception  Mr  O’Malley  gave  me.  He  was 
seated  behind  a desk  in  his  no-frills  office  in  the  barracks. 
It  opened  onto  the  central  corridor  and  as  I would  later 
learn  he  regularly  hailed  people  down  as  they  passed  by. 

The  only  advice  Mr  O’Malley  ever  gave  me  was  sound.  I 
was  part  of  management  and  had  to  avoid  fraternizing 
with  the  players  and  had  to  be  discreet  with  the  members 
of  the  press  corps  because  I would  possess  confidential  in- 
formation about  the  health  of  individual  players.  The 
camp  was  akin  to  a small  village  in  which  information  of 
any  kind  quickly  spread.  Although  women  were  stereo- 
typed in  those  years  as  the  purveyors  of  gossip,  the  over- 
whelmingly male  population  of  the  camp  regularly  dis- 
proved this  then  conventional  wisdom.  There  was  scarcely 
a sprained  ankle  or  cough  that  escaped  comment  as  the 
day’s  field  performances  were  discussed  in  the  halls  and  at 
meal  times. 

The  camp  nurse  and  physician  were  on  call  24  hours  a 
day,  seven  days  a week.  Although  this  was  something  of  a 
monastic  schedule,  I found  it  a pleasant  change  from  my 
hospital  routine  and  not  as  grim  as  one  might  imagine. 

The  minor  league  players  practiced  from  early  morning 
until  late  afternoon,  after  which  practice  games  were  of- 
ten held  under  the  lights  in  the  camp’s  Holman  Stadium. 
There  was  always  a steady  stream  of  players  with  minor 
injuries  and  medical  problems  which  kept  us  occupied 
most  of  the  time. 

My  professional  reputation  in  the  camp  was  made  by 
luck  I think  within  two  hours  of  my  arrival.  I was  still 
unpacking  in  my  room  when  Mrs  Plucker  phoned  to  say 
that  one  of  the  major  league  players  was  there  for  his 
monthly  steroid  injection  into  his  knee.  Panic  seized  me  as 
I listened  to  her  firmly  announce  that  she  had  him  all  set 
up  on  the  examining  table.  I had  never  observed  even  one 
such  procedure,  much  less  done  one.  Fortunately  I had 


taken  along  with  me  a pocket  sized  emergency  medical 
guide  which  one  of  my  physician  uncles  had  given  me  a 
year  before.  I frantically  flipped  through  the  index  and 
breathed  a sigh  of  relief  when  I found  not  only  a descrip- 
tion of  the  procedure  but  a few  drawings  as  well,  clearly 
demonstrating  technique. 

Armed  with  this  hastily  acquired  knowledge  and  the 
blissful  arrogance  of  youth  I walked  over  to  the  dispensary 
where  the  player,  a trainer,  and  Mrs  Plucker  were  waiting 
for  me  with  an  air  of  expectancy.  The  knee  was  already 
positioned,  the  tray  set  up,  and  with  all  eyes  turned  to- 
wards me  I felt  like  a neophyte  conductor  about  to  launch 
the  first  notes  of  a leading  symphony  orchestra. 

Mrs  Plucker  appeared  a bit  nervous,  knowing  that  a 
great  deal  was  riding  on  this  single  injection.  She  left  noth- 
ing to  chance  and  promptly  told  the  player  that  not  all 
knees  were  quite  the  same,  that  the  good  Lord  made  them 
all  a bit  differently.  That’s  why  it  was  important  that  he 
tell  us,  if  he  knew,  where  the  orthopedist  in  California  reg- 
ularly injected  the  knee  and  at  what  angle.  She  became 
visibly  upset  when  he  said  he  didn’t  know.  With  the 
sketches  clearly  in  my  mind  it  took  but  one  firm  push  to 
place  the  needle  into  the  joint.  As  the  solution  flowed  in 
the  player  sensed  it  was  in  the  right  place  and  said,  “You 
give  a great  injection,  Doc.” 

After  the  player  left,  Mrs  Plucker  said,  with  obvious 
satisfaction,  “Now  himself  will  be  hearing  about  this  soon 
enough.”  Soon  enough  turned  out  to  be  less  than  an  hour 
later. 

In  the  early  1960s,  the  Dodgers  maintained  a large 
number  of  farm  teams  whose  composite  strength  was  sev- 
eral hundred.  They  arrived  at  Dodgertown  a month  after 
the  major  league  team  had  begun  spring  training  and  re- 
mained there  until  the  middle  of  April.  Each  player  had  to 
submit  a medical  history  and  receive  a physical  examina- 
tion and  this  activity  kept  Mrs  Plucker  and  me  busy  for 
the  first  ten  days.  Some  of  the  major  league  players  also 
came  in  at  this  time  for  their  annual  physicals,  although 
most  had  had  them  in  California. 

The  first  few  weeks  of  spring  training  were  reserved  for 
the  major  league  players.  The  barracks  were  relatively 
empty  then,  except  for  staff,  since  most  of  these  players 
lived  in  town.  The  dining  room  had  linen  tablecloths,  base- 
ball shaped  daily  menu  cards,  and  waitresses.  As  soon  as 
the  several  hundred  minor  league  players  arrived  it  was 
transformed  into  a mess  hall  with  long  rows  of  picnic  ta- 
bles, and  even  Mr  and  Mrs  O’Malley  stood  on  line  for 
counter  service. 

The  most  audible  Brooklyn  connection  in  the  camp  was 
Herman,  who  ran  the  mail  room,  supervised  the  laundry 
service,  and  began  the  camp’s  day  with  an  expression  of 
patriotism  that  pierced  the  thin  building  walls  at  7 AM  and 
negated  the  need  for  alarm  clocks.  After  Herman  raised 
the  flag  and  the  1959  and  1963  blue  and  white  World  Se- 
ries Championship  banners,  he  recited  the  pledge  of  alle- 
giance with  a classic  Brooklynese  accent  that  rode  on 
megaphonic  decibels  across  the  camp  grounds.  He  had 
worked  for  the  Brooklyn  Dodgers,  was  retired  in  Brook- 
lyn, and  regularly  came  to  spring  training.  By  the  time 
anyone  got  to  the  central  lounge  area  of  the  principal  bar- 
racks where  his  office  was  he  had  already  read  the  previ- 
ous day’s  New  York  Daily  News  which  regularly  arrived 
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at  sunrise.  Some  people  found  Herman’s  manner  gruff  but 
that  coupled  with  a conversational  tone  befitting  a town 
crier  helped  to  keep  high  spirited  ball  players  in  check. 

By  8 AM  the  sound  of  cracking  bats  could  be  heard  com- 
ing from  the  batting  cages  and  other  practice  activities 
began,  including  defense  and  bunting,  infield  and  outfield 
exercises,  running,  and  sliding.  Several  practice  games  be- 
tween minor  league  teams  were  held  on  most  days  and  on 
some  evenings.  Practice  games  and  sliding  into  bases 
seemed  to  me  to  produce  the  most  injuries,  not  because 
players  were  careless  but  because  they  wanted  to  excel 
and  achieve  their  dreams  of  reaching  the  major  leagues.  I 
vividly  recall  one  player  who  severely  fractured  his  lower 
left  fibula  while  sliding  into  first  base.  Because  of  the  se- 
vere swelling  Phil  Morgan  couldn’t  apply  a cast  and  thus 
we  had  to  keep  the  player  in  the  infirmary  with  his  leg 
immobilized.  The  morning  after  the  injury  occurred,  Mrs 
Plucker  made  a startling  discovery  when  she  opened  the 
door  to  his  room.  There  he  was  positioned  upside  down  on 
his  hands  and  head  with  his  swollen  leg  pointing  to  the 
ceiling.  She  never  told  me  exactly  what  she  said  but  relat- 
ed that  he  refused  to  put  himself  upright,  saying  he  was 
healing  his  leg.  Within  minutes  the  full  weight  of  Dodger 
officialdom  came  down  on  his  still  upturned  feet.  The  man 
who  set  him  straight  was  L.  Fresco  Thompson,  the  Vice 
President  and  Director  of  Minor  League  Operations.  He 
was  a no-nonsense  manager  who  had  played  baseball  him- 
self for  17  years.  He  knew  what  players  were  capable  of 
doing  even  before  they  had  thought  of  it  themselves.  How- 
ever, he  had  never  encountered  the  likes  of  this  one  before 
and  urged  us  to  get  a cast  on  him  as  soon  as  possible  so  that 
he  could  be  sent  back  to  California.  The  player,  who  prac- 
ticed yoga  and  other  uncategorized  meditation  exercises, 
sincerely  believed  in  the  therapeutic  value  of  what  he  was 
doing  and  was  taken  aback  by  all  the  fuss.  Until  we  put  a 
cast  on  his  leg  several  days  later,  he  continued  his  exer- 
cises when  he  thought  we  weren’t  looking  and  entertained 
Mrs  Plucker  and  me  with  his  guitar  music. 

Minor  cases  of  heat  exhaustion  regularly  occurred  for 
which  Mrs  Plucker  concocted  a salt  solution  of  her  own 
that  seemed  to  work.  There  was  a practice  field  behind  the 
infirmary  and  the  minor  league  players  using  it  often 
came  to  the  window  for  a slug  of  this  solution.  Mrs  Plucker 
would  fill  up  paper  cups,  unlatch  the  screen,  and,  leaning 
over  the  window  sill,  hand  the  cups  to  the  players.  They 
would  gulp  the  solution  down  and  grimace  a bit  even  as 
she  was  saying,  “Now  it  will  do  you  a world  of  good.”  Mrs 
Plucker  also  dispensed  pills,  salves,  bandages,  and  moth- 
erly advice  over  the  windowsill  and  occasionally  players 
thrust  up  a few  wildflowers  they  said  they  had  found  on 
the  edge  of  the  field.  She  gave  these  a place  of  honor  on  her 
desk  in  an  old  cough  medicine  bottle.  In  this  open  window 
medical  care  system  of  hers,  no  names  were  ever  taken 
down  and  no  records  kept  and  at  first  this  troubled  me. 
But  I soon  came  around  to  her  way  of  thinking,  realizing 
that  players  used  the  window  in  the  middle  of  practice  as  a 
quick  first  aid  station.  And  as  Mrs  Plucker  said,  “They 
don’t  have  time  to  remove  and  put  on  their  cleats  just  to 
come  in  here  and  himself  won’t  be  having  them  come  in 
here  with  those  cleats  on.”  I also  discovered  that  she  never 
forgot  a name  or  face  and  pretty  much  knew  what  and  how 
much  she  had  given  to  an  individual  player. 


There  was  one  young  player  who  regularly  came  to  the 
window  asking  for  Mrs  Plucker’s  “salt  tonic”  as  he  called 
it,  even  though  he  clearly  didn’t  need  it.  One  day  I caught 
up  to  him  as  he  made  his  way  back  to  the  practice  field  and 
asked  him  why  he  was  drinking  so  much  of  the  solution. 
He  looked  uncomfortable  and  in  a flash  of  insight  I told 
him  it  did  the  opposite  of  what  he  thought  it  did.  “The 
fellas  told  me  it  really  works,”  he  said  with  conviction,  to 
which  I replied,  “Then  why  don’t  they  drink  it  every  day 
themselves?”  I never  told  Mrs  Plucker  that  her  salt  solu- 
tion was  being  touted  as  an  aphrodisiac. 

The  complex  administration  of  Dodgertown  was  man- 
aged by  Peter  O’Malley,  Mr  O’Malley’s  son.  He  had  to 
oversee  housekeeping,  the  upkeep  of  the  grounds,  repair 
and  maintenance,  the  scheduling  of  practice  facilities,  the 
food  service,  and  numerous  other  activities  including  the 
printing  of  the  daily  schedule.  This  schedule  was  printed 
in  Dodger  blue  and  always  ended  with  a quote  for  the  day. 
I thought  that  the  quote  appearing  on  the  eve  of  the 
camp’s  closing  captured  the  feelings  of  the  minor  league 
players  whose  hearts  were  set  on  making  it  to  the  majors. 
It  read:  “Faith  is  the  substance  of  things  hoped  for,  the 
evidence  of  things  unseen.” 

Dodgertown  ran  according  to  fairly  strict  rules.  Players 
had  to  be  in  by  9 PM  to  insure  a good  night’s  sleep  and 
maximum  potential  performance  the  next  day,  and  no 
children  were  allowed  in  the  barracks.  Epidemic  child- 
hood diseases  were  still  common  in  the  United  States  then 
and  many  players  lacked  natural  immunity.  An  epidemic 
of  chickenpox  or  measles  would  have  had  a devastating 
impact  on  the  team’s  performance.  The  9 PM  curfew  was 
enforced  by  barring  entry  at  all  but  two  doors  where  at 
times  various  team  officials  posted  themselves  behind 
trees  with  flashlights  in  hand.  There  weren’t  many  curfew 
breakers.  However,  one  who  had  been  out  drinking  was 
discovered  as  he  was  trying  to  enter.  With  two  team  offi- 
cials in  pursuit,  he  climbed  up  a ladder  on  the  side  of  the 
building  and  then  ran  across  the  flat  roof  until  he  disap- 
peared over  the  edge.  A search  on  the  ground  didn’t  turn 
him  up,  but  at  1 AM  I received  a call  from  the  hospital 
saying  that  “one  of  your  players  is  here  with  a fractured 
ankle.”  The  player  had  pulled  himself  into  the  crawl  space 
under  the  building  and  then  gotten  himself  to  the  hospital 
when  the  coast  was  clear. 

Fresco  Thompson  regularly  made  late  evening  rounds 
through  the  barracks  and  on  several  occasions  I accompa- 
nied him.  By  that  time  he  had  been  in  baseball  over  40 
years,  both  as  a player  and  manager,  and  had  just  written 
his  memoirs,  Every  Diamond  Doesn’t  Sparkle.  The  minor 
league  players  stood  in  awe  of  him  and  word  of  his  ap- 
proach spread  a wave  of  silence  down  the  block-long  corri- 
dors. Once  we  startled  a raucous  group  of  card  players  in  a 
dead  end  corridor.  There  was  no  escape  and  to  their  relief 
he  let  them  off  with  only  a mild  rebuke.  As  we  watched 
them  walk  off  to  their  rooms  he  commented  that  it  never 
ceased  to  amaze  him  how  within  a few  hours  of  arrival  in 
the  camp,  the  drinkers  and  card  players  always  teamed  up. 

Although  rigorous  practice  schedules,  a curfew,  and 
middle  aged  women  secretaries  helped  rivet  player  atten- 
tion only  on  baseball,  some  players  managed  to  get  to  town 
with  regularity.  A few  of  them  were  reminded  of  their  visits 
several  days  later  when  symptoms  appeared.  “Sore  throat, 
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eh?”  Mrs  Plucker  would  say  to  them  as  she  gave  the  injec- 
tions, letting  us  know  that  she  was  in  on  the  secret. 

Walter  O’Malley  exercised  no  privileges  in  the  camp 
and  freely  mingled  with  the  staff  and  players.  A measure 
of  his  values  were  the  Dodger  staff  and  his  friends  who 
came  to  Dodgertown  for  short  vacations.  My  relationship 
with  him  was  strengthened,  I think,  by  our  mutual  interest 
in  Africa  where  we  both  had  been  and  to  which  we  both 
would  return.  His  openness  and  candor  led  many  to  facile 
summations  of  his  character.  But  a fuller  portrait  could 
only  be  synthesized  from  closer  quarters,  from  a nuance 
here,  a word  there,  and  steady  observation  of  his  fine  val- 
ues in  the  conduct  of  human  affairs.  The  quality  and  com- 
petence of  the  Dodger  management  was  reflected  in  the 
excellence  of  the  team  which  had  just  won  the  1963  World 
Series  and  which  would  go  on  to  a fourth  world  title  in 
1965.  This  was  a team  which  at  the  time  included  manag- 
er Walter  Alston,  pitchers  Sandy  Koufax  and  Don  Drys- 
dale,  outfielders  Willy  Davis  and  Wally  Moon,  and  in- 
fielders  Nate  Oliver,  Bart  Shirley,  Maury  Wills,  and  Wes 
Parker. 

Three  of.  Mr  O’Malley’s  friends  became  friends  of 
mine.  That  our  friendships  were  short  lived  was  no  fault  of 
ours.  For  they  were  in  the  late  twilight  years  of  their  lives 
while  I was  entering  mid-morning.  They  took  me  with 
them  on  their  outings  and  tutored  me  in  the  technical  nu- 
ances of  baseball  at  exhibition  games.  Often  they  had 
good  natured  disagreements  over  pitches  and  plays  and  in 
time  turned  to  me,  their  student,  for  opinions. 

Roscoe  E.  McGowan  had  been  a sportswriter  for  the 
New  York  Times  for  30  years  during  which  time  he  pri- 
marily covered  the  Brooklyn  Dodgers.  Although  he  was 
78  when  I first  met  him  he  was  still  tall,  dignified  in  speech 
and  manner,  and  could  effortlessly  compose  verse  on  the 
spur  of  the  moment  and  recite  lengthy  passages  from 
Shakespeare.  He  was  modest  and  warm  and  spoke  with  a 
basso  profundo  voice  that  was  a pleasure  to  hear.  Roscoe 
drove  down  to  Vero  Beach  with  Dr  Joseph  Kelly,  Mrs 
O’Malley’s  New  York  physician.  Dr  Kelly  was  an  otolar- 
yngologist and  76  years  old  at  the  time.  Although  soft  spo- 
ken and  modest,  he  exhibited  unexpected  daring  and  risk 
in  his  driving  which  Roscoe  once  memorialized  in  verse. 
The  troika  was  completed  by  Frank  Shaughnessy,  who 
was  then  81  and  one  of  baseball’s  giants.  Known  as 
“Shag,”  he  had  devised  the  playoff  system  in  1933  and 
had  served  as  president  of  the  International  League.  Mr 
Shaughnessy  had  been  an  all  around  athlete  at  Notre 
Dame  and  had  gone  on  to  become  a baseball  and  football 
coach  after  receiving  a law  degree.  He  spoke  with  a bel- 
lowing voice  and  freely  expressed  his  opinions  with  a con- 
viction no  one  dared  challenge,  except  Dr  Kelly. 

One  of  my  responsibilities  as  camp  physician  was  to  at- 
tend exhibition  games  in  Holman  Stadium  while  Mrs 
Plucker  kept  watch  at  the  infirmary.  Most  of  the  spectators 
were  senior  citizens  whose  slow  reflexes  in  the  face  of  an 
oncoming  fly  ball  always  kept  me  on  alert.  The  four  of  us 
usually  sat  together  and  in  time  Roscoe  suggested  that  I sit 
between  Dr  Kelly  and  Mr  Shaughnessy  to  mediate  their 
irreconcilable  opinions  on  the  technical  aspects  of  plays. 
Mr  Shaughnessy  used  to  whisper  to  me  that  Dr  Kelly  was 
all  wet  while  Dr  Kelly’s  standard  phrase  was,  “Shag  is  mis- 
taken.” Their  most  heated  argument  erupted  during  a 


game  when  Dr  Kelly  suggested  that  he  could  fit  the  pitcher 
with  a rotating  prism  in  his  eyeglasses  that  would  enable 
him  to  throw  all  sorts  of  balls  directly  across  the  plate.  Mr 
Shaughnessy’s  reaction  was  immediate  and  terse.  “Now 
that’s  the  most  fool  thing  I’ve  ever  heard  of.”  He  then  whis- 
pered to  me  that  he  thought  that  Dr  Kelly  was  slipping  in 
his  mental  faculties.  Dr  Kelly  promptly  replied  to  this  be- 
cause Mr  Shaughnessy’s  whispers  were  usually  audible  for 
several  rows  around.  Their  bantering  was  all  done  in  good 
humor  and  before  long  they  were  instructing  me  again 
about  baseball  techniques  and  strategy. 

Roscoe  was  a wonderful  letter  writer  and  we  kept  in 
touch  until  shortly  before  he  died  of  lung  cancer  on  No- 
vember 5,  1966.  Our  correspondence  primarily  dealt  with 
literature  and  writing.  In  a May  21,  1965,  letter  to  me 
from  North  Woodstock,  Connecticut,  he  wrote,  “ . . . 
About  the  elegies,  I have  read  all  of  them  excepting  Shel- 
ley’s Adonais  . . . Having  read  little  of  Arnold  I’d  never 
heard  of  his  Thyrsis,  but  I’ll  have  to  get  a copy  of  it ...  ” 
Earlier,  on  May  4,  he  had  sent  me  a double  quatrain  on  his 
own  indisposition.  It  was  written  in  the  same  meter  as  Gil- 
bert’s “A  Policeman’s  Lot  Is  Not  a Happy  One.” 

When  a fellow  drinks  a little  too  much  bourbon, 

When  he  fails  to  get  his  proper  meed  of  sleep. 

The  end  results  may  be  a bit  disturbin’ — 

In  fact,  may  make  his  guardian  angel  weep. 

For,  while  he  may  enjoy  his  dissipation 

And  for  a time  drift  gaily  with  the  stream. 

There  is  nothing  like  some  “hearty”  Fibrillation 
To  put  the  guy  right  back  on  virtue’s  beam! 

A month  later  Roscoe  wrote  again,  unhappy  about  his  use 
of  the  word  meed  in  the  second  line:  “ . . . that  was  stretch- 
ing the  meaning  of  ‘meed’  quite  a bit,”  he  wrote,  “ . . . I 
don’t  like  ‘meed,’  so  perhaps  the  line  should  be  rewritten  to 
read:  ‘And  when  he  fails  to  get  sufficient  sleep  or  and 
when  he  fails  to  get  his  needed  sleep.’  ” 

There  came  a day  when  Roscoe’s  letters  ceased  and  af- 
ter a while  I received  one  from  his  granddaughter  telling 
me  what  I already  feared.  Dr  Kelly  and  I spoke  over  the 
phone  about  his  passing  but  nine  months  later  Dr  Kelly, 
too,  was  gone.  The  lone  survivor  was  Mr  Shaughnessy, 
who  sent  me  a pair  of  binoculars  as  I left  for  several  years 
in  Africa.  He  lived  until  he  was  86  and  died  in  May  1969. 

All  three  of  these  men  enriched  my  life  in  different 
ways,  Roscoe  with  his  love  of  the  classics  and  literature, 
Dr  Kelly  with  his  wisdom,  and  Mr  Shaughnessy  with  his 
wit  and  knowledge  of  baseball.  Intentional  social  segrega- 
tion from  people  my  own  age  had  brought  me  into  intense 
contact  with  three  unique  men  whose  friendship  opened 
broad  vistas  beyond  the  world  of  medicine.  Their  shared 
link  was  Walter  O’Malley  and  they  were  a reflection  of 
him  as  much  as  he  was  of  them. 

The  day  finally  came  when  the  camp  closed  down  and 
the  staff  left  for  either  California  or  New  York.  The  bar- 
racks were  silent,  surrounded  by  empty  fields,  and  Mrs 
Plucker  locked  her  window  screen  until  the  following  year. 
The  minor  league  players  gathered  out  in  front,  waiting 
for  buses  to  take  them  into  another  season  of  hope.  These 
rites  of  spring  had  also  been  a time  of  hope,  of  success  for 
some  and  disappointment  for  a few.  Yet  most  dreams  had 
not  gone  unfulfilled,  for  in  the  limitless  horizons  of  youth 
there  was  always  next  year. 
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CASE  REPORTS 


Typhlitis  occurring  in  a myelodysplastic  syndrome 

Jasbir  S.  Sra,  md,  Michael  R.  Owens,  md 


Necrotizing  lesions  of  the  bowel  wall 
are  known  complications  of  hematolog- 
ic malignancies  and  may  occur  in  as 
many  as  12%  of  leukemia  patients.1 
Various  clinical  terms,  such  as  necrotiz- 
ing colitis,  ileocecal  syndrome,  typhli- 
tis, and  neutropenic  colitis,  have  been 
used  to  describe  this  process,  which 
typically  produces  inflammation  and 
necrosis  of  the  ileal  and  cecal  areas.2-6 
The  clinical  presentation  of  these  disor- 
ders includes  fever  and  right  lower 
quadrant  abdominal  pain  and  may  sug- 
gest acute  appendicitis.6-8 

The  etiology  of  the  ileocecal  syn- 
dromes remains  unclear.  Known  clini- 
cal features  of  leukemia,  including  neu- 
tropenia, thrombocytopenia,  and  the 
use  of  ablative  chemotherapy,  are 
thought  to  contribute  to  development  of 
these  processes,  and  much  emphasis  has 
been  placed  on  neutropenia  as  a caus- 
ative factor.2-5  We  report  a patient  with 
myelodysplastic  syndrome  (MDS)  in 
whom  necrosis  of  the  cecum  developed 
soon  after  receiving  attenuated  doses  of 
chemotherapy.  The  association  of  cecal 
necrosis  in  MDS  has  not  been  previous- 
ly reported,  and  the  patient  was  not  se- 
verely neutropenic  at  the  time  this  com- 
plication developed.  Although  throm- 
bocytopenia was  present  throughout 
the  hospital  course,  there  was  no  evi- 
dence that  hemorrhage  into  the  bowel 
wall  developed. 

Case  Report 

A 62-year-old  man  was  admitted  to  the 
hospital  with  a three-month  history  of  fa- 
tigue and  progressive  dyspnea  on  exertion. 
One  month  prior  to  admission,  a nonproduc- 
tive cough  developed,  and  the  patient’s  pri- 
mary care  physician  gave  him  tetracycline 
for  three  days  prior  to  admission. 
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Physical  examination  revealed  a pale,  afe- 
brile man  who  appeared  chronically  ill.  The 
chest  was  clear  to  percussion  and  ausculta- 
tion. Cardiac  examination  revealed  a regu- 
lar rhythm  with  an  S4  gallop  and  grade  2/6 
systolic  ejection  murmur  audible  along  the 
left  sternal  border.  The  spleen  was  not  pal- 
pable, and  there  was  no  lymphadenopathy. 

The  patient  was  markedly  anemic  on  ad- 
mission (hematocrit,  19%;  hemoglobin,  2.9 
g/dL),  and  the  reticulocyte  count  was  1%. 
Morphologic  abnormalities  in  the  peripher- 
al blood  leukocytes,  including  numerous 
pseudo-Pelger-Huet  cells,  suggested  the 
presence  of  a preleukemic  or  myelodysplas- 
tic syndrome.  A bone  marrow  aspirate  and 
biopsy  performed  on  the  second  day  of  the 
patient’s  hospital  stay  revealed  marked  ery- 
throid  hyperplasia  with  an  increase  in  my- 
eloblasts and  promyelocytes.  The  overall  he- 
matologic picture  was  most  compatible  with 
the  MDS  classification  refractory  anemia 
with  excess  blasts  (RAEB).9 

The  patient  received  a transfusion  of 
packed  red  blood  cells,  and  chemotherapy 
was  begun  with  attenuated  doses  of  dauno- 
mycin,  cytarabine  and  6-thioguanine  (Fig 
1).  He  tolerated  the  treatment  extremely 
well,  experiencing  only  mild  nausea  on  the 
First  day  of  treatment.  The  course  of  chemo- 
therapy (five  days  overall)  was  completed 
by  day  13  of  his  hospital  stay.  At  this  time, 
the  patient  was  doing  very  well  clinically 
and  remained  in  the  hospital  only  so  that  his 
blood  counts  could  be  closely  monitored. 

On  day  18  he  began  having  temperature 
elevations  reaching  39.5°C.  Results  of  the 
physical  examination  were  unchanged.  In 
particular,  the  abdominal  examination  was 
entirely  normal.  Numerous  blood  cultures 
of  blood  and  urine  showed  no  bacterial 
growth.  In  spite  of  repeated  vigorous  investi- 
gations, no  source  for  the  patient’s  daily 
temperature  elevations  could  be  found. 
Broad  spectrum  antimicrobial  therapy  was 
begun  with  piperacillin,  clindamycin,  and 
tobramycin,  but  this  had  no  effect  on  his  fe- 
brile course.  On  day  29  of  his  course  severe 
right  lower  quadrant  abdominal  pain  devel- 
oped, with  tenderness  and  guarding  sugges- 
tive of  peritonitis,  and  an  urgent  laparotomy 
was  performed.  The  surgeon  found  a necrot- 
ic cecum  and  a pericecal  abscess  which  re- 
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FIGURE  1.  Clinical  course  of  the  patient. 
Open  circles  represent  absolute  neutrophil 
count  (X  1,000).  Open  triangles  indicate  plate- 
let count  (X  10,000),  and  open  squares  indicate 
hemoglobin  (g/dL).  The  continuous  line  at  the 
top  indicates  oral  temperature  in  degrees  Centi- 
grade. Chemotherapy  administered  during  the 
first  five  days  of  the  patient's  hospital  stay  is 
indicated  at  the  top  of  the  figure. 

quired  ileocecal  resection  and  colostomy. 
Blood  cultures  obtained  during  this  time 
grew  Clostridium  septicum , and  penicillin 
G was  added  to  the  treatment  regimen.  Af- 
ter surgery,  severe  lactic  acidosis  and  renal 
failure  developed  requiring  hemodialysis. 
The  patient  died  three  days  after  surgery. 

Pathologic  examination  of  tissues  re- 
moved at  surgery  showed  mucosal  necrosis 
and  ulceration  of  the  cecum.  The  underlying 
wall  showed  marked  cellulitis  with  infiltra- 
tion of  lymphocytes.  The  wall  was  markedly 
edematous,  and  several  small  abscesses  were 
noted.  Sections  of  the  ascending  colon 
showed  prominent  lymphocytic  infiltration 
and  one  small  area  of  hemorrhage.  Hemo- 
siderin stains  of  the  tissue  were  negative. 

Discussion 

Although  inflammation  and  necrosis 
of  the  cecum  are  described  in  associa- 
tion with  hematologic  malignancy,1-8 
we  find  no  other  reference  to  such  a de- 
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velopment  in  MDS.  The  clinical  setting 
in  which  this  fatal  complication  devel- 
oped in  this  patient  raises  some  ques- 
tions about  the  proposed  pathophysiol- 
ogy of  the  ileocecal  syndrome,  which 
includes  such  features  as  neutropenia, 
hemorrhage,  and  mucositis.  Neutro- 
penia appears  to  be  a critical  predispos- 
ing factor  in  most  cases,  but  this  pa- 
tient’s absolute  neutrophil  count  was 
900  at  its  lowest  point,  and  he  was  able 
to  mount  a brisk  leukocytic  response 
around  the  time  of  his  surgery.  A sec- 
ond common  feature  is  intramural 
hemorrhage,  but  the  negative  hemosid- 
erin stain  of  bowel  wall  sections  in  this 
case  further  suggests  that  hemorrhage 
did  not  play  a substantial  role  here. 
Mucositis  can  certainly  develop  follow- 


ing chemotherapy,  but  it  is  much  more 
common  with  higher  doses  of  ablative 
chemotherapy  than  in  the  attenuated 
regimen  used  here. 

This  case  indicates  that  MDS  must 
be  included  among  those  clinical  situa- 
tions in  which  necrotizing  lesions  of  the 
bowel  should  be  considered.  Although 
no  inference  of  frequency  with  which 
cecal  necrosis  may  occur  in  MDS  can 
be  made  from  this  case,  the  clinical  pre- 
sentation and  the  fatal  clinical  outcome 
were  similar  to  that  seen  in  acute  leuke- 
mia. 
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Campylobacter  fetus  as  a pulmonary  pathogen  in  man 

Case  report  of  post-pneumonectomy  empyema 


Eddie  L.  Hoover,  md,  Anukware  Ketosugbo,  md;  Hwei-Kang  Hsu,  md;  Hueldine  Webb,  md; 

Bruce  Toporoff,  md 


Campylobacter  fetus  was  first  isolated 
in  1909  by  McFadyean  and  Stockman 
in  Great  Britian  during  an  investigation 
into  the  etiology  of  abortions  in  sheep.1 
Its  only  known  role  as  a pathogen  was 
limited  to  causing  abortions  in  domestic 
animals,  until  1947  when  Vinzent  and 
coworkers  reported  a pregnant  woman 
who  aborted  following  an  episode  of  C 
fetus  bacteremia.2  Despite  the  fact  that 
the  epidemiology  of  C fetus  infections 
in  humans  is  unclear  and  the  pathogen- 
esis of  systemic  infection  poorly  under- 
stood, this  organism  is  becoming  in- 
creasingly recognized  as  a significant 
pathogen  under  a variety  of  conditions, 
in  addition  to  being  a common  cause  of 
gastroenteritis  in  the  pediatric  age 
group.  The  most  common  manifesta- 
tion of  C fetus  infection  is  thought  to  be 
a bacteremia  without  localized  infec- 
tion. However,  despite  the  bacteremia, 
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infections  of  the  pulmonary  parenchy- 
mal and  pleural  space  are  quite  rare.  In 
1977,  Targan  et  al3  reported  the  second 
case  in  the  literature  of  human  pulmo- 
nary involvement  with  this  organism  in 
a patient  with  C fetus  pneumonia,  lung 
abscess,  and  empyema.  We  recently  re- 
covered C fetus  as  the  causative  agent 
in  a patient  in  whom  a post-pneumonec- 
tomy  empyema  developed.  The  slow 
but  increasing  role  of  this  bacillus  as  a 
pathogen,  recent  advances  in  isolation 
techniques  and  bacteriologic  identifica- 
tion, and  the  treatment  regimen  consti- 
tute the  basis  for  this  report  and  litera- 
ture review. 

Case  Report 

A 64-year-old  man  was  admitted  to  the 
hospital  with  shortness  of  breath,  productive 
cough,  wheezing,  and  occasional  hemopty- 
sis. He  had  been  treated  for  the  past  three 
months  by  his  private  physician  with  ampi- 
cillin  and  bronchodilators  without  relief.  On 
admission  to  this  institution  he  denied  fever, 
chills,  weight  loss,  or  night  sweats.  He  had 
been  treated  for  tuberculosis  in  1952  and 
1955.  He  also  had  a 40-pack/year  smoking 
history. 


Physical  examination  was  negative  except 
for  occasional  inspiratory  and  expiratory 
wheezing  on  the  right  which  cleared  with 
coughing.  Chest  films  taken  on  admission 
showed  a right  hilar  mass  which  had  not 
been  present  a year  before.  Sputum  cytol- 
ogy, acid-fast  bacilli  smears,  and  liver- 
spleen  and  bone  scans  were  negative.  Com- 
puted tomography  of  the  chest  showed  a 7- 
cm  hilar  mass  compressing  the  right  main 
stem  bronchus  and  enlarged  mediastinal 
lymph  nodes.  Bronchoscopic  biopsy  of  a 
mass  3 cm  from  the  carina  in  the  right  main 
stem  was  reported  as  squamous  metaplasia. 

The  patient  consented  to  surgery  and  un- 
derwent a Carlen  mediastinoscopy,  which 
was  negative,  followed  by  a radical  intraper- 
icardial  pneumonectomy  for  Stage  II  squa- 
mous cell  carcinoma.  Pathologic  study  re- 
vealed a single  focus  of  tumor  in  the 
subcarinal  nodes.  A 12  French  red  Robinson 
catheter  was  left  in  the  third  intercostal 
space  anteriorly,  connected  to  a pneumonec- 
tomy underwater  collection  system,  and  was 
removed  after  24  hours. 

The  postoperative  course  was  unevent- 
ful, and  the  patient  was  discharged  after 
two  weeks.  However,  he  returned  1 1 days 
later  complaining  of  chills  and  a tempera- 
ture of  103°F.  Physical  examination 
showed  a tender,  erythematous  incision. 
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His  white  blood  cell  count  was  1 4,000 / mm3 
with  a differential  count  of  7 5 polymorpho- 
nuclear leukocytes,  15  lymphocytes,  10 
monocytes,  and  1 eosinophil.  Thoracentesis 
produced  serosanguinous  fluid  with  no  or- 
ganisms on  Gram  stain.  Blood  and  pleural 
cultures  grew  curvilinear,  anaerobic  gram- 
negative rods,  which  were  eventually  iden- 
tified by  the  Centers  for  Disease  Control 
(Atlanta,  Ga)  as  Campylobacter  fetus, 
subspecies  fetus,  formerly  subspecies  intes- 
tinalis.  There  was  no  evidence  of  a broncho- 
pleural fistula. 

The  patient  was  treated  initially  with  a 
cephalosporin  medication  but  his  drug  regi- 
men was  changed  to  clindamycin  after  sensi- 
tivities were  reported.  His  chest  was  initially 
drained  by  tube  thoracostomy  followed  by  a 
Clagett  procedure  when  the  former  proved 
to  be  inadequate.  The  antibiotics  were  con- 
tinued for  four  weeks.  The  patient  remained 
asymptomatic  for  a 20-month  follow-up  pe- 
riod, with  a decreasing  cavity  size  which  has 
not  required  closure. 

Discussion 

Campylobacter,  a global  zoonosis,  is 
becoming  recognized  as  a pathogen  ca- 
pable of  causing  a variety  of  diseases  in 
adults  in  addition  to  its  more  traditional 
role  as  a cause  of  gastroenteritis  in  chil- 
dren. Reported  extraintestinal,  nonpul- 
monary  sites  have  included  thrombo- 
phlebitis, pericarditis,  endocarditis, 
mycotic  aneurysms,  and  septic  joints, 
with  most  patients  presenting  with  a 
subacute  febrile  bacteremia.4  7 Al- 
though the  epidemiology  in  humans  is 
unclear,  the  organism  has  been  identi- 
fied as  a normal  component  of  mouth 
flora,  and  patients  have  been  known  to 
develop  C fetus  bacteremia  following 
extraction  of  infected  teeth.6  Contact 
with  infected  dogs  and  cats  has  also 
been  suggested  as  a source  of  transmis- 
sion to  humans,  as  has  person-to-person 
spread,  particularly  among  children.8 

This  patient  informed  us  that  on  re- 
turning home  following  his  pneumonec- 
tomy, he  found  all  of  his  dogs,  which  he 
kept  inside,  sick  with  diarrhea.  He  did 
not  recall  whether  they  had  been  ill  pri- 
or to  his  hospitalization.  Assuming  that 
the  animals  were  the  source  of  his  infec- 
tion, we  initially  postulated  that  postop- 
erative contact  with  his  animals  may 
have  resulted  in  the  transmission  of  the 
bacillus  via  inhalation  or  ingestion,  but 
it  would  be  difficult  to  explain  how  the 
organisms  colonized  a clean,  closed 
space.  It  is  perhaps  more  likely  that  col- 
onization occurred  before  surgery,  and 
that  the  bacillus  simply  found  a suitable 
growth  environment  within  the  pleural 
space  after  surgery.  Unfortunately, 
none  of  the  patient’s  dogs  was  cultured, 


because  the  diagnosis  was  made  very 
late  in  the  course  of  his  disease. 

This  bacillus  is  a spiral  or  curved, 
motile,  nonspore  forming,  gram-nega- 
tive rod.  Morphologically  it  has  a single 
flagellum  at  one  or  both  ends  that  is 
particularly  difficult  to  visualize  and 
which  seldom  plays  a meaningful  role 
in  making  the  diagnosis.  Figure  1 dem- 
onstrates the  typical  spiral  or  curved  or- 
ganism commonly  seen  during  the  early 
growth  phase.  As  the  organism  ma- 
tures, it  may  assume  a straight  rod-like 
shape  as  shown  in  Figure  2.  It  grows 
well  on  blood  agar,  Albimi-Brucella 
agar,  and  under  reduced  oxygen  tension 
(5-6%  oxygen  concentration),  and  is 
considered  to  be  microaerophilic.9  The 
organism  requires  special  isolation 
techniques  because  its  small  size  and 
motility  allow  it  to  pass  through  stan- 
dard 0.65  mm  filters.  This  may  explain 
why  a post-pneumonectomy  hemitho- 
rax  might  provide  an  environment  with 
all  of  the  basic  requirements  necessary 
to  promote  the  growth  of  C fetus.  In  the 
immediate  postoperative  period,  there 
is  a small  amount  of  blood  in  the  chest 
and  a low  oxygen  concentration  follow- 
ing chest  closure.  The  use  of  the  red 
Robinson  catheter  probably  added  to 
the  ambient  oxygen  concentration 
within  the  hemithorax  for  perhaps  48- 
72  hours.  After  pneumonectomy,  the 
hemithorax  begins  to  fill  very  quickly 
with  serum.  We  suggest  that  this  early 
combination  of  blood,  serum,  and  low 
oxygen  concentration  perhaps  provided 
an  environment  suitable  to  initiate  and 
sustain  a microaerophilic  infection.  C 
fetus  has  no  known  cytotoxicity  and 
does  not  produce  enterotoxins,  al- 
though the  structure  of  its  cell  wall  is 
similar  to  other  gram-negative  rods. 

The  diagnosis  of  C fetus  can  be  diffi- 
cult to  make  unless  selective  techniques 
are  used.  However,  the  recovery  of  a 
motile,  spiral  or  curved,  gram-negative 
rod  from  a location  likely  to  have  expe- 
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FIGURE  1 . Photomicrograph  of  Gram  stain  of 
C fetus  colony  during  early  growth  phase  show- 
ing characteristic  spiral  or  curved  organisms 
(original  magnification  X 1,000). 
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FIGURE  2.  Photomicrograph  of  Gram  stain 


during  late  growth  period  demonstrating  a more 
straight,  rod-like  shape  (original  magnification 
X 1,000). 


rienced  a low  but  perceptible  oxygen 
concentration  should  raise  the  level  of 
suspicion  necessary  to  initiate  special 
testing  for  this  organism.  Gentamicin  is 
considered  the  antibiotic  of  choice.  Ad- 
juvant treatment  should  also  include 
surgical  drainage  or  excision  as  appro- 
priate. 

C fetus  is  becoming  increasingly  rec- 
ognized as  a pathogen  in  adults,  causing 
diseases  other  than  diarrhea.  This  or- 
ganism may  be  a component  of  normal 
mouth  flora  in  some  patients,  especially 
those  with  severe  periodontal  disease.  It 
may  also  be  acquired  by  patients  ex- 
posed to  dogs,  cats,  sheep,  or  chickens 
either  as  pets  or  as  occupational  haz- 
ards. Because  of  the  indolent  nature  of 
an  established  C fetus  infection,  genta- 
micin or  another  antibiotic  suggested 
by  sensitivity  studies  should  be  contin- 
ued for  up  to  four  weeks  in  conjunction 
with  appropriate  surgical  debridement 
in  order  to  prevent  recurrences. 
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Enterococcal  meningitis:  A subacute  presentation 


Darron  R.  Brown,  md,  Richard  C.  Reichman,  md 


Enterococcal  infections  involving  the 

central  nervous  system  are  unusual.1-3 
Enterococcal  meningitis  usually  occurs 
as  a consequence  of  some  other  primary 
illness  of  long  duration,  surgery  involv- 
ing the  central  nervous  system,  or  long 
courses  of  multiple  antibiotics  for  other 
infections.  The  typical  presentation  of 
enterococcal  meningitis  is  rapid  onset 
of  fever,  signs  of  meningeal  irritation, 
and  altered  sensorium.  In  this  report, 
we  describe  a patient  with  acute  lym- 
phocytic leukemia  in  whom  enterococ- 
cal meningitis  developed  and  presented 
predominantly  with  fever,  but  few  other 
symptoms  or  signs  of  central  nervous 
system  infection.  Two  cerebrospinal 
fluid  specimens  obtained  24  hours  apart 
contained  only  one  and  two  colonies  of 
enterococci  in  the  absence  of  effective 
antibiotic  therapy.  Enterococcal  men- 
ingitis may  present  subacutely  in  pa- 
tients with  underlying  immunosuppres- 
sive disease. 

Case  Report 

A 47-year-old  man  was  admitted  to 
Strong  Memorial  Hospital  with  spontane- 
ous bruising  and  bleeding  gums.  Acute  lym- 
phocytic leukemia,  diagnosed  1 8 months  be- 
fore admission,  had  been  treated  with 
vincristine,  prednisone,  daunomycin,  cyclo- 
phosphamide, adriamycin,  methotrexate, 
high-dose  cytosine  arabinoside,  and  L- 
asparaginase.  Complete  remission  was  doc- 
umented seven  months  before  admission. 

One  week  before  admission,  spontaneous 
bleeding  of  the  gums  occurred,  and  several 
large  ecchymoses  spontaneously  developed 
on  the  patient’s  forearms.  A peripheral 
blood  smear  and  bone  marrow  examination 
revealed  relapsing  leukemia.  Treatment 
with  aclacinomycin  and  etoposide  was  giv- 
en, resulting  in  neutropenia  on  the  seventh 
day  of  admission.  Fever  and  hypotension  oc- 
curred; piperacillin  and  tobramycin  were 
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started  on  the  eighth  day  after  admission. 
Blood  cultures  grew  coagulase-negative  sta- 
phylococci on  the  12th  day  after  admission 
and  vancomycin  was  administered.  On  the 
20th  day  of  hospitalization,  because  of  per- 
sistent fever,  treatment  was  changed  to  cefo- 
taxime, tobramycin,  and  amphotericin  B. 
The  patient's  condition  improved,  and  anti- 
biotics were  continued. 

Additional  chemotherapy  included  high 
dose  methotrexate,  vincristine,  and  predni- 
sone. Repeat  marrow  examinations  demon- 
strated persistent  leukemia.  During  chemo- 
therapy, the  patient  was  intermittently 
febrile  to  38.5°C. 

On  the  44th  hospital  day,  the  patient  be- 
came febrile  to  39.4°C  while  receiving  cefo- 
taxime, tobramycin,  and  amphotericin  B. 
Blood  cultures  grew  enterococci.  Tobramy- 
cin and  amphotericin  B were  stopped;  van- 
comycin was  given  for  ten  days;  gentamicin 
for  14  days.  Cefotaxime  was  continued,  and 
intermittent  fever  persisted. 

On  the  52nd  day  after  admission,  mild 
frontal  heachache  developed,  and  the  pa- 
tient’s temperature  was  38.6°C.  He  was  re- 
ceiving cefotaxime,  2 g every  six  hours.  No 
other  specific  therapy  was  given,  and  his 
condition  improved.  Mild  headache  and 
photophobia  occurred  again  on  the  54th 
day.  Mild  neck  soreness,  without  signs  of 
meningeal  irritation,  developed  on  the  56th 
day.  A lumbar  puncture  was  performed.  The 
level  of  glucose  in  the  cerebrospinal  fluid 
(CSF)  was  16  mg/dL;  total  protein,  106 
mg/dF;  and  cell  count,  250  nucleated  cells 
per  mm3  with  92%  segmented  cells,  and  less 
than  10  red  blood  cells  per  mm3.  No  organ- 
isms were  seen  on  Gram  stain  of  the  CSF, 
and  cryptococcal  antigen  was  not  detected. 
Blood  cultures  were  negative.  Vancomycin, 
gentamicin,  isoniazid,  rifampin,  and  etham- 
butol  were  added  to  the  regimen  of  cefotax- 
ime. Mild  confusion  and  headache  persisted, 
and  fluid  obtained  from  a repeat  lumbar 
puncture  showed  similar  laboratory  results. 
The  patient’s  condition  gradually  improved, 
and  he  became  afebrile  after  three  days  of 
treatment.  Cerebrospinal  fluid  cultures 
grew  a single  colony  of  enterococcus  from 
the  first  lumbar  puncture  and  two  colonies 
from  the  second.  The  patient  was  then  given 
ampicillin  and  gentamicin  intravenously. 
Evaluation  for  sources  of  antecedent  entero- 
coccal bacteremia  and  enterococcal  menin- 
gitis included  an  echocardiogram,  abdomi- 


nal ultrasound,  gallium  scan,  and  a contrast 
study  of  the  Hickman  catheter.  All  were 
negative.  He  was  discharged  on  the  69th  day 
after  admission,  and  Five  remaining  days  of 
a 14-day  course  of  ampicillin  and  gentami- 
cin were  administered  at  home.  Bone  mar- 
row transplantation  was  successfully  per- 
formed three  months  later.  Enterococcal 
infection  did  not  recur. 

Discussion 

Enterococci  include  Streptococcus 
faecalis,  S faecium,  and  S durans,  and 
are  distinguished  from  nonenterococcal 
group  D streptococci  ( S bovis  and  5 
equinus)  by  their  ability  to  grow  in 
broth  containing  6.5%  sodium  chloride. 
S’  faecalis  is  the  species  responsible  for 
most  enterococcal  human  disease.  Most 
laboratories  report  these  organisms 
simply  as  enterococci  and  do  not  speci- 
ate  them. 

Enterococci  are  part  of  the  normal 
human  flora  of  the  mouth,  intestines, 
and  colon.  They  are  responsible  for  10- 
20%  of  cases  of  bacterial  endocarditis 
and  produce  disease  on  normal,  abnor- 
mal, and  prosthetic  valves.4  Urinary 
tract  infections  in  patients  with  indwell- 
ing urinary  catheters  are  frequently  as- 
sociated with  enterococci.5  These  or- 
ganisms are  often  present  in  wounds 
and  soft  tissue  infections.  Enterococci 
are  the  most  frequently  identified 
gram-positive  organism  in  polymicro- 
bial bacteremia,6  reflecting  their  asso- 
ciation with  infection  in  the  gastrointes- 
tinal tract,  genitourinary  tract,  and  soft 
tissues. 

The  treatment  of  enterococcal  illness 
is  difficult.  The  distinction  between  en- 
terococci and  nonenterococcal  group  D 
streptococci  is  important  when  consid- 
ering antibiotic  therapy.  Cephalospo- 
rins are  ineffective  in  vivo,  and  penicil- 
lin, ampicillin,  and  vancomycin  are 
bacteriostatic  against  enterococci.7-8 
Addition  of  an  aminoglycoside  to  a pen- 
icillin produces  synergy  against  the  or- 
ganism, probably  due  to  increased 
aminoglycoside  uptake  resulting  from 
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penicillin-induced  damage.911  Nonen- 
terococcal  group  D streptococci  are 
sensitive  to  penicillin,  ampicillin,  and 
many  other  antibiotics. 

Recent  reports  indicate  that  entero- 
cocci are  becoming  increasingly  more 
common  as  causative  agents  of  nosoco- 
mial infections  in  patients  who  receive 
broad  spectrum,  “third  generation” 
cephalosporins.  Yu12  noted  four  cases 
of  enterococcal  superinfection  and  five 
cases  of  colonization  in  41  patients 
treated  with  moxalactam.  All  were 
compromised  hosts,  had  multiple  vas- 
cular and  bladder  catheterizations,  and 
had  prolonged  hospital  stays.  Ribner  et 
al13  treated  93  patients  with  moxalac- 
tam, and  in  10%  of  these  patients,  en- 
terococcal superinfections  developed. 
Maslow  and  colleagues14  treated  18  pa- 
tients with  ceftriaxone;  two  cases  of  en- 
terococcal superinfection  developed. 
Ramphal  et  al15  treated  21  febrile  gran- 
ulocytopenic patients  with  ceftazidime; 
in  three  of  these,  enterococcal  superin- 
fection developed.  A common  factor  in 
these  patients  seems  to  be  long  duration 
of  therapy  and  underlying  illness. 

Enterococcal  meningitis  is  uncom- 
mon and  accounts  for  less  than  1%  of 
cases  in  most  series  of  bacterial  menin- 
gitis. In  well  documented  cases  of  en- 
terococcal meningitis,  patients  have 
presented  with  fever,  signs  of  meninge- 
al irritation,  mental  status  changes 
ranging  from  confusion  to  coma,  and  a 
brief  time  interval  from  onset  of  symp- 
toms to  diagnosis,  usually  one  to  two 
days.  The  patient  presented  here  dem- 
onstrated gradual  onset  of  symptoms 
that  developed  five  days  before  the  ini- 
tial lumbar  puncture  was  performed.  In 
addition,  he  initially  had  no  signs  of 
meningeal  irritation  and  a normal  men- 
tal status.  Lumbar  puncture  was  done 
because  of  persistent  headache  and  fe- 
ver. An  acute  bacterial  meningitis  was 


not  strongly  suspected  because  other 
signs  and  symptoms  of  central  nervous 
system  infection  were  not  present. 

The  development  of  enterococcal 
meningitis  in  this  patient  may  have  oc- 
curred as  a result  of  enterococcal  bac- 
teremia, which  occurred  two  weeks  ear- 
lier. Whether  an  asymptomatic  central 
nervous  system  infection  was  estab- 
lished at  that  time,  or  central  nervous 
system  seeding  occurred  closer  in  time 
to  the  development  of  mild  symptoms 
cannot  be  determined.  Negative  blood 
cultures  at  the  time  when  CSF  speci- 
mens grew  enterococci  suggest  that 
CNS  seeding  immediately  prior  to  the 
development  of  meningitis  was  unlike- 
ly. Subsequent  evaluation  for  a source 
of  enterococcal  bacteremia  was  nega- 
tive. The  patient  had  been  treated  with 
several  courses  of  broad-spectrum  anti- 
biotics, including  cefotaxime. 

Small  numbers  of  enterococci  were 
isolated  from  CSF.  A single  colony  of 
enterococcus  grew  from  CSF  obtained 
at  the  first  lumbar  puncture,  and  two 
colonies  grew  from  a second  specimen 
obtained  24  hours  later,  while  the  pa- 
tient was  receiving  cefotaxime.  While 
other  reports  of  enterococcal  meningitis 
have  not  stated  numbers  of  colonies  of 
enterococci  isolated,  more  commonly, 
cultures  of  CSF  during  meningitis  yield 
higher  colony  counts.  A subset  of  pa- 
tients with  enterococcal  endocarditis 
have  a subacute  presentation,  and  this 
patient  may  represent  an  analogous  sit- 
uation with  meningitis. 

Enterococcal  meningitis  may  present 
as  a subacute  illness  with  low  numbers 
of  organisms  isolated  from  cerebrospi- 
nal fluid.  In  patients  who  are  immuno- 
compromised, have  severe  underlying 
diseases,  or  who  have  been  treated  with 
long  courses  of  broad  spectrum  antibi- 
otics, particularly  third  generation 
cephalosporins,  enterococcal  superin- 


fection must  be  suspected.  Enterococci 
should  be  considered  as  a cause  of  men- 
ingitis in  these  patients. 
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Temporary  insanity  and 
premenstrual  syndrome 

TO  THE  editor:  The  recent  scholarly 
article  by  Dr  Allen  Spiegel1  about  the 
temporary  insanity  defense  invites  com- 
ment. 

Why  did  Dr  Spiegel  give  special  at- 
tention to  premenstrual  syndrome 
(PMS)?  Nothing  in  Mary  Harris’  story 
suggested  that  she  had  PMS  other  than 
the  fact  that  she  was  a woman  and  her 
symptoms  were  retrospectively  report- 
ed to  exacerbate  at  menses.  Prospective 
ratings  are  required  to  diagnose  PMS.2 

In  contrast  to  carefully  researched 
material  on  Mary  Harris,  Dr  Spiegel’s 
references  on  PMS  were  from  the  popu- 
lar press,  not  peer-reviewed  journals. 
Furthermore,  what  he  wrote  was  mis- 
leading. For  example,  PMS  was  not  re- 
named to  avoid  perpetrating  myths. 
Rather,  a subgroup  of  women  with 
PMS  was  delineated  to  establish  a valid 
research  category.  In  addition,  even 
though  the  statement  that  “Mary  Har- 
ris was  also  mentioned  in  a Canadian 
perspective  of  the  legal  implications  of 
premenstrual  syndrome’’  is  technically 
true,  Dr  Spiegel  neglected  to  state  that 
Mary  Harris  was  cited  as  an  example  of 
legal  ramifications  of  the  19th  century 
view  that  menstruation  was  a disease. 

Late  Luteal  Phase  Dysphoric  Disor- 
der (LLPDD)  is  the  diagnosis  in  the  re- 
vised Diagnostic  and  Statistical  Man- 
ual of  the  American  Psychiatric 
Association  (DSM-III-R)  Appendix  A 
for  diagnoses  deserving  further  re- 
search. LLPDD  and  PMS  are  not  syn- 
onymous. Women  with  both  diagnoses 
may  experience  similar  symptoms. 
However,  women  with  LLPDD  are  so 
severely  impaired  that  they  meet  crite- 
ria for  a mental  disorder.  Premen- 
strually,  they  may  be  depressed  and  sui- 
cidal, angry  and  fearful  of  harming 
someone,  or  so  cognitively  impaired 
that  they  appear  schizophrenic.  How- 
ever, unlike  Mary  Harris,  their  symp- 
toms remit  with  menses.  In  LLPDD  as 
with  PMS,  physical  symptoms  (such  as 
the  pain  described  for  Mary  Harris) 
may  be  present,  but  unlike  PMS,  the 
physical  symptoms  are  insufficient  to 
confirm  a diagnosis  of  LLPDD. 


Using  PMS  as  a defense  is  not 
straightforward.  Lack  of  consensus 
about  definition  of  the  condition,  lack 
of  a diagnostic  test  for  PMS,  and  lack  of 
agreement  about  causes  or  treatment 
contribute  to  the  dilemma.  No  conclu- 
sive evidence  indicates  that  women  with 
PMS  make  more  suicide  attempts,3  ex- 
perience more  psychiatric  emergen- 
cies,4 become  more  impaired  cognitive- 
ly,5 or  commit  more  violent  crimes6 
during  the  premenstruum  than  women 
without  PMS.  Nor  does  conclusive  evi- 
dence indicate  that  they  do  not. 

PMS  is  not  recognized  as  a substan- 
tive defense.  One  cannot  claim  that 
PMS  is  a mental  disease  or  that  a per- 
son suffering  from  PMS  totally  lacks 
the  capacity  to  understand  her  actions. 
Courts  seem  to  be  growing  more  sym- 
pathetic to  arguments  that  a woman 
with  PMS  may  suffer  from  periodic  di- 
minished capacity  to  control  her  behav- 
ior.7 PMS  may  then  be  considered  a 
mitigating  circumstance  or  a factor  to 
be  considered  in  sentencing. 

In  summary,  Dr  Spiegel’s  article 
links  PMS  erroneously  with  other  psy- 
chiatric disorders  that  exacerbate  peri- 
odically and  does  not  delineate  PMS  as 
a distinct  entity.  We  suggest  he  retitle 
his  article  “Temporary  insanity  and  pe- 
riodic catatonia’’  or  “Temporary  insan- 
ity and  periodic  mania”  and  leave  PMS 
out. 

SALLY  K.  SEVERINO.  MD 
Associate  Professor  of  Psychiatry 

MARGARET  MOLINE.  PhD 
Assistant  Professor  of  Physiology  in 
Psychiatry 

Cornell  University  Medical  College 
The  New  York  Hospital-Cornell 
Medical  Center 
21  Bloomingdale  Rd 
White  Plains,  NY  10605 
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In  reply.  I am  indebted  to  Drs  Sever- 
ino and  Moline  for  supplying  me  with 
additional  information  relative  to  my 
article  on  temporary  insanity  and  pre- 
menstrual syndrome  (PMS)  in  an  1865 
murder  trial.1  Their  contribution  reaf- 
firms the  fact  that  there  is  still  consider- 
able room  for  discussion  regarding 
PMS  and  its  after-effects. 

Since  the  article  was  based  on  his- 
torical research,  it  is  appropriate  to  go 
directly  to  the  source.  In  this  case, 
Charles  Henry  Nichols,  MD,  was  the 
only  court-recognized  medical  expert  at 
the  trial.  In  1865,  Dr  Nichols  was  the 
Superintendent  of  the  Government 
Hospital  for  the  Insane  and  had  been  so 
since  1852.  He  had  been  in  medical 
practice  for  22  years  with  a specialty  of 
the  mind  for  the  previous  18  years. 

In  the  trial  report, 2(p73)  Dr  Nichols 
noted  that  he  saw  Mary  Harris  five 
times  in  her  jail  cell.  At  an  early  visit, 
Harris  told  Dr  Nichols  that  she  was  un- 
well and  was  experiencing  her  monthly 
period.  Dr  Nichols  noted  that  “she  then 
exhibited  more  nervous  agitation  than  I 
observed  at  the  previous  inter- 
views.”2(p76>  Earlier,  Dr  Nichols  com- 
mented that  “It  does  not  occur  to  me 
how  I came  possessed  with  the  idea  that 
her  mental  disturbance  was  connected 
with  her  menstrual  periods. ”2(p74)  He 
says  that  he  corresponded  with  Harris’ 
Chicago  physician,  Dr  Calvin  M.  Fitch, 
whose  diagnosis  was  “severe  congestive 
dysmenorrhea.”  However,  Dr  Nichols 
“corroborated  [his  diagnosis]  by  what  I 
observed  myself  of  her  condition. ”2(p75) 
On  questioning.  Dr  Nichols  stated  that 
painful  dysmenorrhea  “is  a frequent 
cause  of  mental  disturbance. ”2(p74)  On 
cross  examination,  Dr  Nichols  told  the 
court,  “but  my  belief  is  that  paroxysms 
were  more  likely  to  appear  at  the 
monthly  periods. ”2(p80)  Dr  Nichols,  the 
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only  expert  medical  witness  at  the  trial, 
concluded  that  the  combination  of  a 
physical  ailment — painful  dysmenor- 
rhea— and  a moral  cause — disappoint- 
ment in  love — resulted  in  Mary  Harris’ 
diagnosis  of  paroxysmal  mania. 2(p74) 

In  reading  the  trial  transcript,  there 
can  be  no  doubt  of  the  direct  cause  and 
effect  relationship  espoused  by  Dr 
Nichols.  That  medical  expert’s  diagno- 
sis resulted  not  only  from  his  own  pro- 
spective observations  of  Mary  Harris  in 
her  jail  cell  but  also  from  the  reported 
observations  of  Louisa  and  Jane  Devlin 
with  whom  Harris  lived  and  worked  in 
Chicago,  from  Dr  Fitch’s  medical  ex- 
aminations of  Harris  when  she  was  sick, 
from  Comptroller  Hugh  McCullough’s 
First-hand  observations  immediately  af- 
ter Harris  shot  and  killed  Burroughs, 
and  from  chief  counsel  Joseph  H.  Brad- 
ley’s direct  observations  on  his  visits  to 
Harris  in  her  jail  cell.  Of  course,  Dr  Ni- 
chols’ diagnosis  was  confirmed  by  his 
prospective  observations  as  Harris  was 
confined  to  the  Government  Hospital 
for  the  Insane  during  the  ensuing  years 
while  he  was  still  the  superintendent. 

In  1867,  Dr  Ralph  L.  Parsons,  Super- 
intendent of  the  New  York  City  Luna- 
tic Asylum,  reviewed  the  Mary  Harris 
case  and  agreed  with  Dr  Nichols.  “Her 
menstrual  functions  became  deranged 
so  she  suffered  severely  from  dysmen- 
orrhea.”3(pl94)  “Her  sufferings  from 
dysmenorrhea  were  so  great  as  to  cause 
much  nervous  irritability  and  wildness 
of  look.”3(pl94>  “The  physical  and  men- 
tal phenomena  urged  in  the  defense  as 
insanity  became  gradually  more 
marked  and  more  constant  until  it  was 
found  necessary  to  confine  her  within 
the  walls  of  an  Asylum  for  the  In- 
sane.”3^212! 

In  1872,  Fanny  Hyde  shot  and  killed 
George  W.  Watson  in  Brooklyn,  New 
York.  Her  defense  lawyers  often  cited 
the  Mary  Harris  case  and  the  connec- 
tion between  temporary  insanity  and 
dysmenorrhea  4 Samuel  D.  Morris,  one 
of  Hyde’s  defense  attorneys,  told  the 
court  that  “It  is  trifling  in  nature  and 
yet  [medical]  writers  on  this  subject 
designate  this  [dysmenorrhea]  as  one  of 
the  fruitful  sources  of  temporary  insan- 
ity.^ ”4(p4i)  An  expert  medical  witness, 
Dr  John  Byrne,  Clinical  Professor  of 
Uterine  Diseases  at  Long  Island  Medi- 
cal College,  testified  that  dysmenor- 
rhea is  a frequent  cause  of  mental  dis- 
turbance and  that  that  opinion  is 
sustained  by  medical  writers. 4(p72)  An- 
other medical  expert  for  the  defense,  Dr 
Charles  Correy,  from  the  New  York 
City  Bloomingdale  Asylum  for  the  In- 


sane and  formerly  with  the  New  York 
City  Lunatic  Asylum,  agreed  as  he  re- 
viewed the  works  of  numerous  physi- 
cians on  the  subject  of  menstruation 
and  its  effects.4(p74)  Incidentally,  the 
count  stood  at  ten  for  acquittal  and  two 
for  manslaughter  when  the  judge  dis- 
missed the  hung  jury.4(pl61)  Fanny 
Hyde  went  free  since  the  case  was  never 
retried. 

In  his  article  on  “Psychofashion,” 
Williams  quotes  from  an  interview  with 
Dr  Robert  Spitzer,  who  was  the  head  of 
the  American  Psychiatric  Association’s 
workgroup  revising  the  DSM-III.  “The 
chief  advantage  of  the  new  name,  ac- 
cording to  Spitzer,  was  again  a matter 
of  current  fashion  ...  It  doesn’t  invoke 
images  of  menstruation.”5 

Even  though  d’Orban’s  research6 
does  advise  looking  for  behavioral  rath- 
er than  subjective  changes,  her  summa- 
ry facts  vividly  may  lead  readers  to  a 
cause  and  effect  conclusion.  “Of  50 
women  charged  with  crimes  of  violence, 
44  percent  committed  their  offense  dur- 
ing the  paramenstruum  [P  <0.02]  and 
there  was  a significant  lack  of  offenses 
during  the  ovulatory  and  postovulatory 
phases  of  the  menstrual  cycle  [P 
<0.01].” 

It  is  true  that  Meehan  and  MacRae7 
cite  five  cases  and  comment  that  “PMS 
has  been  recognized  as  a mitigating  fac- 
tor in  sentencing  in  three  English  deci- 
sions.” But,  the  authors  also  conclude 
saying,  “This  is  not  to  say  that  PMS  is, 
strictly  speaking,  a substantive  criminal 
defense  in  law,  but  the  practical  result 
is  the  same — acquittal.” 

Today’s  facts  appear  to  agree  with 
Drs  Severino  and  Moline  that  “Using 
PMS  as  a defense  is  not  straightfor- 
ward.” However,  historical  data  un- 
equivocally bolster  the  expert  medical 
view  in  1865  of  a connection  between 
dysmenorrhea  and  temporary  insanity 
and  affirm  the  title  of  my  article. 

ALLEN  D.  SPIEGEL.  PhD.  MPH 
Professor,  Department  of  Preventive 
Medicine  and  Community  Health 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
450  Clarkson  Ave 
Brooklyn,  NY  11203 
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Empty  lifeboat 

TO  THE  EDITOR:  I should  like  to  con- 

gratulate you  on  publishing  the  com- 
mentary, “The  empty  lifeboat,”  by  Dr 
Gary  Crum  in  the  October  1988  issue.1 
Many  of  us  feel  uneasy  with  recent  pro- 
nouncements on  withholding  food  and 
water  from  terminally  ill  patients  and 
with  the  present  subtle  but  increasing 
emphasis  in  the  media  on  euthanasia. 
Could  it  be  that  public  opinion  is  being 
primed  to  coincide  with  the  predicted 
upswing  in  the  number  of  elderly  pa- 
tients at  the  end  of  the  century? 

Dr  Crum’s  article  is  intelligent,  com- 
passionate, and  above  all,  timely. 

JULIET  GILL,  MD 
Department  of  Anesthesiology 
Canton  Potsdam  Hospital 
50  Leroy  St 
Potsdam,  NY  13676 

1 . Crum  G:  The  empty  lifeboat.  NY  State  J Med 
1988:88:520-521. 


TO  THE  EDITOR:  Dr  Gary  Crum’s 

commentary,  “The  empty  lifeboat,”  1 
deals  with  a number  of  important  con- 
cerns, including  euthanasia.  These 
moral  dilemmas  will  become  more  im- 
portant as  our  population  ages. 

Unfortunately,  the  article  deals  with 
the  problems  in  a one-sided  manner.  Dr 
Crum  would  never  consider  any  form  of 
euthanasia,  but  he  does  not  mention  at 
all  patients’  wishes  or  desires. 

It  is  often  more  compassionate  to  lis- 
ten to  the  patient  rather  than  to  subject 
an  individual  to  all  our  modern,  often 
aggressive,  modes  of  maintaining  vital 
signs  for  a few  more  days  or  weeks. 

HERMAN  R NAYER.  MD 
100  Bay  PI,  Apt  1417 
Oakland,  CA  94610 

1 . Crum  G:  The  empty  lifeboat.  NY  State  J Med 
1988:88:520-521. 


In  reply.  I agree  with  Dr  Nayer — it  is 
important  to  listen  closely  to  the  pa- 
tient, and  it  is  also  important  that  the 
competent  patient’s  legal  and  moral 
right  to  refuse  treatment  be  respected. 

My  position  is  that  we  must  have 
deep  sympathy  for  the  terminally  ill  pa- 
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tient  who  voluntarily  refuses  extraordi- 
nary treatment,  and  for  the  physician 
who  in  such  cases  ceases  heroic  efforts 
while  still  hoping  for  the  unexpected 
healing  to  take  place.  However,  I per- 
sonally cannot  agree  with  any  physician 
who  adopts  death  as  his  or  her  primary 
“treatment”  goal  for  a patient,  even  if 
this  desire  is  carried  out  only  by  acts  of 
omission.  Furthermore,  I cannot  agree 
with  those  like  Dr  Daniel  Callahan  of 
the  Hastings  Center1  who  currently 
seek  to  ration  life  saving  acute  care  ser- 
vices as  a matter  of  social  policy. 

GARY  CRUM,  PhD 
Associate  Professor 
The  George  Washington  University 
Washington,  DC  20052 

1.  Callahan  D:  Setting  Limits.  New  York,  Simon 
and  Schuster,  1987. 


Adult  day  care  centers  for  elderly 
patients 

TO  THE  EDITOR:  I want  to  underscore 

the  sentiments  expressed  by  Doctors 
Wolf-Klein,  Maar,  and  Foley  in  their 
excellent  article  in  the  October  1988  is- 


sue of  the  Journal  on  the  growing  sig- 
nificance of  adult  day  care  centers.1 

It  is  especially  important  to  recog- 
nize the  psychological  impact  of  such 
centers  on  the  caretakers  of  elderly  pa- 
tients. The  daily  relief  afforded  these 
individuals  by  the  center  personnel  is 
essential  to  their  maintaining  their 
equanimity  over  the  long  term  in  deal- 
ing with  their  elderly  charges.  Physi- 
cians involved  in  geriatric  care  should 
be  aware  of  this  important  therapeutic 
modality  and  should  seriously  consider 
supporting  federal  legislation  that 
would  authorize  payment  for  adult  day 
care  under  Medicare. 

WAYNE  A.  MYERS,  MD 
Clinical  Professor  of  Psychiatry 
Cornell  University  Medical  Center 
1300  York  Ave 
New  York,  NY  10021 

1.  Wolf-Klein  GP,  Maar  VK,  Foley  CJ:  Adult 
day  care — a recent  past  and  a growing  future.  NY 
State  J Med  1988;  88:528-530. 


ERRATUM 

The  article  by  Conetta  et  al  in  the 


December  1988  issue,  “Cavitation  as 
an  unusual  roentgenographic  manifes- 
tation of  Pneumocystis  carinii  pneumo- 
nia in  a patient  with  acquired  immuno- 
deficiency syndrome,”  contained  an 
illustration  error.  The  correct  illustra- 
tion and  caption  for  Figure  3 are  repro- 
duced below. 


FIGURE  3.  Last  chest  roentgenogram  demon- 
strating resolution  of  the  interstitial  infiltrates 
and  a reduction  in  size  of  the  cavities. 


96 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE/FEBRUARY  1989 


ESSAY  REVIEW 


Life  and  the  law 


Life-Sustaining  Treatment:  Making  Decisions  and  Ap- 
pointing a Health  Care  Agent.  New  York,  New  York  State 
Task  Force  on  Life  and  the  Law,  1987.  $8.50  (softcover) 

Transplantation  in  New  York  State:  The  Procurement  and 
Distribution  of  Organs.  New  York,  New  York  State  Task 
Force  on  Life  and  the  Law.  1988.  $8.00  (softcover) 

Surrogate  Parenting:  Analysis  and  Recommendations  for 
Public  Policy.  New  York,  New  York  State  Task  Force  on 
Life  and  the  Law,  1988.  $7.00  (softcover) 


Since  the  work  of  the  Commission  for  the  Protection  of 
Human  Subjects  of  Biomedical  and  Behavioral  Research 
in  the  mid-  1970s,  panels  of  informed  citizens  chartered  by 
government  authorities  have  played  a substantial  role  in 
developing  social  and  ethical  policies  for  health  care.  The 
President’s  Commission  for  the  Study  of  Ethical  Problems 
in  Medicine  and  Biomedical  and  Behavioral  Research 
produced  1 1 influential  studies  during  the  Carter  and 
Reagan  administrations,  and  the  Ethics  Advisory  Board 
of  the  Department  of  Health  and  Human  Services  is  about 
to  be  resurrected  after  eight  dormant  years.  A special  Na- 
tional Institutes  of  Health  panel  was  recently  convened  to 
address  the  ethical  implications  of  the  use  of  fetal  tissues, 
and  a congressional  bioethics  board  seems  to  be  finding  its 
feet.  But  below  the  federal  level,  the  Empire  State  has 
taken  up  this  model  with  unmatched  enthusiasm. 

The  New  York  State  Task  Force  on  Life  and  the  Law 
was  convened  by  Governor  Cuomo  in  March  1985  to  de- 
velop public  policy  recommendations  on  a number  of  is- 
sues arising  from  recent  medical  advances.  Seven  reports 
have  been  published  by  the  25-member  panel  so  far;  its 
1986  volume  on  do-not-resuscitate  orders  has  shaped  the 
subsequent  law.1  Thus  it  may  be  expected  that  this  body 
will  continue  to  have  a powerful  influence  on  New  York’s 
response  to  the  ethical  and  social  challenges  of  modern 
medical  technology. 

The  task  force  report  on  life-sustaining  treatment  pro- 
poses legislation  for  the  creation  of  a “health  care  proxy,” 
a device  that  would  make  it  possible  to  designate  a health 
care  agent  empowered  to  make  all  treatment  decisions  if 
the  principal  becomes  incompetent  to  do  so.  Several  other 
states  have  such  laws,  and  the  task  force  notes  several  fea- 
tures of  the  New  York  environment  that  create  a “com- 
pelling need”  for  such  an  arrangement.  For  example,  it  is 
unclear  what  authority  family  members  have  concerning 
decisions  about  treatment  of  noncompetent  relatives. 
Confusion  about  legitimate  decision  making  authority 
compromises  both  the  patient’s  right  to  have  his  or  her 


wishes  respected  and  the  physician’s  ability  to  introduce 
therapy  in  the  most  efficient  and  timely  manner. 

New  York  law  has  indeed  set  a relatively  strict  standard 
of  clear  and  convincing  evidence  of  an  incapacitated  pa- 
tient’s wish  to  refuse  therapy,  especially  concerning  deci- 
sions to  withdraw  life  sustaining  treatment.  The  recent 
Court  of  Appeals  decision  in  the  case  of  Mary  O’Connor 
has,  if  anything,  moved  New  York  further  away  from 
most  other  jurisdictions  in  this  regard.2  For  while  several 
states  have  accepted  relatives’  accounts  of  patient  wishes 
not  to  be  kept  alive  through  artificial  means,  the  New 
York  Court  in  O’Connor  required  specific  reference  to  the 
kind  of  treatment  to  be  forgone  in  a patient’s  historic 
statements,  which  in  this  case  was  artificial  hydration  and 
nutrition.  Critics  of  the  decision  have  predicted  that  it  will 
result  in  increased  resort  to  the  courts  when  life  sustaining 
therapies  are  in  question.3  Thus  it  is  reasonable  to  suppose 
that  the  health  care  agent  bill,  which  was  not  adopted  by 
the  legislature  in  its  last  session,  will  excite  more  attention 
in  the  aftermath  of  O’Connor. 

As  conceptualized  by  the  task  force,  the  health  care 
agent  is  to  use  a two-level  standard  of  decision  making. 
First,  the  agent’s  decision  should  reflect  the  decision  that 
the  principal  would  have  made  if  he  or  she  were  capable  of 
doing  so.  Often  called  “substituted  judgment,”  the  agent’s 
decision  should  be  guided  by  any  written  or  oral  state- 
ments the  principal  might  have  made  about  his  or  her 
wishes,  as  well  as  his  or  her  religious  or  moral  beliefs.  Sec- 
ond, if  those  wishes  are  unknown,  the  decision  should  be 
made  according  to  the  principal’s  best  interests.  The 
agent’s  decisions  are  to  have  priority  over  decisions  by  all 
others,  except  for  those  expressed  by  the  principal  either 
verbally  or  in  writing,  as  may  be  done  in  the  health  care 
proxy  document  itself. 

The  task  force  proposal  also  contains  provisions  for  de- 
termining lack  of  capacity  so  that  the  agent  can  be  em- 
powered. A written  determination  by  the  attending  physi- 
cian must  be  included  in  the  medical  chart  that  specifies 
the  cause,  nature,  extent,  and  probable  duration  of  the 
incapacity.  If  the  lack  of  capacity  is  thought  to  be  the  re- 
sult of  a mental  illness,  then  the  attending  physician  must 
be,  or  must  consult  with,  a health  care  professional  who  is 
board  certified  or  eligible  for  certification  in  psychiatry 
and  neurology.  If  the  incapacity  stems  from  a develop- 
mental disability,  then  an  analogously  qualified  consul- 
tant must  be  involved  in  the  determination. 

What  is  significant  about  the  proxy  concept  is  the 
strength  of  the  authority  granted  the  agent.  By  contrast, 
the  task  force  could  have  chosen  a weaker  form  of 
representation,  often  called  surrogacy.  Surrogates  are  to 
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be  governed  by  their  calculation  of  a patient’s  best  inter- 
ests, and  may  be  chosen  by  legal  authorities  rather  than  by 
the  principal.  Thus  the  surrogate’s  preference  is  thought 
properly  to  be  limited  by  the  physician’s  evaluation  of 
those  interventions  that  offer  a reasonable  chance  of  med- 
ical benefits  to  the  patient. 

Evidently  the  task  force  could  find  no  good  reason  not  to 
enable  competent  adult  patients  to  exercise  complete  con- 
trol over  their  therapeutic  options,  or  to  do  so  through  rep- 
resentatives they  chose  themselves.  Thus,  although  a phy- 
sician may  disagree  with  both  an  agent  and  a surrogate 
about  what  is  best  for  the  patient,  only  the  agent  has  nec- 
essarily been  identified  by  the  principal  as  his  or  her  pre- 
ferred decision  maker.  The  underlying  argument  is 
straightforward:  If  there  is  a moral  obligation  to  respect  a 
competent  adult's  choices  about  medical  treatment,  then 
that  person’s  selection  of  an  alternative  health  care  deci- 
sion maker  falls  within  that  ambit. 

Following  the  lead  of  the  president’s  commission,  the 
task  force  has  elected  to  pursue  a procedural  solution.4 
That  is,  it  has  accepted  that  the  answer  to  the  question 
“Who  decides?”  is  “the  patient,”  and  it  has  gone  a bit 
further  to  clarify  that  the  answer  to  the  question  “Who 
decides  if  the  patient  cannot?”  is  also  “the  patient.”  It  has 
not  attempted  to  establish  a substantive  canon  of  ethical 
and  unethical  practices,  a role  traditionally  assigned  to  the 
professions  themselves.  In  a pluralistic  society  that  must 
reckon  with  persistent  novelty  in  medical  technology  this 
is  a wise  course. 

Put  this  way,  the  justification  for  the  health  care  agent 
may  seem  arid  and  formal,  but  there  is  a social  psycholog- 
ic rationale  that  gives  it  content:  the  intrinsic  significance 
of  an  individual’s  choice  of  an  agent.  That  is,  one  can  as- 
sume that  a certain  agent  was  chosen  for  a particular  rea- 
son. The  reason  could  have  to  do  with  some  desirable  fea- 
ture of  the  agent’s  personal  character  or  with  the 
relationship  that  the  principal  has  with  the  agent.  Of 
course,  the  task  force  recomends  that  any  individual  con- 
templating the  appointment  of  an  agent  carefully  set  out 
his  or  her  preferences,  and  it  notes  that  the  principal  will 
have  powerful  motivation  to  do  so. 

Occasional  disagreements  between  physicians  and 
agents  about  the  patient’s  wishes  or  best  interests  would 
be  inevitable,  and  it  is  noteworthy  that  the  task  force  does 
not  include  an  appeal  process  in  its  proposal.  Clearly  the 
existence  of  a formalized  appeal  mechanism  would  strike 
at  the  heart  of  the  health  care  proxy  concept,  for  under 
this  system  the  agent’s  decisions  must  be  presumed  to  be 
as  definitive  as  those  the  patient  himself  would  make. 
Very  rarely  a disagreement  between  a physician  and  an 
agent  may  come  before  a court  of  law,  but  not  nearly  as 
often  as  the  O’Connor  decision  currently  appears  to  invite. 
Finally,  it  should  be  mentioned  that,  under  prevailing 
New  York  law,  disagreements  about  non-resuscitation  or- 
ders may  be  taken  to  a dispute  mediation  system  prior  to 
seeking  legal  remedy.  Presumably  this  would  constrain  a 
health  care  agent’s  decisions  about  resuscitation. 

The  health  care  proxy  proposal  offers  an  important  cor- 
rective to  a troubling  situation  in  New  York.  O'Connor 
could  well  encourage  pervasive  skepticism  among  physi- 
cians about  the  validity  of  nearly  all  prior  statements 
about  treatment  decisions,  except  for  those  few  that  are 


documented  and  apply  precisely  to  the  current  circum- 
stances. In  the  vast  majority  of  cases  a health  care  agent 
can  be  expected  both  to  preserve  the  wishes  of  the  patient 
and  to  avoid  the  possibility  that  New  York’s  physicians 
will  feel  the  need  to  set  up  camp  in  the  state’s  courts  of  law. 

Apart  from  technical  issues  of  surgery  and  medication, 
perhaps  the  most  important  challenge  in  organ  transplan- 
tation is  the  achievement  and  maintenance  of  public  trust. 
People  must  be  confident  that  organs  are  appropriately 
and  sensitively  procured,  that  they  will  be  used  whenever 
they  can  be  of  benefit,  and  that  they  will  be  distributed  in 
an  equitable  manner.  The  task  force  proposals  on  trans- 
plantation, as  laid  out  in  Transplantation  in  New  York 
State,  suggest  policies  and  administrative  structures  that 
bear  upon  each  of  these  expectations.  In  this  report  their 
goal  is  to  enhance  cooperation  rather  than  competition  for 
organs. 

The  major  systematic  reform  would  be  the  establish- 
ment of  no  more  than  three  organ  procurement  agencies 
(OPAs),  one  for  the  New  York  City  metropolitan  area, 
one  for  Northeastern  New  York,  and  one  for  Western 
New  York,  replacing  the  current  patchwork  of  a half  doz- 
en OPAs  now  serving  the  state.  Each  OPA  would  draw  up 
a waiting  list  of  potential  kidney  recipients  in  its  region 
and  make  selections  according  to  national  policies  of  need 
and  waiting  time,  instead  of  the  current  intra-institutional 
distribution.  Hearts,  livers,  and  other  extrarenal  organs 
would  go  to  patients  on  a single  statewide  waiting  list. 

Another  significant  innovation  would  be  a multidisci- 
plinary transplant  council  appointed  by  the  governor  and 
composed  of  experts  in  fields  relevant  to  transplantation 
as  well  as  members  of  the  general  public  and  transplant 
recipients.  The  council  would  recommend  policies  con- 
cerning organ  procurement  and  distribution,  testing  pro- 
cedures for  matching  kidney  donors,  and  a system  to  fa- 
cilitate organ  sharing. 

A chapter  on  recipient  selection  criteria  wrestles  with 
the  relative  roles  of  medical  and  psychosocial  criteria  in 
distributing  these  scarce  resources.  While  the  task  force 
concludes  that  medical  criteria  should  be  the  “ethical 
foundation”  for  recipient  selection,  it  allows  that  psycho- 
social criteria  may  also  be  applied  when  they  are  not  used 
to  screen  out  certain  populations,  such  as  the  poor  or  less 
educated.  Rather,  the  criteria  must  focus  on  patient  out- 
comes, including  the  ability  to  cope  with  major  surgery 
and  accept  a drug  regimen.  Family  structure,  one  of  the 
standard  reference  points  for  transplant  centers,  too  easily 
coincides  with  unacceptable  criteria  like  race  and  is  at 
best  highly  suspect. 

The  key  recommendation  concerning  surrogate  moth- 
erhood, contained  in  Surrogate  Parenting,  is  that  legisla- 
tion should  declare  such  contracts  void  as  against  public 
policy.  In  support  of  this  conclusion  the  task  force  arrays 
several  concerns  about  the  consequences  of  public  accep- 
tance of  such  arrangements.  First,  society  has  an  interest 
in  protecting  the  best  interests  of  children  and  in  shielding 
reproduction  from  commercial  interests.  Second,  the  pay- 
ment of  fees  in  return  for  relinquishing  a newborn  is  not  in 
children’s  best  interests  and  could  undermine  the  dignity 
of  women,  children,  and  reproduction.  Third,  these  ar- 
rangements threaten  the  long  recognized  parental  right  to 
a relationship  with  one’s  own  child. 
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Thus  the  task  force  proposes  that  no  fees  for  surrogates 
or  brokers  for  surrogates  be  permitted  in  the  state.  Surro- 
gacy that  did  not  involve  fees  but  only  payment  for  reason- 
able expenses  associated  with  pregnancy  and  childbirth 
would  not  be  barred.  In  the  event  of  a dispute  custody 
should  be  awarded  to  the  birth  mother  unless  a court  finds 
clear  and  convincing  evidence  that  it  would  be  in  the 
child’s  best  interests  to  award  custody  to  the  father  and/or 
genetic  mother.  Drafts  of  legislation  in  Albany  have  some- 
what modified  this  latter  provision. 

The  task  force’s  position  on  surrogate  parenting  is  rap- 
idly becoming  the  predominant  view.  The  most  serious 
counterargument  appears  to  stem  from  an  argument 
about  constitutional  rights  to  privacy,  particularly  in  the 
area  of  reproduction.  According  to  this  view,  a society  that 
grants  married  couples  coital  freedom  should  include  the 
right  to  create  contracts  around  gestational  matters,  and 
it  is  reasonable  to  expect  these  contracts  to  be  enforced  by 
the  state.  In  response,  the  task  force  found  that  surrogate 
parenting  arrangements  are  not  constitutionally  protected 
because  they  involve  commercial  and  contractual  deci- 
sions that  set  the  rights  of  several  individuals  in  conflict. 
The  forced  surrender  of  a child,  the  use  of  another  per- 
son’s body  over  an  extended  period,  and  the  market  char- 


acter of  surrogacy  for  profit  are  among  the  elements  that 
take  it  beyond  the  domain  of  constitutionally  protected 
private  acts,  according  to  the  task  force.  The  panel’s  anal- 
ysis of  a topic  that  has  generated  more  heat  than  light  is 
refreshingly  sensible  and  admirably  comprehensive.  In- 
deed, similar  remarks  apply  to  all  three  volumes.  The  tax- 
payers of  New  York  have  been  well  served  by  this  task 
force. 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  September  1 988  issue  of  Epidemio- 
logy Notes  ( Vol . 3 , No.  9),  published  by  the  Division  of 
Epidemiology , New  York  State  Department  of  Health , 
Albany,  NY. 


Hysterectomies  in  New  York  State: 
1984-1986 

Hysterectomies  are  one  of  the  most  frequently  per- 
formed surgical  procedures  for  women  in  the  United 
States.  In  1985,  approximately  670,000  hysterectomies 
were  performed  in  short  stay,  nonfederal  hospitals.  This 
was  the  second  most  frequent  major  surgical  procedure 
for  females,  surpassed  only  by  cesarean  deliveries.  Hyster- 
ectomies ranked  as  the  third  most  common  surgical  proce- 
dure performed.  In  1985,  hysterectomies  were  ranked  as 
the  sixth  most  common  procedure  performed,  whereas  na- 
tionally they  ranked  third.  The  overall  rate  for  hysterecto- 
mies in  New  York  State  also  varied  from  that  observed 
nationally.  The  overall  rate  for  hysterectomies  in  the  state 
in  1984  was  4.3  per  1,000  women  aged  15  and  over,  as 
compared  to  the  national  rate  of  6.9  per  1,000.  This  fol- 
lows the  trend  of  lower  hysterectomy  rates  observed  in  the 
northeastern  United  States  as  compared  to  other  sections 
of  the  country.1 

The  following  is  an  analysis  of  data  from  the  Statewide 
Planning  and  Research  Cooperative  System  (SPARCS) 
during  1984-1986.  During  this  time,  a total  of  93,152  hys- 
terectomies were  performed  in  the  state. 

Geographic  Variation 

According  to  SPARCS  data,  hysterectomy  rates  vary 
considerably  with  geographic  location.  The  New  York 
City,  Long  Island,  and  the  lower  Hudson  River  valley  ar- 
eas had  the  lowest  hysterectomy  rates  in  the  state.  High 


hysterectomy  rates  were  observed  for  many  of  the  coun- 
ties adjacent  to  the  St  Lawrence  River,  Lake  Erie,  and 
Lake  Ontario.  Since  hysterectomy  rates  vary  considerably 
among  age  groups,  the  differences  in  the  age  distribution 
of  the  female  population  can  affect  the  comparison  of 
overall  rates.  In  order  to  examine  whether  age  plays  a role 
in  this  difference,  hysterectomy  rates  were  adjusted  using 
the  direct  method  of  standardization.  This  method  applies 
the  age  specific  rate  in  each  county  to  the  standard  popu- 
lation. The  adjusted  rate  for  each  county  is  the  hysterecto- 
my rate  that  county  would  have  experienced  if  the  age 
structure  were  that  of  the  state.  Figure  1 represents  the 
age-adjusted  hysterectomy  rates  by  county.  This  adjust- 
ment for  age  did  not  significantly  alter  the  overall  geo- 
graphic variation  observed  for  the  crude  rates.  Thus,  the 
geographic  differences  in  hysterectomy  rates  were  not  ac- 
counted for  by  varying  female  age  structures  within  coun- 
ties. 


Age  and  Race  Characteristics 

The  average  age  of  women  who  had  a hysterectomy  in 
New  York  State  was  47.4  years.  Over  48%  of  all  hysterec- 
tomies were  performed  on  women  ages  15-44.  Women 
45-49  had  the  highest  rate  of  hysterectomies,  119  per 
10,000  females,  followed  by  the  40-44  group  at  114  per 
10,000  females.  The  age  groups  also  showed  rate  varia- 
tions in  the  type  of  hysterectomy  performed.  Figure  2 rep- 
resents rates  for  nonradical  hysterectomy  by  age  group. 
The  rate  for  abdominal  hysterectomies  performed  in- 
creased up  to  the  45-49  age  group  and  decreased  steadily 
thereafter.  The  rates  for  vaginal  hysterectomies  showed  a 
more  constant  trend  over  the  various  age  groups. 

The  vaginal  nonradical  hysterectomy  procedure  was 
performed  much  less  frequently  for  black  females  as  op- 
posed to  white  females.  The  proportion  of  all  vaginal  pro- 
cedures was  9%  in  black  females  compared  to  20%  in 
white  females. 


Associated  Diagnosis  and  Procedures 

Hysterectomies  are  performed  for  a variety  of  reasons 
and  are  associated  with  other  procedures  during  a hospital 


FREQUENCY 


AGE 


FIGURE  1.  Hysterectomies  in  New  York  State  1984-1986:  Age-adjust-  FIGURE  2.  Frequency  of  hysterectomies  in  New  York  State,  1984- 

ed  hysterectomy  rates  per  10,000  female  population.  1986:  type  of  hysterectomy  by  age. 
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stay.  For  instance,  hysterectomies  defined  as  either  preg- 
nancy related,  cancer  related  or  other  are  proposed  by 
Wingo  et  al.2  For  all  hysterectomies,  approximately  87% 
were  classified  as  other,  with  those  related  to  cancer  and 
pregnancy  at  12%  and  1%  respectively. 

The  most  common  associated  procedure  for  abdominal 
hysterectomies  was  bilateral  salpingo-oophorectomy — 
the  removal  of  both  ovaries  and  fallopian  tubes  at  the  time 
of  hysterectomy.  In  subtotal  abdominal  hysterectomies, 
this  procedure  was  performed  59%  of  the  time  and  in  total 
abdominal  procedures  61%  of  the  time.  For  vaginal  hys- 
terectomies, the  most  common  procedure  reported  was  re- 
pair to  the  cystocele  and  rectocele  (71%).  Age  also  played 
an  important  role  in  differentiating  the  distribution  of  as- 
sociated procedures.  For  example,  in  women  45  and  older, 
the  removal  of  the  ovaries  was  more  common.  Among  vag- 
inal procedures,  the  probability  of  a repair  of  a cystocele 
or  rectocele  increased  with  increasing  age.  In  women  un- 
der 45  years,  lysis  of  the  peritoneal  tissue  was  more  com- 
monly associated  with  hysterectomies. 

The  principal  diagnosis  entered  on  the  hospital  dis- 
charge record  should  indicate  the  reason  for  performing 
the  hysterectomy.  The  most  common  diagnosis  for  both 
total  and  subtotal  abdominal  hysterectomies  was  uterine 
leiomyoma,  a benign  tumor  of  the  uterine  muscle.  For  to- 
tal abdominal  procedures  it  was  diagnosed  47%  of  the 
time  and  for  subtotal  procedures  28%.  The  most  common 
diagnosis  in  vaginal  hysterectomies  was  genital  prolapse 
which  occurred  in  67%  of  the  cases.  In  radical  hysterecto- 
mies, malignant  neoplasms  of  the  cervic  uteri  were  the 
most  common  principal  diagnosis. 

This  article  was  adapted  from  Hysterectomies  in  New 
York  State:  A Statistical  Profile,  prepared  by  the  Infor- 
mation Systems  and  Health  Statistics  Group.  A copy  of 
the  report  is  available  from:  Bureau  of  Information  Sci- 
ence and  Policy,  New  York  State  Department  of  Health, 
Empire  State  Plaza,  Tower  Building,  Room  308,  Albany, 
NY  12237. 
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Management  of  head  lice  infestations 

An  infestation  of  the  scalp  and  hair  produced  by  the 
head  louse,  Pediculus  humanus  capitis,  is  a form  of  pedic- 
ulosis. Individual  cases  and  outbreaks  may  pose  a recur- 
ring problem  for  many  institutions  such  as  schools  and 
daycare  centers.  Although  head  lice  infestations  do  not 
present  a serious  health  threat,  efforts  to  control  them 
may  be  expensive,  time-consuming  and  frustrating  to  par- 
ents, school  personnel  and  health  professionals.  The  fol- 
lowing has  been  developed  to  assist  health  personnel  in  the 
surveillance  and  control  of  pediculosis  in  school  and  other 
institutional  settings. 


Biology  of  Head  Lice 

The  head  louse  is  a blood-sucking  insect  that  lives  on  the 
scalp  and  hair  of  humans,  usually  behind  the  ears  and  at 
the  nape  of  the  neck.  Adult  lice  may  be  capable  of  living 
for  14-30  days  under  ideal  conditions  on  the  human  host. 
Lice  require  warmth  and  frequent  blood  meals  for  survival 
and  will  die  at  room  temperature  in  two  days  or  less  if 
accidentally  brushed  off  the  host.  The  female  louse  will 
feed  every  four  hours  on  the  host,  and  will  produce  one  egg 
from  each  blood  meal.  Therefore,  one  female  can  produce 
up  to  six  eggs  (nit)  per  day,  and  in  her  lifetime  is  capable 
of  laying  almost  180  eggs.  Following  fertilization,  the  fe- 
male attaches  her  eggs  to  the  base  of  individual  hair  shafts 
with  a cement-like  substance  which  makes  them  impossi- 
ble to  remove  with  normal  shampooing  or  treatment  with 
an  insecticidal  shampoo.  The  eggs  hatch  in  seven  to  nine 
days  and  develop  through  three  nymphal  stages  over  five 
to  ten  days  before  reaching  sexual  maturity  as  an  adult. 
As  the  embryo  develops,  the  hair  is  also  growing  longer 
and  will  carry  the  egg  along  with  it.  Following  the  seven- 
to  nine-day  incubation  period,  the  nit  is  expected  to  be 
about  one  quarter  inch  from  the  scalp  when  the  nymph 
emerges.  The  nit’s  appearance  changes  from  a whitish  ro- 
bust surface  to  a translucent  eggshell  which  may  be  col- 
lapsed. Lice  can  crawl,  but  are  not  capable  of  either  jump- 
ing or  flying.  It  is  possible  to  see  nits  and  lice  with  the 
naked  eye,  but  a hand  lens  or  microscope  is  necessary  to 
differentiate  between  nits,  dandruff,  hair  casts  or  other 
artifacts. 

The  most  common  symptom  associated  with  lice  is  itch- 
ing. This  is  caused  by  an  immune  response  to  the  louse 
saliva  inoculated  during  feeding.  Secondary  infections 
may  occur  due  to  excoriation  of  the  scalp. 

Transmission 

Head  lice  are  normally  transmitted  by  direct  person-to- 
person  contact.  Transmission  by  fomites  may  be  possible 
if  children  share  storage  areas,  clothing,  headwear  or 
combs  and  brushes. 

Individual  Treatment 

Many  shampoos  and  lotions  are  available  at  local  phar- 
macies. Some  over-the-counter  products  contain  syner- 
gized  pyrethrins  (A-200,  RID,  R&C).  Others  such  as  lin- 
dane (Kwell)  and  synthetic  pyrethroids  (Nix)  require  a 
physician’s  prescription.  It  is  important  to  carefully  follow 
the  instructions  on  the  product  label.  The  efficacy  of  each 
product  is  influenced  by  the  exposure  time.  Underexpo- 
sure may  not  provide  complete  control,  whereas  overexpo- 
sure may  be  dangerous  to  the  patient.  Most  pediculicides 
are  not  100  percent  effective  with  a single  treatment. 
Therefore,  a second  or  possibly  even  a third  treatment 
may  be  necessary  in  some  cases.  Second  and  third  applica- 
tions should  be  spaced  seven  to  ten  days  apart. 

The  proper  shampoo  does  not  physically  remove  the 
nits.  After  the  second  treatment,  the  presence  of  nits  on 
the  hair  shafts  does  not  necessarily  indicate  that  an  active 
infestation  still  exists.  Nits  should  be  removed  from  the 
hair  using  a special  comb  designed  for  this  purpose.  These 


* Use  of  trade  names  does  not  imply  endorsement  by  the  New  York  State  Depart- 
ment of  Health. 
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combs  (Derbac,  Innomed,  Medicomb)  contain  very  fine 
teeth  and  a tapered  design  which  allows  them  to  remove 
the  small  nits  attached  to  the  hair  shafts.  It  may  be  useful 
to  have  the  hair  dampened  when  using  these  combs.  Some 
patients  have  found  that  the  addition  of  a conditioner  may 
assist  in  nit  removal. 

Since  lice  are  generally  transferred  between  close  con- 
tacts (family  members,  classmates  and  close  playmates), 
they  should  be  checked  for  lice.  If  lice  are  found  on  these 
contacts,  they  should  be  treated  at  the  same  time  as  the 
initial  case  to  prevent  reinfestation  of  the  index  case. 

Control  Summary 

Prompt  treatment  of  cases,  screening  of  contacts  and 
education  of  all  patients  and  their  families  should  be  im- 
plemented. The  following  measures  should  be  included  for 
the  proper  control  of  lice: 

• Confirm  the  case.  Examine  lice  and/or  nits  under 
some  form  of  magnification  to  eliminate  improper  di- 
agnosis such  as  hair  casts,  dandruff,  etc. 

• Ensure  proper  treatment  with  an  appropriate  insecti- 
cidal shampoo  followed  by  the  removal  of  nits  (com- 
plete removal  is  preferred). 

• Ensure  that  washable  items  such  as  coats,  hats,  cloth- 
ing and  bedding  are  properly  laundered  and  dried  in  a 
dryer  for  30  minutes.  Nonwashable  items  should  be 
dry  cleaned. 

• Personal  items  such  as  brushes  and  combs  should  be 
washed  thoroughly  or  treated  with  insecticidal  sham- 
poo as  noted  on  the  label  or  soaked  in  hot  water 
(160°F)  for  five  minutes. 

• Family  members  and  classmates  should  be  screened 
and  treated  where  necessary.  All  cases  should  be 
treated  concurrently.  If  multiple  cases  or  outbreaks 
appear  to  be  occurring,  contact  the  local  or  state 
health  department. 

• In  a classroom  or  in  similar  settings,  coats  and  hats 
should  be  placed  in  an  individual  bag  if  separate  lock- 
ers and  cubicles  are  not  available  for  each  student. 

Please  direct  any  questions  about  head  lice  to  the  Bureau 
of  Communicable  Disease  Control  at  (518)  473-4436  or 
to  the  nearest  regional  office  of  the  New  York  State  De- 
partment of  Health. 

Cancer  control  intervention  using 
available  data  bases 

In  1987,  funding  was  received  from  the  National  Can- 
cer Institute  (NCI)  for  a project  entitled  Data-based  In- 
terventions for  Cancer  Control  (DBICC).  In  the  project’s 
first  year,  an  integrated  cancer  prevention  plan,  Cancer  in 
New  York  State , utilizing  existing  data  bases  was  devel- 
oped. Its  focus  is  on  cancers  amenable  to  primary  preven- 
tion such  as  lung  or  skin  cancer.  Emphasis  is  also  on  breast 
or  uterine  cervix  cancer  in  which  mortality  can  be  reduced 
through  proven  cancer  screening  modalities.  For  each 
identified  cancer  site,  the  etiology  and  impact  on  the 


population  is  discussed  and  incidence  and  mortality 
rates  are  mapped  by  county  and  hospital  market  area. 
CAN*TROL,  software  developed  by  Dr  David  Eddy  of 
Duke  University,  was  used  to  model  the  potential  benefits 
derived  from  implementation  of  cancer  control  interven- 
tions. The  roles  of  both  occupational  exposure  to  carcino- 
gens and  diet  are  also  discussed,  as  is  access  to  oncologists 
and  state-of-the-art  cancer  screening  and  treatment.  The 
document  also  provides  an  overview  of  existing  Depart- 
ment of  Health  activities  using  the  framework  of  the 
Health  Assurance  Model.  The  model  was  developed  to 
prioritize  the  department’s  goals  for  improving  the  health 
of  New  York  State  residents.  Within  the  model,  objectives 
are  outlined  that  identify  changes  necessary  for  meeting 
the  stated  goals.  These  changes  may  be  individual  in  na- 
ture, such  as  quitting  smoking,  or  involve  changes  in  the 
health  system  such  as  reducing  the  false-negative  Pap 
smear  rate.  Objectives  also  include  changes  in  the  non- 
health system  such  as  achieving  a smokefree  environment. 
Use  of  the  Health  Assurance  Model  allows  the  depart- 
ment to  measure  effectiveness  of  the  programs  and  if  goals 
are  being  met,  as  well  as  to  identify  gaps  in  programs  or 
resources. 

Proposed  Intervention  Projects 

Two  separate  intervention  projects  are  planned  for  the 
anticipated  five-year  term  of  the  NCI  award.  The  first  aims 
to  decrease  breast  cancer  mortality  in  Nassau  County. 
Women  in  Nassau  County  have  experienced  an  unusually 
high  breast  cancer  rate,  consistently  ranking  among  the  top 
three  New  York  State  counties  for  breast  cancer  mortality. 
Computer  modeling  indicates  that  widespread  use  of  physi- 
cian examinations  and  mammographic  screening  might  re- 
duce this  mortality  by  20%  in  women  over  age  50.  A multi- 
media  approach  will  be  developed  to  increase  awareness, 
knowledge  and  actual  screening  participation  levels.  A 
baseline  and  four  annual  surveys  will  be  conducted  in  order 
to  measure  the  short-term  effects  of  the  promotional  pro- 
grams. These  surveys  will  examine  mammography  utiliza- 
tion, clinical  examination  and  breast  self-examinations. 
The  health  promotion  approaches  developed  for  this  pro- 
ject will  serve  as  models  for  reducing  breast  cancer  mortal- 
ity rates  in  other  high-risk  areas  of  the  state.  The  distribu- 
tion of  breast  cancers  in  the  clinical  stage  at  the  time  of 
diagnosis  will  be  examined  in  the  fifth  year  to  determine  the 
effects  of  increased  screening. 

The  second  intervention  project  involves  the  develop- 
ment of  cancer  data  profiles  in  manual  form.  These  man- 
uals will  be  distributed  to  local  health  units  to  assist  them 
in  determining  local  needs  for  cancer  prevention  and  con- 
trol efforts.  Particular  emphasis  will  be  placed  on  small 
area  analyses  within  counties.  The  mapping  procedures 
developed  for  this  grant  will  link  local  incidence  and  mor- 
tality patterns,  sociodemographic  characteristics,  risk 
factors  and  service  availability.  Pilot  versions  of  the  man- 
uals will  first  be  developed  for  nine  diverse  counties.  The 
utility  of  the  manuals  will  be  evaluated  with  potential  us- 
ers. Statewide  small-area  cancer  analysis  is  expected  to 
follow  the  pilot  phase  of  the  program. 

For  further  information  regarding  this  project,  contact 
Patricia  Kraichy,  Bureau  of  Cancer  Epidemiology,  (518) 
473-7817. 
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BOOK  REVIEWS 


INTENSIVE  CARE  MEDICINE 

Edited  by  James  M.  Rippe,  MD.  Rich- 
ard S.  Irwin,  MD.  Joseph  S.  Alpert,  MD, 
and  James  E.  Dalen,  MD.  1,203  pp,  il- 
lustrated. Boston,  Little,  Brown  & Co, 
1985.  $80.00  (clothbound) 

Intensive  Care  Medicine,  written 
predominately  by  physicians  at  the 
University  of  Massachusetts  Medical 
Center,  provides  an  excellent  overview 
of  the  practice  of  critical  care  medicine. 
One  of  the  intrinsic  strengths  of  this 
book  lies  in  the  precise  description  of  all 
the  procedures  that  physicians  are  re- 
quired to  master  in  order  to  properly 
care  for  patients  in  critical  care  units. 
The  spectrum  of  the  technical  proce- 
dures ranges  from  the  insertion  of  arte- 
rial and  central  venous  catheters  to  the 
more  complex  procedures  such  as  the 
insertion  of  the  intra-aortic  counterpul- 
sation balloon  in  the  treatment  of  pa- 
tients with  low  cardiac  output  states. 
The  indications,  preparations,  tech- 
niques, and  related  complications  for 
each  technical  procedure  are  described 
in  detail.  In  addition,  comprehensive  di- 
agrams illustrate  the  important  ana- 
tomical landmarks  and  the  proper 
methodology  for  each  procedure. 

The  book  also  describes  the  cata- 
strophic illnesses  that  may  involve  the 
brain  and  the  cardiovascular,  pulmo- 
nary, gastrointestinal,  renal,  endocrine, 
and  hematological  systems.  Character- 
istic features  and  basic  treatment  plans 
are  provided  for  each  major  illness.  As 
the  authors  attempt  to  discuss  all  the 
major  illnesses,  however,  the  patho- 
physiologic descriptions  of  the  various 
disease  processes  and  the  treatment 
protocols  are  often  brief.  In  addition,  as 
the  book  was  published  in  1985,  neither 
the  use  of  recombinant-tissue  plasmino- 
gen activator  in  the  treatment  of  pa- 
tients with  acute  myocardial  infarction 
nor  the  use  of  azidothymidine  (AZT)  in 
the  treatment  of  patients  with  acquired 
immunodeficiency  syndrome  is  de- 
scribed. 

The  medical-legal  and  ethical  issues 
of  intensive  care  medicine  are  discussed 
in  the  final  chapters  of  the  book.  The 
decision  making  processes  regarding 
brain  death  and  do-not-resuscitate  or- 
ders in  terminally  ill  patients  are  re- 
viewed. Pertinent  court  decisions  as 
well  as  the  report  of  the  President’s 
Commission  for  the  Study  of  Ethical 
Problems  in  Medicine  are  concisely  re- 


viewed in  order  to  provide  important 
guidelines  for  the  intensive  care  physi- 
cian who  cares  for  terminally  ill  pa- 
tients. 

The  authors  are  to  be  commended  for 
condensing  voluminous  information 
into  a relevant,  concise,  and  highly 
readable  book.  Intensive  Care  Medi- 
cine is  a worthwhile  acquisition  for  any 
physician  who  seeks  insight  into  the 
many  facets  of  the  care  of  critically  ill 
patients. 

DARRYL  KAWALSKY.  MD 
ROBERT  J.  HENNING,  MD 
Case  Western  Reserve  School  of  Medicine 
The  Mt  Sinai  Medical  Center 
Cleveland,  OH  44106 


LONG  TERM  HEALTH  CARE: 

PROVIDING  A SPECTRUM  OF 
SERVICES  TO  THE  AGED 

By  Philip  W.  Brickner,  MD,  Anthony  J. 
Lechich,  MD.  Roberta  Lipsman,  MSSW, 
and  Linda  K.  Scharer,  MUP.  383  pp, 
New  York,  Basic  Books,  Inc,  1987. 
$34.95  (hardcover) 

“Between  1980  and  2020  the  total 
number  of  people  in  the  United  States  is 
expected  to  grow  by  30  percent.  At  the 
same  time,  the  number  of  elderly  over 
65  will  grow  by  100  percent.”  By  2020, 
people  over  age  65  will  constitute  more 
than  29  percent  of  the  total  US  popula- 
tion. At  that  time  people  over  85  will 
account  for  more  than  14%  of  the  elder- 
ly and  2.4%  of  the  entire  population. 
The  impact  of  these  demographics  for 
the  US  health  care  system  is  obvious 
since  the  elderly  require  and  use  more 
health  services  than  the  rest  of  the  pop- 
ulation. 

Despite  the  undeniable  “graying  of 
America,”  our  nation  has  not  estab- 
lished a clearly  defined  national  policy 
aimed  at  providing  a spectrum  of  ser- 
vices to  the  aged.  For  whatever  the  rea- 
son, this  lack  of  a national  policy  can 
lead  to  the  inevitable  crisis  which  may 
or  may  not  lead  in  turn  to  a rational, 
reasonable,  and  equitable  solution. 
Based  on  past  history,  the  “resolution” 
could  come  from  a Bandaid  approach, 
rather  than  a neat  professional  ban- 
dage. 

Combining  many  years  of  practical 
experience  in  providing  services  to  the 
elderly,  Brickner  and  his  associates 
tackle  the  long  term  health  care  prob- 
lem with  thoughtfulness  and  solid  docu- 


mentation. Humanistic  case  studies 
provide  personal  warmth  to  their  ad- 
mittedly non-neutral  stance  as  they 
cover  all  fronts  on  the  long  term  health 
care  scene. 

In  considering  the  long  term  care 
spectrum,  areas  identified  for  immedi- 
ate attention  include  rising  costs,  inade- 
quate discharge  planning,  and  hospital 
overstay.  Costs  could  be  controlled  via 
services  provided  by  capitation  pay- 
ments to  health  maintenance  organiza- 
tions (HMOs  or  social/HMOs),  via 
changes  in  entitlement  programs  such 
as  enhancing  consumer  choice  through 
the  use  of  vouchers,  and  through  block 
grant  programs  to  research  increasing 
the  income  of  the  elderly.  The  latter 
could  also  be  applied  in  trying  innova- 
tive fringe  benefit  choices  while  work- 
ing, promoting  reverse  mortgage  con- 
cepts, and  defining  long  term  care 
insurance  mechanisms. 

Government  financing  for  long  term 
care  could  include  a voucher  system  to 
stimulate  consumer  incentives  to  con- 
trol costs,  an  increase  in  Medicare  reve- 
nues, and  the  expansion  of  a variety  of 
prospective  payment  reimbursement 
options.  Private  funding  could  involve 
tax  deductions  for  in-home  services, 
conversion  of  employee  health  benefits, 
an  Individual  Retirement  Account 
(IRA)  to  pay  for  long  term  care,  and 
adjustments  in  Social  Security  pay- 
ments. 

A chapter  devoted  to  clinical  con- 
cerns emphasizes  dementia,  Alzheimer 
disease,  and  alcoholism.  However,  the 
major  thrust  concerns  the  relationship 
of  health  and  disease  to  functional  abil- 
ity. 

Long  term  home  health  care  should 
be  utilized  whenever  possible  as  long  as 
individuals  are  capable  of  being  cared 
for  at  home.  In  view  of  the  importance 
of  this  service,  the  authors  devote  an  en- 
tire chapter  to  that  subject.  Home 
health  care  relies  on  paraprofessional 
workers  and  informal  support  from 
family  and  friends.  Both  of  these  vital 
adjuncts  to  home  care  receive  attention 
in  this  book. 

Day  care,  foster  care,  hospice,  and 
respite  services  are  not  neglected  in  the 
spectrum  of  services  discussed.  In  addi- 
tion, housing  is  also  considered.  Finally, 
the  authors  discuss  the  nursing  home, 
which  does  have  a place  in  the  spectrum 
of  services,  but  that  only  at  the  end  of 
the  list. 

In  coming  to  the  end  of  this  well-doc- 
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umented  and  thought-provoking  book 
about  a major  and  ever  increasing 
health  care  problem,  the  authors  state  a 
“bottom  line”  truth.  “Our  nation’s  abil- 
ity to  establish  a long  term  care  spec- 
trum for  the  aged  will  depend  in  large 
part  on  the  attitudes  of  those  in  the  po- 
sition to  develop  and  pay  for  it.”  That 
group  includes  the  taxpayers,  elected 
representatives,  and  the  bureaucrats 
hired  to  administer  the  programs. 

If  changing  attitudes  is  the  first  step, 
then  this  book  by  Brickner  and  his  asso- 
ciates should  be  required  reading. 

ALLEN  D.  SPIEGEL,  PhD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  1 1203 


OCCUPATIONAL  BACK  PAIN;  SPINE: 
STATE  OF  THE  ART  REVIEWS 

By  Richard  A.  Deyo,  MD,  mph.  168  pp. 
Philadelphia,  PA,  Hanley  & Belfus, 
Inc,  1987.  $32.00  (hardcover) 

The  issue  of  Spine:  State  of  the  Art 
Reviews,  dedicated  to  occupational 
back  pain  (Vol.  2,  No.  1),  consists  of  a 
series  of  well-written,  well-referenced 
articles  which  attempt  to  “summarize 
current  knowledge  and  opinion  regard- 
ing occupational  risk  factors  for  back 
pain,  the  success  of  various  preventive 
measures,  the  role  of  the  Worker’s 
Compensation  system  and  the  role  of 
the  primary  care,  surgical  and  rehabili- 
tative professionals.”  The  1 3 articles  in- 
cluded in  the  book  are  written  by  recog- 
nized authorities  in  the  fields  of 
occupational  medicine,  family  medi- 
cine, physical  medicine  and  rehabilita- 
tion, orthopedics,  the  neurosciences, 
pain  therapy,  and  compensation  insur- 
ance carriers. 

Certain  themes  are  repeatedly  en- 
countered throughout  the  book,  al- 
though the  context  of  presentation  does 
vary.  The  reader  is  left  in  no  doubt  with 
regard  to  the  enormity  of  the  problem 
of  work-related  low  back  pain  and  the 
fact  that  causes  are  complex,  approach- 
es to  treatment  variable,  and  outcomes 
unpredictable.  Rather  than  being  te- 
dious and  repetitious,  however,  the  re- 
curring theme  should  convince  the 
reader  that  physicians  who  deal  with 
victims  of  occupational  back  pain  must 
be  aggressive  in  their  treatment,  and 
consistent  in  their  approach  to  back 
pain  if  any  impact  is  to  be  made  in  low- 
ering costs  and  disability.  Employers 
must  also  recognize  the  importance  of 
their  role  in  controlling  the  problem 
through  workplace  modifications,  pre- 


vention programs,  and  a willingness  to 
allow  the  physician  to  be  aggressive  in 
establishing  an  accurate  diagnosis,  pro- 
viding definitive  care,  and  keeping  the 
employee  active  and  productive  even  on 
a limited  basis  during  treatment  and  re- 
habilitation from  a back  injury. 

Most  of  the  articles  are  broad  over- 
views of  accumulated  experiences  in 
particular  areas  of  the  back  pain  prob- 
lem, including  the  areas  of  cost,  caus- 
ative factors,  and  compensation  issues. 
There  are  several  articles  dealing  with 
specific  treatment  approaches  includ- 
ing spinal  manipulation,  invasive  thera- 
peutic procedures,  aerobic  exercise,  and 
pain  therapy  programs.  These  too,  how- 
ever, are  compilations  of  accumulated 
experiences  from  the  authors’  personal 
practice  and  from  the  literature,  and  do 
not  offer  specific  treatment  protocols  or 
approaches.  The  article  on  preplace- 
ment screening  radiography  of  the  low 
back  is  an  example  of  one  article  which 
does  attempt  to  make  specific  recom- 
mendations as  to  when  such  screening 
radiographs  are  appropriate  and  what 
one  can  hope  to  find  when  the  screening 
is  performed.  It  provides  the  practitio- 
ner with  data  to  support  a decision 
whether  or  not  to  get  involved  in  such 
screenings  in  certain  lower  risk  indus- 
tries when  requested  to  do  so. 

One  of  the  greatest  strengths  of  the 
book  lies  in  the  fact  that  it  concisely 
summarizes  in  one  place  an  enormous 
accumulation  of  experience  and  data  in 
the  care  of  back  injured  patients.  The 
extensive  reference  listings  (ranging 
from  17  to  1 14  references)  annotated  in 
the  body  of  each  article  serve  to  direct 
the  reader  to  specific  in-depth  articles  if 
desired,  and  a complete  index  directs 
the  reader  to  specific  information.  Oc- 
casional typographical  errors  (which 
have  been  seen  in  other  books  in  the 
State  of  the  Art  Review  series)  and 
some  difficult-to-read  radiographic  re- 
productions are  the  only  drawbacks 
that  I found  in  the  book. 

Occupational  Back  Pain  achieves  the 
editor’s  goals  as  stated  in  his  preface  to 
the  book.  It  will  make  a fine  reference 
text  for  anyone  interested  in  broad 
overviews  of  current  knowledge  in  the 
many  important  areas  of  concern  in 
dealing  with  work-related  back  pain.  It 
should  not  be  considered  a textbook  to 
instruct  the  reader  in  definitive  man- 
agement of  back  pain.  Rather,  it  will  be 
a useful  addition  to  the  library  of  any 
health  care  professional  who  needs  to 
be  kept  up  to  date  in  current  thinking  in 
a clinical  area  full  of  controversy  and 
having  a large  impact  on  the  physician. 


the  patient,  the  employer,  and  the 
health  care  dollar. 

S.  WILLIAM  SNOVER,  MD 
Geisinger  Medical  Center 
Danville,  PA  17822 


REHABILITATION  OF  ATHLETIC 
INJURIES;  AN  ATLAS  OF  THERAPEUTIC 
EXERCISE 

By  Joseph  S.  Torg,  MD,  Joseph  J. 
Vesgo,  MD,  and  Elizabeth  Torg,  BA.  275 
pp,  illustrated.  Chicago,  Yearbook 
Medical  Publishers,  Inc,  1987.  $29.95 
(hardcover) 

This  volume  is  a significant  addition 
to  the  literature  of  a field  that  is  already 
inundated.  It  is  directed  to  all  those  who 
treat  sports  trauma.  The  authors,  par- 
ticularly Joseph  S.  Torg,  MD,  are  recog- 
nized authorities  in  the  field  of  sports 
trauma  and  rehabilitation.  Many  of  the 
activities  of  the  University  of  Pennsyl- 
vania’s Sports  Medicine  Center  are  di- 
rected and  coordinated  by  the  authors. 

The  text  consists  of  12  chapters. 
Chapter  1 is  devoted  to  common  reha- 
bilitative modalities.  Diathermy,  ultra- 
sound paraffin  baths,  infrared,  electro- 
galvanic  stimulation,  etc,  are 
mentioned  as  additional  treatment  pos- 
sibilities but  are  not  discussed  in  detail. 
Chapters  2 through  1 1 present  common 
sports  injuries  by  anatomical  sites:  foot, 
ankle,  leg,  knee,  hip,  low  back,  shoul- 
der, neck,  elbow,  wrist,  and  hand.  The 
format  of  these  chapters  is  uniform:  in- 
jury type;  problem;  treatment,  includ- 
ing splinting,  strapping,  and  casting; 
and  rehabilitation  (stretching  and 
strengthening  exercises,  range  of  mo- 
tion exercises).  The  illustrations  are 
clear,  explanatory,  and  abundant.  Chap- 
ter 12  expands  the  rehabilitation  discus- 
sion to  include  medications  (nonopiate 
and  opiate  drugs)  and  cryotherapy. 

There  are  several  weak  areas  in  the 
text.  It  would  have  been  useful  to  have 
had  a discussion  in  chapter  1 about  the 
history  of  an  athletic  trauma  event: 
both  the  acute  and  chronic  phases.  The 
diagnostic  approaches  and  treatment 
modalities  certainly  differ  for  these 
phases.  It  would  be  nice  to  recognize 
the  familiar  RICE  acronym  (Rest,  Ice, 
/mmobilization,  Compression,  eleva- 
tion) in  the  material,  although  most  of 
its  components  are  discussed  in  the  text 
at  some  point.  Chapter  12  should  have 
included  material  on  some  of  the  newer 
nonopiate  drugs  (ie,  choline  trisalicy- 
late) and  injection  corticosteroids.  The 
additional  sections  dealing  with  the 
asthmatic  athlete,  fluid  and  electro- 
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lytes,  motion  sickness,  allergic  disor- 
ders, leg  cramps,  and  anabolic  steroids 
are  interesting  and  important  topics, 
but  seem  to  be  incongruous  with  the  re- 
habilitation theme  of  the  book.  Also, 
the  American  College  of  Sports  Medi- 
cine has  developed  excellent  position 
papers  on  several  of  these  topics,  none 
of  which  are  referenced. 

Nonetheless,  this  text  has  filled  a ma- 
jor vacuum  in  the  sports  medicine  liter- 
ary field.  In  particular,  its  organized, 
pithy  style  is  most  appealing  for  prima- 
ry care  physicians.  Busy  practitioners 
are  given  clear  rehabilitative  and  treat- 
ment programs  to  follow  and  suggested 
guidelines  for  the  consultative  process. 
The  book  should  do  much  to  improve 
the  primary  care  physician’s  under- 
standing of  the  unappealing  rehabilita- 
tive process  and  facilitate  relationships 
with  consultants  in  physical  therapy, 
rehabilitation,  and  orthopedic  surgery. 
Lastly,  it  is  reassuring  to  see  an  ortho- 
pedic group  successfully  address  a ne- 
glected health  care  issue  in  a nonsurgi- 
cal,  nonsubspecialty  manner. 

RICHARD  B.  BIRRER,  MD 
Consulting  Editor 


THE  SELF  IN  THE  SYSTEM: 

EXPANDING  THE  LIMITS  OF  FAMILY 
THERAPY 

By  Michael  P.  Nichols,  PhD.  326  pp. 
New  York,  Brunner/Mazel  Publishers, 
1987.  $30.00  (hardcover) 

Reading  Dr  Nichols’  book  stimulat- 
ed my  memories  of  the  days  when  Jack- 
son,  Bateson,  and  Haley  first  began  to 
teach  and  advocate  family  therapy.  At 
that  time,  it  seemed  to  us  young  practi- 
tioners that  the  solutions  to  mental  ill- 
ness had  at  last  been  found.  Later,  as  we 
learned  about  other  therapies,  the  pow- 
er of  their  teaching  seemed  to  diminish. 
Family  therapy  as  a single  entity  lost  its 
seductiveness  for  us,  finally  seeming  to 
be  practiced  by  polarized  and  polemic 
therapists  who  ordered  people  around, 
forgot  about  the  individual,  and  didn’t 
seem  to  understand  the  inner  workings 
and  psyche  of  the  individual.  Dr  Nich- 
ols, Professor  of  Psychiatry  at  Albany 
Medical  College,  is  a family  therapist 
who  has  long  studied  the  field  of  family 
therapy,  its  history,  and  its  place  in  the 
treatment  armamentarium  of  today. 
He  has  offered  a needed  corrective  view 
of  family  therapy  that  directs  it  back 
into  the  group  of  mainstream  therapies. 


In  a well  written  and  easily  readable 
book,  he  offers  a critique  of  the  field 
that  he  knows  so  well  and  gently  criti- 
cizes its  isolation  from  the  rest  of  psy- 
chiatric and  psychological  thinking.  It 
was  obvious  as  I read  this  book  that  he 
is  a skilled  teacher.  He  can  present 
complicated  ideas  succinctly  and  un- 
derstandably. Utilizing  appropriate 
case  examples  from  his  own  experience, 
he  discusses  the  concepts  of  the  family 
as  a system  and  the  individual  as  a sys- 
tem until  he  develops  a smooth  flowing 
hierarchy.  He  deals  with  the  problems 
of  change,  the  need  for  interaction  with 
the  family  with  empathy,  how  to  access 
the  family,  and  how  to  reaccess  the 
family  as  treatment  goes  on.  He  touch- 
es upon  object  relations  and  psycho- 
pathology. He  also  deals  with  under- 
standing and  with  resistance. 

This  book  is  welcome  reading  for  any 
family  therapist  who  has  lost  perspec- 
tive of  the  self,  or  any  individual  thera- 
pist who  has  lost  view  of  the  family.  For 
those  not  familiar  with  family  treat- 
ment, it  is  a useful  and  easily  read  over- 
view that  should  help  one  to  understand 
this  very  important  field.  For  those  who 
are  unfamiliar  with  psychiatry  or  psy- 
chology, it  also  helps  as  an  introduction 
to  the  field.  I am  pleased  to  recommend 
it  as  an  excellent  and  highly  readable 
book  offering  a positive  introduction  to 
the  field. 

HAROLD  A.  GRAFF,  MD 

22B  Trolley  Square 
Wilmington,  DE  19806 


TEXTBOOK  OF  DIAGNOSTIC  MEDICINE 

Edited  by  A.  H.  Samiy,  MD.  990  pp,  il- 
lustrated. Philadelphia,  Lea  & Febiger, 
1987.  $69.50  (hardcover) 

This  is  a multiauthored  text  written 
to  bridge  the  gap  between  the  disease- 
oriented  textbooks  of  medicine  and  the 
presenting  complaint  of  the  patient.  As 
described  in  the  preface,  this  book’s 
goal  is  to  be  “an  expert  guide  in  the 
evaluation  of  the  patient’s  problem, 
with  particular  emphasis  on  the  evalua- 
tion of  symptoms  and  signs.” 

The  book  is  organized  into  chapters 
beginning  first  with  the  general  princi- 
ples of  clinical  diagnosis  and  laboratory 
testing  followed  by  chapters  which  deal 
with  specific  organ  systems.  Each  chap- 
ter is  written  by  one  or  more  subspecial- 
ists in  that  particular  field.  The  chap- 
ters are  subdivided  into  topics  which 


are  clinical  problems  or  complaints  that 
might  be  encountered  in  practice.  Each 
topic  is  reviewed  in  terms  of  definition, 
pathophysiology,  clinical  presentation, 
differential  diagnosis,  diagnostic  evalu- 
ation, and  workup.  At  the  end  of  each 
chapter  is  a list  of  references  for  further 
reading.  More  than  500  specific  com- 
plaints or  problems  are  discussed. 

This  text  is  very  readable  and  in- 
cludes one  of  the  most  comprehensible 
explanations  of  basic  clinical  statistics. 
The  discussions  are  concise  and  include 
well  integrated  lists  of  differential  diag- 
noses and  flow  diagrams.  At  the  end  of 
each  topic  the  reader  is  left  with  a basic 
understanding  of  pathophysiology,  dif- 
ferential diagnosis,  and  how  to  proceed 
with  the  further  workup  of  the  patient’s 
presenting  complaint. 

Clearly,  it  is  not  the  goal  of  this  book 
to  serve  as  an  all-inclusive  medical  re- 
source, but  rather  to  work  synergistical- 
ly  with  most  of  the  presently  available 
textbooks  of  medicine.  Since  most  med- 
ical textbooks  are  organized  along  the 
lines  of  specific  disease  entities,  they 
can  only  be  fully  utilized  if  the  full  dif- 
ferential is  known.  This  book  facilitates 
this  by  expanding  the  patient’s  clinical 
complaint  into  a differential  diagnosis 
which  can  be  further  explored  in  the 
disease-oriented  textbooks  of  medicine. 

While  in  general  there  is  high  consis- 
tency to  the  quality  of  each  chapter’s 
content,  the  references  at  the  conclu- 
sions of  the  chapters  are  of  variable  use- 
fulness. Ideally,  the  references  in  a text 
such  as  this  should  add  direction  to  the 
reader’s  further  exploration  into  the 
topic  of  discussion.  While  many  of  the 
chapters  give  a good  selection  of  both 
specific  and  general  references,  other 
chapters  have  relatively  short  lists  or 
contain  references  only  available  in  for- 
eign languages.  While  this  is  a relative- 
ly minor  weakness,  it  is  important  since 
many  who  may  be  using  this  text  will 
want  to  read  further  on  specific  topics. 

Overall,  this  is  a well-written  text 
which  nicely  complements  presently 
available  medical  references.  It  is  high- 
ly suitable  for  medical  students  during 
their  clerkships  and  clinical  rotations, 
and  would  further  expand  the  knowl- 
edge of  most  house  staff.  Practicing 
physicians  may  also  find  it  useful  in 
fully  appreciating  and  evaluating  their 
patient’s  complaints. 

IAN  CHARLES  GILCHRIST,  MD 
Cooper  Hospital/University  Medical 

Center 
Camden,  NJ  08103 
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Battling  AIDS  through  behavior  modification 

In  addition  to  the  millions  of  dollars  earmarked  for  re- 
search on  AIDS,  the  federal  government  allocated  nearly 
half  a billion  dollars  last  year  for  programs  aimed  at  edu- 
cating the  public  about  AIDS  and  reducing  the  transmis- 
sion of  the  AIDS  virus  among  high  risk  populations.  Un- 
fortunately, understanding  and  manipulating  the  social 
responses  to  AIDS  can  prove  as  complex  a problem  as 
tracking  or  controlling  the  virus  itself  in  the  laboratory. 

Preventing  the  spread  of  AIDS  by  altering  human  be- 
haviors is  a formidable  task,  both  in  theory  and  in  prac- 
tice. Attempting  to  modify  behaviors  linked  to  intense 
physical  and  emotional  needs,  such  as  drug  abuse  and  sex- 
ual practices,  poses  countless  difficulties,  observes  Wil- 
liam Booth  ( Science  1988;  242:1237-1238),  “even  if  the 
social  engineers  knew  what  they  were  doing,  which  most 
freely  concede  they  do  not.” 

Yet,  behavior  modification  based  on  an  approach  that 
combines  knowledge  of  the  threatening  behavior,  realistic 
risk  assessment,  a healthy  dose  of  fear,  alternative  beha- 
viors, and  societal  pressure  is  possible.  For  example.  Booth 
cites  the  “remarkable  changes  in  behavior  . . . reported 
from  some  quarters,  particularly  in  cities  where  there  are 
large,  well-organized  gay  communities  that  have  been 
ravaged  by  the  AIDS  epidemic.” 

Current  public  education  efforts  to  prevent  AIDS  are 
not  based  on  universal  theories  or  proven  methods,  pri- 
marily because  social  scientists  are  not  really  sure  what 
motivates  people  to  engage  in  risky  behaviors,  and,  there- 
fore, there  is  no  clear  consensus  as  to  how  to  alter  risk- 
taking tendencies.  The  author  describes  the  current  AIDS 
prevention  programs  as  being  “built  upon  the  idea  that  it 
is  better  to  do  something — anything — than  nothing  at 
all.” 

He  outlines  the  general  principles  incorporated  in  be- 
havior modification  programs:  recognition  that  one  is  at 
risk  and  understanding  the  risk;  awareness  of  how  to  avoid 
danger;  acceptance  of  one’s  ability  to  change  and  the  re- 
wards accompanying  such  change;  and  reinforcement  of 
the  new  behavior  via  societal  pressure,  in  which  the  new 
behavior  becomes  the  societal  norm. 

One  problem  inherent  in  any  behavior  modification 
program  is  that  people  tend  to  deny  personal  risk.  An  im- 
portant factor  in  AIDS  prevention  is  convincing  people 
that  the  threat  of  AIDS  is  a real  one,  and  that  everyone  is 
potentially  at  risk  for  AIDS — it  is  not  strictly  a disease 
affecting  high  risk  groups  such  as  homosexual  men  and 
intravenous  drug  abusers. 

Behavior  modification  programs  often  use  fear  to  con- 
vince subjects  of  the  need  for  change.  “Yet  the  problem 
with  fear  is  that  it  is  like  a drug:  it  does  not  last  for  long.” 
There  is  a fine  line  between  using  fear  as  a motivating 
factor  and  creating  excessive  fear  that  promotes  denial 
and  an  inability  to  act.  Booth  emphasizes  the  widely  held 
belief  that  “if  fear  is  going  to  be  used  to  motivate  people,  it 
is  essential  that  they  be  offered  a solution.”  Therefore, 
AIDS  prevention  programs  teach  homosexual  men  about 
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safer  sex  practices  and  drug  abusers  how  to  clean  their 
injection  paraphernalia  with  bleach. 

The  key  factor  in  changing  behaviors  is  to  alter  group 
norms  and  standards.  If  a segment  of  a population  adopts 
the  new  behavior  as  common  practice,  the  new  behavior 
will  inevitably  become  the  norm,  and  convincing  the  ma- 
jority of  the  community  to  follow  the  crowd  and  adopt  the 
new  behavior  will  be  a simpler  task. 

Sloan-Kettering  targets  women  in  new  ad  campaign 

The  Memorial  Sloan-Kettering  Cancer  Institute’s 
“Early  Detection:  It’s  a Way  of  Life”  campaign  is  a na- 
tionwide public  education  program  that  stresses  the  im- 
portance of  early  cancer  detection  and  outlines  the  medi- 
cal care  available  to  lessen  the  incidence,  severity,  and 
mortality  rates  of  various  types  of  cancer. 

The  campaign’s  current  focus  is  on  early  detection  of 
breast  cancer.  Aimed  at  women  over  35  years  of  age,  the 
advertising  strategy  will  employ  both  the  print  and  broad- 
cast media  to  alert  women  to  the  need  for  regular  mam- 
mograms and  a continual  breast  care  program  that  in- 
cludes yearly  breast  examinations  by  a physician  and 
monthly  breast  self-examination.  Sloan-Kettering  will 
provide  a toll-free  number  for  individuals  to  request  writ- 
ten information  on  cancer  detection. 

Consensus  on  postmenopausal  hormone  therapy 

Estrogen  therapy  is  a fairly  well  accepted  means  of 
treating  women  with  severe  symptoms  of  menopause,  such 
as  hot  flushes  and  mood  changes.  Estrogen  deficiency  due 
to  menopause  also  accelerates  bone  loss  in  women  and  is 
believed  to  be  a major  factor  in  the  increased  risk  of  osteo- 
porosis in  postmenopausal  women.  Therefore,  estrogen  re- 
placement therapy  is  generally  recommended  for  the  pre- 
vention and  treatment  of  postmenopausal  osteoporosis  in 
women  at  high  risk  for  the  disorder  ( Mayo  Clin  Proc 
1988;  63:453-460). 

According  to  Lufkin  et  al  at  the  Mayo  Clinic,  risk  fac- 
tors include  Caucasian  race,  advanced  age,  thin  habitus, 
estrogen  deficiency,  immobilization,  extremely  strenuous 
exercise,  alcoholism,  and  certain  endocrine  diseases.  He- 
reditary factors,  dietary  calcium  deficiency,  smoking,  and 
inadequate  exercise  may  also  contribute  to  one’s  risk. 

Estrogen  treatment  itself  is  not  without  risks.  Possible 
side  effects  include  endometrial  cancer,  breast  cancer, 
thromboembolic  disease,  hypertension,  and  migraine 
headaches.  Furthermore,  there  is  ongoing  debate  as  to  the 
optimal  mode  of  delivery  of  estrogen,  the  dosage,  the 
length  of  treatment,  and  the  appropriate  age  to  initiate 
treatment. 

Despite  these  lingering  questions,  estrogen  replacement 
therapy  is  becoming  more  common  among  postmenopaus- 
al women.  Ongoing  studies  continue  to  probe  the  effec- 
tiveness, risks,  and  long  term  outcomes  of  the  treatment. 

One  problem  with  estrogen  therapy  in  postmenopausal 
women  is  the  risk  of  endometrial  hyperstimulation.  The 
solution  appears  to  be  a combination  therapy,  in  which 
progestagen  is  administered  on  a cyclic  schedule  together 
with  the  estrogen.  Recommendations  for  appropriate  pro- 
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gestagen  use  are  presented  in  a consensus  report  prepared 
in  conjunction  with  the  first  International  Consensus  Con- 
ference on  Progestagen  Use  in  Postmenopausal  Women 
that  took  place  in  September  1988  ( Lancet  1988;  1:1243- 
1244).  Following  are  excerpts  from  the  report: 

• Basic  science,  clinical,  and  epidemiological  studies  have 
shown  that  progestagen  treatment  is  efficacious  and  is  indicat- 
ed for  opposing  the  effects  of  oestrogen  on  the  endometrium. 

• ...  increasing  the  number  of  days  of  progestagen  treatment, 
beyond  7-10  days  each  cycle/month,  has  a further  beneficial 
suppressive  effect  on  endometrial  proliferation  . . . .the  dura- 
tion of  progestagen  administration  should  be  individually  tai- 
lored. 

• The  available  data  indicate  that  the  addition  of  progestagen  to 
the  oestrogen  therapy  does  not  influence  the  skeletal  response 
provided  that  the  oestrogen  dose  is  adequate. 

• Short-term  studies  have  shown  that  some  progestagens,  by 
themselves,  are  capable  of  reducing  postmenopausal  bone  loss. 
However,  there  are  no  data  on  the  long-term  effects  of  proges- 
tagen-only treatment  on  bone  mass,  nor  on  fracture  frequency. 

• More  information  is  urgently  needed  on  the  pharmacodynam- 
ics of  progestagens. 

• There  are  insufficient  long-term  histological  and  epidemio- 
logical data  to  advocate  the  routine  use  of  daily  doses  of  both 
progestagen  and  oestrogen  (continuous-combined  therapy). 

• Some  progestagens  in  large  doses  cause  adverse  symptomatic 
and  psychological  changes;  the  lowest  dose  required  for  endo- 
metrial protection  should  be  prescribed. 

• More  clinical  data  are  urgently  required. 

GM-CSF  demonstrates  ability  to  lower  serum  cholesterol 
levels 

A recent,  unexpected  finding  has  led  to  speculation 
about  a powerful  new  weapon  in  the  fight  against  high 
cholesterol  and  atherosclerosis.  The  compound  being 
studied  is  human  granulocytemacrophage  colony-stimu- 
lating factor  (GM-CSF),  a glycoprotein  hormone  that 
stimulates  the  growth  and  differentiation  of  myeloid  pro- 
genitor cells  and  enhances  the  activities  of  mature  neutro- 
phils, eosinophils,  and  mononuclear  phagocytes. 

Based  on  their  knowledge  of  GM-CSF  functioning, 
Nimer,  Champlin,  and  Golde  of  the  UCLA  School  of 
Medicine  were  studying  the  ability  of  a recombinant  form 
of  human  GM-CSF  to  improve  hematopoiesis  in  patients 
with  aplastic  anemia  ( JAMA  1988;  260:3297-3300). 
Eight  patients  participated  in  the  GM-CSF  clinical  trial. 
As  data  accumulated  from  the  weekly  SMA- 12  chemistry 
studies,  which  included  determinations  of  serum  triglycer- 
ide and  cholesterol  levels,  the  researchers  noted  dramatic 
reductions  in  the  serum  cholesterol  levels  of  seven  of  the 
eight  patients.  Decreased  serum  cholesterol  levels  were 


apparent  within  the  first  ten  days  of  GM-CSF  therapy 
and  continued  throughout  the  course  of  treatment;  howev- 
er, discontinuation  of  GM-CSF  therapy  resulted  in  a re- 
turn of  serum  cholesterol  concentrations  to  baseline  levels. 

Cholesterol  levels  before  and  during  GM-CSF  treat- 
ment were  significantly  different  (p  = 0.008).  In  six  of  the 
seven  patients  who  demonstrated  decreased  serum  choles- 
terol levels,  the  percentage  reduction  ranged  from  27%  to 
53%.  There  were  no  consistent  changes  in  serum  triglycer- 
ide levels. 

Although  the  mechanism  of  GM-CSF’s  cholesterol 
lowering  activity  is  not  yet  clear,  Nimer  et  al  observed  that 
“the  effect  of  GM-CSF  on  lowering  serum  cholesterol  lev- 
els was  not  dependent  on  changes  in  the  white  blood  cell 
count,  suggesting  that  GM-CSF  has  primary  effects  on 
cholesterol  metabolism  or  transport.”  The  authors  pro- 
posed that  GM-CSF  acts  on  mononuclear  phagocytes, 
which  have  an  active  role  in  processing  and  transporting 
cholesterol.  These  are  preliminary  findings,  however,  and 
further  clinical  studies  are  required  to  define  the  mecha- 
nisms of  action  of  GM-CSF  and  to  explore  the  cholesterol 
lowering  ability  of  other  hematopoietins. 

Adverse  effects  associated  with  GM-CSF  therapy  in- 
cluded headache,  myalgias,  and  mild  fatigue.  Nimer  and 
colleagues  reported  that  the  toxic  effects  of  GM-CSF 
were  “mild  and  tolerable”  at  doses  less  than  or  equal  to  16 
Mg/kg/d.  Higher  doses  were  not  well  tolerated.  Addition- 
al studies  are  needed  to  determine  whether  the  beneficial 
cholesterol  lowering  effects  of  GM-CSF  therapy  can  be 
maintained  at  doses  that  minimize  adverse  reactions. 

Increasing  physician  participation  in  alternative  delivery 
systems 

An  increasing  number  of  practitioners,  particularly 
younger  physicians  and  female  physicians,  are  becoming 
involved  with  alternative  health  care  delivery  systems 
such  as  health  maintenance  organizations  (HMOs)  and 
preferred  provider  organizations  (PPOs).  Using  data 
from  the  American  Medical  Association’s  Socioeconomic 
Monitoring  System,  the  Center  for  Health  Policy  Re- 
search of  the  AMA  estimates  that  in  1986,  more  than  a 
third  of  physicians  received  income  from  an  HMO  or  an 
independent  practice  association  (IPA).  The  data  also 
demonstrated  a substantial  rise  in  the  proportion  of  physi- 
cians’ incomes  that  came  from  participation  in  such  orga- 
nizations. Between  1983  and  1986,  the  percentage  of  phy- 
sicians involved  with  PPOs  more  than  tripled. 

Federal  tax  legislation  that  restricted  or  eliminated  the 
advantages  of  incorporation  is  blamed  for  the  appreciable 
decrease  noted  in  the  percentage  of  physicians  in  incorpo- 
rated practices  in  1986. 
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OBITUARIES 


In  addition  to  these  listings,  the  Journal  will  publish 
obituaries  written  by  physician  readers.  Inquiries  should 
first  be  made  to  the  Editor. 


Nathan  Ambinder,  MD,  New  York. 
Died  August  12,  1988;  age  82.  Dr  Am- 
binder was  a 1934  graduate  of  the  Uni- 
versitaet  Wien,  Medizinische  Fakul- 
taet,  Wien,  Austria.  He  was  a Fellow  of 
the  American  Academy  of  Family 
Practice.  He  was  a member  of  the  New 
York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

Sureyya  Naci  Arkun,  MD,  Brooklyn. 
Died  May  1,  1988;  age  71.  Dr  Arkun 
was  a 1943  graduate  of  the  Bursa  Tip 
Fakultesi  Istanbul  Universitesi,  Bursa, 
Turkey.  His  memberships  included  the 
International  Society  of  Hematology, 
the  American  Geriatrics  Society,  the 
American  Society  of  Hematology,  the 
Medical  Society  of  the  County  of 
Queens,  and  the  Medical  Society  of  the 
State  of  New  York. 

Addison  J.  Burke,  MD,  Garden  City. 
Died  November  4,  1988;  age  60.  Dr 
Burke  was  a 1952  graduate  of  the  New 
York  Medical  College.  He  was  a Fellow 
of  the  American  College  of  Anesthesi- 
ologists and  a Diplomate  of  the  Ameri- 
can Board  of  Anesthesiology.  His  mem- 
berships included  the  New  York  State 
Society  of  Anesthesiologists,  the  Amer- 
ican Society  of  Anesthesiologists,  Inc, 
the  Nassau  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Saul  Commins,  MD,  Rochester.  Died 
October  22,  1988;  age  73.  Dr  Commins 
was  a 1940  graduate  of  the  New  York 
Medical  College.  He  was  a Fellow  of 
the  American  College  of  Surgeons  and 
a Diplomate  of  the  American  Board  of 
Surgery.  He  was  a member  of  the  Med- 
ical Society  of  the  County  of  Monroe 
and  the  Medical  Society  of  the  State  of 
New  York. 

J.  Robert  Del  Terzo,  MD,  New  York. 
Died  October  2,  1988;  age  75.  Dr  Del 
Terzo  was  a 1942  graduate  of  the  St 
Louis  University  School  of  Medicine, 
St  Louis,  Missouri.  He  was  a Fellow  of 
the  American  College  of  Surgeons  and 
a Diplomate  of  the  American  Board  of 
Surgery.  He  was  a member  of  the  New 
York  Academy  of  Medicine,  the  New 


York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Ephraim  Donoso,  MD,  New  York.  Died 
November  1 1,  1988;  age  71.  Dr  Donoso 
was  a 1 942  graduate  of  the  Universidad 
Mayor  de  San  Andres,  Facultad  de  Me- 
dicina,  La  Paz,  Bolivia.  He  was  a Fel- 
low of  the  American  College  of  Cardi- 
ology and  the  American  College  of 
Physicians.  He  was  a member  of  the 
New  York  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New 
York. 

Irving  Drabkin,  MD,  Massapequa.  Died 
November  25,  1988;  age  92.  Dr  Drab- 
kin was  a 1924  graduate  of  the  Univer- 
sity of  Virginia  School  of  Medicine, 
Charlottesville,  Virginia.  His  member- 
ships included  the  New  York  Academy 
of  Medicine,  the  American  Academy  of 
Family  Physicians,  the  Nassau  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Richard  L.  Dreifuss,  MD,  Forest  Hills. 
Died  November  9,  1988;  age  75.  Dr 
Dreifuss  was  a 1940  graduate  of  the 
University  of  London  Faculty  of  Medi- 
cine, London,  England.  He  was  a Fel- 
low of  the  American  Academy  of  Pedi- 
atrics and  a Diplomate  of  the  American 
Board  of  Pediatrics.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Queens  and  the  Medical  Society  of  the 
State  of  New  York. 

Charles  Fisher,  MD,  New  York.  Died 
November  16,  1988;  age  80.  Dr  Fisher 
was  a 1940  graduate  of  Northwestern 
University  Medical  School,  Chicago, 
Illinois.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and 
Neurology.  His  memberships  included 
the  American  Psychiatric  Association, 
the  American  Psychoanalytic  Associa- 
tion, the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Dorothy  Fogel,  MD,  Brooklyn.  Died  Oc- 
tober 28,  1988;  age  81.  Dr  Fogel  was  a 
1933  graduate  of  the  New  York  Uni- 
versity School  of  Medicine.  She  was  a 
member  of  the  New  York  Society  for 


Physical  Medicine  & Rehabilitation, 
the  American  Geriatrics  Society,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Charles  Amos  Galyon,  MD,  Kingston. 
Died  July  1,  1988;  age  63.  Dr  Galyon 
was  a 1955  graduate  of  the  Albany 
Medical  College  of  Union  University, 
Albany,  New  York.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Ulster  and  the  Medical  Society  of  the 
State  of  New  York. 

David  Gersten,  MD,  Margate,  Florida. 
Died  August  14,  1988;  age  81.  Dr  Ger- 
sten was  a 1 934  graduate  of  the  Faculty 
of  Medicine  University  of  Glasgow, 
Glasgow,  Scotland.  He  was  a member 
of  the  New  York  County  Medical  Soci- 
ety and  the  Medical  Society  of  the 
State  of  New  York. 

H.  Pelham  Glasier,  MD,  Guilderland. 
Died  October  20,  1988;  age  82.  Dr  Gla- 
sier was  a 1931  graduate  of  Columbia 
University  College  of  Physicians  and 
Surgeons,  New  York.  He  was  a Fellow 
of  the  American  College  of  Surgeons 
and  a Diplomate  of  the  American 
Board  of  Surgery.  His  memberships  in- 
cluded the  New  York  Academy  of 
Medicine,  the  American  Geriatrics  So- 
ciety, the  Society  for  Experimental  Bi- 
ology and  Medicine,  the  Medical  Soci- 
ety of  the  County  of  Albany,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Harold  Bernard  Hermann,  MD,  Brook- 
lyn. Died  November  22,  1988;  age  88. 
Dr  Hermann  was  a 1925  graduate  of 
the  New  York  University  School  of 
Medicine.  He  was  a Fellow  of  the 
American  College  of  Surgeons  and  a 
Diplomate  of  the  American  Board  of 
Urology.  His  memberships  included  the 
American  Urological  Association,  the 
American  Association  of  Clinical  Urol- 
ogy, the  Medical  Society  of  the  County 
of  Kings,  and  the  Medical  Society  of 
the  State  of  New  York. 

Ludmila  Krikun,  MD,  Forest  Hills.  Died 
October  4, 1 988;  age  62.  Dr  Krikun  was 
a 1951  graduate  of  the  First  Moscow 
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Order  of  Lenin  Medical  Institute,  Mos- 
cow, USSR.  She  was  a member  of  the 
Medical  Society  of  the  County  of 
Queens  and  the  Medical  Society  of  the 
State  of  New  York. 

Louis  A.  Lanzetta,  MD,  Long  Beach. 
Died  October  28,  1988;  age  81.  Dr  Lan- 
zetta was  a 1933  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a 
member  of  the  American  Occupational 
Medical  Association,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Abraham  Lew,  MD,  Long  Beach.  Died 
July  10,  1988;  age  96.  Dr  Lew  was  a 
1922  graduate  of  the  Universitaet 
Wien,  Medizinische  Fakultaet,  Wien, 
Austria.  He  was  a member  of  the  New 
York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

Leon  Samuel  Loizeaux,  Jr,  MD,  Irving- 
ton. Died  November  17,  1988;  age  79. 
Dr  Loizeaux  was  a 1 934  graduate  of  the 
Cornell  University  Medical  College, 
New  York.  He  was  a Fellow  of  the 
American  College  of  Obstetricians  and 
Gynecologists,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a Diplo- 
mate  of  the  American  Board  of  Obstet- 
rics and  Gynecology.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Westchester  and  the  Medical  Society  of 
the  State  of  New  York. 

Joseph  Anthony  Malejka,  MD,  New 

York.  Died  November  7,  1988;  age  63. 
Dr  Malejka  was  a 1952  graduate  of  the 
National  University  of  Ireland.  He  was 
a Fellow  of  the  American  College  of 
Surgeons  and  a Diplomate  of  the  Amer- 
ican Board  of  Surgery.  He  was  a mem- 
ber of  the  New  York  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Harold  C.  May,  Jr,  MD,  New  York. 
Died  July  25, 1988;  age  45.  Dr  May  was 
a 1972  graduate  of  the  Wayne  State 
University  School  of  Medicine,  Detroit, 
Michigan.  He  was  a Fellow  of  the 
American  College  of  Obstetricians  and 
Gynecologists  and  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gy- 
necology. He  was  a member  of  the  New 
York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

Frank  Guy  Moore,  MD,  Rockville, 
Maryland.  Died  November  14,  1988; 


age  92.  Dr  Moore  was  a 1922  graduate 
of  the  Johns  Hopkins  University  School 
of  Medicine,  Baltimore,  Maryland.  He 
was  a member  of  the  Broome  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Sidney  N.  Neichin,  MD,  Brooklyn.  Died 
April  14,  1988;  age  81.  Dr  Neichin  was 
a 1934  graduate  of  the  University  of 
Tennessee  Center  for  Health  Sciences, 
Memphis,  Tennessee.  He  was  a mem- 
ber of  the  Medical  Society  of  the  Coun- 
ty of  Kings  and  the  Medical  Society  of 
the  State  of  New  York. 

Cornelius  J.  O’Connell,  MD,  Buffalo. 
Died  October  28,  1988;  age  57.  Dr  O'- 
Connell was  a 1956  graduate  of  the 
State  University  of  New  York  Upstate 
College  of  Medicine,  Syracuse.  He  was 
a Fellow  of  the  American  College  of 
Physicians  and  a Diplomate  of  the 
American  Board  of  Internal  Medicine. 
His  memberships  included  the  New 
York  State  Society  of  Internal  Medi- 
cine, the  American  Society  of  Internal 
Medicine,  the  Medical  Society  of  the 
County  of  Erie,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Constantine  J.  Papastrat,  MD,  Pough- 
keepsie. Died  October  29,  1988;  age  66. 
Dr  Papastrat  was  a 1952  graduate  of 
the  Boston  University  School  of  Medi- 
cine, Boston,  Massachusetts.  He  was  a 
Fellow  of  the  American  College  of  Sur- 
geons and  a Diplomate  of  the  American 
Board  of  Surgery.  He  was  a member  of 
the  Dutchess  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

John  David  Persse,  MD,  Sarasota,  Flori- 
da. Died  October  21,  1988;  age  72.  Dr 
Persse  was  a 1942  graduate  of  the  State 
University  of  New  York  at  Buffalo 
School  of  Medicine.  He  was  a Fellow  of 
the  American  College  of  Surgeons  and 
a Diplomate  of  the  American  Board  of 
Surgery.  His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
New  York  State  Surgical  Society,  the 
American  Society  of  Abdominal  Sur- 
geons, the  Medical  Society  of  the  Coun- 
ty of  Erie,  and  the  Medical  Society  of 
the  State  of  New  York. 

Edward  A.  Quinlan,  Jr,  MD,  Rye.  Died 
November  4,  1988;  age  82.  Dr  Quinlan 
was  a 1938  graduate  of  the  Medizin- 
ische Fakultaet  der  Julius  Maximiliams 
Universitaet,  Wurzburg,  Bayern,  Ger- 
many. He  was  a member  of  the  Medical 
Society  of  the  County  of  Westchester 


and  the  Medical  Society  of  the  State  of 
New  York. 

Eugene  David  Rosenfeld,  MD,  New 

York.  Died  October  25,  1988;  age  71. 
Dr  Rosenfeld  was  a 1943  graduate  of 
the  University  of  Colorado  School  of 
Medicine,  Denver,  Colorado.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Queens  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Daniel  Perry  Schultz,  MD,  Port  Jervis. 
Died  October  31,  1988;  age  83.  Dr 
Schultz  was  a 1935  graduate  of  the 
State  University  of  New  York  Upstate 
College  of  Medicine,  Syracuse.  He  was 
a member  of  the  American  Society  of 
Abdominal  Surgeons,  the  Medical  So- 
ciety of  the  County  of  Orange,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Bertram  S.  Schwartz,  MD,  Jericho.  Died 
October  29,  1988;  age  65.  Dr  Schwartz 
was  a 1951  graduate  of  the  State  Uni- 
versity of  New  York  Health  Science 
Center  at  Brooklyn.  He  was  a Fellow  of 
the  American  Academy  of  Pediatrics 
and  a Diplomate  of  the  American 
Board  of  Pediatrics.  He  was  a member 
of  the  Nassau  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

Richard  George  Taylor,  MD,  Hamburg. 
Died  October  24,  1988;  age  82.  Dr  Tay- 
lor was  a 1930  graduate  of  the  State 
University  of  New  York  at  Buffalo 
School  of  Medicine.  He  was  a Qualified 
Fellow  of  the  International  College  of 
Surgeons.  He  was  a member  of  the 
Medical  Society  of  County  of  Erie  and 
the  Medical  Society  of  the  State  of  New 
York. 

Robert  E.  Tschorn,  MD,  Sandgate,  Ver- 
mont. Died  October  1988;  age  83.  Dr 
Tschorn  was  a 1931  graduate  of  the  Co- 
lumbia University  College  of  Physi- 
cians and  Surgeons,  New  York.  He  was 
a member  of  the  Medical  Society  of  the 
County  of  Westchester  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

William  E.  Wakeley,  MD,  Chatham, 
New  Jersey.  Died  October  8,  1988;  age 
72.  Dr  Wakeley  was  a 1942  graduate  of 
the  Cornell  University  Medical  Col- 
lege, New  York.  He  was  a Diplomate  of 
the  American  Board  of  Internal  Medi- 
cine. His  memberships  included  the 
American  Occupational  Medical  Asso- 
ciation, the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 


FEBRUARY  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  111 


Guidelines  for  authors 


Originality 

The  New  York  State  Journal  of  Medicine  welcomes  research 
papers  and  original  essays  on  the  practice  of  medicine,  medical 
education,  public  health,  the  history  of  medicine,  medicolegal 
matters,  legislation,  ethics,  the  mass  media,  and  socioeconomic 
issues  in  health  care. 

Manuscripts  should  be  prepared  according  to  the  “Uniform 
requirements  for  manuscripts  submitted  to  biomedical  journals” 
( NY  State  J Med  1988;  88:456-462).  The  requirements  were 
established  by  the  International  Committee  of  Medical  Journal 
Editors,  of  which  the  Journal  is  a participating  member.  These 
Guidelines  are  intended  to  highlight  aspects  of  the  Journal's 
particular  style  of  publication. 

A manuscript  will  be  considered  for  publication  if  it  is  origi- 
nal, has  not  been  published  previously  in  whole  or  in  part  in  ei- 
ther a medical  journal  or  a lay  publication,  and  is  not  simulta- 
neously under  consideration  elsewhere.  A copy  of  any  possibly 
duplicative  material,  such  as  a reference  “in  press,”  should  be 
submitted  along  with  the  manuscript. 

Preparation 

An  original  typewritten  or  “word-processed”  manuscript  and 
two  photocopies  (to  facilitate  outside  review)  are  required.  If  the 
manuscript  is  not  accepted  for  publication,  the  original  and  one 
copy  will  be  returned.  All  figures  must  be  submitted  in  triplicate. 
The  manuscript  should  be  double-spaced  throughout,  including 
references,  tables,  legends,  quotations,  and  acknowledgments.  A 
separate  title  page  should  include  the  full  title  of  the  paper  in 
upper  and  lower  case  type,  the  names  of  the  authors  exactly  as 
they  should  appear  in  print  (including  their  highest  academic 
degree),  and  the  names  of  all  providers  of  funding  for  research 
on  which  the  paper  is  based.  Information  on  the  amount  and 
allocation  of  funding  is  optional. 

A corresponding  author  should  be  designated  in  the  covering 
letter.  Authors  should  list  their  title  and  affiliation  at  the  time 
they  did  the  work,  and,  if  different,  their  present  affiliation.  The 
addresses  and  telephone  numbers  of  all  authors  should  be  sup- 
plied for  editorial  purposes.  All  authors  of  a manuscript  are  re- 
sponsible for  having  read  and  approved  it  for  submission. 

Categories 

Research  Papers  should  be  limited  to  3,000  words  and  should 
include  the  following  sections:  Introduction,  Methods,  Results, 
Discussion,  and  References.  Multiple  subheadings  and  num- 
bered lists  are  discouraged.  An  abstract  limited  to  150  words 
should  state  the  reasons  for  the  study,  the  main  findings,  and 
their  implications.  Statistical  evaluations  should  be  described  in 
the  Methods  section,  and  the  name  and  affiliation  of  the  statisti- 
cian should  be  included  in  the  acknowledgments  if  this  individ- 
ual is  not  listed  as  a coauthor.  Reports  of  experiments  involving 
human  subjects  must  include  a description  in  the  Methods  sec- 
tion of  the  informed  consent  obtained  and  a statement  that  the 
procedures  followed  were  approved  by  an  institutional  research 
review  committee.  Anonymity  of  patients  must  be  preserved. 
Reports  of  experiments  on  animals  must  note  which  guidelines 
were  followed  for  the  care  and  use  of  laboratory  animals. 

Case  Reports  should  be  limited  to  1,250  words.  Review  Arti- 
cles should  not  exceed  3,000  words.  Commentaries  should  be 
between  1,000  and  1,500  words.  Other  kinds  of  original  essays 
should  not  exceed  2,500  words.  A letter  of  inquiry  should  be  sent 
to  the  editor  prior  to  submitting  a Review  Article  or  Commen- 
tary. 


For  Research  Papers  only,  scientific  measurements  should  be 
given  in  conventional  units,  with  Systeme  Internationale  (SI) 
units  in  parentheses.  Abbreviations  and  acronyms  should  be  kept 
to  a minimum,  and  jargon  should  be  avoided.  Generic  names  of 
drugs  should  be  used  instead  of  brand  names. 

Figures 

The  submission  of  color  illustrations  or  slides  is  discouraged. 
Only  black  and  white  glossy  photographic  prints  or  “camera- 
ready”  artwork  will  be  accepted.  The  Journal  is  unable  to  pro- 
vide art  services  such  as  the  addition  of  arrows  to  photographs.  A 
signed  consent  for  publication  must  accompany  photographs  in 
which  the  patient  is  identifiable.  Illustrations  from  other  publi- 
cations generally  will  not  be  considered.  Legends  for  illustra- 
tions should  be  typed  on  a separate  sheet,  and  for  photomicro- 
graphs should  include  magnification  and  stain.  Each  illustration 
should  be  lightly  marked  on  the  back  in  pencil  with  the  name  of 
the  first  author,  the  number  as  cited  in  the  text,  and  an  arrow 
indicating  the  top.  Each  set  of  illustrations  should  be  submitted 
unmounted  in  a separate  envelope. 

Tables  should  be  simple,  self-explanatory,  and  few  in  number. 
Each  table  should  be  typed  double-spaced  on  a separate  sheet. 

References 

References  should  be  limited  to  the  most  pertinent.  The  rec- 
ommended maximum  number  of  references  is  25  for  Research 
Papers  and  most  other  original  contributions  (except  lengthier 
Review  Articles),  12  for  Commentaries  and  Case  Reports,  and 
six  for  letters  to  the  editor. 

Authors  are  responsible  for  the  accurate  citation  of  refer- 
ences. Citation  of  secondary  sources  is  discouraged  except  where 
the  original  reference  is  unobtainable.  Authors  may  not  cite  ref- 
erences they  have  not  read,  and  the  use  of  abstracts  as  references 
should  be  avoided. 

References  should  be  indicated  in  the  text  by  superscript  num- 
bers following  the  name  of  the  author  (eg,  Smith2  reported  two 
cases). 

The  list  of  references  at  the  end  of  the  article  should  be  typed 
double-spaced  and  references  should  be  numbered  in  the  order  in 
which  they  appear  in  the  text.  When  there  are  three  or  fewer 
authors,  all  should  be  listed;  where  there  are  four  or  more,  the 
first  three  should  be  listed,  followed  by  et  al.  Names  of  journals 
should  be  abbreviated  according  to  Index  Medicus  and  under- 
lined. 

Sample  references: 

1.  Kepes  ER,  Thomas  P,  Vemulapalli  K:  Methadone  and  intravenous  mor- 
phine requirements.  NY  State  J Med  1983;  83:925-927. 

2.  Behrman  RE,  Vaughn  VC:  Nelson  Textbook  of  Pediatrics,  ed  12.  Philadel- 
phia. WB  Saunders  Co,  1983,  pp  337-338. 

Review 

All  manuscripts  are  reviewed  by  the  editors,  and  most  manu- 
scripts are  sent  to  outside  referees.  Decisions  concerning  accep- 
tance, revision,  or  rejection  of  a manuscript  are  usually  made 
within  three  to  six  weeks.  Every  effort  will  be  made  to  assure 
prompt  publication  of  an  accepted  manuscript.  A galley  proof 
will  be  sent  to  the  author  for  approval  prior  to  publication. 

Address  correspondence  to  Pascal  James  Imperato,  MD,  Edi- 
tor, New  York  State  Journal  of  Medicine , PO  Box  5404,  420 
Lakeville  Road,  Lake  Success,  NY  11042. 
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Policy-making  in  The  House  of  Delegates 


This  section  of  the  New  York  State  Journal  of  Medicine  is  a call  to  the  officers,  delegates,  and  members  of  the  Medical 
Society  of  the  State  of  New  York  to  attend  the  183rd  Annual  Meeting  of  the  Society  and  the  meeting  of  its  House  of 
Delegates;  296  delegates  representing  61  county  medical  societies,  9 district  branches,  specialty  societies,  the  hospital 
medical  staff  section,  12  medical  schools,  the  resident  and  medical  student  membership  will  meet  at  the  Stouffer  Plaza 
Hotel  in  Rochester,  New  York  on  April  6-9,  1989. 

The  officers,  members  of  the  Council  and  the  Board  of  Trustees,  past  presidents  of  the  MSSNY,  the  Commissioner  of  the 
New  York  State  Department  of  Health,  the  Past  President  of  the  American  Medical  Association  from  New  York,  Gerald  D. 
Dorman,  MD,  and  Past  Executive  Vice-President  of  the  Medical  Society  of  the  State  of  New  York,  George  J.  Lawrence,  Jr., 
MD,  are  also  official  representatives  to  the  House. 

Mandated  by  the  Bylaws  of  the  Society,  this  section  lists  the  names  of  elected  representatives,  delegates  who  are 
serving  on  reference  committees,  and  selections  of  the  Nominating  Committee  for  the  election  of  Officers,  Councilors, 
Trustees  and  AMA  Delegates.  Also  included  are  the  amendments  to  the  Bylaws  which  will  be  considered  by  the  House  of 
Delegates. 

Since  the  House  of  Delegates  is  the  legislative  body  of  the  Society,  charged  with  the  general  management  of  the  State 
Society  and  its  affairs,  members  of  the  Society  are  urged  to  use  this  information  to  consult  with  and  advise  their  represen- 
tatives. Resolutions  introduced  by  the  representatives  bring  members’  concerns  to  the  attention  of  the  entire  Society. 
Representatives  not  only  have  the  responsibility  to  present  the  views  of  their  constituents,  but  also  to  inform  them  of  the 
actions  taken  by  this  governing  body.  The  House  of  Delegates  also  formulates  policy  for  the  Society.  No  officer,  councilor, 
board,  commission,  committee,  or  employee  may  initiate  any  policy  unless  such  policy  has  been  expressly  approved  by 
the  House  of  Delegates,  or  by  the  Council  of  the  Society. 

If  one  were  to  choose  the  most  important  work  of  the  House  of  Delegates,  it  would  have  to  be  that  of  the  reference 
committees.  Any  member  of  the  Medical  Society  of  the  State  of  New  York  has  the  right  to  appear  before  any  reference 
committee  and  participate  in  its  deliberations.  It  is  also  in  the  reference  committees  that  people  outside  of  the  State 
Society  are  asked  to  give  their  views.  Nonmember  physicians,  guests  or  interested  observers  who  wish  to  express  their 
opinions  may,  with  permission,  come  before  the  reference  committee  and  speak  to  the  business  of  the  committee.  I 
strongly  urge  members  to  use  this  forum  to  express  their  views. 

Charles  N.  Aswad,  MD,  Speaker 
House  of  Delegates 


Seymour  R.  Stall,  MD,  Vice-Speaker 
House  of  Delegates 
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Duane  M.  Cady 
Onondaga 


Ralph  E.  Schlossman 
Queens 


William  A.  Dolan 
Monroe 


Robert  E.  Gordon 
Kings 


Stuart  I.  Orsher 
New  York 


Franklin  A.  DePeters 
Warren 


Sidney  Mishkin 
Nassau 


Jeffrey  A.  Ribner 
Broome 


Penny  Stern 
The  Bronx 


Anthony  P.  Santomauro 
Erie 


Robert  J.  Newborn 
New  York 
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1989  HOUSE  OF  DELEGATES  MEMBERS 


The  following  is  a list  of  members  of  the  1989  House  of  Delegates  of  the  Medical  Society  of  the  State  of  New  York. 


Officers  1988-1989 

President — Charles  D.  Sherman,  Jr.,  Monroe 
President-Elect — David  M.  Benford,  New  York 
Vice-President — Robert  A.  Mayers,  Westchester 
Secretary — John  H.  Carter,  Albany 
Assistant  Secretary — George  Lim,  Oneida 
Treasurer — Morton  Kurtz,  Queens 
Assistant  Treasurer — James  H.  Cosgriff,  Jr.,  Erie 
Speaker — Charles  N.  Aswad,  Broome 
Vice-Speaker — Seymour  R.  Stall,  Dutchess 

Councilors 

Term  Expires  1989 
Robert  E.  Fear,  Suffolk 
Stanley  L.  Grossman,  Orange 
Thomas  D.  Pemrick,  Rensselaer 
Ralph  E.  Schlossman,  Queens 

Term  Expires  1990 
Duane  M.  Cady,  Onondaga 
William  A.  Dolan,  Monroe 
Robert  E.  Gordon,  Kings 
Stuart  I.  Orsher,  New  York 

Term  Expires  1991 
Franklin  A.  DePeters,  Warren 
Sidney  Mishkin,  Nassau 
Jeffrey  A.  Ribner,  Broome 
Anthony  P.  Santomauro,  Erie 

Student  Councilor 
Term  Expires  1989 
Penny  Stern,  Bronx 

Resident  Councilor 
Term  Expires  1989 
Robert  J.  Newborn,  New  York 

Trustees 

Victor  J.  Tofany,  Monroe,  Chairman 
M.  Theodore  Tanenhaus,  Kings 
Bernard  J.  Pisani,  New  York 
Daniel  F.  O'Keeffe,  Warren 
Allison  B.  Landolt,  Westchester 
John  A.  Finkbeiner,  New  York 
James  M.  Flanagan,  Wayne 

Past  Presidents 

1960-1961 — Norman  S.  Moore,  Tompkins 
1966-1967 — James  M.  Blake,  Schenectady 

1969- 1970 — Walter  T.  Fleldmann,  Richmond 

1970- 1971— Walter  Scott  Walls,  Erie 


1971- 1972 — George  Himler,  New  York 

1972- 1973 — Edward  Siegel,  Clinton 

1974- 1975 — Lynn  R.  Callin,  Monroe 

1975- 1976 — Ralph  S.  Emerson,  Nassau 

1976- 1977 — George  L.  Collins,  Jr.,  Erie 

1977- 1978 — Carl  Goldmark,  Jr.,  New  York 

1978- 1979 — George  T.  C.  Way,  Dutchess 
1980-1981 — Ralph  M.  Schwartz,  Kings 

1982- 1983 — Richard  D.  Eberle,  Onondaga 

1983- 1984 — Bernard  J.  Pisani,  New  York 

1984- 1985 — Allison  B.  Landolt,  Westchester 

1985- 1986 — Daniel  F.  O'Keeffe,  Warren 

1986- 1987 — John  A.  Finkbeiner,  New  York 

1987- 1988 — Samuel  M.  Gelfand,  Nassau 

Past  Executive  Vice-President 

George  J.  Lawrence,  Jr.,  Queens 

Past  President  of  the  American  Medical  Association 

Gerald  D.  Dorman,  New  York 


Speaker  of  the  American  Medical  Association 

John  L.  Clowe,  Schenectady 

Commissioner,  New  York  State  Department  of  Health 
District  Delegates 

{Elected  Delegates  of  District  Branches) 

First — Roger  D.  Billig,  Richmond 
Second — Bruce  H.  Berlin,  Suffolk 
Third- 

Fourth— Michael  J.  Lynch,  Washington 
Fifth — Frederic  A.  Stone,  Jefferson 
Sixth — Anton  A.  Vreede,  Broome 
Seventh — Norman  R.  Loomis,  Ontario 
Eighth — Robert  J.  Reszel,  Niagara 
Ninth — John  A.  Ramsdell,  Westchester 

Specialty  Society  Delegates 

New  York  State  Society  of  Anesthesiology — Edward  C. 
Sinnott,  Nassau 

New  York  State  Society  of  Dermatology — Donald  L. 
Levin,  Onondaga 

New  York  Chapter  American  College  of  Emergency  Phy- 
sicians— 

New  York  State  Academy  of  Family  Physicians — James 
F.  Wright,  Warren 

New  York  State  Society  of  Internal  Medicine — Robert 
M.  Kohn,  Erie 

New  York  State  Neurosurgical  Society,  Inc. — Mihai  D. 
Dimancescu,  Nassau 

American  College  of  Obstetricians  and  Gynecologists — 
District  II— 
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New  York  Occupational  Medical  Association,  Inc. — 
Brock  Powell,  Monroe 

New  York  State  Ophthalmological  Society — Frank  J. 
Piper,  Onondaga 

New  York  State  Society  of  Orthopaedic  Surgeons,  Inc. — 
Leo  Arthur  Green,  Queens 

New  York  State  Society  of  Otolaryngology — Head  and 
Neck  Surgery — Lyon  M.  Greenberg,  Albany 
New  York  State  Society  of  Pathologists — Edward  C. 
Zaino,  Nassau 

American  Academy  of  Pediatrics — District  II — 

New  York  Society  of  Physical  Medicine  and  Rehabilita- 
tion, Inc. — David  Ernstoff,  Queens 
New  York  Regional  Society  of  Plastic  and  Reconstructive 
Surgery — 

New  York  State  Psychiatric  Association — George  L. 
Ginsberg,  New  York 

The  New  York  State  Radiological  Society,  Inc. 

(A  Chapter  of  the  American  College  of  Radiology) — 
Victor  A.  Panaro,  Erie 

New  York  State  Society  of  Surgeons,  Inc. — Theodore  C. 
Max,  Oneida 

New  York  State  Urological  Society,  Inc. — Marcus  L. 
Shoobe,  Albany 


Delegates  from  Component  Medical  Societies 

Albany  ( 4 ) 

John  W.  Abbuhl,  Albany 
James  H.  Puleo,  Albany 
Nathan  P.  Reed,  Albany 
Demostene  Romanucci,  Latham 

Allegany  (7) 

M.  Keith  Sale,  Wellsville 
Bronx  (10) 

John  P.  Albanese,  Bronx 
Sana  Bloch,  Bronx 

Dattatraya  G.  Lanjewar,  Pelham  Manor 

Charles  LaVerdi,  Bronx 

Stanley  Luftschein,  Rye 

Hugo  M.  Morales,  Bronx 

Venkatachala  Pathy,  Bronx 

Narayan  Pai,  Bronx 

Raul  Pohorille,  New  Rochelle 

Juana  Toporovsky,  Bronx 

Broome  ( 4 ) 

Louis  W.  Giordano,  Endicott 
Antonio  F.  LaSorte,  Binghamton 
Theodore  R.  Poritz,  Binghamton 
Richard  M.  Simon,  Johnson  City 

Cattaraugus  (7) 

Zahid  M.  Chohan,  Olean 

Cayuga  (7) 

Richard  J.  Freeman,  Auburn 


Chautauqua  (2) 

Bert  W.  Rappole,  Jamestown 
Dana  M.  Wheelock,  Dunkirk 


Chemung  (2) 

Donald  L.  Brooks,  Elmira 
Gerald  P.  Schneider,  Elmira 

Chenango  (7) 

Norman  C.  Lyster,  Norwich 

Clinton  (2) 

Stephen  P.  Nicknish,  Plattsburgh 

Columbia  (7) 

Jeffrey  I.  Monkash,  Hudson 

Cortland  (7) 

S.  Robert  Paik,  Cortland 

Delaware  (7) 

Gary  Preiser,  Walton 

Dutchess  ( 4 ) 

Eric  R.  Brocks,  Fishkill 
Stephen  R.  Chernay,  Fishkill 
Eleanor  C.  Kane,  Poughkeepsie 
Florian  M.  Cortese,  Hyde  Park 

Erie  (9) 

Victorino  Anllo,  Kenmore 
Thomas  W.  Bradley,  Kenmore 
Edmond  J.  Gicewicz,  Buffalo 
Ross  L.  Guarino,  Buffalo 
Allen  L.  Lesswing,  Buffalo 
Leo  E.  Manning,  Amherst 
M.  Luther  Musselman,  Buffalo 
Nancy  H.  Nielsen,  Orchard  Park 
James  F.  Phillips,  Buffalo 

Essex  (7) 

Glen  D.  Chapman,  Ticonderoga 
Franklin  (7) 

Alfred  A.  Hartmann,  Jr.,  Malone 

Fulton  (7) 

Genesee  (7) 

Bruce  E.  Baker,  LeRoy 

Greene  (7) 

Karuvath  Enu,  Hudson 

Herkimer  (7) 

Krishna  K.  Vadlamudi,  Ilion 


Jefferson  (2) 

W.  Bruce  Carter,  Watertown 
David  O.  VanEenenaam,  Watertown 


Kings  (79) 

Judithann  Anderson,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Randall  D.  Bloomfield,  Brooklyn 
Joseph  R.  Brennan,  Brooklyn 
George  W.  Calvosa,  Brooklyn 
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Vernal  G.  Cave,  Brooklyn 
Duncan  W.  Clark,  Brooklyn 
Clifford  Cohen,  Brooklyn 
Vashti  R.  Curlin,  Broooklyn 
Paul  Finkelstein,  Brooklyn 
Ladislav  P.  Hinterbuchner,  Rye 
Iraj  Iraj,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Hubert  S.  Pearlman,  Brooklyn 
Abdul  Rehman,  Staten  Island 
Veronica  Santilli,  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 

Lewis  ( 1 ) 

John  C.  Herrman,  Lowville 

Livingston  ( 1 ) 

Sheppard  Arluck,  Geneseo 

Madison  ( 1 ) 

Leonard  A.  Argentine,  Oneida 

Monroe  (7) 

Marilyn  R.  Brown,  Rochester 
Arthur  J.  Florack,  Rochester 
William  A.  Kern,  Jr.,  Rochester 
Mario  B.  LoMonaco,  Rochester 
Joyce  M.  McChesney,  Rochester 
Carl  C.  Sansocie,  Brockport 
Edward  C.  Tanner,  Rochester 

Montgomery  ( 1 ) 

Feori  F.  Pipito,  Amsterdam 

Nassau  (11) 

Robert  Bruce  Bergmann,  Massapequa 
Lee  S.  Binder,  Valley  Stream 
Paul  B.  Bedrossian,  Rockville  Centre 
Joseph  I.  Cohn,  Rockville  Centre 
Paul  A.  Hamlin,  Great  Neck 
Arnold  D.  Lurie,  Baldwin 
Felix  A.  Monaco,  Rockville  Centre 
John  A.  Ostuni,  Freeport 
Henry  S.  Partridge,  Freeport 
E.  John  Pesiri,  Massapequa 
Walter  A.  Trenkle,  Mineola 

New  York  (23) 

Arnold  L.  Bachman,  New  York 
Melvin  H.  Becker,  New  York 
Robert  S.  Bernstein,  New  York 
Michael  B.  Brodin,  New  York 
Joseph  B.  Cleary,  New  York 
Irwin  J.  Cohen,  New  York 
Hugh  Clark  Davidson,  New  York 
Sally  Faith  Dorfman,  New  York 
Jonas  M.  Goldstone,  New  York 
Wilbur  J.  Gould,  New  York 
George  Hyams,  New  York 
Virginia  Kanick,  New  York 
Vance  Lauderdale,  Jr.,  New  York 
Samuel  H.  Madell,  New  York 
Aaron  G.  Meislin,  New  York 
Alfred  Moldovan,  New  York 
Donna  B.  O’Hare,  New  York 
Richard  N.  Pierson,  Jr.,  New  York 
William  B.  Rawls,  Pleasant  Valley 
William  B.  Rosenblatt,  New  York 
Clifford  L.  Spingarn,  New  York 


Niagara  (3) 

Mary  Ann  Z.  Bishara,  Lewiston 
Claus  M.  Fichte,  Niagara  Falls 
James  J.  Kropelin,  Niagara  Falls 

Oneida  (4) 

Gregory  B.  Brown,  Utica 
Robert  M.  George,  Utica 
Neville  W.  Harper,  Rome 
Sheldon  Waldman,  Rome 

Onondaga  (<5) 

Daniel  L.  Dombroski,  Syracuse 
John  A.  Hoepner,  Syracuse 
Richard  A.  Konys,  Syracuse 
Ronald  A.  Naumann,  Syracuse 
Frank  J.  Piper,  Syracuse 
George  P.  Tilley,  Syracuse 

Ontario  (2) 

Verne  M.  Marshall,  Geneva 
Kenneth  T.  Steadman,  Geneva 

Orange  (4) 

Jacob  J.  Barie,  Middletown 
Stanley  F.  Brunn,  Port  Jervis 
Michael  A.  Parmer,  Port  Jervis 
Seymour  J.  Weiner,  Port  Jervis 

Orleans  (1) 

David  B.  L.  Meza  III,  Albion 

Oswego  (1) 

Otsego  (1) 

Rodman  D.  Carter,  Cooperstown 

Putnam  (1) 

Queens  (16) 

Marvin  L.  Blumberg,  Jamaica 

Daniel  Chansky,  Forest  Hills 

John  W.  V.  Cordice,  Jr.,  St.  Albans 

Daniel  G.  Deckler,  Richmond  Hill 

Alexander  M.  De  la  Garza,  Flushing 

Fred  S.  Fensterer,  Glendale 

Fred  N.  Flatau,  Flushing 

Lorraine  M.  Giordano,  Jamaica  Estates 

Victor  Guarneri,  Bayside 

Nicetas  H.  Kuo,  Great  Neck 

Maxwell  J.  Marder,  Forest  Hills 

Frank  Ratner,  Flushing 

Hilda  Ratner,  Beechurst 

Nessim  Romano,  Forest  Hills 

Sheldon  D.  Sax,  Whitestone 

Ezra  A.  Wolff,  Manhasset 

Rensselaer  (2) 

William  A.  McCarty,  Troy 
William  A.  Whyland,  Troy 

Richmond  (4) 

Albert  B.  Accettola  Jr.,  Staten  Island 
Robert  Bonvino,  Staten  Island 
Tano  S.  Carbonaro,  Staten  Island 
Gerald  J.  Lustig,  Staten  Island 
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Rockland  ( 4 ) 

Herbert  Z.  Geller,  New  City 
Roy  H.  Lieberman,  Nanuet 
Michael  Kalvert,  New  City 
Stanley  H.  Oransky,  Bardonia 

St.  Lawrence  ( 1 ) 

Brian  R.  McMurray,  Canton 


Saratoga  (7) 

Allen  T.  Jones,  Saratoga  Springs 

Schenecctady  (J) 

Richard  H.  Lange,  Schenectady 
John  M.  Spring,  Schenectady 
Donald  Wexler,  Schenectady 


Schoharie  (7) 

Frederick  J.  Michel,  Cobleskill 


Schuyler  (7) 


Seneca  (7) 

Donald  W.  Bidwell,  Seneca  Falls 

Steuben  (2) 

Jack  D.  O’Neil,  Corning 
C.  Susan  Rainwater,  Hornell 

Suffolk  (77) 

Christopher  J.  Beatty,  Port  Jefferson 
William  H.  Bloom,  Bay  Shore 
Stephen  I.  Braitman,  Islip  Terrace 
Clive  D.  Caplan,  Islip  Terrace 
Frank  R.  Collier,  Port  Jefferson 
Robert  A.  Held,  Islip  Terrace 
Elise  H.  Korman,  Southampton 
Kenneth  B.  Levites,  West  Sayville 
Philip  A.  Mantia,  Smithtown 
Stanley  A.  Steckler,  Smithtown 
William  H.  Weir,  Jr.,  Riverhead 

Sullivan  (7) 

Paul  D.  Salzberg,  Callicoon 

Tioga  (7) 

Tompkins  (2) 

Robert  A.  Hesson,  Ithaca 
Elliot  Rubinstein,  Ithaca 


Ulster  (2) 

John  V.  Ioia,  Kingston 
Geraldine  T.  Keyes,  Stone  Ridge 


Warren  (2) 

Richard  Hughes,  Sr.,  Glens  Falls 
Robert  A.  Reid,  Glens  Falls 

Washington  (7) 

Nadav  Sharon,  Cambridge 

Wayne  (5) 

William  J.  Braell,  Palmyra 
David  T.  Hannan,  Newark 
Daniel  J.  Joretz,  Ontario 

Westchester  (9) 

Ann  C.  Cea,  Rye  Brook 
Mark  L.  Fox,  Bonxville 
Sanford  A.  Kaplan,  Bronxville 
Thomas  A.  Lansen,  Valhalla 
Stanley  M.  Mendelowitz,  Tarrytown 
Toni  G.  Novick,  New  Rochelle 
Stephen  O.  Schwartz,  White  Plains 
Pellegrino  J.  Tozzo,  New  Rochelle 
William  J.  Walsh,  Jr.,  White  Plains 

Wyoming  (7) 

Yates  (7) 

Michael  J.  Boquard,  Penn  Yan 


Medical  School  Delegates  (12) 

Albany  Medical — Henry  S.  Pohl,  Albany 
Albert  Einstein  College  of  Medicine  of  Yeshiva  University  of 
New  York — Melvin  N.  Zelefsky,  Bronx 
Columbia  University  College  of  Physicians  and  Surgeons — 
Cornell  University  Medical  College — 

Mount  Sinai  School  of  Medicine  of  the  City  University  of  New 
York- 

New  York  Medical  College — Marilyn  Pearl,  Great  Neck 
New  York  University  of  Medicine — Stanford  Wessler,  New 
York 

State  University  of  New  York  Health  Science  Center  at  Brook- 
lyn— 

State  University  of  New  York  at  Buffalo  School  of  Medicine — 
Robert  L.  Scheig,  Erie 

State  University  of  New  York  at  Stony  Brook  School  of  Medi- 
cine— Dorothy  S.  Lane,  Suffolk 
State  University  of  New  York  Health  Science  Center  at  Syra- 
cuse— Patricia  A.  Randall,  Onondaga 
University  of  Rochester  School  of  Medicine  and  Dentistry — 
Thomas  E.  Cardillo,  Monroe 

Medical  Student  Delegates  (3) 

Paul  A.  Pipia,  New  York 
Howard  Pomeranz,  New  York 
Victor  Sloan,  New  York 

Resident  Membership  Delegate  (1) 

Malcolm  Reid,  Westchester 

Hospital  Medical  Staff  Delegate  (1) 

Richard  J.  Dwane,  Cayuga 
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REFERENCE  COMMITTEES 


Reports  of  Officers  and  Administrative  Matters 

Rodman  D.  Carter,  Otsego,  Chairman 
Ann  C.  Cea,  Westchester 

George  L.  Ginsberg,  New  York  State  Psychiatric 
Association 

Norman  R.  Loomis,  Seventh  District  Branch 
William  B.  Rosenblatt,  New  York 
Paul  A.  Hamlin,  Nassau  (Observer) 


Bylaws 

Robert  A.  Held,  Suffolk,  Chairman 
John  C.  Hermann,  Lewis 
Sanford  A.  Kaplan,  Westchester 
Raul  Pohorille,  The  Bronx 
Hilda  Ratner,  Queens 

Anton  A.  Vreede,  Sixth  District  Branch  (Observer) 


Governmental  Affairs  and  Legal  Matters 

Eleanor  C.  Kane,  Dutchess,  Chairwoman 

Roger  D.  Billig,  First  District  Branch 

Fred  N.  Flatau,  Queens 

Louis  W.  Giordano,  Broome 

Nancy  H.  Nielsen,  Erie 

Robert  A.  Hesson,  Tompkins  (Observer) 


Scientific  and  Educational  Activities 

Randall  D.  Bloomfield,  Kings,  Chairman 
Bruce  H.  Berlin,  Second  District  Branch 
Stanley  H.  Oransky,  Rockland 
Howard  Pomeranz,  Medical  Student  Membership 
Gary  Preiser,  Delaware 

Henry  S.  Pohl,  Albany  Medical  College  (Observer) 


Socio-Medical  Economics 

Irwin  J.  Cohen,  New  York,  Chairman 
Gregory  B.  Brown,  Oneida 
Stanley  F.  Brunn,  Orange 
Veronica  Santilli,  Kings 

James  F.  Wright,  New  York  State  Academy  of  Family 
Physicians 

Mary  Ann  Z.  Bishara,  Niagara  (Observer) 


CONVENTION  COMMITTEES 


Credentials 


Sergeant  at  Arms 


A.  W.  Martin  Marino,  Kings,  Chairman 

Elise  H.  Korman,  Suffolk 

Antonio  F.  LaSorte,  Broome 

E.  John  Pesiri,  Nassau 

Seymour  J.  Weiner,  Orange 

Glen  D.  Chapman,  Essex  (Observer) 


Allen  Lesswing,  Erie,  Chairman 
William  J.  Braell,  Wayne 
Tano  Carbonaro,  Richmond 
Arthur  J.  Florack,  Monroe 
Michael  Kalvert,  Rockland 

Donald  L.  Levin,  New  York  State  Society  of  Dermatology 
(Observer) 


Rules  and  Order  of  Business 

Ezra  A.  Wolff,  Queens,  Chairman 
Stephen  R.  Chernay,  Dutchess 
Joseph  B.  Cleary,  New  York 
Richard  Hughes  Sr.,  Warren 
Ronald  Naumann,  Onondaga 
Venkatachala  Pathy,  Bronx  (Observer) 


Tellers 

Victorino  Anllo,  Erie,  Chairman 
Albert  Accetolla,  Jr.,  Richmond 
Sana  Bloch,  The  Bronx 
Jonas  Goldstone,  New  York 
S.  Robert  Paik,  Cortland 
Christopher  Beatty,  Suffolk  (Observer) 
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NOMINATING  COMMITTEE 


To  the  House  of  Delegates,  Ladies  & Gentlemen: 

In  accordance  with  Article  XI,  Section  2 of  the  Bylaws  of  the  Medical  Society  of  the  State  of  New  York,  the  Nominating 
Committee  met  at  the  Society’s  headquarters,  420  Lakeville  Road,  Lake  Success,  New  York,  on  Wednesday,  November  9, 
1988  at  11:00  a.m. 

Members  of  the  Committee  present  were: 

Member-at-Large — Samuel  M.  Gelfand,  M.D.,  Nassau,  Chairman 
First  District  Branch — John  A.  Finkbeiner,  M.D.,  New  York 
Second  District  Branch — Robert  E.  Fear,  M.D.,  Suffolk 
Third  District  Branch — Albert  M.  Ellman,  M.D.,  Albany 
Fourth  District  Branch — Kirk  R.  Panneton,  M.D.,  Schenectady 
Fifth  District  Branch — Theodore  C.  Max,  M.D.,  Madison 
Sixth  District  Branch — Antonio  F.  LaSorte,  M.D.,  Broome 
Seventh  District  Branch — Michael  J.  Graney,  M.D.,  Monroe 
Eighth  District  Branch — James  H.  Cosgriff,  Jr.,  M.D.,  Erie 
Ninth  District  Branch — Seymour  R.  Stall,  M.D.,  Dutchess 
Member-at-Large — James  M.  Flanagan,  M.D.,  Wayne 

After  careful  consideration  of  the  recommendations  submitted  by  the  district  branches,  the  county  medical  societies,  and 
the  resident  and  student  membership  in  response  to  a memorandum,  dated  August  19,  1988,  your  Committee  respectfully 
nominated  the  following  candidates  for  election  on  April  9,  1989: 


President — David  M.  Benford,  M.D.,  New  York 
President-Elect — Robert  A.  Mayers,  M.D.,  Westchester 
Vice-President — Charles  N.  Aswad,  M.D.,  Broome 
Secretary — George  Lim,  M.D.,  Oneida 
Assistant  Secretary — Joyce  M.  McChesney,  M.D.,  Monroe 
Treasurer — Morton  Kurtz,  M.D.,  Queens 
Assistant  Treasurer — James  H.  Cosgriff,  Jr.,  M.D.,  Erie 
Speaker — Seymour  R.  Stall,  M.D.,  Dutchess 
Vice-Speaker — John  H.  Carter,  M.D.,  Albany 
Councilors:  (four  for  three  years ) — Robert  E.  Fear,  M.D.,  Suffolk 

— Stanley  L.  Grossman,  M.D.,  Orange 
— Thomas  D.  Pemrick,  M.D.,  Rensselaer 
— Ralph  E.  Schlossman,  M.D.,  Queens 
Resident  Councilor:  (one  for  one  year) — John  F.  Piper,  M.D.,  Onondaga 
Student  Councilor:  (one  for  one  year) — * Tanya  Lumpkins,  New  York 

Trustees:  (two  for  five  years) — Samuel  M.  Gelfand,  M.D.,  Nassau 

— M.  Theodore  Tanenhaus,  M.D.,  Kings 


Delegates  to  the  American  Medical  Association  for  two  years  commencing  January  1,  1990: 


The  twelve  nominees  receiving  the  largest  number  of  votes  will  be  delegates;  the  second  twelve  will  be  alternates. 


David  M.  Benford,  M.D.,  New  York 
John  H.  Carter,  M.D.,  Albany 
Ann  Cea,  M.D.,  Westchester 
Duncan  W.  Clark,  M.D.,  Kings 
James  H.  Cosgriff,  Jr.,  M.D.,  Erie 
John  A.  Finkbeiner,  M.D.,  New  York 
James  M.  Flanagan,  M.D.,  Wayne 
Samuel  M.  Gelfand,  M.D.,  Nassau 
Robert  M.  George,  M.D.,  Oneida 
Morton  M.  Kurtz,  M.D.,  Queens 
Allison  B.  Landolt,  M.D.,  Westchester 
Antonio  F.  LaSorte,  M.D.,  Broome 


George  Lim,  M.D.,  Oneida 

* Tanya  Lumpkins,  New  York 
David  B.  L.  Meza,  III,  M.D.,  Orleans 
Daniel  F.  O’Keeffe,  M.D.,  Warren 
Stuart  I.  Orsher,  M.D.,  New  York 
Bernard  J.  Pisani,  M.D.,  New  York 
Patricia  A.  Randall,  M.D.,  Onondaga 
Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 
Seymour  R.  Stall,  M.D.,  Dutchess 

* Penny  Stern,  The  Bronx 

M.  Theodore  Tanenhaus,  M.D.,  Kings 
Victor  J.  Tofany,  M.D.,  Monroe 


Respectfully  submitted: 

Samuel  M.  Gelfand,  M.D.,  Chairman 


* Medical  Student 
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HOUSE  COMMITTEE  ON  BYLAWS 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  House  Committee  on  Bylaws  are  as 
follows: 


George  Lim,  M.D.,  Chairman  Oneida 

Marilyn  R.  Brown,  M.D Monroe 

Stanley  F.  Brunn,  M.D Orange 

Rodman  D.  Carter,  M.D Otsego 

Robert  M.  Kohn,  M.D Erie 

Sidney  Mishkin,  M.D Nassau 

Donna  B.  O’Hare,  M.D New  York 

Hilda  Ratner,  M.D Queens 

Stanley  A.  Steckler,  M.D Suffolk 

Charles  D.  Sherman,  M.D.,  President,  ex  officio  Monroe 
John  H.  Carter,  M.D.,  Secretary,  ex  officio  . . . Albany 
Charles  N.  Aswad,  M.D.,  Speaker,  ex  officio  . Broome 
Donald  F.  Foy  . . . Executive  Vice  President,  ex  officio 

Robert  J.  O’Connor,  M.D Deputy  Executive 

Vice  President,  ex  officio 

Donald  R.  Moy,  J.D General  Counsel,  ex  officio 


A meeting  of  the  Reference  Committee  on  Bylaws  was 
held  at  the  Hilton  Hotel  in  New  York  City  on  April  22,  1988. 
The  Reference  Committee  prepared  a transcript  of  testimo- 
ny and  a summary  of  its  recommendations  to  the  House 
Committee  on  Bylaws.  The  input  received  from  the  meeting 
of  the  Reference  Committee  on  Bylaws  proved  to  be  of 
great  assistance  to  the  House  Committee  on  Bylaws  when  it 
met  on  December  22,  1988. 

In  all,  eight  resolutions  asking  for  amendments  to  the 
Bylaws  were  referred  to  the  Committee  for  its  consider- 
ation. 

Resolution  88-2,  Expenditure  for  the  Office  of  President 

Introduced  by  the  Board  of  Trustees 
Whereas,  An  ad  hoc  committee  of  the  Board  of  Trustees 
developed  administrative  guidelines  and  recommenda- 
tions relative  to  the  per  diem  allowance  and  reimburse- 
ment of  expenses  for  the  president  and  president-elect 
of  the  Society;  and 

Whereas,  The  Committee  also  considered  alternatives  to 
the  present  per  diem  allowance;  and 
Whereas,  After  reviewing  the  compensation  arrangements 
of  several  large  State  Medical  Associations  and  the  offi- 
cer honorarium  and  expense  survey  of  the  American 
Association  of  Medical  Society  Executives,  the  Board 
concluded  that  a per  diem  allowance,  plus  expenses,  is 
the  most  equitable  arrangement  because  of  the  varia- 
tions in  time  devoted  by  different  presidents  to  the  du- 
ties of  the  Office;  and 

Whereas,  In  order  to  meet  annual  budgetary  objectives,  the 
Board  recommends  the  establishment  of  a limit  on  the 
Society’s  total  expenditures  for  the  Office  of  President; 
therefore  be  it 

Resolved,  That  Article  XVI,  paragraph  2 of  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  be  amend- 
ed to  read  as  follows:  (additions  italicized) 


“The  president  and  president-elect  shall  be  allowed  a per 
diem  and  expenses  when  engaged  on  official  business. 
The  amount  of  the  per  diem  shall  be  set  by  the  House  of 
Delegates.  The  Board  of  Trustees  shall  each  year  place  a 
limit  on  the  Society’s  total  annual  expenditure  for  the  Of- 
fice of  President. 

After  considerable  discussion,  the  House  Committee  on 
Bylaws  agreed  to  amend  the  Resolution  by  adding  the  words 
"and  President-Elect”  after  the  phrase  “Office  of  Presi- 
dent.” The  Resolved  would  then  read:  (additions  to  the  cur- 
rent Bylaws  italicized) 

“The  president  and  president-elect  shall  be  allowed  a per 
diem  and  expenses  when  engaged  on  official  business. 
The  amount  of  the  per  diem  shall  be  set  by  the  House  of 
Delegates.  The  Board  of  Trustees  shall  each  year  place  a 
limit  on  the  Society's  total  annual  expenditure  for  the  Of- 
fice of  President  and  President-Elect." 

The  House  Committee  on  Bylaws  agreed  that  the  amend- 
ment will  give  the  Board  of  Trustees  added  flexibility  in 
managing  the  fiscal  affairs  of  the  Medical  Society  in  a pru- 
dent manner. 

Therefore,  the  Committee  unanimously  recommends 
that  Resolution  88-2  be  ADOPTED  AS  AMENDED. 


^lesolutlon  88-8,  Dues  for  Members  In  Part-Time  Prac- 
tice 

Introduced  by  Ladislav  P.  Hinterbuchner,  M.D.,  as  an 
Individual 

Whereas,  There  are  active  members  of  the  Society  who  are 
in  part-time  private  practice;  and 
Whereas,  There  is  currently  no  provision  in  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  to  permit 
reduction  of  dues  for  members  who  have  attained  a cer- 
tain age  and  are  not  in  full-time  private  practice;  and 
Whereas,  Such  reduction  of  dues  is  just  but  should  be  ac- 
complished without  creating  a new  category  of  mem- 
bers; therefore  be  it 

Resolved,  That  Article  XV,  paragraph  3 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
to  read  as  follows:  (additions  italicized) 

The  dues  and  assessments  of  those  active  members  who 
have  been  graduated  from  medical  or  osteopathic  col- 
lege not  more  than  five  calendar  years,  not  counting  ac- 
tive service  in  the  armed  forces  of  the  United  States  or  in 
the  United  States  Public  Health  Service,  shall  be  one 
third  the  amount  levied  on  all  other  active  members.  The 
dues  and  assessments  of  those  active  members  who 
have  not  completed  their  continuous  residency  training 
shall  be  one  tenth  the  amount  levied  on  all  other  active 
members.  In  no  case  may  an  active  physician  continue  to 
pay  such  reduced  dues  more  than  seven  years  after  the 
date  of  graduation  from  medical  or  osteopathic  school. 
The  dues  and  assessments  of  all  active  members  enter- 
ing practice  for  the  first  time,  who  are  not  otherwise  eligi- 
ble for  reduced  dues  as  set  forth  in  prior  provisions  in  this 
paragraph,  shall  be  one  half  the  amount  levied  on  all  oth- 
er active  members  for  the  first  two  years  of  practice;  full 
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dues  shall  be  paid  after  the  first  two  years  of  practice; 
once  an  active  member  pays  full  dues,  he  shall  no  longer 
qualify  for  half-dues  status.  The  dues  and  assessments  of 
an  active  member  in  good  standing  who  has  been  a 
member  for  ten  consecutive  years,  has  attained  the  age 
of  sixty  seven  and  who  is  working  exclusively  in  private 
practice  no  more  than  30  hours  per  week  may  apply  to 
the  component  county  medical  society  of  which  he  is  a 
member  for  a reduction  of  one  half  of  the  dues  levied  on 
all  other  active  members.  His  application  shall  be  signed 
by  the  president  and  secretary  of  the  component  county 
medical  society  of  which  he  is  a member  and  sent  to  the 
secretary  of  the  Medical  Society  of  the  State  of  New 
York  for  presentation  to  the  Council  for  approval. 

The  Reference  Committee  on  Bylaws  heard  substantial 
testimony  that  Resolution  88-8  would  have  a serious  ad- 
verse fiscal  impact  on  the  State  and  county  medical  societ- 
ies. A review  by  staff  supports  this  conclusion.  Testimony 
was  heard  that  the  Resolution  is  unnecessary  since  the  By- 
laws of  the  Medical  Society  of  the  State  of  New  York  cur- 
rently include  provisions  for  dues  remissions  for  hardship. 

Accordingly,  the  House  Committee  on  Bylaws  unani- 
mously recommends  that  Resolution  88-8  NOT  BE  ADOPT- 
ED. 

Resolution  88-9,  Mission  Statement  of  the  Medical  So- 
ciety of  the  State  of  New  York 

Introduced  by  the  Council 

Whereas,  The  Medical  Society  of  the  State  of  New  York  has 
developed  a Strategic  Plan  which  reflects  the  Society’s 
realization  that  the  organization  must  focus  its  activities 
and  resources  on  those  areas  which  are  of  most  impor- 
tance to  its  membership;  and 
Whereas,  The  Strategic  Plan  recognized  the  necessity  of 
updating  the  mission  statement  of  the  Society  to  be 
more  responsive  to  the  current  environment  in  which 
medical  practice  is  being  conducted,  and  the  commit- 
ment of  the  Society  to  serve  as  a strong  advocate  for 
physician  interests;  therefore  be  it 
Resolved,  That  Article  I of  the  Bylaws  of  the  Medical  Soci- 
ety of  the  State  of  New  York  be  amended  to  read  as 
follows:  (deletions  in  brackets,  additions  italicized) 

The  name  and  title  of  the  State  Society  shall  be  the  Medi- 
cal Society  of  the  State  of  New  York.  The  purposes  of  the 
State  Society  shall  be;  [to  federate  into  one  organization 
the  medical  profession  of  the  State  of  New  York;  to  ex- 
tend medical  knowledge  and  advance  the  science  and  art 
of  medicine;  to  establish  the  Principles  of  Professional 
Conduct  which  shall  be  binding  on  the  members  of  the 
Medical  Society  of  the  State  of  New  York,  the  members 
of  the  component  county  medical  societies  and  the 
members  of  the  component  district  branches,  in  all  mat- 
ters in  their  relation  to  each  other  and  to  the  public;  to 
enhance  the  delivery  of  medical  care  of  high  quality  to  all 
people  in  the  most  economical  manner;  to  promote  the 
betterment  of  community  health;  and  to  enlighten  and 
direct  public  opinion  in  regard  to  the  problems  of  medi- 
cine and  health  for  the  best  interests  of  the  people  of  the 
State.] 

1.  to  contribute  to  the  professional  and  personal  devel- 


opment of  member  physicians  by  representing  the  pro- 
fession as  a whole  and  advocating  health-related  rights, 
responsibilities  and  issues.  These  actions  are  designed 
to  promote  a favorable  environment  for  the  practice  of 
medicine  and  improvement  of  the  health  of  the  residents 
of  New  York  State. 

2.  to  serve  as  a resource  for  its  members  and  assist 
them  in  addressing  the  many  issues  and  needs  which 
they  face  in  providing  health  care  to  their  patients. 

3.  to  seek  to  educate  the  public  regarding  important 
health  care  issues,  including  identification  and  discus- 
sion of  their  implications  for  patients  and  physicians  in 
the  current  medical  practice  environment. 

4.  to  act  to  promote  and  maintain  high  standards  in  med- 
ical education  and  in  the  practice  of  medicine  in  an  effort 
to  ensure  that  quality  medical  care  is  available  to  the 
public. 

5.  to  seek  to  attain  these  goals  by  acting,  to  the  fullest 
extent  possible,  in  concert  with  organizations  and  agen- 
cies which  have  similar  aims. 

After  a thorough  discussion,  the  House  Committee  on 
Bylaws  agreed  that  Resolution  88-9  should  be  referred  back 
to  the  Council  for  further  evaluation.  In  re-evaluating  Reso- 
lution 88-9,  the  Committee  asks  that  the  Council  consider 
retaining: 

1.  The  statement  “to  enhance  the  delivery  of  medical 
care  of  high  quality  to  all  people  in  the  most  economical 
manner,”  which  is  currently  included  in  Article  1,  in  the 
revision.  This  statement  should  be  consolidated  with  the 
statement  “to  act  to  promote  and  maintain  high  stan- 
dards in  medical  education  and  in  the  practice  of  medi- 
cine in  an  effort  to  ensure  that  quality  medical  care  is 
available  to  the  public,”  that  appears  in  paragraph  4 of 
the  proposed  revision.  There  was  substantial  agreement 
that  the  statement  should  appear  as  paragraph  1 and  not 
as  paragraph  4. 

2.  The  statement  “to  federate  into  one  organization  the 
medical  profession  of  the  State  of  New  York,”  in  the 
revision. 

Accordingly,  the  Committee  unanimously  recommends 
that  Resolution  88-9  by  REFERRED  to  the  Council  for  fur- 
ther evaluation. 

Resolution  88-11,  Past  Deputy  Executive  Vice-Presi- 
dent of  the  State  Society  as  a Member  of  the  House  of 
Delegates  for  Life 

Introduced  by  the  Council 

Whereas,  Any  member  of  the  Medical  Society  of  the  State 
of  New  York  who  has  served  as  deputy  executive  vice- 
president  of  the  State  Society  has  gained  valuable  ex- 
perience in  dealing  with  the  policies  and  issues  con- 
cerning the  medical  profession;  and 
Whereas,  This  experience  can  be  of  great  value  to  the 
House  of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York  in  its  deliberations;  and 
Whereas,  Article  III,  Section  1,  paragraph  1 of  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  currently 
includes  any  past  executive  vice-president  of  the  Medi- 
cal Society  of  the  State  of  New  York  as  a member  of  the 
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House  of  Delegates  for  life;  therefore  be  it 
Resolved,  That  Article  III,  Section  1,  paragraph  1 be 
amended  by  adding  a new  clause  (i)  to  read: 

“(i)  any  past  deputy  executive  vice  president  of  the  State 
Society  who  has  served  a minimum  of  three  years  as 
deputy  executive  vice  president,  who  shall  be  a member 
for  life,  provided  that  the  individual  is  a member  of  the 
State  Society,  resides  in  the  State  of  New  York,  is  not 
otherwise  a member  of  the  House  of  Delegates  for  life  in 
accordance  with  this  section,  and  is  elected  as  a mem- 
ber for  life  by  a majority  of  the  members  of  the  House  of 
Delegates  present  and  voting." 

Article  III,  Section  1,  paragraph  1 shall  then  read:  (addi- 
tions italicized,  deletions  in  brackets) 

"The  House  of  Delegates  shall  be  composed  of:  (a)  duly 
designated  delegates  from  the  component  county  medi- 
cal societies;  (b)  officers  of  the  Medical  Society  of  the 
State  of  New  York,  councilors,  and  trustees;  (c)  a duly 
designated  delegate  from  each  district  branch;  (d)  a duly 
designated  delegate  from  each  recognized  specialty  so- 
ciety; (e)  duly  designated  delegates  from  the  student 
membership;  (f)  the  Commissioner  of  Health  of  the  State 
of  New  York  or  a deputy  designated  by  him,  provided  that 
any  representative  shall  be  a member  of  the  State  Soci- 
ety; (g)  past-presidents  of  the  State  Society  and  any  past 
president  of  the  American  Medical  Association,  provided 
that  individual  is  a member  of  the  Medical  Society  of  the 
State  of  New  York  who  shall  be  members  for  life;  (h)  any 
past  executive  vice-president  of  the  State  Society,  who 
shall  be  a member  for  life,  provided  that  the  individual  is  a 
member  of  the  Medical  Society  of  the  State  of  New  York, 
resides  in  the  State  of  New  York  and  is  not  otherwise  a 
member  of  the  House  of  Delegates  for  life  in  accordance 
with  this  section;  (i)  any  past  deputy  executive  vice-presi- 
dent of  the  State  Society  who  has  served  a minimum  of 
three  years  as  deputy  executive  vice-presi- 
dent, who  shall  be  a member  for  life,  provided  that  the 
individual  is  a member  of  the  State  Society,  resides  in  the 
State  of  New  York,  is  not  otherwise  a member  of  the 
House  of  Delegates  for  life  in  accordance  with  this  sec- 
tion, and  is  elected  as  a member  for  life  by  a majority  of 
the  members  of  the  House  of  Delegates  present  and  vot- 
ing- [(•)]  (j)  a representative  from  each  of  the  medical 
schools  in  New  York  State,  provided  said  representative 
is  a member  of  the  Medical  Society  of  the  State  of  New 
York;  [(j)]  (k)  a delegate  representing  the  resident  mem- 
bership; [(k)]  (/)  a delegate  representing  the  hospital 
medical  staff  section  and;  [(I)]  (m)  elected  officers,  trust- 
ees, and  speakers  of  the  American  Medical  Association, 
provided  those  individuals  are  members  of  the  Medical 
Society  of  the  State  of  New  York." 

Article  III,  Section  1 , paragraph  1 lists  the  composition  of 
the  House  of  Delegates.  Subparagraphs  (g)  and  (h)  provide 
that  certain  individuals  shall  be  members  of  the  House  of 
Delegates  for  life.  Resolution  88-11  would  expand  the  list  of 
"life  members"  of  the  House  of  Delegates  by  adding  a new 
subparagraph  (i). 

The  House  Committee  on  Bylaws  does  not  feel  that  the 
list  of  life  members  of  the  House  of  Delegates  should  be 
expanded  any  further. 

Accordingly,  the  Committee,  by  a majority  vote,  recom- 
mends that  Resolution  88-11  NOT  BE  ADOPTED. 


Resolution  88-12,  Unified  County-MSSNY-AMA  Mem- 
bership 

Introduced  by  Medical  Society  of  the  County  of  Gene- 
see, Inc.,  Medical  Society  of  the  County  of  Niagara,  Inc., 
Medical  Society  of  the  County  of  Orleans,  Inc. 
Whereas,  Medical  organizations  exist  to  serve  physicians 
and  their  patients  to  ensure  the  continued  quality  of 
medical  care;  and 

Whereas,  In  today’s  environment,  the  efficiency  and  effec- 
tiveness of  these  organizations  is  more  important  than 
ever;  and 

Whereas,  The  profession's  efficiency  and  effectiveness  is 
diminished  by  the  fact  that  not  all  of  the  members  of  our 
Society  are  also  members  of  the  American  Medical  As- 
sociation, the  only  organization  which  speaks  for  all 
physicians  at  the  national  level;  and 
Whereas,  There  are  innumerable  good  and  substantial  rea- 
sons to  unify  medical  societies  both  spiritually  and  fi- 
nancially; unification  with  the  AMA  provides  benefits  to 
all  physicians;  and 

Whereas,  The  Medical  Society  of  the  State  of  New  York  has 
unified  county-state  medical  society  membership  as  a 
result  from  both  an  historical  and  statutory  develop- 
ment; and 

Whereas,  There  should  be  a recognized  and  effective 
mechanism  to  provide  individual  county  medical  societ- 
ies with  the  option  of  unifying  with  the  American  Medi- 
cal Association  without  affecting  other  component 
county  medical  societies;  therefore  be  it 

Resolved,  That  Article  XVIII,  Section  2,  paragraph  1 of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New  York 
be  amended  to  read  as  follows:  (additions  italicized) 
Eligibility  for  membership  in  a component  county  medi- 
cal society  shall  be  determined  by  that  society.  Except  by 
the  approval  of  the  Council  no  physician  shall  be  an  ac- 
tive member  in  a component  county  medical  society  oth- 
er than  that  of  the  county  in  which  he  practices  or  main- 
tains legal  residence.  Notwithstanding  any  provision  in 
these  Bylaws  to  the  contrary,  each  component  county 
medical  society  may  establish  membership  in  the  Ameri- 
can Medical  Association  as  a requirement  for  member- 
ship in  the  county  medical  society. 

Article  II,  Section  1 of  the  Bylaws  of  the  MSSNY  provides 
that  active  members  of  the  MSSNY  “shall  be  all  active 
members  in  good  standing  of  the  component  county  medi- 
cal societies.”  In  the  past,  the  House  of  Delegates  has  vot- 
ed not  to  amend  Article  II,  Section  1 to  require  all  active 
members  of  the  MSSNY  to  be  active  members  of  the  com- 
ponent county  medical  societies  and  the  American  Medi- 
cal Association.* 

The  federation  of  county  medical  societies  and  the  State 
Medical  Society  is  established  by  Section  2 of  Article  II  and 
Article  XV  of  the  MSSNY  Bylaws.  Pursuant  to  these  provi- 
sions, an  active  member  of  MSSNY  must  be  an  active 
member  of  a component  county  medical  society  in  good 
standing. 

If  Resolution  88-12  is  adopted,  a physician  who  is  not  an 
AMA  member  may  or  may  not  qualify  for  active  member- 
ship in  MSSNY  depending  upon  the  county  medical  society 

* Resolution  79-2 
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he/she  seeks  to  join. 

Accordingly,  the  Committee,  by  a majority  vote,  recom- 
mends that  Resolution  88-12  NOT  BE  ADOPTED. 

Resolution  88-52,  Dues  Waiver  for  Physicians  Partici- 
pating in  Programs  to  Improve  the  Health  Care  of  the 
Poor 

Introduced  by  New  York  County  Medical  Society 

Whereas,  The  goal  of  the  New  York  City  Homesteading  Pro- 
gram, the  Physician  Loan  Forgiveness  Program  of  the 
State  Education  Department,  and  the  National  Health 
Service  Corps  of  the  United  States  Public  Health  Ser- 
vice is  to  increase  the  access  of  the  poor  and  medically 
underserved  to  quality  primary  and  preventive  health 
care;  and 

Whereas,  These  three  programs  provide  either  some  type 
of  financial  assistance  or  loan  forgiveness  for  physi- 
cians who  open  a private  practice  in  medically  under- 
served areas;  and 

Whereas,  The  Medical  Society  of  the  State  of  New  York 
encourages  participation  in  the  activities  of  organized 
medicine  by  these  physicians  who  both  provide  neces- 
sary health  care  to  the  needy  and  promote  the  image  of 
all  physicans;  therefore  be  it 

Resolved,  That  Article  XV,  paragraph  3 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
to  read  as  follows:  (additions  italicized) 

The  dues  and  assessments  of  those  active  members  who 
have  been  graduated  from  medical  or  osteopathic  col- 
lege not  more  than  five  calendar  years,  not  counting  ac- 
tive service  in  the  armed  forces  of  the  United  States  or  in 
the  United  States  Public  Health  Service,  shall  be  one 
third  the  amount  levied  on  all  other  active  members.  The 
dues  and  assessments  of  those  active  members  who 
have  not  completed  their  continuous  residency  training 
shall  be  one  tenth  the  amount  levied  on  all  other  active 
members.  In  no  case  may  an  active  physician  continue  to 
pay  such  reduced  dues  more  than  seven  years  after  the 
date  of  graduation  from  medical  or  osteopathic  school. 
The  dues  and  assessments  of  all  active  members  enter- 
ing practice  for  the  first  time,  who  are  not  otherwise  eligi- 
ble for  reduced  dues  as  set  forth  in  prior  provisions  in  this 
paragraph  shall  be  one  half  the  amount  levied  on  all  other 
active  members  for  the  first  two  years  of  practice;  full 
dues  shall  be  paid  after  the  first  two  years  of  practice; 
once  an  active  member  pays  full  dues,  he  shall  no  longer 
qualify  for  half-dues  status.  The  dues  and  assessments  of 
physicians  who  are  participants  in  the  New  York  City 
Homesteading  Program,  the  Regent's  Physician  Loan 
Forgiveness  Program  of  the  State  Education  Department, 
and  the  National  Health  Service  Corps  of  the  United 
States  Public  Health  Service  shall  be  waived  while  the 
physicians  are  participants  in  the  programs. 

and  be  it  further 

Resolved,  That  Article  XV,  paragraph  2 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
to  read  as  follows:  (additions  italicized) 

Assessments  can  be  levied  by  the  House  of  Delegates  or 
the  Council  and  shall  be  payable  within  a period  of  time 
specified  by  them.  The  Council,  with  the  approval  of  the 


Board  of  Trustees,  is  authorized  to  waive  the  require- 
ments regarding  the  payment  of  dues  as  provided  in  this 
article  in  the  performance  of  any  pilot  membership  re- 
cruitment projects. 

Fiscal  note  to  implement  the  first  resolved  portion:  None. 
It  is  anticipated  that  none  of  the  participants  in  these  pro- 
grams are  presently  members. 

The  Committee  believes  that  Resolution  88-52  should  be 
amended  by  deleting  the  first  Resolved,  and  by  amending 
the  second  Resolved  as  follows:  (additions  to  the  current 
Bylaws  are  italicized) 

Assessments  can  be  levied  by  the  House  of  Delegates  or 
the  Council  and  shall  be  payable  within  a period  of  time 
specified  by  them.  The  Council,  with  the  approval  of  the 
Board  of  Trustees  and  the  affected  county  medical  soci- 
ety, is  authorized  to  waive,  for  a period  not  to  exceed 
three  years,  the  requirements  regarding  the  payment  of 
dues  as  provided  in  this  article  in  the  performance  of  any 
pilot  membership  projects. 

The  first  Resolved  should  be  deleted  because  it  would 
favor  physicians  participating  in  certain  programs  to  the  ex- 
clusion of  others. 

The  Committee  believes  that  the  second  Resolved,  as 
amended,  will  strengthen  the  Council’s  authority  to  develop 
innovative  membership  programs. 

Accordingly,  the  Committee  recommends  that  Resolu- 
tion 88-52  be  ADOPTED  AS  AMENDED. 

Resolution  88-64,  Professional  Courtesy 

Introduced  by  The  Council 

Resolved,  That  Chapter  1 of  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State  of  New 
York  be  amended  by  the  addition  of  a new  section  7 to 
read: 

Section  7 

“As  a general  rule,  a physician  should  be  discouraged 
from  treating  himself  or  members  of  his  immediate  fam- 
ily. Furthermore,  a physician  should  be  discouraged  from 
prescribing  or  dispensing  medication,  particularly  con- 
trolled substances,  for  his  own  use  or  for  the  use  of  mem- 
bers of  his  immediate  family.  Consequently,  a physician 
is  encouraged  to  cheerfully  and  without  recompense  give 
professional  services  to  physicians  or  their  dependents, 
if  they  are  in  his  vicinity.” 

After  a thorough  discussion,  the  House  Committee  on 
Bylaws  with  the  input  of  the  Ethics  Committee  decided  to 
present  a substitute  resolution  to  read  as  follows:  (additions 
to  the  current  Bylaws  are  italicized) 

Section  7 

A physician  should  consider  it  a privilege  to  offer  treat- 
ment to  a fellow  physician  and  his  immediate  family. 
Therefore,  he  is  encouraged  to  do  so  without  consider- 
ation of  compensation.  This  statement  should  not  be 
construed  as  precluding  third  party  payment. 

The  Committee  believes  the  substitute  resolution  more 
adequately  addresses  the  issue  of  “professional  courtesy.” 
Accordingly,  the  Committee  unanimously  recommends 
that  the  Substitute  Resolution  be  ADOPTED. 

Resolution  88-83,  Submission  of  Late  Resolutions 

Introduced  by  Hospital  Medical  Staff  Section 
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Whereas,  Under  current  MSSNY  Bylaws  there  is  no  special 
provision  for  late  submission  of  resolutions  from  the 
Hospital  Medical  Staff  Section  (HMSS)  to  the  House  of 
Delegates;  and 

Whereas,  It  has  been  found  that  the  business  of  the  hospital 
medical  staffs  and  of  the  MSSNY  House  of  Delegates  is 
best  served  by  holding  the  annual  meeting  of  the  HMSS 
in  direct  conjunction  with  the  annual  meeting  of  the 
MSSNY  House  of  Delegates;  therefore  be  it 

Resolved,  That  Article  III,  Section  3,  paragraph  4 of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New  York 
be  amended  to  read  as  follows:  (additions  italicized) 
“Resolutions  to  be  presented  to  the  House  of  Delegates 
shall  be  forwarded  to  the  speaker  at  least  thirty  days  in 
advance  of  the  annual  meeting  of  the  House  of  Dele- 
gates, with  the  exception  of  resolutions  submitted  from 
the  Hospital  Medical  Staff  Section  when  its  annual  meet- 
ing is  held  in  conjunction  with  that  of  the  House  of  Dele- 
gates. Resolutions  may  be  presented  by  a voting  dele- 
gate any  time  prior  to  the  final  day  of  the  annual  meeting 
of  the  House  of  Delegates  but  will  be  accepted  for  con- 
sideration by  the  House  of  Delegates  only  upon  two- 
thirds  vote  of  delegates  present  and  voting." 

and  be  it  further 

Resolved,  That  Article  V,  Section  2,  paragraph  1 under  the 
heading  “Speaker"  be  amended  to  read  as  follows:  (ad- 
ditions italicized) 

“The  speaker  shall  preside  at  all  meetings  of  the  House 
of  Delegates.  He  shall  serve  on  the  Executive  Committee 
with  voice  but  without  vote.  He  shall  appoint  all  commit- 
tees to  serve  during  the  meeting  of  the  House  of  Dele- 
gates at  least  thirty  days  in  advance  of  the  meeting.  All 
resolutions  submitted  by  members  of  the  House  of  Dele- 
gates (pursuant  to  Article  III,  Section  3,  paragraph  3)  to 
be  presented  to  the  House  of  Delegates  shall  be  forward- 
ed to  the  speaker  at  least  thirty  days  in  advance  of  the 
annual  meeting  of  the  House  of  Delegates  and  referred 
by  him  to  the  appropriate  reference  committees,  with  the 


exception  of  resolutions  submitted  from  the  Hospital 
Medical  Staff  Section  when  its  annual  meeting  is  held  in 
conjunction  with  that  of  the  House  of  Delegates. 
Because  of  the  scheduling  of  the  annual  meeting  of  the 
Hospital  Medical  Staff  Section,  the  Committee  agrees  that 
Resolution  88-83  is  necessary. 

Accordingly,  the  Committee  unanimously  recommends 
that  Resolution  88-83  be  ADOPTED. 


The  medical  student  and  resident  physician  organiza- 
tions have  requested  that  wherever  appropriate  in  the 
MSSNY  Bylaws,  the  phrases  “medical  student  member- 
ship” and  “resident  membership"  be  deleted  and  replaced 
by  the  phrases  “student  section"  and  “resident  physician 
section,”  respectively. 

The  House  Committee  on  Bylaws  believes  that  the 
changes  are  strictly  editorial,  and  should  be  adopted  without 
the  need  for  a Bylaws  resolution.  At  the  time  the  medical 
student  and  resident  physician  components  of  the  MSSNY 
were  established,  the  Medical  Society  gave  representation 
in  the  House  of  Delegates  to  Medical  Specialty  Sections. 
The  terms  “medical  student  membership”  and  “resident 
membership"  were  used  in  order  to  differentiate  these 
groups  from  the  specialty  sections.  Informally,  medical  stu- 
dents and  resident  physicians,  as  representative  groups  in 
the  Medical  Society,  have  always  been  referred  to  as  sec- 
tions. 

The  Committee  recommends  that  the  editorial  changes 

be  ADOPTED. 

Your  Chairman  would  like  to  thank,  in  addition  to  the 
members  of  the  Committee  and  the  physicians  who  testi- 
fied before  it,  those  members  of  staff  who  helped  this  Com- 
mittee; Donald  R.  Moy,  J.D.,  General  Counsel,  Jay  Silver- 
man,  J.D.,  Legal  Assistant,  and  Kathleen  Wellborn  for  her 
secretarial  assistance. 

Respectfully  submitted, 
George  Lim,  M.D.,  Chairman 
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( FDR  MY  ) 

PATIENTS 

( NUMBER  7/19B9) 


BEWARE  OF  LEAD  IN  YOUR  WATER 

Dear  Patient: 

Since  ancient  Roman  times,  it  has  been  known  that  lead  is  a poisonous  chemical. 
If  swallowed  or  inhaled,  lead  can  cause  serious  damage  to  the  brain,  nervous 
system,  and  kidneys.  This  is  especially  true  for  infants  and  children  under  6 years 
of  age  and  to  pregnant  women.  In  the  last  few  years,  many  thousands  of  children 
in  New  York  State  were  found  to  have  high  levels  of  lead  in  their  blood. 


LEAD  IS 

ALMOST  EVERYWHERE 

Most  cases  of  lead  poisoning  occur  in 
young  children  who  live  in  old,  run- 
down houses  built  before  1950.  Some 
of  them  have  the  habit  of  eating  old 
paint  chips  or  plaster  from  the  walls, 
window  sills,  radiators  or  ceilings. 
Others  may  inhale  lead-containing 
dust,  soil,  or  air  — inside  or  outside 
their  house. 

Over  the  last  ten  years  or  so,  strict 
federal  controls  on  leaded  gasoline 
and  on  the  amount  of  lead  permitted 
in  indoor  paint  have  greatly  lowered 
the  amounts  of  lead  in  air,  dust,  and 
soil  around  the  home. 

However,  in  the  last  few  years  10-20% 
of  young  children  who  have  too  much 
lead  in  their  blood  have  obtained  it 
from  drinking  lead-containing  water  in 
their  own  homes. 

HOW  LEAD  GETS  INTO 
DRINKING  WATER 

The  usual  way  that  lead  contaminates 
the  water  in  the  home  is  by  "soft'' 
acidic  water  corroding  the  lead  pipes 
or  lead  solder  which  some  buildings 
contain. 

AGE  OF  THE  HOUSE 

Lead  in  drinking  water  is  most  often 
a problem  in  houses  that  are  either 


very  old  or  very  new.  Before  1930, 
most  plumbing  pipes  contained  lead. 
Copper  pipes  were  used  in  most 
buildings  after  that  time,  but  lead 
solder  was  still  used  by  the  plumbers. 
As  a result,  corrosion  still  caused  lead 
contamination  in  many  areas  of  the 
country.  Water  in  houses  less  than 
5 years  old  usually  has  high  lead 
levels. 


CHECKING  YOUR 
WATER  FOR  LEAD 

You  can  have  your  house  water  tested 
for  lead  — which  you  cannot  see. 
taste,  or  smell.  This  can  be  done 
through  a private,  qualified  testing 
laboratory  or  through  your  local 
health  department. 

Be  suspicious  of  lead  in  your  water  if: 

• you  notice  plumbing  pipes  which 
are  dull-gray  and  scratch  easily  with 
a housekey. 

• you  see  signs  of  corrosion  such  as 
rust-colored  water  or  staining  of 
dishes  or  laundry. 

• your  house  was  built  after  1983. 

Your  local  health  department  has  a list 
of  approved  water-testing  labora- 
tories if  you  need  it. 


IMMEDIATE  STEPS 
TO  REDUCE  LEAD 

• Avoid  drinking  or  cooking  with 
water  that  has  been  in  your 
plumbing  system  for  more  than  6 
hours  (such  as  overnight  or  during 
an  entire  work  day).  Before  using 
it,  let  the  cold  water  run  for  at  least 
3 minutes.  Do  this  at  all  faucets  in 
the  house  which  are  used  for 
cooking  or  drinking  water. 

• Never  cook  with  or  drink  water 
from  the  hot  water  tap  because 
hot  water  dissolves  lead  more 
quickly  than  cold  water.  Never  use 
the  hot  water  tap  for  preparing 
baby  formulas. 

• If  you  have  any  plumbing  work 
done,  make  sure  only  lead-free 
materials  (pipes,  solder,  and  flux) 
are  used.  This  is  in  the  laws  of  the 
federal  and  New  York  State 
governments  as  of  1986-1987. 

• If  you  live  in  a high-rise  apartment, 
flushing  of  the  cold-water  faucets 
may  not  remove  all  the  lead  that 
may  be  in  the  pipes.  In  this  case, 
you  may  have  to  buy  bottled  water 
if  tests  of  your  tap  water  show  a 
high  lead  level. 

• Do  not  use  carbon  filters,  sand 
filters,  or  cartridge  filters  because 
they  don't  remove  lead  from  the 
water  And  do  not  use  water 
softeners  because  they  can  lead  to 
lead  problems. 


Office  Handouts  for  Your  Patients 

This  issue  of  the  New  York  State  Journal  of  Medicine  contains  another  “For  My 
Patients”  letter,  which  appears  on  the  preceding  page. 

Use  this  letter  series  to  keep  your  patients  informed  about  timely  issues  concern- 
ing diseases,  treatments  and  health  maintenance.  Simply  make  photocopies  of  the 
page  and  distribute  them  to  your  patients  with  your  newsletter  or  other  cor- 
respondence, or  place  them  in  your  reception  area  for  your  patients  to  read  and 
take  home. 

MSSNY  and  the  New  York  State  Journal  of  Medicine  have  waived  the  copyright 
for  these  handouts,  so  you  may  duplicate  them  without  permission. 

As  an  added  feature,  MSSNY  will  personalize  this  form  and  make  copies  for 
you,  at  a nominal  charge.  See  the  example  below  for  how  these  forms  would  look 
with  your  name  and  address  professionally  printed  on  them.  Use  the  order  form 
below,  and  we’ll  ship  the  personalized  forms  to  you  as  soon  as  possible. 

C for  my 

PATIENTS 


Please  direct  all  inquiries 
and  orders  to  MSSNY’s 
Communications  Division 

Please  mail  coupon  and  check, 
payable  to  MSSNY,  to 

MSSNY  Communications  Division 
For  My  Patients 
P.O.  Box  5404 
420  Lakeville  Road 
Lake  Success,  NY  11042 

Please  print  or  type  your  name  as  you  would  like  it  to  appear  on  the  page. 

Name 

Address 

City,  State,  Zip 

Please  identify  the  issue  you  are  ordering  

Check  box  to  order: 

□ $20  for  100  printed  in  one  color 

□ $48  for  100  printed  in  two  colors 

□ $28  for  200  printed  in  one  color 

□ $56  for  200  printed  in  two  colors 

Please  include  appropriate  local  sales  tax,  enclose  payment  with  your  order  and 
allow  three  weeks  for  delivery. 


C . ) 
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THE  POWER  TO  PREVENT 
SUBSTITUTIONS  FOR  THE  ONLY 
ZERO-ORDER  ORAL  THEOPHYLLINE 
IS  RIGHT  IN  YOUR  HANDS. 


e^c' 


>\ess'p<e 


sc("°e< 


THEO-DUR 

(theophylline  anhydrous) 

Therms  no  substitute 
for  success. 

Please  see  following  page  for  brief  summary  of  prescribing  information. 
TD- 2152/ 14499407 


( continued  from  p 13  A) 


THEO-DUR 

THEOPHYLLINE  (Anhydrous) 

Sustained  Action  Tablets 

INDICATIONS  THEO-DUR  is  indicated  for  relief  and/or  prevention  of  symptoms  of  asthma  and  for  reversible  broncho 
spasm  associated  with  chronic  bronchitis  and  emphysema 

CONTRAINDICATIONS  THEO-DUR  is  contraindicated  In  individuals  who  have  shown  hypersensitivity  to  theophylline 
or  any  of  the  tablet  components 

WARNINGS:  Status  asthmaticus  should  be  considered  a medical  emergency  and  is  defined  as  that  degree  of  broncho- 
spasm  which  is  not  rapidly  responsive  to  usual  doses  of  conventional  bronchodilators  Optimal  therapy  for  such 
patients  frequently  requires  both  additional  medication . parenterally  administered,  and  close  monitoring,  preferably  in 
an  intensive  care  setting 

Although  increasing  the  dose  of  theophylline  may  bring  about  relief,  such  treatment  may  be  associated  with  toxicity 
The  likelihood  of  such  toxicity  developing  increases  significantly  when  the  serum  theophylline  concentration  exceeds 
20  mcg/ml  Therefore  determination  of  serum  theophylline  levels  is  recommended  to  assure  maximal  benefit  without 
excessive  risk 

Serum  levels  above  20  mcg/ml  are  rarely  found  after  appropriate  administration  of  recommended  doses.  However,  in 
individuals  in  whom  theophylline  plasma  clearance  is  reduced  tor  any  reason  even  conventional  doses  may  result  in 
increased  serum  levels  and  potential  toxicity  Reduced  theophylline  clearance  has  been  documented  in  the  following 
readily  identifiable  groups:  1)  patients  with  impaired  renal  or  liver  function.  2)  patients  over  55  years  of  age.  particularly 
males  and  those  with  chronic  lung  disease:  3)  those  with  cardiac  failure  from  any  cause.  4)  neonates,  and  5)  those 
patients  taking  certain  drugs  (macrolide  antibiotics  and  cimetidme)  Decreased  clearance  of  theophylline  may  be 
associated  with  either  influenza  immunization  or  active  infection  with  influenza. 

Reduction  of  dosage  and  laboratory  monitoring  is  especially  appropriate  in  the  above  individuals  Less  serious  signs 
of  theophylline  toxicity  (i.e  nausea  and  restlessness)  may  occur  frequently  when  initiating  therapy,  but  are  usually 
transient,  when  such  signs  are  persistent  during  maintenance  therapy,  they  are  often  associated  with  serum  concen- 
trations above  20  mcg/ml  Unfortunately,  however.jsenous  side  effects  such  as  ventricular  arrhythmias,  convulsions  or 
even  death  may  appear  as  the  first  sign  of  toxicity  without  any  previous  warning  Stated  differently  serious  toxicity  is 
not  reliably  preceded  by  less  severe  side  effects 

Many  patients  who  require  theophylline  may  exhibit  tachycardia  due  to  their  underlying  disease  process  so  that  the 
cause/effect  relationship  to  elevated  serum  theophylline  concentrations  may  not  be  appreciated 
Theophylline  products  may  cause  dysrhythmia  and/or  worsen  pre-existing  arrhythmias  and  any  significant  change  in 
rate  and/or  rhythm  warrants  monitoring  and  further  investigation 
The  occurrence  of  arrhythmias  and  sudden  death  (with  histological  evidence  of  necrosis  of  the  myocardium)  has 
been  recorded  in  laboratory  animals  (minipigs,  rodents  and  dogs)  when  theophylline  and  beta  agonists  were  adminis- 
tered concomitantly,  although  not  when  either  was  administered  alone  The  significance  of  these  findings  when 
applied  to  human  usage  is  currently  unknown 

PRECAUTIONS:  THEO-DUR  TABLETS  SHOULD  NOT  BE  CHEWED  OR  CRUSHED 

General:  Theophylline  half-life  is  shorter  in  smokers  than  in  non-smokers  Therefore,  smokers  may  require  larger  or 
more  frequent  doses  Morphine  and  curare  should  be  used  with  caution  in  patients  with  airway  obstruction  as  they 
may  suppress  respiration  and  stimulate  histamine  release  Alternative  drugs  should  be  used  when  possible  Theophyl- 
line should  not  be  administered  concurrently  with  other  xanthine  medications  Use  with  caution  in  patients  with  severe 
cardiac  disease,  severe  hypoxemia,  hypertension,  hyperthyroidism,  acute  myocardial  injury,  cor  pulmonale,  congestive 
heart  failure,  liver  disease,  in  the  elderly  (especially  males)  and  in  neonates  In  particular,  great  caution  should  be  used 
in  giving  theophylline  to  patients  with  congestive  heart  failure  Frequently,  such  patients  have  markedly  prolonged  the- 
ophylline serum  levels  with  theophylline  persisting  in  serum  for  long  periods  following  discontinuation  of  the  drug  In- 
dividuals who  are  rapid  metabolizers  of  theophylline,  such  as  the  young,  smokers,  and  some  non-smoking  adults,  may 
not  be  suitable  candidates  for  once-daily  dosing  These  individuals  will  generally  need  to  be  dosed  at  12  hour  or  some- 
times 8 hour  intervals  Such  patients  may  exhibit  symptoms  of  bronchospasm  near  the  end  of  a dosing  interval,  or 
may  have  wider  peak-to-trough  differences  than  desired 

Use  theophylline  cautiously  in  patients  with  history  of  peptic  ulcer  Theophylline  may  occasionally  act  as  a local  irri- 
tant to  the  G.l  tract  although  gastrointestinal  symptoms  are  more  commonly  centrally  mediated  and  associated  with 
serum  drug  concentrations  over  20  mcg/ml 

Information  for  Patients:  The  physician  should  reinforce  the  importance  of  taking  only  the  prescribed  dose  and  time 
interval  between  doses  THEO-DUR  tablets  should  not  be  chewed  or  crushed  When  dosing  THEO-DUR  on  a once  daily 
(q24h)  basis,  tablets  should  be  taken  whole  and  not  split.  As  with  any  controlled-release  theophylline  product,  the  pa- 
tient should  alert  the  physician  if  symptoms  occur  repeatedly,  especially  near  the  end  of  the  dosing  interval 
DRUG  INTERACTIONS  Drug-Drug  Toxic  synergism  with  ephednne  has  been  documented  and  may  occur  with  some 
other  sympathomimetic  bronchodilators  In  addition  the  following  drug  interactions  have  been  demonstrated 
Drug  Effect 

Theophylline  with  lithium  carbonate  Increased  excretion  of  lithium  carbonate 

Theophylline  with  propranolol  Antagonism  of  propranolol  effect 

Theophylline  with  cimetidme  Increased  theophylline  blood  levels 

Theophylline  with  troleandomycm,  erythromycin  Increased  theophylline  blood  levels 

Drug -Food  THEO-DUR  WO  mg  Sustained  Action  Tablets  have  not  been  adequately  studied  to  determine  whether  their 
bioavailability  is  altered  when  given  with  food  Available  data  suggest  that  drug  administration  at  the  time  of  food  in- 
gestion may  influence  the  absorption  characteristics  of  theophylline  controlled-release  products  resulting  in  serum 
values  different  from  those  found  after  administration  in  the  fasting  state 
A drug-food  effect,  if  any.  would  likely  have  its  greatest  clinical  significance  when  high  theophylline  serum  levels  are 
being  maintained  and/or  when  large  single  doses  (greater  than  13  mg/kg  or  900  mg)  of  a controlled-release  theophyl- 
line product  are  given 

THEO-DUR  (200.  300.  and  450  mg)  Sustained  Action  Tablets  The  rate  and  extent  of  absorption  of  theophylline  from 
THEO-DUR  200  mg.  300  mg.  and  450  mg  tablets  when  administered  fasting  or  immediately  after  a moderately  high  fat 
content  breakfast  is  similar 

Drug-Laboratory  Test  Interactions:  When  plasma  levels  of  theophylline  are  measured  by  spectrophotometric 
methods,  coffee,  tea.  cola  beverages,  chocolate,  and  acetaminophen  contribute  falsely  high  values 
Carcinogenesis.  Mutagenesis,  and  Impairment  of  Fertility  Long-term  animal  studies  have  not  been  performed  to 
evaluate  the  carcinogenic  potential,  mutagenic  potential  or  the  effect  on  fertility  of  xanthine  compounds 
Pregnancy:  Category  C— Animal  reproduction  studies  have  not  been  conducted  with  theophylline  It  is  not  known 
whether  theophylline  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction  capaci- 
ty Xanthines  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  It  has  been  reported  that  theophylline  distributes  readily  into  breast  milk  and  may  cause  adverse  ef- 
fects in  the  infant  Caution  must  be  used  if  prescribing  xanthine  to  a mother  who  is  nursing,  taking  into  account  the 
risk-benefit  of  this  therapy. 

Pediatric  Use  Safety  and  effectiveness  of  THEO-DUR  administered 

1 Every  24  hours  in  children  under  12  years  of  age.  have  not  been  established 

2 Every  12  hours  in  children  under  6 years  of  age  have  not  been  established 

ADVERSE  REACTIONS:  The  most  consistent  adverse  reactions  are  usually  due  to  overdose  and  are 

1 Gastrointestinal  nausea,  vomiting,  epigastric  pain,  hematemesis.  diarrhea 

2 Central  nervous  system  headaches,  irritability,  restlessness,  insomnia,  reflex  hyperexcitability.  muscle  twitching, 
clonic  and  tonic  generalized  convulsions 

3 Cardiovascular  palpitation,  tachycardia,  extrasystoles,  flushing,  hypotension,  circulatory  failure,  ventricular  ar- 
rhythmias 

4 Respiratory  tachypnea 

5 Renal  albuminuria,  increased  excretion  of  renal  tubular  and  red  blood  cells,  potentiation  of  diuresis 

6 Other  rash,  hyperglycemia  and  inappropriate  ADH  syndrome 

OVERDOSAGE.  Management:  If  potential  oral  overdose  is  established  and  seizure  has  not  occurred 
A Induce  vomiting 

B Administer  a cathartic  (this  is  particularly  important  if  sustained-release  preparations  have  been  taken) 

C Administer  activated  charcoal 
If  patient  is  having  a seizure 
A Establish  an  airway 
B Administer  oxygen 

C Treat  the  seizure  with  intravenous  diazepam.  01  to  0 3 mg/kg  up  to  10  mg 
D Monitor  vital  signs,  maintain  blood  pressure  and  provide  adequate  hydration 
Post  Seizure  Coma 
A Maintain  airway  and  oxygenation 

B if  a result  of  oral  medication,  follow  above  recommendations  to  prevent  absorption  of  the  drug  but  intubation  and 
lavage  will  have  to  be  performed  instead  of  inducing  emesis,  and  the  cathartic  and  charcoal  will  need  to  be 
introduced  via  a large  bore  gastric  lavage  tube 

C Continue  to  provide  full  supportive  care  and  adequate  hydration  while  waiting  for  drug  to  be  metabolized  In  gener- 
al. the  drug  is  metabolized  sufficiently  rapid  so  as  not  to  warrant  consideration  of  dialysis  however,  if  serum  levels 
exceed  50  mcg/ml  charcoal  hemoperfusion  may  be  indicated 
CAUTION:  Federal  law  prohibits  dispensing  without  prescription  For  full  prescribing  information  see  package  insert 
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Distinguished  Scholar  Program.  Living 
with  Radiation:  Risk/Benefit  Equation. 

14  Cat  I Credits.  Waldorf  Astoria.  Mar 
28-30.  The  Impact  of  Cardiac  Surgery 
on  the  Quality  of  Life:  Neurological  and 
Psychological  Aspects.  17  Cat  I Cred- 
its. New  York  Hilton.  Contact:  Ann  J. 
Boehme,  CMP,  Associate  Director  for 
Continuing  Education,  Long  Island 
Jewish  Medical  Center,  New  Hyde 
Park,  NY  11042.  Tel:  (718)  470-8650. 

Mar  31.  Current  Concepts  in  Asthma, 
Allergy  and  Pulmonary  Disease.  5 Cat  I 

Credits.  Beth  Israel  Medical  Center, 
New  York.  Contact:  Beverley  R.  Bap- 
tiste, Medical  Education,  Beth  Israel 
Medical  Center,  First  Ave  at  16th  St, 
New  York,  NY  10003.  Tel:  (212)  420- 
2849. 

Mar  31 . Clinical  Toxicology.  NYC  Poi- 
son Control  Center.  Contact:  Sue  Cal- 
laghan, RN,  ma,  Bellevue  Hospital  Cen- 
ter, First  Ave  and  27th  St,  New  York, 
NY  10016.  Tel:  (212)  561-6561. 


AROUND  THE  NATION 


CALIFORNIA 

Mar  5-9.  Thoracic  Imaging  ’89.  32  Cat 
I Credits.  Hotel  Del  Coronado,  Coro- 
nado (San  Diego).  Mar  10-12.  Muscu- 
loskeletal Imaging— The  State  of  the 
Art.  1 6 Cat  I Credits.  Four  Seasons  Ho- 
tel, Newport  Beach.  Contact:  R. 
Dawne  Ryals,  Ryals  and  Associates, 
PO  Box  920113,  Norcross,  GA  30092- 
0113.  Tel:  (404)  641-9773. 

Mar  5-10.  Tenth  Annual  Mammoth 
Mountain  Emergency  Medicine  Ski 
Conference.  20  Cat  I Credits.  Mam- 
moth Lakes.  Contact:  Daniel  L.  Ab- 
bott, MD.  Medical  Conferences,  Inc, 
PO  Box  52-B,  Newport  Beach,  CA 
92662.  Tel:  (714)  650-4156. 

Mar  9-11.  46th  Annual  Meeting  of  the 
American  Psychosomatic  Society.  Ra- 

mada  Renaissance,  San  Francisco. 
Contact:  American  Psychosomatic  So- 
ciety, 6728  Old  McLean  Village  Dr, 
MacLean,  VA  22101.  Tel:  (703)  556- 
9222. 
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Where  do  physicians  turn 
for  financial  services? 


Address: 


City: State Zip 

Phone:  { ) 

Best  time  to  call: 

Mail  this  coupon  to 
The  AMA  Group 
P.O.  Box  1923 
West  Chester, 

PA  19380-1923 

!■■■■■■■■■■■■ 


AMA  ADVISERS.  INC 
The  Financial  Services  and  Investment 
Counseling  Organization  Owned  by  the 
American  Medical  Association 


AMA  Advisers,  Inc, . . . Investment  experts 
for  physicians  and  their  families  nationwide 

More  and  more  physicians  are  turning  to  AMA  Advisers,  Inc.  for  invest- 
ment expertise.  For  good  reasons. 

Specializing  in  serving  AMA  members  and  their  families,  AMA  Advisers, 
Inc.  offers  you  a complete  menu  of  investment  opportunities  tailored 
to  meet  your  individual  needs.  From  conservative  money  market  mutual 
funds  to  aggressive  growth  mutual  funds.  From  annuities  to  certificates 
of  deposit  and  an  impressive  array  of  retirement  plans. 

AMA  Money  Fund . . . 

Offering  you  both  safety  and  liquidity 

• High  Current  Money  Market  Rates— The  Fund  pays  dividends 
daily.  . . so  your  investment  grows  daily! 

• Liquidity — free  checkwriting  and  telephone  redemption 
privileges. 

• Safety— The  AMA  Money  Fund  invests  in  only  the 

highest  quality  money  marketing  obligations 
and  seeks  to  maintain  a constant  $1  per  share 
net  asset  value. 

• No  sales  charge — 100%  of  your  investment  is 
put  to  work  immediately.  The  fund  uses  a 
12b-l  plan  of  distribution. 


□ YES!  I want  to  earn  high  current  money 
market  rates  while  enjoying  the  safety  and 
liquidity  of  the  AMA  Money  Fund. 

Please  send  me  more  complete  information, 
including  charges  and  expenses,  and  a free 
prospectus.  I will  read  the  prospectus 
carefully  before  investing. 


□ 1 also  want  to  save  money  on  next  year’s  taxes. 
Send  me  the  1989  edition  of  the  compact,  easy-to- 
use  Arthur  Young’s  Pocket  Tax  Highlights — FREE! 
Name: 


Find  out  how  AMA  Advisers,  Inc.  can  serve  all 
your  investment  and  retirement  plan  needs. 

Send  the  coupon  today  or.  . . Call  toll-free 

1-800-262-3863! 

and  get  the  1989  Arthur  Young 
Pocket  Tax  Guide  Free! 


PHYSICIAN 

SPECIALISTS 


The  Air  Force  can  make  you  an  attractive 
offer — outstanding  compensation,  better 
working  hours  plus  opportunities  for 
professional  development.  You  can  have 
a challenging  practice  and  time  to 
spend  with  your  family.  Find  out  what  the 
Air  Force  offers  a specialist  up  to  age  58. 
Call 


USAF  HEALTH  PROFESSIONS 
1 -800-423-USAF 
TOLL  FREE 
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FLORIDA 

Mar  2-4.  Infertility  and  Reproductive 
Endocrinology.  Sonesta  Beach  Hotel, 
Key  Biscayne.  Contact:  American  Col- 
lege of  Obstetricians  and  Gynecolo- 
gists, 409  12th  St,  SW,  Washington, 
DC  20024-2188.  Tel:  (800)  533-881  1. 

March  13-15.  12th  Annual  Gold  Coast 
Medicine  Conference:  Strategies  for 
Healthy  Aging  . . . Must  Our  Aged  Be 

111?  Good  Samaritan  Hospital,  West 
Palm  Beach.  Contact:  Laura  J.  Lyons, 
CME  Coordinator,  Good  Samaritan 
Hospital,  PO  Box  3166,  West  Palm 
Beach,  FL  33402.  Tel:  (407)  650-6236. 

Mar  17-19.  The  Clearwater  Beach  Na- 
tional Conference  on  Pediatrics.  Holi- 
day Inn  Surf  Side,  Clearwater.  Con- 
tact: Dr  Elliot  F.  Ellis,  PO  Box  5720, 
Jacksonville,  FL  33247.  Tel:  (904)  390- 
3676. 


HAWAII 

Mar  30- Apr  1.  Pediatric  Trends.  16 
Cat  I Credits.  Stouffer  Waiohai  Beach 
Resort,  Kauai.  Contact:  CME  Regis- 
tration, American  Academy  of  Pediat- 
rics, PO  Box  927,  Elk  Grove  Village,  IL 
60009-0927.  Tel:  (312)  981-7884. 

MARYLAND 

Mar  20-21 . 13th  Annual  Meeting  of  the 
American  Society  of  Preventive  Oncolo- 
gy. Hyatt  Regency,  Bethesda.  Contact: 
Richard  R.  Love,  MD,  American  Soci- 
ety of  Preventive  Oncology,  1300  Uni- 
versity Ave-7  C,  Madison,  WI  53706. 
Tel:  (608)  263-6919. 

UTAH 

Mar  5-10.  Magnetic  Resonance  Imag- 
ing Update  1989 — Winter  Conference. 

The  Cliff  Lodge,  Snowbird.  Contact: 
Radiology  Postgraduate  Education, 
Registration  Office,  University  of  Cali- 
fornia, San  Francisco,  CA  94143-0628. 
Tel:  (415)  476-5731. 


AROUND  THE  WORLD 


FRANCE 

Mar  4-11.  Seventh  Winter  Congress. 
Diagnostic  Imaging.  Courchevelle, 
France.  Contact:  Winter  Congress, 
21915  Roscoe  Blvd,  Suite  222,  Canoga 
Park,  CA  91304.  Tel:  (818)  700-9821. 

GREECE 

Mar  20- Apr  1.  Oncogenes  and  Onco- 
Suppressor  Genes.  Athens.  Contact: 
American  Health  Foundation,  320  E 
43rd  St,  New  York,  NY  10017.  Tel: 
(212)  953-1900. 

ITALY 

Mar  15-18.  Symposium  on  Steroid  For- 
mation, Degradation  and  Action  in  Pe- 
ripheral Tissues.  Taormina.  Contact: 
Conference  Director,  The  New  York 
Academy  of  Sciences,  2 East  63rd  St, 
New  York,  NY  10021.  □ 
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C Still  the  right  choice  for 

l ii  k A \(  professional  liability  insurance 
lv \LI  V when  you  consider  all  the  facts. 


on  ihe  basis  of  claims  niwy  ^ 

jSii 

Hon-^g  II  policies  remain,  as  aiwavs,  non-assessabie. 

mlM1C  has 

SSSeP). 


in  addition.  MIMIC 

continuestootter. 


i partnersHp  Coverage 

. Full  Featured  P.O.  anu 

:S'SWrReducfon 

. informative  Newslette 

And  more  . • • 


For  more  information  and  an  application,  contact  Medical  Liability  Mutual  Insurance  Company  at: 


MLMIC 

250  Harrison  St. 
Syracuse,  NY  13202 
(315)  428-1188 


MLMIC 
2 Park  Ave. 

New  York,  NY  10016 
(212)  576-9800 
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Where  do  you  go 
when  you  need  to  know 
more  about  your 
senior  patients? 


Well  take  good  care  of  you. 

Coming  in  the  next  issue: 

■ Alzheimer's  disease:  What  do  we  know  now? 

■ What  to  do  for  congestive  heart  failure 

■ Do  senior  patients  need  to  stop  smoking? 

■ How  lab  values  for  older  patients  vary  from  normal 


Read  Every  Issue  from  Cover  to  Cover! 


6TH  ANNUAL  BONE  MARROW 
TRANSPLANTATION  SYMPOSIUM 
Current  Hopes  and 
Future  Prospects 

To  be  held  March  1,  1989  — 12  noon  to  5 pm 

Sponsored  by:  Division  of  Neoplastic  Diseases 
New  York  Medical  College,  Valhalla,  NY 

Credits:  CME  Category  I,  4 hours,  no  fee 

For  information  contact  Tauseef  Ahmed,  M.D.,  Director 
(914)  993-4400 


TAKE  CARE 
OF  YOUR  LUNGS. 
THEY'RE 
ONLY  HUMAN. 

AMERICAN 
LUNG 

ASSOCIATION 

The  Christmas  Seal  People® 


If  you  think  epilepsy 
stands  in  the  way 
of  job  performance... 


Rita  McLaughlin 
Rainwear  Manufacturer 

Boston.  Mass 


...think  again. 

Thanks  to  medical  progress,  the  vast 
majority  of  Americans  with  epilepsy  can 
do  just  about  any  job  People  like  Rita 
McLaughlin  are  proving  it  every  day  So  if 
you  still  cling  to  outdated  ideas  about 
epilepsy,  you’re  missing  out  on  some  very 
good  people  Get  the  facts  Call  Epilepsy 
Foundation  of  America,  1-800-EFA-1000,  or 
contact  your  local  EFA  affiliate 

[T  Epilepsy  Foundation  of  America 

This  space  donated  by  publisher 
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Carafate  for  the 
ulcer-prone  NSAID  patient 

Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  j^Hpusers to  become 
prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  defenses  through  a unique, 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^ . therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


0\RAFATE 

sucralfate/Marion 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 


0160N8 


( ARAFATE* 

^^(sucralfate)  Tablets 

BRIEF  SUMMARY 
CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term 
treatment  with  sucralfate  can  result  in  complete  healing  of  the 
ulcer,  a successful  course  of  treatment  with  sucralfate  should  not 
be  expected  to  alter  the  post-healing  frequency  or  severity  of 
duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simul 
taneous  administration  of  CARAFATE  (sucralfate)  with  tetracy- 
cline, phenytom,  digoxin,  or  cimetidme  will  result  in  a statistically 
significant  reduction  in  the  bioavailability  of  these  agents  The 
bioavailability  of  these  agents  may  be  restored  simply  by  sepa 
rating  the  administration  of  these  agents  from  that  of  CARAFATE 
by  two  hours  This  interaction  appears  to  be  nonsystemic  in 
origin,  presumably  resulting  from  these  agents  being  bound  by 
CARAFATE  in  the  gastrointestinal  tract  The  clinical  significance  of 
these  animal  studies  is  yet  to  be  defined  However,  because  of 
the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of 
CARAFATE  from  that  of  other  agents  should  be  considered  when 
alterations  in  bioavailability  are  felt  to  be  critical  for  concomi- 
tantly administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 

Chronic  oral  toxicity  studies  of  24  months'  duration  were  con- 
ducted in  mice  and  rats  at  doses  up  to  1 gm/kg  (12  times  the 
human  dose)  There  was  no  evidence  of  drug-related  tumorige- 
mcity.  A reproduction  study  in  rats  at  doses  up  to  38  times  the 
human  dose  did  not  reveal  any  indication  of  fertility  impair 
ment  Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Ter 
atogemcity  studies  have  been  performed  in  mice,  rats,  and  rab- 
bits at  doses  up  to  50  times  the  human  dose  and  have  revealed 
no  evidence  of  harm  to  the  fetus  due  to  sucralfate  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is 
excreted  in  human  milk.  Because  many  drugs  are  excreted  in 
human  milk,  caution  should  be  exercised  when  sucralfate  is 
administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have 
not  been  established, 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and 
only  rarely  led  to  discontinuation  of  the  drug  In  studies  involving 
over  2,500  patients  treated  with  sucralfate,  adverse  effects  were 
reported  in  121  (4  7%). 

Constipation  was  the  most  frequent  complaint  (2.2%)  Other 
adverse  effects,  reported  in  no  more  than  one  of  every  350 
patients,  were  diarrhea,  nausea,  gastric  discomfort,  indigestion,  dry 
mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute 
oral  toxicity  studies  in  animals,  however,  using  doses  up  to 
12  gm/kg  body  weight,  could  not  find  a lethal  dose  Risks  as- 
sociated with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm 
four  times  a day  on  an  empty  stomach 
Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but 
should  not  be  taken  within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first 
week  or  two,  treatment  should  be  continued  for  4 to  8 weeks 
unless  healing  has  been  demonstrated  by  x-ray  or  endoscopic 
examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of 
100  (NDC  0088  1712-47)  and  in  Unit  Dose  Identification  Paks 
of  100  (NDC  0088  1 71 2 49)  Light  pink  scored  oblong  tablets  are 
embossed  with  CARAFATE  on  one  side  and  1712  bracketed  by 
C's  on  the  other  Issued  1/87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D J Clin  Gastroenterol  1 987, 
9(4)395-399 
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Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 
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REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000. 

THE  CONTINENTAL — Professional  Co-op  office 
space  for  sale.  70-20  108  St.  Premier;  presti- 
gious building  in  the  heart  of  Forest  Hills, 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A/C,  separate- professional  wing.  370 
or  1600  sq.  ft.  Call:  Mr.  Marvin  Weingart, 

(718)  793-1081. 

FREE  CONDOMINIUM  CONVERSION  CONSUL- 
TATION. Convert  your  professional  building 
to  commercial  condominium.  Maximize  your 
profit  potential!  Create  financial  flexibility!  For 
free  consultation  and  free  article  “Doctors  Go 
Condo",  contact:  Paul  Gellert,  President, 

PlealthCare  Realty  Associates,  155  West  68th 
Street,  New  York,  NY  10023.  Phone  (212) 
724-7900 

OFFICE  SUITE  FOR  RENT:  Huntington,  Long 

Island,  New  York.  3 examining  rooms  plus  4th 
examining/ business  office,  sterilization,  labora- 
tory, reception,  waiting  room,  doctors  consult- 
ing office.  Centrally  located  near  hospital,  suite 
in  professional  office  building.  Call  (516)  27 1 - 
4471. 

PRIME  MIDTOWN  MEDICAL  SPACE  East  37th 
Street  between  Lexington  Ave.  and  Third  Ave. 
Private  street  entrance,  near  eastside  hospitals. 
Convenient  to  all  transportation,  flexible  lease. 
Waiting  room,  separate  exam  rooms.  Perfect 
for  surgical  or  medical  specialties.  Call  (212) 
473-3049  Dr.  Fox. 

FAMILY  PRACTICE  AND  HOME:  Nassau  County, 
Long  Island.  6 room  medical  suite  including  x- 
ray,  4 bedroom  3 bath,  living/dining  room  with 
fireplace,  2 kitchens,  family  room,  80x100  prop- 
erty with  screened  porch.  Asking  $450,000. 
Call  (516)  488-5543. 

LITTLE  NECK,  Queens  and  Nassau  borderline. 
Ground  floor  medical  office  space  for  lease  in  a 
newly  constructed  luxury  building  located  on 
Little  Neck  Parkway,  2 blocks  south  of  Northern 
Blvd.  Also  lower  level  space  available  (elevator 
in  the  lobby).  Immediate  occupancy.  Call 
owner  for  more  information  at  (718)  297-5555. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S. 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  110  E.  42nd 
Street,  NYC.  (212)  697-2950  or  evenings 
(914)  723-0799 

MEDICAID  AUTOMATED  BILLING.  Increase 
your  paid  claims,  reduce  your  denied  and  pend- 
ing claims.  Specializing  in  OB/GYN  billing.  Call 
Joan  Murphy,  Medical  Information  Services,  6 
Gaffney  Lane,  Kinderhook,  NY  121106,  (518) 
758-9647. 


MISCELLANEOUS— CONT’D 


HAVE  YOU  BEEN  CONTACTED  BY  THE  OFFICE 
OF  PROFESSIONAL  MEDICAL  CONDUCT?  If 

affirmative,  contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to  as- 
sisting, advising  and  defending  physicians  and 
professional  misconduct  processings,  issues  re- 
lating to  chemical  dependence  and  restoration 
of  medical  licenses — with  extensive  trial  and 
administrative  experience — formerly  Assistant 
Chief  of  Prosecution  and  Deputy  Director  of 
Prosecution  for  New  York  State's  Office  of  Pro- 
fessional Discipline  (the  state  agency  responsi- 
ble for  regulating  NYS's  31  licensed  profes- 
sions), and  as  an  Assistant  District  Attorney  in 
Nassau  County.  Susan  Kaplan,  Esq.,  165 
West  End  Avenue.  Suite  27P,  New  York,  NY 
10023. 

PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD’s  for  over  10  years.  Toll-free  (800) 
241-6905. 

PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General’s  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/  Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum,  Esq.,  3 
Barker  Avenue,  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours,  (212)  621-7776-24  hours. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  portable  x-rays  and  portable  osteo- 
porosis bone  densitometry  screening.  NYC 
and  suburbs.  Schedule  weekly/bi-weekly  in 
your  office  or  visits  to  your  patient's  home. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  No  lead  shielding  need- 
ed for  x-rays.  University  Radiology  Service, 
(212)  534-3669  or  (718)  339-5363. 

ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck.  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Med- 
icaid Fraud  Control  and  Alain  M.  Bourgeois, 
Esq.,  former  Acting  Justice,  Supreme  Court  of 
the  State  of  New  York.  Bourgeois  & Ruck,  1 0 1 
Park  Avenue,  New  York,  New  York  10178. 
Telephone  212-661-8070. 

1989  CME  CRUISE/CONFERENCES  on  Medico- 
legal Issues  & Risk  Management — Caribbean, 
Mexico,  Alaska/Canada,  China/Orient.  Scan- 
dinavia/Russia, Mediterranean,  Black  Sea, 
Trans  Panama  Canal.  Approved  for  24-28 
CME  Category  1 Credits  (AMA/PRA)  and 
AAFP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in  compli- 
ance with  IRS  requirements.  Information:  In- 
ternational Conferences,  189  Lodge  Ave.,  Hun- 
tington Station.  NY  1 1746.  (800)  521-0076  or 
(516)  549-0869. 
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In  1989,  the  New  York  State  Journal  of 
Medicine  promises  to  provide  timely  and 
stimulating  commentary,  challenging 
research  papers,  analysis  of  clinical 
trends,  debate  on  topical  issues,  and  in- 
depth  coverage  of  medical  news.  The 
journal  will  make  a welcome  gift  to  a 
colleague  or  student  in  the  United  States 
or  abroad. 

A free  copy  of  a back  issue,  will  be 
included  with  each  subscription  while 
the  supply  lasts. 
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f SUBSCRIPTION  ORDER  FORM  Clip  and  mail 

Circulation  Department 
New  York  State  Journal  of  Medicine 
; 420  Lakeville  Rd.,  P.O.  Box  5404,  Lake  Success,  N.Y.  11042 

l Name 

] Address 


1 Year  2 Years  3 Years 
U.S.  & Canada  □ $30  □ $55  □ $75 

Foreign  □ $35  □ $65  □ $85 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon’  1/12  gr  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 
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Why  me. 
Mommy? 

Children  often  ask  hard-to- 
answer  questions.  And 
parents  don't  always  have  the 
right  answers.  But  how  do 
you  explain  cancer  to  your 
child? 

The  doctors  and  scientists 
at  St.  Jude  Children's 
Research  Hospital  have  been 
trying  to  answer  this  "why 
me"  since  1962.  We've  found 
many  cures;  we're  working  on 
a cause. 

Our  hope  is  that  once  a 
cause  can  be  found,  a preven- 
tion might  not  be  too  far 
behind.  Until  that  time; 
however,  St.  Jude  Hospital's 
work  must  continue  . . . for 
the  sake  of  all  children. 

To  find  out  how  you  can 
help  St.  Jude  answer  the  ques- 
tions of  childhood  cancer, 
write  for  your  free  brochure, 
or  call  1-800-238-9100. 


St.  Jude  Children's 
Research  Hospital 

^ 505  North  Parkway 

Memphis,  TN  38105 


from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin  provides  exceptional 

patient  acceptance - 

700  million  doses  in  ten  years, 


TEN  YEARS  OF  PATIENT  ACCEPTANCE 


♦ In  ten  years  of  clinical  experience,  nausea, 
sedation  or  constipation  have  rarely  been 
reported.1 

. . .and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine. 
In  one  study, 10  mg  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg  of  codeine.2 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg 
of  codeine.3 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every  4 to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 

24  hoU  TS) . I oata  on  file.  Knoll  Pharmaceuticals 

2.  Hopkinson  JH  III.  Curr  TherRes  24:503-516, 1978 

3.  Beaver  WT.  Arch  Intern  Med.  141:293-300.  1981. 


hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit 
forming)  and  acetaminophen  500  mg 


The  original  hydrocodone  analgesic 


Please  see  adjacent  page  for  brief  summary  of  prescribing  information. 


(hydrocodone  bitortrate  5 mg  [Warning  May  be  habit  torming| 
and  acetaminophen  500  mg) 


INDICATIONS  AND  USAGE : For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 

Allergic-Type  Reaction:  VICODIN  contains  sodium  metabisulfite,  a sulfite  that 
may  cause  allergic-type  reactions  including  anaphylactic  symptoms  and  life- 
threatening  or  less  severe  asthmatic  episodes  in  certain  susceptible  people 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknown  and  probably  low.  Sulfite  sensitivity  is  seen  more  frequently  in  asth- 
matic than  non-asthmatic  people 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  respiratory  centers.  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride,  (see  ADVERSE  REACTIONS  Respiratory  Depression) 
Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant 
effects  of  narcotic  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracra- 
nial lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore, 
narcotics  produce  adverse  reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure 
the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  As  with  any  narcotic  analgesic  agent,  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
prostatic  hypertrophy  or  urethral  stricture  The  usual  precautions  should  be 
observed  and  the  possibility  of  respiratory  depression  should  be  kept  in  mind 
Information  for  Patients:  VICODIN,  like  all  narcotic,  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  of  potentially  hazard- 
ous tasks  such  as  driving  a car  or  operating  machinery,  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  as  with  all  narcotic, 
caution  should  De  exercised  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesic,  antipsychotic, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  additive  CNS  depression  When  combined 
therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone 
The  concurrent  use  of  anticholinergic  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose. 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women. 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  risk  to  the  fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawal  signs 
include  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  increased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  The 
intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of 
material  opioid  use  or  dose  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal.  Chlorpromazme  0.7  to  1.0  mg/kq  q6h,  and  paregoric  2 
to  4 drops/kg  a4h,  have  been  used  to  treat  withdrawal  symptoms  in  infants 
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Carafate  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  ^ userstobecome 


prone  to  duodenal  ulcers!  For  those  NSAID 


users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  | . t , * defenses  through  a unique, 

nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate: - therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


O 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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( ARAFATE' 

^-^(sucralfate)  Tablets 

BRIEF  SUMMARY 
CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term 
treatment  with  sucralfate  can  result  in  complete  healing  of  the 
ulcer,  a successful  course  of  treatment  with  sucralfate  should  not 
be  expected  to  alter  the  post-healing  frequency  or  seventy  of 
duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simul- 
taneous administration  of  CARAFATE  (sucralfate)  with  tetracy- 
cline, phenytoin,  digoxin,  or  cimetidme  will  result  in  a statistically 
significant  reduction  in  the  bioavailability  of  these  agents  The 
bioavailability  of  these  agents  may  be  restored  simply  by  sepa- 
rating the  administration  of  these  agents  from  that  of  CARAFATE 
by  two  hours.  This  interaction  appears  to  be  nonsystemic  in 
ongin,  presumably  resulting  from  these  agents  being  bound  by 
CARAFATE  in  the  gastrointestinal  tract  The  clinical  significance  of 
these  animal  studies  is  yet  to  be  defined  However  because  of 
the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of 
CARAFATE  from  that  of  other  agents  should  be  considered  when 
alterations  in  bioavailability  are  felt  to  be  critical  for  concomi- 
tantly administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 

Chronic  oral  toxicity  studies  of  24  months'  duration  were  con- 
ducted in  mice  and  rats  at  doses  up  to  1 gm/kg  (12  times  the 
human  dose).  There  was  no  evidence  of  drug-related  tumorige- 
mcity  A reproduction  study  in  rats  at  doses  up  to  38  times  the 
human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Ter- 
atogenicity studies  have  been  performed  in  mice,  rats,  and  rab- 
bits at  doses  up  to  50  times  the  human  dose  and  have  revealed 
no  evidence  of  harm  to  the  fetus  due  to  sucralfate  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is 
excreted  in  human  milk  Because  many  drugs  are  excreted  in 
human  milk,  caution  should  be  exercised  when  sucralfate  is 
administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have 
not  been  established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and 
only  rarely  led  to  discontinuation  of  the  drug  In  studies  involving 
over  2,500  patients  treated  with  sucralfate,  adverse  effects  were 
reported  in  121  (4  7%) 

Constipation  was  the  most  frequent  complaint  (2  2%)  Other 
adverse  effects,  reported  in  no  more  than  one  of  every  350 
patients,  were  diarrhea,  nausea,  gastnc  discomfort,  indigestion,  dry 
mouth,  rash,  pruntus.  back  pain,  dizziness,  sleepiness,  and  vertigo 


MEETINGS  AND 
LECTURES 

The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 

APRIL  1989 

AROUND  THE  STATE 


ALBANY 

Apr  13.  Cardiology  Teaching  Day.  Al- 
bany Medical  College,  Albany.  Con- 
tact: Diane  M.  Martin,  Office  of  CME, 
Albany  Medical  College,  47  New  Scot- 
land Ave,  Albany,  NY  12208.  Tel: 
(518)  445-5828. 

BRONX 

Apr  6-7.  Pediatric  Advanced  Life  Sup- 
port. Montefiore  Medical  Center.  Con- 
tact: Danny  Flood,  Director,  Public  Re- 
lations, Albert  Einstein  College  of 
Medicine/ Montefiore  Medical  Center, 
3301  Bainbridge  Ave,  Bronx,  NY 
10467.  Tel:  (212)  920-6674. 

BUFFALO 

Apr  14-16.  The  Ninth  National  Confer- 
ence on  Pediatric  Lung  Diseases.  The 

Tradewinds,  St  Petersburg  Beach. 
Contact:  Dr  lan  Nathanson,  219  Bry- 
ant St,  Buffalo,  NY  14222.  Tel:  (716) 
878-7561. 


Contact:  New  York  Cardiological  Soci- 
ety, Inc,  84  Grove  St,  Suite  2,  New 
York,  NY  10014.  Tel:  (212)  924-5346. 

Apr  13.  Professional  Responsibility  Up- 
date— Regulations  Problems  and  Solu- 
tions. University  Club.  Contact:  Jemi 
Goodman,  Medical  Risk  Management 
Advisory  Corporation,  100  Garden 
City  Plaza,  Garden  City,  NY  1 1530. 
Tel:  (516)  742-6000. 

SOUTHAMPTON 

Apr  10.  Current  Assessments  in  the  Di- 
agnosis & Treatment  of  Anxiety.  1 Cat  I 

Credit.  Southampton.  Contact:  Char- 
lotte Henry-Sullivan,  Medical  Staff 
Office,  Southampton  Hospital,  240 
Meeting  House  Lane,  Southampton, 
NY  11968.  (516)  283-2600. 


AROUND  THE  NATION 


CALIFORNIA 

Apr  1-2.  New  Drugs  and  New  Indica- 
tions. 15  Cat  I Credits.  San  Francisco. 
Contact:  Continuing  Education  S/P, 
University  of  California,  3333  Califor- 
nia St,  Room  218,  San  Francisco,  CA 
94118.  Tel:  (415)  476-8469. 

Apr  6-8.  Postgraduate  Course  in  Gen- 
eral Surgery.  San  Francisco  Hilton, 
San  Francisco.  Apr  6-8.  22nd  Annual 
Advances  and  Controversies  in  Clinical 
Pediatrics.  San  Francisco.  Contact:  Ex- 
tended Programs  in  Medicine,  Univer- 
sity of  California,  Room  569-U,  San 
Francisco,  CA  94143.  Tel:  (415)  476- 
4251. 


OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute 
oral  toxicity  studies  in  animals,  however,  using  doses  up  to 
12  gm/kg  body  weight,  could  not  find  a lethal  dose  Risks  as- 
sociated with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm 
four  times  a day  on  an  empty  stomach 
Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but 
should  not  be  taken  within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  dunng  the  first 
week  or  two,  treatment  should  be  continued  for  4 to  8 weeks 
unless  healing  has  been  demonstrated  by  x-ray  or  endoscopic 
examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of 
100  (NDC  0088-1712-47)  and  in  Unit  Dose  Identification  Paks 
of  1 00  (NDC  0088- 1712  49)  Light  pink  scored  oblong  tablets  are 
embossed  with  CARAFATE  on  one  side  and  1712  bracketed  by 
C's  on  the  other  Issued  1 /87 


Reference: 

1 Eliakim  R.  Ophir  M,  Rachmilewitz  D 1 Clin  Gastroenterol  1987; 
9(4): 395-399 
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Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 
KANSAS  CITY,  MO  64137 
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EAST  MEADOW 

Apr  5-7.  Advanced  Conference  on  Neu- 
romuscular Electrodiagnosis.  19  Cat  I 

Credits.  Nassau  County  Medical  Cen- 
ter. Contact:  Dr  A.  Fast,  PM&R,  Nas- 
sau County  Medical  Center,  East 
Meadow,  NY  11554.  Tel:  (516)  542- 
2835. 

MANHATTAN 

Apr  6-8.  Antepartum  Fetal  Assessment. 
Grand  Hyatt  Hotel.  Contact:  Ameri- 
can College  of  Obstetricians  and  Gyne- 
cologists, 409  12th  St,  SW,  Washing- 
ton, DC  20024-2188.  Tel:  (800)  533- 
8811, 

Apr  8.  61st  Annual  Scientific  Session: 
Update  on  Arrhythmias.  Pierre  Hotel. 


Apr  16-21.  Ninth  Annual  San  Diego 
Residents’  Radiology  Review  Course.  39 

Cat  I Credits.  Town  and  County  Hotel, 
San  Diego.  Contact:  Dawne  Ryals, 
Ryals  & Associates,  PO  Box  1925, 
Roswell,  GA  30077-1025.  Tel:  (404) 
641-9773. 

FLORIDA 

Apr  6-9.  Flexible  Fiberoptic  Sigmoi- 
doscopy and  Naso-pharyngo-laryngos- 
copy  in  the  Primary  Care  Physician’s 
Office.  1 9 '/2  Cat  I Credits.  Grosvenor 
Resort,  Lake  Buena  Vista.  Contact: 
Seminars  & Symposia,  Inc,  132  E 70th 
St,  New  York,  NY  10021.  Tel:  (212) 
517-7520. 


(. continued  on  p 10 A) 
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C Still  the  right  choice  for 

k 1 1 k A \(  professional  liability  insurance 
rV\LIV\0^  when  you  consider  all  the  facts. 

..  . I iahilitv  Mutual  % 

M1nCsu.ance  cUpany  3 


on  the  basis  ot  con 

,ntpd  bv  your  peers  ana 
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^gss^sssffis*' 

Claims  Made  claims  made  insu!?^S-.te  * CDoctors  in- 

asffissi.oo.iw 


In  addition,  MIMIC 
continues  to  OltOL 


, Full  Featured  P-<-  anu 

ISvSpS  Rate  Reduce 

I Informative  Newsletter 

And  more  . • • 


For  more  information  and  an  application,  contact  Medical  Liability  Mutual  Insurance  Company  at: 


MLMIC 

250  Harrison  St. 
Syracuse,  NY  13202 
(315)  428-1188 


MLMIC 
2 Park  Ave. 

New  York,  NY  10016 
(212)  576-9800 
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The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  > CURRENT 

Family  Practice  Recertification  Greenwich  Office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 


Eprstaxis  balloon  catheter,  page  20 

Family  Practice  Recertification 


DECEMBER  1987  / VOL  9,  NO  12 


FAMILY  PRACTICE  SKILL 


► Controlling  Epistaxis 


CLINICAL  ARTICLES 


I Drug  Therapy  for  Manic  Illness 
Therapeutic  Guidelines  for  Use  of  Nonsteroidal 
Antiinflammatory  Drugs  for  Rheumatic  Disorders: 
Salicylates 


KEEPING  CURRENT 


Does  a Definite  Diagnosis 
Help  F^tients  Get  Better? 
Screening  for  Liver  Metastases 
Significance  of  Elevated 
Ery  throcyte  Sedimentation  Rates 
Glucose  Tolerance  and 
Pregnancy  Complications 
Among  Nondlabetic  Women 


Can  Obese  Type  II  Diabetic 
Patients  Use  Fructose  as  a 
Sweetener? 

Comparison  of  Diagnostic 
Tests  for  Evaluating 
Dementia 

Psychiatric  Reactions  Caused 
by  Lldocalne  Toxicity 


CUMULATIVE  INDEX 


IMMEDIATE  CASH 

FOR 


CURRENT  OR  PAST  DUE 
ACCOUNTS  RECEIVABLE 


1 


Our  fast  approval  system 
of  making  funds  available  to  you 
will  automatically  increase  your  cash  flow 

FINANCING  FOR 

Doctors  - Dentists  - Hospitals  - Clinics 
and  all  related  Health  Care  services 


WHAT  IS  YOUR  PRACTICE  WORTH ? 

Physician  International  is  experienced  in  providing  professional  valuation  of  medical 
practices  for:  Sale,  Retirement  Planning,  Insurance  Purposes,  Estate  Settlement. 

Call  our  staff  of  over  fifty  dedicated  professionals: 

Physician  International 

4-NYS  Vermont  Street,  Buffalo,  NY  14213-2498  1-800-622-4062 

"Physician  International  is  an  approved  Membership  Benefit  Program  of  the 
Medical  Society  of  the  State  of  New  York"' 


SIGNATURE  LOANS 
$5,000  to  $60,000 

DOCTORS  ONLY.  No  collateral,  simple  in- 
terest, 6 years  to  repay.  No  points,  no  fees, 
no  prepay  penalties.  Use  for  any  reason. 
Residents,  D.O.’s,  start-up  welcome.  For 
appointment  and  info  call: 

(NY)  NORTHSTAR  FUNDING  (212)  323-8076 
or  MEDIVERSAL  1-800-331-4952  Dept,  #135 

EQUIPMENT  LEASING— $10K-$10  MILLION 
NORTHSTAR  FUNDING  (212)  323-8076  Apply  by  Phone 


| TFC  | 

TOWERS 

FINANCIAL 

CORPORATION 

An  OTC  Company 

417  Fifth  Avenue 
New  York,  NY  10016 

212-696-0505 


“SELLING  PRACTICES  IS  OUR  BUSINESS" 

Want  to  maximize  the  return  on  your  investment?  Before  you  buy  or  sell,  call  for 
an  appraisal  to  assure  the  best  financial  and  transfer  terms.  We  are  a full 
service  practice  broker,  not  simply  a listing  service.  Since  1981,  Countrywide 
has  been  instrumental  in  helping  hundreds  of  doctors  like  yourself  buy  and  sell 
their  practices.  We  guide  you  through  the  entire  sales  process  from  initial 
meeting  to  closing.  Our  offices  serve  New  York,  New  Jersey  and  New  England. 
Countrywide  Business  Brokerage,  Inc. 

319  East  24th  Street,  Suite  23-G,  New  York,  NY  10010 
(212)  686-7902  (800)  222-7848  (203)  869-3666 

J 


Once-daily  ‘Dyazide’  gives  your  black  patients,  as  well  as  your 
elderly  patients,  dependable  blood  pressure  control.  This  plus 
decades  of  quality  and  experience  all  add  up  to  the  first-class  care 
your  hypertensive  patients  deserve.  . 

DYAZIDE 


a product  of 

SK &F  CO. 

Cidra.  P.R.  00639 
© SK&F  Co..  1988 


Before  prescribing,  please  see  brief  summary  of  prescribing  information  on  adjacent  page. 


DYAZIDE- 

25  mg.  Hydrochlorothiazide/50  mg.  Triamterene/SKF 

Before  prescribing,  see  complete  prescribing  inlormgtion  in  SK&F  CO.  litera- 
ture or  PDR.  The  mowing  is  a bnel  summary. 

indications  and  Usage:  Hypertension  or  edema  in  patients  who  develop  hypokalemia 
on  hydrochlorothiazide  alone ; in  patients  who  reguite  a thiazide  diuretic  and  in  whom  the 
development  ol  hypokalemia  cannot  be  risked 

This  hied  combination  drug  is  nol  indicated  lor  the  initial  therapy  ol  edema  or 
hypertension  except  in  individuals  in  whom  the  development  ol  hypokalemia 
cannot  be  risked. 

'Vyazide ' may  be  used  alone  or  as  an  ad/unct  to  other  antihyper  tensive  drugs:  dosage 
adjustments  may  be  necessary 

Contraindications  Concomitant  use  with  othei  potassium-sparing  agents  such  as 
spironolactone  or  amilonde,  potassium  supplements  (except  in  piesence  ol  severe 
hypokalemia):  anuria , acute  and  chronic  renal  insufficiencies  or  signihcant  renal 
impairment,  hypersensitivity  to  drug  ot  other  sulfonamide-derm  i drugs,  preexisting 
elevated  serum  potassium  concentration 

Warnings  Abnormal  elevation  ol  serum  potassium  levels  (greater  than  or  egual  to 
5 5 mEq/liter)  can  occut  with  ait  potassium-conserving  diuietic  combinations,  including 
Vyazide ' Hyperkalemia  is  more  likely  to  occut  in  patients  with  renal  impairment,  diabetes 
(even  without  evidence  ol  renal  impairment),  elderly  or  severely  ill  patients  Since  uncor- 
tecled  hyperkalemia  may  be  talat,  serum  potassium  levels  must  be  monitored  at  Ireguent 
intervals  especially  in  patients  first  receiving  Vyazide when  dosages  are  changed  or  with 
any  illness  that  may  influence  renal  lunction 

II  hyperkalemia  is  suspected  obtain  an  ECS  and  monitor  serum  potassium  It  hyperkale- 
mia develops,  discontinue  vyazide  ‘ and  initiate  thiazide  therapy  il  needed  Persistent 
hyperkalemia  may  reguue  dialysis  Monitor  serum  electrolytes  lieguently  in  patients  with 
mild  tenal  dysfunction  and  in  diabetic  patients  tn  patients  who  may  develop  respiiatory  ot 
metabolic  acidosis,  monitor  serum  electrolytes  and  acid/base  balance  frequently 

Precautions  The  bioavailability  ol  the  hydrochlorothiazide  and  triamterene  components 
ol  Vyazide ' is  about  50%  ol  the  maximum  obtainable  with  oral  therapy  theoretically,  a 
palieht  transferred  trom  therapy  with  hydrochlorothiazide  with  or  without  triamterene 
might  show  an  increase  in  blood  pressute,  fluid  retention,  ot  change  in  setum  potassium 
Extensive  clinical  experience  with  Vyazide ',  however,  suggests  that  these  conditions  have 
nol  been  commonly  observed  in  clinical  practice  (See  CLINICAL  PHARMACOLOGY)  Use 
thiazides  cautiously  in  patients  with  impaired  hepatic  function  They  can  precipitate  coma 
in  patients  with  severe  liver  disease,  potassium  depletion  induced  by  the  thiazide  may  be 
important  in  this  connection,  administer  Vyazide  cautiously  and  be  alert  lot  such  early 
signs  ol  impending  coma  as  contusion,  drowsiness  and  tremor,  it  mental  contusion 
increases,  discontinue  Vyazide'  tor  a tew  days,  attention  must  be  given  to  other  factors 
that  may  precipitate  hepatic  coma,  such  as  blood  in  the  gastrointestinal  trad  or  preexist 
mg  potassium  depletion  II  patients  develop  hypokalemia,  which  is  uncommon  with 
Vyazide I increase  potassium  intake  (i  e,  with  supplements  ot  potassium-rich  foods/  II 
repeat  determinations  show  setum  potassium  concentrations  below  3 OmEq/l,  discon- 
tinue Vyazide ' and  initiate  potassium  chlonde  supplementation  Institute  cotredive 
measures  cautiously  and  monitor  serum  potassium  concentrations  lieguently,  especially 
in  patients  receiving  digitalis  or  those  with  a history  of  cardiac  arrhythmias.  Diuretics  may 
aggravate  existing  electrolyte  imbalances,  especially  at  high  dosages  ot  in  patients  on  salt 
restricted  diets  Do  periodic  sepim  electrolyte  determinations  (particularly  important  in 
patients  vomiting  excessively  ot  receiving  parenteral  Ms)  Chloride  replacement  may  be 
requited  in  the  treatment  ot  metabolic  acidosis  It  diluhonal  hyponatremia  develops 
restrict  water  intake  In  actual  salt  depletion,  initiate  sodium  chlonde  replacement  (Jse 
Vyazide ' cautiously  in  patients  with  a history  ot  renal  stone  lormatm 
It  hyperkalemia  develops  when  treating  lor  hypokalemia,  lake  corrective  measures  Also 
discontinue  'Vyazide ' and.  it  appropriate,  substitute  a thiazide  diuretic  unlit  potassium 
levels  lelum  to  normal  Do  periodic  BUN  and  serum  creatinine  determinations  especially 
in  the  elderly  and  in  patients  with  suspected  oi  confirmed  renal  insufficiency  Serum  PBl 
levels  may  decrease  without  signs  ol  thyroid  disturbance  Discontinue  thiazides  before 
conducting  parathyroid  lunction  tests 

Angiotensin  converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium,  use  with 
caution  with  Vyazide  Concurrent  use  with  chlorpropamide  may  increase  the  risk  ot 
severe  hyponatremia  4 tew  occurrences  ol  acute  ml  failure  have  been  reported  in 
patients  on  Vyazide'  when  heated  with  mdomelhacin  Jheretoie,  caution  is  advised  in 
administering  nonsteroidal  anti- inflammatory  agents  with  Vyazide ' Diuretics  Kduce  renal 
clearance  of  lithium  and  increase  the  risk  of lithium  toxicity  Clinically  insignificant  reduc 
lions  in  arterial  responsiveness  to  norepinephrine  have  been  reported  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  ol  nondepolarizing  muscle  telaxanls  such  as 
tubocurme,  therelore  use  cautiously  in  patients  undergoing  surgery  Monitor  electrolytes 
m patients  taking  amphotericin  B,  corticosteroids  or  corticotropin  concomitantly  Thia 
zioes  may  potentiate  the  action  ot  other  antitiypertensive  drugs  The  ettects  ol  oral  anhco 
agulants  may  be  decreased  when  used  concurrently  with  hydrochlorothiazide,  dosage 
adjustments  may  be  needed  Vyazide ' may  raise  the  level  ot  blood  uric  acid,  dosage 
aoiuslmenls  ot  anhgoul  medication  may  be  needed  to  conM  hypetuncemia  and  gout 
The  following  agents  given  with  tnamlem  may  promote  serum  potassium  accumulation 
and  possibly  result  in  hyperkalemia,  especially  in  patients  with  renal  insufficiency  blood 
trom  blood  bank  (may  contain  up  to  3D  mEg  oi  potassium  per  titer  ot  plasma  or  up  to 
65  mEg  ol  potassium  per  tiler  ot  whole  blood  when  stored  tor  more  than  10  days), 
low  salt  milk  (may  contain  up  to  60  mEg  oi  potassium  per  liter),  potassium-containing 
medications  (such  as  parenteral  penicillin  G potassium),  and  sail  substitutes  (most 
contain  substantial  amounts  ot  potassium)  Exchange  resins,  such  as  sodium  polystyrene 
sulfonate,  whether  administered  orally  or  lectatly,  reduce  serum  potassium  concentrations 
by  sodium  leptacement  oi  the  potassium : fluid  retention  may  occur  in  some  patients 
because  ol  the  increased  sodium  intake  Chiomc  or  overuse  ot  laxatives  may  reduce 
serum  potassium  concentrations  by  promoting  excessive  potassium  toss  trom  the  intesti- 
nal trad,  laxalives  may  interfere  with  the  potassium-retaining  ettects  ot  triamterene  The 
effectiveness  ot  melhenamme  may  be  deceased  when  used  concurrently  with  hydrochlo 
rothiazide  because  ol  alkahnizatm i ol  the  urine  Vyazide ' wilt  interfere  with  the  miescent 
measurement  olguinidme 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  This  drug  should 
be  used  during  pregnancy  only  it  dearly  needed  Thiazides  and  triamterene  cross  the 
placental  barrier  and  appear  in  cord  blood  The  use  ot  thiazides  in  pregnancy  requires 
weighing  the  anticipated  benefit  against  possible  hazards,  including  telal  or  neonatal 
laundice,  pancreatitis,  thrombocytopenia,  and  possibly  other  adverse  reactions  which 
have  occurred  m the  adult  Thiazides  appear,  and  Inamleiene  may  appear,  in  breast  milk  II 
use  ol  the  drug  is  essential,  the  patient  should  stop  nuismg  Salety  and  effectiveness  in 
children  have  not  been  established 

Adverse  Reactions  The  serious  adverse  ettects  associated  with  Vyazide 1 hare 
commonly  occurred  in  less  than  0 1%  ol  patients  treated  with  this  product  Anaphylaxis, 
rash,  urticaria,  photosensitivity,  cardiac  arrhythmias,  postural  hypotension,  diabetes 
mellitus,  hyperkalemia,  hyperglycemia,  glycosuria  hyperuricemia,  hypokalemia , hypona 
tma.  acidosis,  hypochloremia,  laundice  and/or  liver  enzyme  abnormalities,  pancreatitis, 
nausea  and  vomiting,  diarrhea,  constipation,  abdominal  pain,  acute  renal  laifuie,  intersti- 
tial nephritis,  ml  stones  composed  primarily  ol  tnaml&ene.  elevated  BUN  and  serum 
creatinine . abnormal  urinary  sediment,  leukopenia,  thrombocytopenia  and  purpura, 
megaloblastic  anemia,  muscle  cramps,  weakness,  fatigue,  dizziness,  headache,  dry 
mouth,  impotence,  sialadenitis  Thiazides  alone  have  been  shown  to  cause  the  following 
additional  adverse  reactions  paieslhesias.  vertigo,  xanthopsia,  transient  blurred  vision, 
allergic  pneumonitis,  pulmonary  edema,  respiratory  distress,  necrotizing  vasculitis, 
exacerbation  ol  lupus,  aplastic  anemia,  agranulocytosis,  hemolytic  anemia  tn  neonates 
and  mlants.  thrombocyfopma  and pancreatitis-iarety,  in  newborns  whose  mothers  have 
received  thiazides  during  pregnancy 

Supplied:  Capsules  containing  25  mg  hydrochlorothiazide  and  50  mg  tnamteiene,  in 
born  ol  tOw  capsules . in  Single  Unit  Packages  (unit-dose)  ol  100  ( intended  tor  institu- 
tional use  only):  in  Patient-Pak™  unit-ot-iise  bottles  ot  100 
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PHYSICIANS  WANTED 


MEDICAL  DIRECTOR — For  a community-based, 
not-for-profit,  staff  model,  multispecialty  HMO 
(Community  Health  Plan  of  Suffolk,  Inc.)  on 
Long  Island.  Board  certification,  preferable  in 
a primary  care  specialty,  and  experience  in 
medical  administration  required.  Administra- 
tion and/or  clinical  practice  experience  in  an 
HMO  and  an  M.P.H.  or  equivalent  degree  pre- 
ferred. Send  resume  and  salary  requirements 
to:  Dorothy  S.  Lane,  MD,  MPH,  Chairman, 

Search  Committee,  School  of  Medicine,  L4. 
Room  177,  SUNY  at  Stony  Brook,  Stony  Brook, 
NY  11794-8036. 

WESTERN  NEW  YORK— Seeking  full-time  physi- 
cians residency  trained  in  emergency  medicine 
or  primary  specialty  for  32,000  volume  emer- 
gency department.  Sign-up  bonus  offered. 
Benefit  package  available  and  full  malpractice 
insurance  coverage  provided.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49694;  1-800- 
253-1795  or  1-800-632-3496  in  Michigan. 

WESTERN  NEW  YORK:  Seeking  director,  full- 
time and  part-time  emergency  department  phy- 
sicians for  moderate  volume  127  bed  hospital 
located  between  Buffalo  and  Rochester.  Ex- 
cellent compensation,  full  malpractice  insur- 
ance coverage  and  benefit  package  available. 
Contact:  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Rd.,  Room  42,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 

NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 
and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided,  and 
optional  benefit  package.  Contact:  Emergen- 
cy Consultants,  Inc. , 2240  S.  Airport  Rd. , Room 
42,  Traverse  City,  Ml  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496. 

NORTHERN  NEW  YORK — Directorship,  full-time 
and  part-time  emergency  department  positions 
available  in  scenic  community  with  12,000  volume 
emergency  department.  Full  malpractice  insur- 
ance provided.  Benefit  package  available.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Rd.,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  1-800-632-3496  in  Michigan. 

INTERNIST  to  join  a thriving  practice  in  central 
New  York  college  community.  Excellent  cover- 
age, hospital  and  outdoor  recreational  opportu- 
nities. Established  31  years.  Cornell  and  Syra- 
cuse Universities  nearby.  Reply  Dept.  479  c/o 
NYSJM. 

FAMILY  PRACTITIONER  to  join  three  others  in 
beautiful  Northeastern  New  York,  Lake  Cham- 
plain area.  Complete  computerized  general 
practice  except  obstetrics.  Fully  equipped  of- 
fices, including  X-ray,  stress  testing,  fiberoptic 
Sigmoidoscopy  and  lab.  Open  hospital  privi- 
leges. Excellent  salary,  percentage  increase 
second  year,  full  partnership  3rd  year  plus  auto 
allowance,  disability  and  malpractice  insur- 
ances, society  dues  and  ample  paid  vacation 
and  study  time.  Ideal  family  setting.  Call  John 
Southwick,  M.D.  at  518-298-2691  Days,  518- 
298-5844  Nights.  Write  to  North  Country  Med- 
ical Group,  P.C.,  P.0  Box  1219,  Champlain, 
New  York  12919,  Attn:  John  Southwick,  M.D. 


PHYSICIANS  WANTED— CONT’D 


THERE’S  A JOB  FOR  YOU  IN  A SUMMER 
CAMP — Physicians  needed  for  300  camps  in 
the  Northeast.  Contact  the  American  Camping 
Association,  43  West  23  St,  Dept.  (JM),  N.Y., 
N.Y.  10010,  1-800-777-CAMP. 

WANTED:  Cardiologist  or  Internist  to  evaluate 
medical  records  and  recommend  treatment 
plan.  Reply:  Wuslich,  704  Squaw  Run  Road 
East,  Pittsburgh,  Pa.  15238.  Telephone: 
(412)  963-9631. 

UPSTATE  NEW  YORK:  Urgent  need  for  an  Inter- 
nist or  Family  Practitioner  for  beautiful  town  on 
Lake  Ontario.  Retirement  and  illness  have  cre- 
ated an  immediate  opening.  Solo  or  group 
practice  opportunities  available.  Please  call  or 
write  Michael  Nupuf,  M.D.,  70  West  Oneida 
Street,  Oswego,  New  York  13126.  (315)  343- 
2151. 

INTERNIST  BE/BC:  North  Shore  Internal  Medi- 
cine, PC  is  seeking  an  energetic  general  inter- 
nist to  enjoy  the  benefits  of  a rapidly  expanding 
practice.  New  office  close  to  hospital.  Michi- 
gan State  Medical  School  Campus.  Send  re- 
sume to  2420  First  Avenue  South,  Escanaba, 
Ml  49829  (906)  786-1563. 

PHYSICIANS — Provider  Placement  Services  spe- 
cializes in  the  relocation  of  physicians  through- 
out the  U.S.,  with  special  emphasis  in  the  south- 
east. Currently,  we  have  several  hospitals/ 
clinics/groups  with  openings.  All  fees  paid  by 
employer.  All  inquiries  kept  in  strict  confi- 
dence. No  obligation.  Send  C.V./Resumd  to: 
PPS,  Attn:  Mr.  Scott,  2221  University  Blvd., 
W.,  Jacksonville,  FL  32217,  or  call  toll  free 
1-800-848-8772. 

RESIDENCY  TRAINED  FP  to  join  three  ABFP 
members.  Full  family  practice  including  OB. 
Women  encouraged  to  apply.  Suburban  Roch- 
ester, NY,  Hilton  Health  Care,  279  East  Avenue, 
Hilton,  NY,  14468.  716-392-9100  collect. 

STAFF  PHYSIATRIST  Westchester  County/ New 
York.  We  are  seeking  a part  time  staff  Physiat- 
rist  to  join  our  busy  practice  in  this  200-bed 
teaching  hospital/200-bed  nursing  home  locat- 
ed just  north  of  New  York  City.  Our  full  service 
Department  of  Physical  Medicine  and  Rehabili- 
tation provides  physical  therapy,  occupational 
therapy  and  speech  and  audiology  assessment 
and  therapies.  Applicants  should  forward  their 
curriculum  vitae  to:  Rehabilitative  Medical 

Services,  P.C.,  121  Sycamore  Lane,  Irvington, 
NY  10533. 

PERINATOLOGIST  & OBSTETRICIAN/GYNE- 
COLOGIST. Board  certified/eligible  Perina- 
tologist and  Ob/Gyn  for  rapidly  expanding 
program  in  233-bed  teaching  hospital  serving 
large  high  risk  population.  Extensive  mater- 
nal-child health  program  with  NICN.  Resi- 
dency programs  in  Obs/Gyn,  Surgery,  Internal 
Medicine,  and  Family  Practice.  Compensa- 
tion competitive  and  negotiable  dependent  on 
training  and  experience.  Submit  C.V.  or  con- 
tact: Hugh  R.  Holtrop,  M.D.,  Chief  of  Obs/ 
Gyn,  San  Joaquin  General  Hospital,  P.O.  Box 
1020,  Stockton,  Ca.,  95201.  (209)  468-6600. 
AA/EOE. 

MINNESOTA,  IOWA  AND  WISCONSIN  Group 
Practice  positions  are  available  for  BE/BC  Phy- 
sicians in  the  following  specialties:  Family 

Practice,  Internal  Medicine,  Occupational  Medi- 
cine, Pediatrics,  and  Obstetrics/Gynecology. 
Competitive  salary  with  benefits.  Send  letter  of 
inquiry  and  curriculum  vitae  to  Scott  M.  Lind- 
blom,  Fairview  Clinic  Services,  2312  South  6th 
Street,  Minneapolis,  Minnesota  55454  or  call 
612-371-6235,  or  toll  free  1-800-328-4661, 
ext.  6235.  An  equal  opportunity  employer. 


Last  month  125,000  of  your 
colleagues  learned  all  this. 

It  took  them  just  35  minutes. 


CO^ 


The  Journal  of  Respiratory  Diseases  • The  Journal  of  Critical  Illness  • i he  Journal  of  Musculoskeletal  Medicine 
Cliggott  Publishing  Co.  • 55  Holly  Hill  Lane  • Box  4010  • Greenwich,  CT  06830  • (203)  661-0600  • (212)  993-0440 
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M CONSUIIAION 


The  age  old  challenge.  How  do  you  keep  down  the 
time  it  takes  to  keep  up  to  date? 

The  answer  is  simple. 

You  do  it  with  CONSULTANT. 

CONSULTANT  SOLVES  THE  PROBLEM  OF 
INFORMATION  VS.  TIME.  Period.  The  key: 
CONSULTANT’S  unique  editorial  format — EVERYTHING 
YOU  NEED  TO  KNOW,  FROM  CLINICAL  ADVICE  TO 
COST  CONTAINMENT,  in  a quick,  readable,  style. 

And  since  CONSULTANT’S  contributors  are  physician 
authors,  SOME  OF  THE  BRIGHTEST  NAMES  IN 


MEDICINE  ARE  AVAILABLE  FOR  FREE  CONSULTATION. 

Such  as  Henry  Black,  Yale  University  School  of  Medicine: 

Faith  Fitzgerald,  University  of  California  School  of  Medicine 
at  Davis;  Dale  Murphy,  Akron  (Ohio)  City  Hospital; 

Frank  Myers,  College  of  Osteopathic  Medicine,  Athens.  Ohio; 
David  Nash,  University  of  Pennsylvania;  Robert  Rakel, 

Baylor  College  of  Medicine;  Edward  Shahady,  University  of 
North  Carolina  School  of  Medicine. 

THIS  MONTH,  PICK  UP  THE  INFORMATION  YOU  NEED. 
PICK  UP  SOME  TIME  GETTING  IT.  PICK  UP  CONSULTANT. 
CONSULTANT.  Value — cover  to  cover. 


We 
Practice 
Humanity 


Vl  Catholic  Medical  Center  of  Brooklyn 
& Queens  Inc.  vve  practice  not  only 
medicine,  but  also  humanity.  Ours  is  a 
family  of  ultra-modern  community 
teaching  hospitals  known  for  profes- 
sionalism, dedication  and  caring.  We 
are  currently  recruiting  faculty  for: 


Physicians 

Emergency 

dept 

FULLTIME 


SESSIONAL 


— Davs.  Eve- 


«N0  * 

CATHOLIC 

MEDICAL 

CENTER 


Nights.  Weekends 

• 

What  make*  CMC*  Emergency  Dept, 
outstanding?  Teamwork.  Clinical 
Research.  Corporate  group  practice. 
Growing  faculty  of  our  affiliate 
New  York  Hospital-Comell  University 
Medical  Center.  Salary  range  $110- 
$125,000  depending  oil  qualifications. 
Excellent  fringe  benefit  package.  The 
satisfaction  of  knowing  you  make  a 
difference. 

Call  or  send  CY  ill  confidence  to: 
Richard  Birrer.  M.I). 

Director.  Emergency  Medical  Services 
718-657-6800  X 4174 
CATHOLIC  MEDICAL  CENTER 
88-25  153rd  St,  Jamaica  NY  1 1432 

Eipial  oppty  employer  m/f 


Contemporary  Public  HeaItH  Policy  ANd 
AdMiNisTRATioN  Deqree  Program 

A new,  non-residential.  Master's  program  at  The  University  of 
Michigan  is  proposed  for  Fall,  1989.  Designed  for  health  care 
professionals,  the  program  involves  one,  four-day  weekend  each 
month  over  a two  year  period,  in  Ann  Arbor.  Curriculum 
concentrates  on  health  policy  analysis  and  public  health 
administration.  It  includes  work  in  health  politics,  resource 
allocation,  epidemiology  and  biostatistics,  risk  assessment  and 
risk  management,  and  administration. 

Contact  George  Pickett,  M.D.,  M.P.H. 

Chair,  Dept,  of  Public  Health  Policy  and  Administration, 

The  University  of  Michigan, 

Ann  Arbor,  Michigan  48109-2029 
Call  (313)  764-2132. 


(continued  from  p 4 A) 
MASSACHUSETTS 

Apr  10-14.  Postgraduate  Course  in  Gy- 
necologic and  Obstetric  Pathology  with 
Clinical  Correlation.  Boston.  Contact: 
Department  of  Continuing  Education, 
Harvard  Medical  School,  25  Shattuck 
St,  Boston,  MA  021 15.  Tel:  (617)  732- 
1525. 

Apr  17-20.  16th  Annual  Harvard  Medi- 
cal School  Course  on  Intensive  Care 
Medicine.  Cambridge  Marriott  Hotel, 
Cambridge.  Contact:  Bart  Chernow, 
MD,  Dept  of  Anaesthesia,  Harvard 
Medical  School/Massachusetts  Gener- 
al Hospital,  32  Fruit  St,  Boston,  MA 
02114.  Tel:  (617)  726-2858. 

NEVADA 

April  14-16.  Pediatrics  in  Progress.  18 
Cat  I Credits.  Tropicana  Hotel  & 
Country  Club,  Las  Vegas.  Contact: 
CME  Registration,  American  Acade- 
my of  Pediatrics,  PO  Box  927,  Elk 
Grove  Village,  IL  60009.  Tel:  (800) 
433-9016. 

NEW  JERSEY 

Apr  7-8.  Meeting  the  Public’s  Chal- 
lenge: Preventive  Medicine  for  the  ’90’s. 

20  Cat  I Credits.  Claridge  Hotel,  At- 
lantic City.  Contact:  Ryna  Alexander, 
Office  of  CME,  Cooper  Hospital/Uni- 
versity Medical  Center,  1 Cooper  Pla- 
za, Camden,  NJ  08103.  Tel:  (609)  342- 
3074. 

SOUTH  CAROLINA 

Apr  13-15.  Ultrasound  for  the  Practic- 

(i continued  on  p 22 A) 


In  IBS,*  when  it's  brain  versus  bowel, 


To  insist  on 
the  brand, 
be  sure  to 
initial 
"d.a.w.” 
in  the  box 
on  your 
prescription. 


US  TIME 
FORTH! 
PEACEMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HC1  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


Antianxiety 

Antisecretoiy 

Antispasmodic 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg 
clidinium  bromide. 
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Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
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Human  abuse  through  the  ages 


The  word  “abuse”  is  defined  in  Webster’s  dictionary1  in 
several  ways:  as  a “corrupt  practice  or  custom,”  as  “im- 
proper use  or  treatment,”  and  as  “physical  maltreat- 
ment.” “Abuse”  is  also  defined  as  follows:  “to  put  to  a 
wrong  or  improper  use”  and  “to  use  so  as  to  injure  or  da- 
mage.” Among  the  myriad  problems  facing  our  society 
today  are  many  forms  of  substance  abuse,  primarily  in- 
volving alcohol  and  other  psychoactive  drugs  such  as  opi- 
ates (eg,  heroin),  sedatives  (eg,  barbiturates),  stimulants 
(eg,  cocaine),  inhalants  (eg,  alkyl  nitrates),  and  hallucino- 
gens (eg,  phencyclidine  or  PCP).  The  problems  of  alcohol 
and  drug  abuse  are  enormous  and  multifaceted,  encom- 
passing medical,  psychological,  economic,  social,  and 
public  policy  aspects.  Millions  of  Americans  suffer  from 
these  problems.  These  people  abuse  themselves,  their 
physical  bodies,  and  their  lives,  as  well  as  their  interac- 
tions with  their  families,  friends,  and  society  at  large. 

At  the  Annual  CME  Assembly  of  the  Medical  Society 
of  the  State  of  New  York  on  April  22,  1988,  the  Commit- 
tee on  Bioethical  Issues  presented  a symposium  entitled 
“Human  Abuse  Through  the  Ages:  From  the  Womb  to 
the  Tomb.”  The  two  objectives  of  this  symposium  on  the 
moral  and  ethical  issues  of  abuse  of  people  by  people  were 
to  discuss  the  moral  and  ethical  issues  relating  to  abuse  of 
the  fetus,  the  child,  the  adolescent,  the  spouse,  and  the 
elderly;  and  to  enable  physicians  to  recognize,  gain  an  un- 
derstanding of,  and  treat  or  refer  for  treatment  patients 
with  these  conditions  or  members  of  their  families. 

The  five  presentations  made  at  that  symposium,  along 
with  several  additional  articles,  appear  in  this  thematic 
issue  of  the  Journal  devoted  to  human  abuse. 

The  topic  of  pregnant  women  who  abuse  their  unborn 
fetuses  by  smoking  or  abusing  alcohol  or  narcotics,  all  of 
which  may  injure  and  even  cause  death  of  their  unborn 
babies,  is  discussed  by  Herman  Risemberg.2  He  also  in- 
cludes physical  assault  on  a pregnant  woman  as  a form  of 
fetal  abuse.  From  extensive  experience  as  Medical  Direc- 
tor of  New  York’s  Foundling  Hospital,  Vincent  Fontana3 
presents  a vivid  portrayal  of  child  abuse,  the  battered  child 
syndrome,  maltreatment  and  neglect  of  children,  emo- 
tional and  verbal  child  abuse,  and  sexual  abuse  of  children 
by  parents  and  others.  Dr  Fontana  points  out  that  adult 


abusers  were  often  themselves  subjected  to  abuse  when  they 
were  children,  a point  also  made  by  Marjorie  Raskin,  et  al.4 

Violence  against  children  is  manifested  in  many  ways: 
physically,  emotionally,  through  neglect,  by  sexual  exploi- 
tation, and  by  child  labor.  According  to  a standard  text 
entitled  The  Battered  Child,-  considerable  experience  has 
been  gained  in  understanding  family  assessment,  treat- 
ment, and  the  physical  and  developmental  effects  of  abuse 
and  neglect.  A literal  explosion  of  information  and  inter- 
est has  occurred  in  the  area  of  sexual  abuse,  which  has 
emerged  as  one  of  the  major  forms  of  child  abuse.6 

Damage  to  children  can  occur  even  when  no  physical 
harm  is  done.  Psychological  maltreatment  can  occur  when 
a child  is  rejected,  isolated,  terrorized,  ignored,  or  cor- 
rupted. The  field  of  child  abuse  and  neglect  has  matured 
to  the  point  at  which  the  challenges  of  such  maltreatment 
can  be  addressed  and  intervention  with  corrective  mea- 
sures implemented  through  protection,  treatment,  and 
preventive  services,  the  latter  being  the  most  difficult.7 
The  United  States  Congress  enacted  the  first  federal  child 
abuse  and  neglect  treatment  and  prevention  act  in  the 
mid-1970s. 

Father  Bruce  Ritter,8  founder  of  New  York’s  Covenant 
House,  writes  about  the  important  topic  of  runaway  and 
throwaway  adolescents,  many  of  whom  are  abused  by 
pimps  and  drug  dealers  who  use  them  for  profit.  Ritter 
emphasizes  the  magnitude  of  the  problem  and  estimates 
that  there  are  about  half  a million  such  youngsters  in  the 
United  States. 

Faurence  Foeb9  discusses  the  issue  of  husbands  who 
beat  their  wives  and,  occasionally,  the  reverse.  Spouse 
abuse  is  also  known  as  domestic  or  family  or  conjugal  vio- 
lence, and  is  a more  widespread  problem  than  many  peo- 
ple are  willing  to  admit.  Wife  abuse  can  be  defined  as  a 
man’s  use  of  physical  force  (slapping,  hitting,  kicking, 
punching,  or  using  a knife  or  gun)  against  his  wife  or  girl- 
friend on  a regular  basis  ranging  from  several  times  week- 
ly to  a few  times  a year.10  There  is  a growing  recognition 
of  the  important  role  that  health  care  and  human  service 
providers  can  play  in  domestic  violence  intervention.  Sta- 
tistics collected  by  the  police,  courts,  and  researchers  indi- 
cate that  family  violence  is  a social  problem  of  major  pro- 
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portions.10  A national  prevalence  study  showed  that  each 
year  16  of  every  100  couples  in  the  United  States  are  in- 
volved in  marital  violence,  and  nearly  two  million  Ameri- 
can wives  are  beaten  by  their  husbands  each  year.11 

There  is  a growing  awareness  about  the  victimization  of 
the  elderly,  which  includes  crime  on  the  street  and  in  the 
home  by  strangers,  maltreatment  within  institutional  set- 
tings, fraud  and  deception,  and  abuse  by  care  providers.12 
The  first  evidence  that  elderly  persons  are  abused  by  their 
caregivers  appeared  in  the  social  science  research  litera- 
ture of  the  later  1960s,  after  public  attention  was  focused 
on  the  tragic  prevalence  of  child  abuse  and  domestic  vio- 
lence.13 Eric  Cassell14  discusses  abuse  of  the  elderly  by 
members  of  their  own  families,  health  care  personnel,  and 
others  involved  in  the  provision  of  services  to  the  often 
partially  or  totally  dependent  elderly  members  of  our  society. 

The  involvement  of  health  care  professionals,  primarily 
physicians,  in  torture  is  discussed  by  Leslie  Plachta,15  who 
puts  the  aspects  of  medical,  legal,  and  historical  torture 
into  perspective.  In  1975,  the  World  Medical  Associa- 
tion16 adopted  the  Declaration  of  Tokyo,  which  states  that 
a physician  “shall  not  countenance,  condone  or  partici- 
pate in  the  practice  of  torture  or  other  forms  of  cruel,  in- 
human or  degrading  procedures,"  nor  shall  he  provide  any 
“premises,  instruments,  substances  or  knowledge  to  facili- 
tate the  practice  of  torture.”  Yet  these  restrictions  have 
been  violated  in  several  countries  such  as  Chile,17  Uru- 
guay,18 South  Africa,19  and  the  Soviet  Union,19  where 
doctors  have  actively  participated  in  torture  and  have  fal- 
sified death  certificates  in  order  to  conceal  torture. 
Whether  the  new  mental  health  legislation  in  the  Soviet 
Union  will  reduce  or  eliminate  the  practice  of  involuntary 
hospitalization  of  dissidents  in  mental  institutions,  as  dis- 
cussed by  Abraham  Halpern,20  remains  to  be  seen. 

The  heinous  acts  of  medical  experimentation,  torture, 
and  mass  murder  chronicled  at  the  Nuremberg  trials  in- 
cluded the  subjecting  of  Jews,  Gypsies,  and  others  to  ster- 
ilization by  injection,  radiation,  or  surgery;  the  injection 
of  vaccines  made  from  dental  infections;  massive  bleed- 
ings for  blood-group  experiments;  the  use  of  human  flesh 
for  culture  media  and  the  making  of  lampshades  and  to- 
bacco pouches;  brainwashing  with  chemicals;  deliberate 
infection  with  typhus;  the  application  of  toxic  substances 
to  various  parts  of  the  body;  vivisections  and  mass  killings 
by  phenol  injections,  gassing,  shooting,  and  other  cruel 
and  inhumane  methods.  These  experiments  and  killings 
were  only  a small  part  of  the  role  Nazi  doctors  played  in 
Hitler's  Final  Solution.  In  fact,  doctors  supervised  the  en- 
tire killing  process  at  Auschwitz  from  beginning  to  end. 


How  were  physicians,  sworn  by  oath  and  conviction  to 
ease  suffering,  transformed  from  healers  to  systematic 
killers?  The  involvement  of  physicians  in  torture  and  med- 
ical killing  is  morally  repugnant  and  socially,  legally,  and 
religiously  unacceptable  and  unjustifiable. 

The  abuse  of  one  human  being  by  another  human  being 
is  a ubiquitous  phenomenon  as  illustrated  in  some  detail  in 
this  thematic  issue  of  the  Journal  dealing  with  human 
abuse.  Greater  awareness  among  health  professionals  of 
the  magnitude  of  the  problem  may  lead  to  greater  case 
finding  and  diagnosis  and  the  development  and  implemen- 
tation of  strategies  to  manage,  reduce  the  frequency  of, 
and  eventually  prevent  human  abuse.  We  hope  that  this 
issue  of  the  Journal  contributes  to  the  goal  of  increasing 
such  awareness  as  a necessary  first  step  to  combating  the 
problem  of  human  abuse. 

FRED  ROSNER,  MD 
Director 
Department  of  Medicine 
Queens  Hospital  Center  Affiliation  of 
the  Long  Island  Jewish  Medical  Center 
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The  need  for  physicians  to  recognize  sexual  abuse  in 

children 


The  results  of  a nationwide  poll  conducted  by  the  Los  An- 
geles Times  in  1985  are  said  to  have  verified  the  massive 
extent  of  sexual  abuse.  Twenty-two  percent  of  those  adults 
surveyed  reported  having  been  sexually  abused  before  the 
age  of  18  years.1  Other  studies  suggest  that  the  actual  in- 
cidence of  abuse  is  probably  closer  to  40%.  Ladson  et  al2 
provide  conservative  estimates  that  suggest  that  25%  of 
girls  and  9%  of  boys  are  sexually  abused  prior  to  the  age  of 
1 8 years.  Despite  these  numbers,  sexual  abuse  is  said  to  be 
largely  underdiagnosed  and  under-reported  by  the  medi- 
cal community,  and  as  a result  it  often  goes  untreated. 

A survey  conducted  by  the  Child  Protective  Services 
Bureau,  Department  of  Social  Services,  Suffolk  County, 
New  York,  revealed  that  less  than  2%  of  all  reports  of 
cases  of  child  sexual  abuse  are  generated  by  physicians.3 
The  study  suggested  that  many  more  cases  are  either  mis- 
diagnosed or  overlooked  because  of  inadequate  training  or 
the  lack  of  diagnostic  tools  to  help  assess  a prepubescent 
child  subject  to  this  abuse. 

Studies  conducted  by  the  Department  of  Pediatrics  and 
Family  Medicine  at  Ohio  State  University,  College  of 
Medicine,  and  the  Child  Abuse  Program  of  Children’s 
Hospital,  Columbus,  Ohio,  revealed  that  physicians  do 
not  routinely  examine  the  genitalia  of  pubescent  girls.4-5 
Physicians  do  not  recognize  normal  prepubescent  female 
genital  anatomy;  therefore,  they  may  not  recognize  ana- 
tomic deviations  that  suggest  child  abuse.  Physicians  rare- 
ly consider  sexual  abuse  as  a possible  cause  of  venereal 
disease  in  children.  Finally,  the  physician’s  age,  sex,  num- 
ber of  years  of  practice  after  residency  training,  and  the 
number  of  pediatric  patients  seen  per  week  affect  his  or 
her  diagnostic  skills  and  propensity  to  report  suspected 
sexual  abuse. 

The  Department  of  Pediatric  and  Family  Medicine  at 
Ohio  State  University  investigated  these  hypotheses 
through  a physician  survey  utilizing  a 32-item  question- 
naire. The  physician  subjects  were  asked  to  identify  beha- 
viors they  considered  to  be  inappropriate  or  indicative  of 
sexual  abuse  and  to  demonstrate  knowledge  of  normal 
prepubescent  genital  anatomy,  and  were  assessed  with  re- 
gard to  their  ability  to  recognize  the  association  between 
venereal  disease  and  sexual  abuse  in  prepubescent  girls. 

The  Ohio  protocol  was  used  in  Suffolk  County  last  year, 
and  the  32-item  questionnaire  developed  by  Ohio  State 
University  was  administered  to  the  150  pediatricians 
practicing  in  Suffolk  County,  as  well  as  family  practition- 
ers. In  addition,  the  same  questionnaire  was  filled  out  by 
200  physicians  attending  the  Annual  Meeting  of  the  Fam- 
ily Physicians  of  the  United  States  at  the  State  University 


of  New  York  at  Stony  Brook.  Surprisingly,  the  findings 
were  comparable  in  all  three  groups.2-6 

Physicians  in  all  three  groups  tended  to  indicate  that 
inappropriate  behavior  between  older  children  and  their 
parents  was  of  more  concern.  In  addition,  behavior  of  fa- 
ther/daughter diads  was  seen  as  more  likely  to  increase 
the  risk  of  abuse  than  the  same  behavior  of  mother/son 
diads  beginning  at  age  two  years  and  beyond. 

Consistent  with  the  results  of  the  Ohio  Study,  approxi- 
mately three-quarters  of  the  physicians  in  Suffolk  County 
routinely  checked  genitalia  only  50%  of  the  time.  In  addi- 
tion, only  50%  of  all  physicians  checked  the  size  of  the 
vaginal  opening.  More  than  38%  checked  the  vaginal 
opening  and  size  of  the  vaginal  opening  less  than  10%  of 
the  time. 

Each  group  studied  was  asked  to  identify  from  a photo- 
graph the  anatomical  parts  of  the  genitalia  of  a six-year- 
old  girl.  Physicians  were  told  that  the  girl  had  been  re- 
ferred for  genital  pain  and,  again,  in  all  groups  only  59% 
of  the  physicians  correctly  identified  the  hymen.  It  is  pos- 
sible that  some  of  those  physicians  who  did  not  respond  to 
the  question  failed  to  do  so  because  of  uncertainty. 

It  is  of  interest  to  note  that  those  physicians  who  did 
check  their  patients’  genitalia  saw  more  than  25  pediatric 
patients  per  week,  whereas  those  that  did  not  check  geni- 
talia usually  saw  less  than  that  number.  In  addition,  those 
that  checked  the  hymenal  orifice  saw  more  than  25  pa- 
tients per  week  in  their  practice,  whereas  the  other  groups 
did  not. 

More  than  54%  of  the  physicians  responding  did  not 
consider  a vaginal  orifice  of  15  mm  in  a six-year-old  girl 
indicative  of  sexual  abuse.  Only  45%  of  physicians  cor- 
rectly identified  the  normal  horizontal  length  of  the  vagi- 
nal orifice  as  3 mm  to  6 mm. 

The  findings  in  all  groups  indicate  that  practical  experi- 
ence and  textbooks  are  physicians’  major  sources  of 
knowledge  as  to  normal  prepubescent  genital  anatomy, 
followed  by  information  obtained  during  residency,  train- 
ing in  medical  school,  and  scientific  journal  articles. 

The  most  disturbing  finding  in  all  groups  was  a major 
discrepancy  between  the  proportion  of  physicians  who  saw 
the  presence  of  a venereal  disease  in  a prepubescent  girl  as 
raising  suspicion  of  sexual  abuse,  and  the  proportion  of 
physicians  who  would  have  reported  it  as  possible  sexual 
abuse.  Except  in  cases  of  gonorrhea  and  syphilis,  fewer 
than  two-thirds  of  all  responding  physicians  would  subse- 
quently report  their  suspicion  to  the  proper  legal  authority 
as  suspected  sexual  abuse.  This  is  an  alarming  and  dis- 
turbing finding  because  venereal  disease  in  children  is 
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most  likely  due  to  sexual  abuse. 

There  are  serious  repercussions  if  sexual  abuse  of  a 
child  is  not  recognized  or  reported.  The  sexually  abused 
child  should  enter  into  a protective  network.  In  addition, 
therapy  for  the  sexually  abused  child  should  be  instituted 
early  as  well  as  therapy  to  and/or  legal  action  against  the 
perpetrator.  An  abused  child  must  be  protected  from  fur- 
ther abuse.  Untrained  or  misinformed  physicians  need  to 
improve  their  knowledge  of  normal  prepubescent  genital 
anatomy  and  the  dynamics  as  well  as  the  consequences  of 
sexual  abuse.  The  medical  community  must  not  only  be- 
come skilled  in  its  recognition  of  sexual  abuse  in  children, 
but  also  must  support  research  involving  both  appropriate 
intervention  and  primary  prevention. 


MILTON  GORDON,  MD 
Medical  Consultant 
Child  Protective  Services 
Department  of  Social  Services 
Suffolk  County,  NY 
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The  sexual  abuse  of  boys 


The  report  in  this  issue  of  the  Journal  of  a clinical  finding 
which  suggested  that  a male  child  had  been  sexually 
abused  is  an  excellent  example  of  the  problematic  nature 
of  sexual  abuse  involving  male  children.1  The  under-re- 
porting  of  these  events  has  contributed  to  the  popular  no- 
tion that  the  sexual  abuse  of  males  is  either  rare  or  of  little 
consequence  to  the  victim.  In  1 985,  we  published  our  find- 
ings from  a study  of  40  male  adolescents  who  had  been 
sexually  abused  during  their  childhood.2  These  young 
men  had  attended  a general  adolescent  medicine  clinic  for 
routine  medical  care.  Their  histories  of  childhood  sexual 
abuse  and  molestation  were  elicited  in  their  responses  to 
the  questions  in  the  sexuality  section  of  the  medical  histo- 
ry and  psychosocial  inventory  that  is  obtained  from  all  of 
our  patients. 

Only  six  of  the  40  young  men  had  reported  these  epi- 
sodes of  abuse  to  anyone  before  the  interview.  The  others 
reported  that  they  had  been  either  afraid  or  confused 
about  what  had  happened  and  what  they  could  do  about  it. 
Although  many  of  the  events  were  single  occurrences  and 
had  taken  place  many  years  ago,  most  of  the  victims  were 
still  significantly  affected  by  them.  These  earlier  findings 
are  supported  in  our  most  recent  studies  of  a population  of 
adolescent  and  young  adult  males  who  had  been  sexually 
abused  during  their  childhood  by  adolescent  and  adult  fe- 
males.3 Similar  findings  have  also  been  reported  by  Fink- 
lehor,4  Kempe, 5 and  DeYoung.6 

Male  victims  list  a variety  of  reasons  for  not  reporting 
episodes  of  molestation.  If  they  have  been  abused  by  men, 
they  are  afraid  that  they  will  be  considered  homosexual 
because  of  the  implications  of  sexual  contact  with  another 
male.  Many  view  sexual  abuse  as  an  assault  to  their  virili- 
ty that  exposes  them  to  embarrassment  and  ridicule.  Oth- 
ers are  so  confused  about  the  event  that  they  are  not  sure 
what  happened.  When  the  assailant  is  a family  member 
the  victims  are  often  fearful  of  the  reactions  of  the  other 
family  members.  They  are  afraid  that  no  one  will  believe 
them  or  that  they  will  be  punished.  In  other  instances  the 


victims  are  silent  in  response  to  implied  or  explicit  threats 
that  have  been  made  by  the  assailant. 

Our  findings  of  high  rates  of  sexual  dysfunction  in  this 
group  of  male  adolescents  belies  the  popular  assumptions 
about  the  triviality  of  male  sexual  abuse.  In  addition,  the 
existence  of  these  patients  in  significant  numbers  in  a pop- 
ulation of  adolescents  who  were  attending  a general  ado- 
lescent clinic  for  routine  health  care  attest  to  its  preva- 
lence in  a normative  population. 

Questions  about  sexual  abuse  should  be  included  as 
part  of  the  general  medical  and  psychosocial  history  of  all 
children  and  adolescents.  The  interview  should  be  con- 
ducted in  a confidential  and  supportive  setting  that  pro- 
vides the  patient  with  opportunities  to  explore  these  inti- 
mate areas  of  their  medical  histories  without  fear  or  guilt 
or  ridicule.  The  inquiries  should  be  clear  and  direct  and 
the  patient  should  be  given  time  to  fully  question  and  ex- 
plain his  responses.  Most  importantly,  the  health  care  pro- 
vider must  be  able  to  develop  a therapeutic  response  when 
it  is  indicated. 

A heightened  awareness  of  the  existence  of  childhood 
sexual  abuse  has  been  one  of  the  beneficial  consequences 
of  society’s  new  sexual  openness.  In  a similar  manner,  the 
medical  community  has  expanded  the  limitations  of  the 
clinical  observations  which  suggest  the  possibility  of  some 
type  of  molestation.  In  addition,  as  more  cases  of  male 
sexual  abuse  are  reported,  we  are  gaining  a broader  re- 
spect for  the  acute  and  chronic  effects  of  a phenomenon 
that  in  the  past  was  thought  to  be  a rare  or  harmless  occur- 
rence. 

ROBERT  L.  JOHNSON,  MD 
Director  of  Adolescent  Medicine 
Associate  Professor  of  Clinical  Pediatrics 
University  of  Medicine  and 
Dentistry  of  New  Jersey 
New  Jersey  Medical  School 
185  South  Orange  Ave 
Newark,  NJ  07103 


132  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/ MARCH  1989 


1.  Goldenring  JM:  Secondary  syphilis  in  a prepubertal  child:  Differentiating 
condylomata  lata  from  condylomata  acuminata.  NY  Stale  J Med  1989;  89:180-181. 

2.  Johnson  RL,  Shrier  DK:  Sexual  victimization  of  boys.  Experience  at  an 
adolescent  medicine  clinic.  J Adolesc  Health  Care  1985;  6:372-376. 

3.  Johnson  RL,  Shrier  D:  Past  sexual  victimization  by  females  of  male  patients 
in  an  adolescent  medicine  clinic  population.  Am  J Psychiatry  1987;  144:5,  650- 


652. 

4.  Finklehor  D:  Sexually  Victimized  Children.  New  York,  Free  Press,  1979. 

5.  Kempe  CH:  Sexual  abuse:  Another  hidden  pediatric  problem.  Pediatrics 
1978;62:382-389. 

6.  DeYoung  M:  The  Sexual  Victimization  of  Children  Jefferson,  NC, 
McFarland,  1982. 


Child  abuse:  Where  are  we  going? 


Some  day,  maybe,  there  will  exist  a well-informed,  well-consid- 
ered, and  yet  fervent  public  conviction  that  the  most  deadly  of  all 
possible  sins  is  the  mutilation  of  a child’s  spirit;  for  such  mutila- 
tion undercuts  the  life  principle  of  trust,  without  which  every 
human  act,  may  it  feel  ever  so  good  and  seem  ever  so  right,  is 
prone  to  perversion  by  destructive  forms  of  conscientiousness.1 

Violence  in  the  form  of  physical  and  emotional  abuse,  sex- 
ual exploitation,  and  neglect  is  part  of  the  mainstream  of 
life  for  large  numbers  of  families  throughout  the  world. 
Violence  is  a cancer  that  erodes  the  family  foundation  and 
corrodes  subsequent  generations  and  their  families.  Vio- 
lence against  children,  in  particular,  is  not  a new  phenom- 
enon, having  existed  in  every  conceivable  form  for  centu- 
ries. 

Thousands  of  years  ago,  newborns  had  no  rights  until 
the  “right  to  live”  was  ritually  bestowed,  usually  by  the 
father.2  If  the  child  did  not  accept  a drop  of  milk,  honey, 
or  water  during  the  trial  period  or  died  during  the  ordeal 
(eg,  a plunge  into  icy  water,  exposure  to  the  elements,  no 
food  for  the  first  day  of  life),  it  was  thrown  away.  Infanti- 
cide and  exposure  were  universal  forms  of  child  abuse  that 
usually  resulted  in  death.  The  Greeks  and  Romans  regu- 
larly used  these  techniques  with  sick,  retarded,  or  handi- 
capped children.  Many  cultures,  particularly  the  Chinese, 
selectively  killed  female  newborns.  In  English  society  un- 
desirable infants  were  disposed  of,  usually  by  nurses,  by 
overlaying  (lying  upon),  or  starvation.  Thirty  to  forty  per- 
cent of  illegitimate  children,  a particularly  loathsome  Vic- 
torian curse,  disappeared  quietly  under  foster  care.3  Be- 
fore 1815  in  England  and  1858  in  America  those  that  did 
not  were  sold  as  indentured  slaves  to  the  highest  industrial 
bidder.4 

Cosette  ...  a creature  bruised  by  a millstone  . . . lacerated  with 
pincers . . . beaten  unmercifully  . . . barefoot  in  the  winter . . . was 
thin  and  pale  . . . her  eyes  sunk  in  a sort  of  shadow,  were  almost 
put  out  by  continual  weeping  ....  The  corners  of  her  mouth  had 
that  curve  of  habitual  anguish  which  is  seen  in  the  condemned 
and  in  the  hopelessly  sick.  Her  whole  dress  was  nothing  but  a rag 
. . . always  shivering,  her  skin  black  and  blue,  her  naked  legs  red 
and  rough  ....  The  whole  person  of  this  child  . . . expressed  and 
uttered  a single  idea:  fear.5 

Other  forms  of  child  abuse  included  castration,  child 
labor,  pilferage,  and  beggary.4  Children  were  purposeful- 
ly undernourished,  punished,  maimed,  or  deformed  by 
switches,  thongs,  pokers,  straps,  ropes,  fire,  or  boiling  wa- 
ter in  order  to  maximize  pity  and  alms  and  minimize  the 
care  giver’s  expenditure  of  resources.  An  emaciated  wast- 


rel could  sweep  more  chimney  flues  than  a plump  one. 
Under  the  Poor  Laws,  children  as  young  as  four  were  over- 
worked (“workhouse  test”)  and  mercilessly  beaten  in  cot- 
ton mills  and  the  textile  industry. 

Oliver  was  the  victim  of  a systematic  course  of  treachery  and 
deception  ...  he  was  desperate  with  hunger,  and  reckless  with 
misery  ...  he  slept  in  a coffin  ...  so  very  lonely  . . . and  was  in  a 
fair  way  of  being  reduced,  for  life,  to  a state  of  brutal  stupidity 
and  sullenness  by  the  ill-usage  he  had  received.6 

Prostitution  (“breaking  in”),  pederasty  (knights  of  the 
cuff),  incest,  and  slavery  were  additional  conduits  for  the 
exploitation  of  children. 

Despite  biblical  injunctions  (Genesis  42:22)  and  the 
early  laws  of  the  Greeks  (Solon),  Romans,  Christians,  and 
Hindus  (Rigveda),  effective  reform  awaited  the  develop- 
ment of  child  protective  laws  in  the  18th  and  19th  centu- 
ries— a movement  which  paralleled  the  establishment  of 
almshouses,  orphanages,  and  foundling  hospitals.7'8  In 
1871,  the  New  York  State  Medical  Society  recognized  the 
right  of  every  newborn  to  be  protected  and  supported,  and 
under  the  direction  of  Abraham  Jacobi,  MD,  president, 
improved  child  labor  laws  and  championed  the  cause  of 
the  feeble,  abandoned,  and  neglected.  The  Children’s  Aid 
Society,  Children’s  Bureau,  American  Humane  Society, 
Society  for  the  Prevention  of  Cruelty  to  Children,  and  the 
Child  Welfare  League  advocated  for  the  rights  of  chil- 
dren. 

Unfortunately,  the  medical  profession  was  oblivious  to 
child  abuse  until  well  into  the  20th  century.  John  Caffey, 
MD,9  a pediatrician  and  radiologist,  was  the  first  physi- 
cian to  suggest  that  parents  might  be  the  instruments  of 
childhood  trauma.  Another  decade  passed  before  Frederic 
Silverman,  MD,  extended  Caffey’s  observations,  empha- 
sizing the  purposeful  nature  of  these  injuries.  C.  Henry 
Kempe,  MD,  and  his  colleagues  documented  the  various 
pediatric  aspects  of  child  abuse  from  1951  to  1 958  and  in 
1961,  during  a multidisciplinary  conference,  presented 
their  findings  under  the  emotive  title:  “Battered  Child 
Syndrome.”  10  A snowball  effect  quickly  followed  that  in- 
cluded surveys,  publications,  symposia,  and  generous 
grants  concerning  child  abuse  and  neglect.  The  subse- 
quent two  decades  witnessed  a shift  in  therapeutic  focus 
from  a punitive  cure  to  a preventive,  rehabilitative  treat- 
ment approach.  Indeed,  these  efforts  have  produced  a fa- 
vorable impact — the  incidence  of  child  abuse  has  declined 
since  1975. 

There  is  much  work  to  be  done.  Children  of  all  ages  are 
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potential  victims  of  all  forms  of  maltreatment.  Child 
abuse  and  neglect  transcend  all  natural  and  cultural 
boundaries.  Yet,  an  understanding  and  sensitivity  to 
cross-cultural  variability  in  child  rearing  beliefs  and  beha- 
viors (eg,  initiation  rites,  child  care  practices)  is  essential 
to  achieving  a cultural  perspective  or  context  that  is  nei- 
ther ethnocentric  nor  relativistic.  The  annual  incidence  of 
reported  child  abuse  in  the  United  States  is  still  1 25  to  1 50 
children  per  1,000. 11  Thus,  each  year  900,000  to 
1,000,000  children  and  adolescents  under  the  age  of  18 
are  added  to  the  abuse  rolls  of  various  social  agencies  in 
the  United  States.  The  number  of  cases  is  probably  two  to 
three  times  higher.  Twenty-five  percent  of  cases  involve 
physical  abuse,  45-55%  neglect,  10-20%  sexual  exploita- 
tion, and  10%  unknown  reasons.  Prevalence  data  for  the 
United  States  indicate  that  20-60%  of  adult  females  and 
10-25%  of  males  are  abused  during  childhood  but  only  a 
small  percentage  notify  authorities.  At  least  30%  of  cases 
are  repeats  (50-70%  in  cases  of  sexual  exploitation);  70% 
are  new  cases.  There  is  a minimum  10%  chance  of 
death.12-13  The  average  age  of  abused/neglected  children 
is  7.2  years,  whereas  abused  children  who  die  are  an  aver- 
age of  3.3  years.  The  ethnic  background  of  the  abused 
child  is  68%  white,  27%  black,  and  8%  Hispanic.14  Ninety- 
five  percent  of  the  time  a biologic  parent  is  involved;  the 
remainder  involve  teachers,  grandparents,  paramours, 
step-parents,  adoptive/foster  parents,  siblings,  babysit- 
ters, or  relatives. 

Abuse  and  neglect  are  maladaptive  family  interactions 
or  lack  of  interactions  that  result  in  nonaccidental  harm  to 
a child’s  physical  and/or  developmental  states.  The  spe- 
cial person  (ie,  the  child),  the  stress  or  crisis(es)  (eg,  di- 
vorce, illness,  loss  of  job),  and  the  potential  to  abuse  with- 
in the  parent  or  guardian  form  the  etiologic  triad  whose 
components  in  the  proper  sequence  and  amount  interact  to 
produce  the  protean  outcome  of  abuse  and/or  neglect.15 
The  rate  of  child  abuse  increases  as  the  number  and  sever- 
ity of  parental  stressors  increases.  Social  isolation  and 
poverty  also  increase  the  risk  of  child  abuse.  Lack  of  pa- 
rental education  per  se  does  not  increase  the  risk  of  child 
abuse.  The  etiology  must  be  viewed  as  a complex  series  of 
events  beginning  with  early  childhood  experiences  and  the 
manner  in  which  these  circumstances  influence  a parent’s 
learned  ability  to  develop  and  maintain  close  personal  re- 
lationships. The  abused/neglected  child  experiences  un- 
met needs;  delayed  gratification;  role  reversals;  an  inabil- 
ity to  solve  problems,  make  decisions,  or  act  responsibly; 
and  is  quickly  conditioned  to  equate  feelings  with  actions. 
Childhood  is  missed,  self-esteem  poor,  identity  fragment- 
ed, and  the  opportunity  for  love  and  trust  irreparably  lost. 
The  world  of  abnormal  rearing,  thus,  sows  the  seeds  of 
abuse  for  the  next  generation. 

Despite  the  renaissance  of  the  movement  for  children’s 
rights,  society  still  does  not  have  a complete  grasp  of  the 
nature  and  extent  of  child  abuse.  There  are,  in  fact,  some 
serious  misconceptions  about  certain  facets  of  the  prob- 
lem. While  the  media  have  done  much  to  focus  our  atten- 
tion on  sexual  abuse  in  day  care  centers  and  the  issue  of 
child  abductions  by  strangers,  the  effort  has  often  missed 
the  mark.  The  facts  are  that  children  of  all  ages  are  sexu- 
ally abused,  and  the  majority  are  sexually  exploited  in 
their  own  homes.  Furthermore,  statistics  suggest  that  the 


majority  of  missing  children  are  abducted  by  family  mem- 
bers, not  strangers.  Lastly,  it  is  reasonable  to  assume  that 
most  parents,  while  appreciating  the  fact  that  child  abuse 
could  happen  to  their  children,  perceive  the  problem  as 
“something  that  does  not  happen  in  my  home.”  Many  of 
these  individuals  still  feel  tremendous  anger  and  hostility 
toward  abusers. 

Given  the  prevailing  interest  in  this  major  social  prob- 
lem, how  can  our  nation  maximize  the  momentum  and 
turn  that  interest  into  activities  that  would  significantly 
reduce  or  end  child  abuse? 

The  response  should  include  the  following  bold  but  real- 
istic objectives: 

• The  presence  of  a multidisciplinary  child  protection 
team  in  every  hospital. 

• The  establishment  of  a multiprofessional  “commis- 
sion” in  every  community  in  order  to  assess  the  po- 
tential harm  or  benefit  to  a child  when  criminal  pros- 
ecution is  recommended  for  the  perpetrator  of  the 
abuse. 

• The  identification  and  development  of  alternative 
points  of  entry  into  the  system  of  health  and  social 
services  for  abused  children,  such  as  visiting  nurses, 
physicians,  and  other  providers  of  family  and  child 
services. 

• The  promotion  of  primary  preventive  services  in  the 
form  of  pregnancy  planning,  preparation  for  parent- 
ing, home  care  training,  childhood,  and  interpersonal 
skills  programs. 

• The  provision  of  readily  available  quality  child  care 
and  linguistically  and  culturally  appropriate  family 
services  that  promote  the  health  and  well-being  of 
vulnerable  children  (eg,  runaways,  disabled  children, 
and  children  of  homeless  parents,  teenage  mothers, 
prison  inmates,  or  substance  abusers). 

• The  development  of  a federal  agency  responsible  for 
the  funding  and  implementation  of  prevention  pro- 
grams. 

• The  production  of  regular  media  campaigns  dealing 
with  the  issue. 

• The  creation  and  utilization  of  a national  research 
agenda  and  database  network. 

• The  continued  education  of  our  professions  and  the 
public  through  improved  funding  and  time  alloca- 
tions. 

• The  promotion  of  the  Children’s  Trust  Fund  and  sim- 
ilar funding  mechanisms  in  the  public  and  private 
sector. 

• The  requirement  of  training  experience  in  child 
abuse  for  every  primary  care  medical  specialty. 

• A revitalization  of  our  judicial  system  in  order  to  en- 
hance its  effectiveness  in  dealing  with  the  problem. 

Society  lost  a champion  and  inspiration  with  the  death 
of  C.  Henry  Kempe  in  1984.  His  clarion  call  must  contin- 
ue through  us.  The  world’s  children  need  us.  Let  us  take 
the  time  and  do  some  good. 

Dum  tempus  habemus , operemur  bonum Z16 

RICHARD  B.  BIRRER,  MD 

Consulting  Editor 
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Perestroika,  new  mental  health  legislation,  and  Soviet 

psychiatry 


In  the  wake  of  a comprehensive  analysis  and  reappraisal 
of  the  state  of  the  economy  of  the  Soviet  Union,  a system- 
atized program  and  concrete  strategy  for  the  country’s 
further  development  was  inaugurated  in  1985.  Peres- 
troika, a profound  restructuring  of  the  economy  affecting 
all  segments  of  Soviet  society,  was  launched,  to  be  accom- 
panied by  glasnost — openness — and  democratization.1 
This  revolutionary  step  received  overwhelming,  but  not 
unanimous,  approval  at  the  19th  All-Union  Communist 
Party  Conference  in  July  1988. 

Drastic  changes  can  be  expected  as  well  in  the  practice 
of  medicine  and  in  the  management  of  hospitals.  Thus  far, 
the  pressures  of  perestroika  are  nowhere  more  in  evidence 
than  in  the  field  of  psychiatry. 

The  practice  of  hospitalizing  dissidents  in  mental  hospi- 
tals aroused  worldwide  protest  for  many  years  and,  in 
1983,  on  the  eve  of  a threatened  expulsion,  resulted  in  the 
withdrawal  of  the  All-Union  Scientific  Society  of  Neuro- 
pathologists and  Psychiatrists  from  the  World  Psychiatric 
Association.  During  the  past  year,  public  criticism  of  psy- 
chiatry has  occurred  and,  under  glasnost,  articles  and  let- 
ters denouncing  the  hospitalization  of  healthy  individuals 
have  appeared  in  the  Russian  press,  including  Pravda  and 
Izvestia.2^ pp1-14)  Amnesty  International  has  recently  not- 
ed that  practically  no  cases  of  dissidents  charged  with 
crime  have  been  diverted  from  the  criminal  justice  system 
to  the  mental  health  system  in  the  past  two  years.3 

It  is,  of  course,  too  early  to  evaluate  the  effects  of  ad- 
ministrative and  legislative  changes  that  have  occurred. 
Cautious  optimism  may  be  justified,  but  I am  reminded  of 
the  philosopher  Percy  Bridgman’s  caveat:  “The  true 
meaning  of  a term  is  to  be  found  by  observing  what  a man 
does  with  it,  not  by  what  he  says  about  it.”4(pl>  However,  a 
review  of  some  of  these  changes  should  be  of  interest. 

As  of  March  1,  1988,  special  psychiatric  hospitals 
(maximum  security  forensic  psychiatric  institutions)  will 
be  the  responsibility  of  the  Ministry  of  Health.  Prior  to 
that  time,  they  had  been  under  the  control  of  the  Ministry 


of  Internal  Affairs,  which  houses  the  KGB.  Whether  this 
will  result  in  better  staffing,  improved  treatment  pro- 
grams, and  lessening  of  the  prison-like  conditions  remains 
to  be  seen.  Also,  it  will  be  interesting  to  see  whether  these 
hospitals  will  be  restricted  to  patients  who  have  commit- 
ted serious  acts  of  violence,  and  whether  the  practice  of 
hospitalizing  mentally  ill  persons,  let  alone  non-mentally 
ill  persons,  who  have  been  declared  to  be  “socially  danger- 
ous” (such  as  political  dissidents  and  “refuseniks”)  has 
ceased. 

A new  mental  health  law  (“The  Conditions  and  Proce- 
dures for  Providing  Psychiatric  Care”)  was  ratified  by  the 
Presidium  of  the  Supreme  Soviet  on  January  5,  1988,  and 
went  into  effect  on  March  1,  1988.5(p30)  Although  its  pro- 
visions may  fall  short  of  the  sweeping  reforms  that  have 
taken  place  throughout  the  United  States  over  the  past  25 
years,  they  call  for  very  significant  protection  of  the  rights 
of  citizens  alleged  to  be  mentally  ill  and  of  psychiatric  pa- 
tients as  well.  For  example,  a decision  to  hospitalize  a per- 
son involuntarily  can  now  be  appealed  to  the  chief  psychi- 
atrist of  a region  or  directly  to  a court.  The  new  law,  how- 
ever, makes  no  mention  of  restrictions  on  judges  who  may 
order  the  hospitalization  of  persons  accused  of  crime  ap- 
parently to  determine  their  competence  to  stand  trial  or 
their  criminal  “nonaccountability”  on  grounds  of  mental 
illness.  This  is  of  particular  concern  in  the  case  of  persons 
charged  with  crimes  such  as  “anti-Soviet  agitation  and 
propaganda,”  “violation  of  the  separation  of  church  and 
state,”  “slander  of  the  Soviet  state,”  and  “infringement 
of  rights  under  guise  of  religious  ceremonies.”  We  are  told 
that  these  types  of  crimes  will  be  eliminated  in  the  crimi- 
nal code,  or  at  least  rewritten  with  greater  specificity,  so 
that  they  cannot  be  interpreted  to  mean  anything  a judge 
says  they  mean. 

The  law,  likewise,  does  not  limit  the  power  of  the  prose- 
cutor and  the  “investigator.”  The  fact  is  that  the  present 
legal  system  in  the  Soviet  Union  mandates  the  coopera- 
tion of  all  citizens  (including  psychiatrists)  with  the  inves- 
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tigator  when  a person  is  accused  of  crime,  and  the  with- 
holding of  the  participation  of  the  defense  attorney  (unless 
the  investigator  otherwise  permits)  until  after  the  “inves- 
tigation” is  completed  (often  a period  of  many  months). 
The  law  also  mandates  the  imposition  of  an  insanity 
(“psychiatric  nonaccountability”)  verdict  on  a defendant, 
ostensibly  for  his  own  good,  but  with  the  result  that  the 
individual  is  deprived  of  an  opportunity  to  face  his  accus- 
ers and  to  call  witnesses  on  his  behalf  in  a public  trial. 

The  new  statute  proclaims  that  “In  fulfilling  his  duty 
...  a psychiatrist  must  act  independently  and  be  guided 
solely  by  medical  criteria  and  the  law.”  However,  there  is 
a dilemma  when  medical  criteria  collide  with  the  law. 
How  independently  will  a psychiatrist  act  under  such  cir- 
cumstances? The  new  law  states  that  the  USSR  Procura- 
tor-General and  his  subordinate  procurators  are  responsi- 
ble for  insuring  the  observance  of  the  law  by  psychiatric 
institutions.  But  what  safeguards  exist  to  prevent  the  mis- 
use of  psychiatry  by  the  procurators? 

The  law  states  the  following:  “The  initial  psychiatric 
examination  must  be  carried  out  by  a psychiatrist,  who  is 
obliged  to  introduce  himself  formally  to  the  person  being 
examined.”  Does  this  formal  introduction  include  a full 
description  of  the  nature,  purpose,  and  lack  of  confidenti- 
ality of  the  examination  to  the  examinee  at  the  beginning 
of  the  examination,  as  is  required  of  American  psychia- 
trists in  accordance  with  the  Principles  of  Medical  Ethics 
with  Annotations  Especially  Applicable  to  Psychiatry?  In 
addition,  one  would  have  liked  to  see  a strong  affirmation 
that  all  persons  hospitalized  on  the  grounds  of  mental  ill- 
ness who  have  not  been  declared  incompetent  by  a court 
shall  have  the  right  to  exercise  all  their  civil,  political,  and 
cultural  rights,  including  the  right  to  manage  their  own 
affairs  and  to  vote  in  elections.  Mental  health  laws  in 
American  jurisdictions  specifically  prohibit  any  discrimi- 
nation and  guarantee  mentally  ill  patients  protection 
against  discrimination  on  the  grounds  of  race,  color,  sex, 
language,  religion,  political  or  other  opinion,  national  or 
social  origin,  property,  birth,  or  other  status.  I find  this 
wanting  in  the  new  Soviet  legislation. 

The  USSR  maintains  a psychiatric  register  consisting 
of  the  names  of  Soviet  citizens  who  have  been  diagnosed  at 
some  time  as  psychiatrically  disturbed.  Such  persons  are 
deprived  of  their  full  rights  as  citizens  (for  example,  they 
are  prohibited  from  holding  a driving  license),  and  they 
can  be  summoned  for  involuntary  treatment  at  any  time. 
There  are  some  five  and  a half  million  persons  on  the  reg- 
ister who  are  not  in  hospitals.  Since  January  1988,  a mas- 
sive experiment  has  been  in  progress  whereby  thousands 
of  persons  in  various  parts  of  the  USSR,  including  Mos- 
cow and  Leningrad,  will  be  removed  from  the  register. 
The  intent  is  to  include  only  the  more  seriously  ill  on  the 
psychiatric  register;  they  will  be  subject  to  compulsory 
treatment  if  indicated  by  a psychiatrist,  presumably  re- 
taining the  right  of  appeal  to  the  courts.  Dr  A.  Moskvi- 
chev,  USSR  Deputy  Minister  of  Health,  is  reported  to 
have  said  of  this  experiment,  whose  “social  and  medical” 
results  will  be  reviewed  in  two  years’  time. 

Neurotic  disorders,  neuroses,  even  an  illness  such  as  schizophre- 
nia in  its  benign  forms  present  no  danger  to  people  surrounding 
the  patient.  If  the  patient's  condition  has  not  given  rise  to  a dras- 


tic loss  of  his  critical  attitude  towards  himself  and  the  world,  he 
can  visit  the  doctor  as  he  wishes — when  he  needs  to  or  wants 
to. 

The  plan  is  to  extend  the  program  to  the  whole  country 
if  the  experiment  proves  promising.  “Already  psychia- 
trists everywhere  are  setting  about  reviewing  the  people 
under  their  care,  with  a view  to  removing  them  from  the 
register  . . . ,”  states  Dr  Moskvichev: 

At  meetings  with  doctors  now  we  do  not  tire  of  saying  that  the 
duration  of  registration  or  previous  repeated  stays  in  the  hospital 
are  still  not  grounds  for  continuing  observation  in  a clinic  when 
there  is  no  longer  any  practical  need.  Henceforth  we  will  put 
people  on  the  register  with  far  greater  circumspection. 6(p35) 

The  law  requires  that  the  rules  governing  psychiatric 
examinations  and  treatment,  including  emergency  treat- 
ment of  those  deemed  to  represent  a danger  to  society,  and 
the  “rights  and  duties”  of  patients,  as  laid  down  by  the 
USSR  Ministry  of  Health,  be  subject  to  publication  and 
be  available  for  inspection.  This  clearly  is  intended  to  pro- 
hibit the  secret  promulgation  of  rules  and  regulations  con- 
cerning the  practice  of  psychiatry  in  Soviet  clinics  and 
hospitals,  as  has  frequently  been  the  case  in  the  past. 

The  issue  of  dangerousness  continues  to  be  a confusing 
one.  Parts  of  the  new  law  strongly  imply  that  dangerous- 
ness, as  in  most  American  jurisdictions,  refers  to  “likeli- 
hood to  result  in  serious  harm”;  that  is,  a substantial  risk 
of  physical  harm  to  the  patient  himself  as  manifested  by 
threats  of  or  attempts  at  suicide  or  serious  bodily  harm  or 
other  conduct  demonstrating  that  he  is  dangerous  to  him- 
self; or  substantial  risk  of  physical  harm  to  other  persons 
as  manifested  by  homicidal  or  other  violent  behavior  by 
which  others  are  placed  in  reasonable  fear  of  serious  phys- 
ical harm.  On  the  other  hand,  reference  is  made  in  the  new 
Soviet  legislation  to  “socially  dangerous  acts,”  which 
come  under  the  jurisdiction  of  the  criminal  law.  If  such 
acts  are  committed  by  mentally  ill  persons,  the  court  may 
order  compulsory  treatment  in  psychiatric  hospitals  with 
“ordinary,  intensified  or  strict  supervision.”  The  latter 
terms  are  not  specifically  defined.  According  to  Amnesty 
International,  the  law  currently  makes  it  possible  for  peo- 
ple who  are  not  a physical  threat  but  who  are  nevertheless 
considered  “socially  dangerous”  (for  example,  by  “break- 
ing the  rules  of  socialist  society”  even  though  a recogniz- 
able crime  has  not  been  committed)  to  be  subject  to  en- 
forced confinement  under  “intensified”  psychiatric 
supervision. 4(p6>  Misuse  of  psychiatry  as  well  as  fear  of 
psychiatry  by  the  citizen  is  an  ever  present  danger  as  long 
as  peaceful  dissent  from  established  political  norms  can 
prove  sufficient  grounds  for  forcible  confinement. 

Patients  undergoing  compulsory  treatment  on  the  order 
of  a court  must  be  examined  by  a commission  at  least  once 
every  six  months.  No  appeal  of  such  an  order  appears  to  be 
provided  for  in  the  new  legislation.  The  possibility  of  mis- 
use of  psychiatry  by  the  courts  is  considerable  under  these 
circumstances.  How  much  conviction  will  be  put  into  en- 
forcement of  the  statute  declaring  that  “The  internment 
in  a psychiatric  hospital  of  a person  known  to  be  mentally 
healthy  is  a criminal  offense”?  Is  it  possible  to  enforce 
such  a statute  given  the  fact  that  a psychiatrist  might  in 
good  faith  hospitalize  a person  who  is  not  mentally  ill? 
Would  the  inclusion  of  language  proposed  by  a committee 
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of  the  United  Nations  Commission  on  Human  Rights 
make  a difference?  For  example,  “No  person  shall  be 
treated  on  grounds  which  are  not  relevant  to  the  person’s 
condition  . . . Patients  who  are  liable  to  be  involuntarily 
hospitalized  must  be  diagnosed  by  properly  qualified 
mental  health  practitioners  on  the  basis  of  internationally 
accepted  classifications  of  mental  illness.”7  In  other 
words,  it  should  be  clearly  stated  that  difficulty  in  adapt- 
ing to  moral,  social,  political,  or  other  values,  in  itself, 
should  not  be  considered  a mental  illness.  In  the  absence 
of  serious  mental  illness,  “breaking  the  rules  of  socialist 
society”  should  not  be  a reason  for  involuntary  hospital- 
ization. 

In  March  1988,  Soviet  and  American  officials  an- 
nounced a plan  to  have  American  psychiatrists  visit  Soviet 
psychiatric  hospitals  and  Soviet  psychiatrists  visit  Ameri- 
can hospitals.  This  followed  discussions  a year  earlier  be- 
tween the  US  Assistant  Secretary  of  State  for  Human 
Rights  and  a senior  Soviet  Foreign  Ministry  official. 2(pp17~ 
i9),6(p36)  prior  to  that  time,  such  proposals  were  con- 
demned by  the  Soviets  as  “interference  in  domestic  af- 
fairs.” The  prospects  appear  good  for  an  exchange.  Such 
on-site  inspection  may  have  a salutary  effect  on  the  hospi- 
talization and  treatment  of  mentally  ill  patients  in  both 
countries.  Details  remain  to  be  worked  out:  the  Americans 
are  insisting  on  reasonable  conditions  for  the  trip,  such  as 
having  their  own  interpreters  and  examining  patients  in 
the  presence  of  family  members  (to  prevent  substitution  of 
other  patients  for  those  the  visiting  team  wishes  to  exam- 
ine).8 

The  conclusion  is  inescapable  that  important  changes 
are  contemplated  in  Soviet  psychiatry  as  part  of  the  Gor- 
bachev plan  to  restructure  Soviet  society.  However,  while 
the  democratization  movement  within  the  Soviet  Union 


must  inevitably  embrace  psychiatry,  major  reforms  may 
actually  be  slow  in  coming.  Furthermore,  as  far  as  forensic 
psychiatry  is  concerned,  optimism  must  be  restrained,  at 
least  until  some  of  the  significant  advances  in  mental 
health  legislation  involving  involuntary  hospitalization 
are  reflected  in  the  criminal  procedure  law. 
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Abuse  of  the  child  and  anxiety  in  the  adult 
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ABSTRACT.  We  report  on  the  early  development  and  fam- 
ily background  of  20  patients  admitted  to  an  anxiety  disor- 
ders clinic  serving  a disadvantaged  population.  Sixteen  of 
these  20  patients  had  been  abused  or  neglected.  Nineteen 
had  a diagnosis  of  at  least  one  personality  disorder.  We  dis- 
cuss the  relationship  between  the  patients’  backgrounds  and 
their  current  disorders.  It  is  our  thesis  that  the  traumatic 
background  of  our  patients  is  the  major  factor  that  allows 
anxiety  to  be  passed  across  the  generations. 

(NY  State  J Med  1989;  89:138-140) 

Child  abuse  has  only  recently  become  recognized  as  a ma- 
jor social  issue  and  a factor  in  adult  psychiatric  illness. 
The  problem  of  child  abuse  extends  over  a spectrum  of 
experiences  which  include  incest,  physical  and  psychologi- 
cal assault,  abandonment,  exploitation,  and  neglect.  It 
may  be  so  severe  as  to  result  in  death.  Child  abuse  general- 
ly occurs  in  families  with  multiple  problems  and  is  often 
associated  with  other  types  of  parental  dysfunction  such 
as  multiple  changes  in  caretakers,  maternal  deprivation, 
extended  maternal  separation,  impoverishment,  and  sub- 
standard physical  care.  The  environment  of  these  children 
is  usually  highly  stressful  and  lacking  in  support  systems. 
As  a consequence,  victims  of  childhood  abuse  continue  to 
experience  longstanding  negative  sequelae  into  adulthood 
and  are  over-represented  in  psychiatrically  ill  populations. 
Current  studies  have  shown  that  abuse  of  the  child  can 
lead  to  increased  severity  of  personality  disorders,  panic 
anxiety  disorder,  and  other  psychiatric  disorders  in  the 
adult. 

Our  work  focuses  on  the  early  development  of  anxious 
adults,  with  particular  attention  to  physical  and  sexual 
abuse,  emotional  mistreatment,  and  parental  violence  and 
neglect.  We  are  currently  conducting  a controlled  study  of 
the  early  childhood  experiences  of  patients  in  a recently 
created  Anxiety  Disorders  Clinic.  We  report  here  prelimi- 
nary data  on  the  developmental  history  of  the  first  20  pa- 
tients with  anxiety  disorders. 

Patients  and  Methods 

All  20  subjects  fulfilled  accepted  psychiatric  criteria1  for  panic 
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anxiety  disorder.  Additionally,  ten  patients  fulfilled  the  criteria 
for  agoraphobia.  Fifteen  of  the  subjects  were  women.  The  aver- 
age age  of  all  subjects  was  38  years.  The  clinic  serves  a socioecon- 
omically disadvantaged  population.  All  subjects  entering  the 
clinic  receive  a series  of  structured  interviews,  using  a grossly 
disturbed  childhood  inventory  to  assess  developmental  problems. 
Subjects  are  interviewed  about  psychological  illnesses  in  their 
parents  and  children.  After  several  weeks,  their  personalities  are 
rated  according  to  DSM-III  R criteria.1 

Results 

Separations  and  Losses.  Nine  of  the  20  subjects  were  raised  in 
intact  families.  One  patient  experienced  the  loss  of  a parent  by  death 
before  age  18.  There  were  ten  instances  of  permanent  separation, 
nine  from  a father  and  one  from  a mother. 

Grossly  Disturbed  Childhood  Inventory.  This  assessment  mea- 
sures disturbances  at  the  hands  of  parents  or  primary  caretakers 
before  age  18.  Physical  abuse  was  rated  present  in  six  cases,  typically 
involving  repeated  beatings  that  led  to  some  degree  of  physical  inju- 
ry in  the  child.  Sexual  abuse  was  rated  present  in  two  cases,  both 
male.  One  boy  was  forced  to  perform  fellatio  on  a caretaker,  and  the 
other  boy  was  made  to  watch  parental  sexual  activities. 

Emotional  mistreatment  was  rated  present  in  1 1 cases  based  on 
the  fact  that  the  individual  was  repeatedly  ridiculed  or  humiliated. 
For  example,  one  girl  had  her  hair  cut  off  repeatedly  against  her  will 
in  a way  she  found  humiliating.  In  another  case,  the  child  was  re- 
peatedly told  that  he  was  unwanted  and  a burden. 

Parental  violence  was  rated  present  for  1 1 subjects;  in  10  the  vio- 
lence occurred  when  the  parent  was  intoxicated.  Typical  examples 
included  a parent  shooting  a gun  while  drunk.  In  another  case,  the 
police  had  to  come  into  the  house  repeatedly  to  prevent  the  parents 
from  hurting  each  other. 

Neglect  was  judged  present  in  five  cases,  including  medical  ne- 
glect, and  parents  making  no  response  to  a child's  truancy.  Overall, 
16  of  these  20  individuals  (80%)  were  rated  positive  for  at  least  one 
aspect  of  gross  childhood  disturbance  (Table  I). 

Personality  Disorders.  Nineteen  of  the  20  patients  were  diag- 
nosed as  having  a personality  disorder  and  some  received  more  than 
one  diagnosis  (Table  I). 

Illness  in  the  Family.  Fifteen  parents  of  our  20  patients  were 
alcohol  abusers  according  to  patient  histories.  Another  five  had 
problems  with  depression,  and  an  additional  two  parents  were  treat- 
ed for  problems  with  anxiety.  Fifteen  of  the  20  subjects  had  a total  of 
29  children,  ranging  in  age  from  infants  to  adults.  According  to  the 
parents’  reports,  12  children  had  emotional  or  learning  difficulties 
that  necessitated  special  programs.  Substance  abuse  was  present  in 
four  children,  all  boys.  Additionally,  three  children  had  been  desert- 
ed by  a parent.  A male  patient,  deserted  by  his  own  father,  deserted 
his  son.  A female  patient,  deserted  by  her  mother,  abandoned  two 
daughters.  To  our  knowledge  there  has  been  no  physical  or  sexual 
abuse  between  these  patients  and  their  children. 
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TABLE  1. 

Grossly  Disturbed  Childhood  and  Personality  Disorders  in  20  Subjects 

Patient 

Physical 

Abuse 

Sexual 

Abuse 

Emotional 

Abuse 

Neglect 

Parental 

Violence 

Personality 

Disorder 

1 

* 

* 

2 

* 

* 

* 

* 

* 

* 

3 

* 

* 

4 

* 

* 

* 

5 

* 

* 

6 

* 

* 

* 

* 

* 

7 

* 

* 

8 

* 

* 

* 

* 

* 

* 

9 

* 

* 

* 

* 

10 

* 

* 

* 

* 

* 

11 

* 

* 

12 

* 

* 

13 

* 

* 

* 

14 

* 

* 

* 

15 

* 

16 

* 

17 

* 

18 

* 

* 

19 

* 

* 

20 

Total 

6 

2 

11 

5 

11 

19 

* Positive  criteria  and  the  presence  of  a personality  disorder. 


Discussion 

Anxiety  disorders  are  the  most  frequent  psychiatric 
problems  in  the  general  population.2  Problems  with  anxi- 
ety, particularly  panic  disorder  and  agoraphobia,  are  fa- 
milial.3-5 In  families  with  these  problems  there  is  also  an 
increased  incidence  of  depression  and  alcoholism.5-6  If  a 
parent  has  panic  disorder  or  agoraphobia,  up  to  half  of  the 
offspring  have  a psychiatric  disorder.  Female  children  are 
at  risk  for  anxiety  disorders,  and  male  children  are  at  risk 
for  problems  with  substance  abuse.  These  facts  have  led  to 
a strong  interest  in  the  genetic  transmission  of  anxiety  dis- 
orders with  a relative  neglect  of  the  psychological  develop- 
ment of  these  problems.  Yet  the  presence  of  anxiety,  de- 
pression, and  alcoholism  in  these  families  undoubtedly  has 
nongenetic  consequences  for  the  developing  child. 

In  a large  study  of  twins,  Kendler  et  al7  concluded  that 
the  genetic  transmission  of  anxiety  is  due  to  nonspecific 
factors.  In  this  study  they  identified  an  inborn  sensitivity 
that  led  to  either  anxiety  or  depression  depending  on  the 
individual’s  current  situation.  A clue  in  identifying  these 
nonspecific  factors  comes  from  studies  of  temperament  in 
children.  Children  inherit  temperamentally  distinct  ways 
of  responding  to  the  new  and  unfamiliar.  This  tempera- 
mental factor  has  been  given  a variety  of  labels  depending 
on  the  investigator.  The  best  known  label  is  introversion- 
extroversion.  It  is  the  introverted  child  who  has  difficulty 
approaching  new  people  and  new  situations.  Introversion 
and  extroversion  appear  to  be  enduring  characteristics  of 
the  individual.8  Current  work  also  shows  that  introverted 
children  are  more  apt  to  develop  problems  with  anxiety.9 
Rosenbaum  et  al10  found  that  introversion  was  more  fre- 
quent in  children  of  a parent  with  anxiety  disorder.  How- 
ever, despite  the  importance  of  these  findings,  introversion 
appears  to  be  neither  necessary  nor  sufficient  to  produce 
anxiety  in  the  adult. 


In  the  Chess  and  Thomas9  longitudinal  study  of  pre- 
dominantly middle  class  children,  the  development  of 
anxiety  is  shown  to  be  related  to  an  interaction  between 
constitutional  factors,  particularly  temperament,  and  en- 
vironment. Introverted  children  are  more  apt  to  have 
problems  with  anxiety.  However,  when  these  children  are 
sensitively  handled,  the  introversion  does  not  lead  to  adult 
anxiety.  In  the  Chess  and  Thomas  study,  overprotection  of 
the  child  was  a major  source  of  later  anxiety.  This  study 
also  showed  that  extreme  family  problems  led  to  the  devel- 
opment of  emotional  difficulties,  including  anxiety,  in  the 
extroverted  child. 

The  literature  on  environmental  causes  of  adult  anxiety 
is  surprisingly  small.  Lipsedge1 1 reported  from  his  studies 
that  58%  of  patients  with  agoraphobia  had  severe  distur- 
bances in  their  upbringing.  These  disturbances  included 
parental  illness,  violence,  and  separation.  Brier  et  al12 
found  a much  smaller  prevalence  of  developmental  trau- 
ma in  the  childhood  of  anxious  adults.  They  asserted  that 
25%  had  a chaotic  childhood.  Raskin13  reported  a 70% 
prevalence  of  grossly  disturbed  childhood  in  adults  with 
panic  disorder.  Controlled  studies  comparing  anxious 
adults  to  normal  adults  are  even  rarer.  Faravelli  et  al14 
looked  at  traumatic  life  events  in  agoraphobics  and  nor- 
mal controls  and  found  significant  differences.  Sixty-five 
percent  of  the  anxious  adults,  but  only  25%  of  the  controls, 
suffered  traumatic  losses  or  separations.  Solyom  et  al15 
found  an  increased  incidence  of  maternal  overprotection 
in  agoraphobic  patients.  From  what  is  known  about  devel- 
opment, one  would  not  expect  a single  type  of  problem  to 
give  rise  to  adult  anxiety.  Thus,  overprotection  at  one  ex- 
treme and  neglect  at  the  other  can  produce  developmental 
problems  in  the  child  and  anxiety  in  the  adult.  Samples 
from  different  populations  will  show  different  types  of 
problems. 
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Anxiety  occurs  when  the  individual  perceives  a threat 
and  feels  uncertain  that  he  can  cope  with  and  overcome 
that  threat.  Technically,  one  must  distinguish  between 
fear — a response  to  an  identifiable  external  threat,  and 
anxiety — a response  to  a predominantly  subjective  dan- 
ger. By  definition,  anxiety  is  a disproportionate  response 
to  a perceived  real  and  current  danger.  The  backgrounds 
of  the  subjects  reported  here  contributed  to  their  over-re- 
sponsiveness. Their  background  of  abuse  and  neglect  in 
childhood  makes  them  perceive  the  world  as  excessively 
dangerous  and  themselves  as  unable  to  cope  with  it.  Their 
backgrounds  also  amplify  existing  temperamental  bias  to- 
ward over-reactions.  Thus,  the  high  prevalence  of  person- 
ality disorders  becomes  predictable.  Personality  disorders 
occur  when  the  individual’s  more  enduring  ways  of  deal- 
ing with  the  world  are  maladaptive,  as  manifested  by  im- 
paired function,  distress,  or  loss  of  a sense  of  well-being. 

Recognizing  the  limited  data,  we  observed  disturbing 
associations  between  childhood  experience  and  adult  be- 
havior. Deserted  children  often  seem  to  desert  their  own 
children,  and  abused  children  are  more  likely  to  become 
abusive  parents.  Parenting  is  difficult  under  the  best  of 
circumstances,  and  the  child  who  is  himself  uncared  for 
can  be  expected  to  have  even  greater  difficulties  caring  for 
others.  It  is  our  thesis  that  the  traumatic  background  of 
these  patients  is  the  major  factor  that  allows  anxiety  to  be 
passed  across  the  generations.  Moreover,  to  the  extent 
that  this  background  is  present,  the  outcome  and  morbid- 
ity of  anxiety  disorders  is  adversely  affected. 
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REVIEW  ARTICLES 


Spouse  abuse 

Laurence  Loeb,  md 


An  executive  is  stopped  by  police  as  he  tries  to  force  his 
wife’s  car  off  the  road  “to  teach  her  a lesson.’’  The  wife  of 
a surgeon  wears  sunglasses  to  a luncheon,  explaining  that 
she  “slipped  in  the  kitchen  and  hit  her  head.”  A woman 
accused  of  murdering  her  husband  tries  to  invoke  self-de- 
fense as  an  explanation. 

Some  husbands  beat  their  wives,  some  wives  beat  their 
husbands.  Some  spouses  who  have  vowed  to  love  and  hon- 
or and  cherish  each  other  cause  pain  and  dreadful  harm  to 
the  very  objects  of  their  promises,  and  may  even  cause  the 
death  of  the  other.  Spouse  abuse  is  not  new.  We  hear  of  it 
under  many  names:  domestic  violence,  family  violence, 
conjugal  violence,  battering. 

Throughout  a large  part  of  recorded  history,  women 
and  children  were  treated  as  property.  One  text  comments 
that,  “Early  English  common  law  stated  clearly  that  the 
husband  and  wife  are  one  person  in  law”  and  the  very  be- 
ing of  the  wife  was  that  of  her  husband.  In  the  1 9th  centu- 
ry in  the  United  States,  says  Ann  Jones, 

. . . both  Margaret  Fuller  and  Elizabeth  Cady  Stanton  thought 
that  wife-beating  was  widespread  . . . indeed,  the  law  authorized 
husbands  “to  restrain  a wife  of  her  liberty”  and  to  administer 
moderate  correction  in  any  case  of  misbehavior  . . . Wife  murder 
became  commonplace  ...  it  was  not  until  1871  that  Massachu- 
setts courts  ruled  that  a man  had  no  right  to  beat  his  wife  . ...”  1 

Even  before  that  ruling,  a man  could  not  beat  a stranger 
with  legal  impunity. 

Violence  is  not  restricted  to  married  people.  Couples 
living  together  or  even  those  in  dating  relationships  some- 
times come  to  blows  or  worse.  Boyfriends  have  injured 
their  girlfriends,  and  the  affianced  have  harmed  those 
they  say  they  love.  The  abuse  of  ex-spouses  is  also  not  un- 
common. 

Violence  is  not  defined  by  social  or  economic  classes. 
The  educated,  the  well-to-do,  the  so-called  social  elite  are 
far  from  free  of  this  calamity.  One  study2  states  that: 

It  is  estimated  that  in  one  of  two  marriages  at  least  one  episode  of 
violence,  probably  more,  will  occur.  In  one  out  of  four  marriages 
the  violence  will  be  ongoing,  with  five  or  more  episodes  per  year. 
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At  the  extreme,  episodes  will  happen  monthly,  or  even  more  fre- 
quently. 

These  data  are  echoed  by  Lenore  Walker,3  who  has 
written  extensively  on  battered  women  and  has  said, 
“Some  observers  including  myself  estimate  that  as  many 
as  50%  of  all  women  will  be  battering  victims  at  some 
point  in  their  lives.”  The  accuracy  of  these  data  is  hard  to 
determine,  or  believe,  but  the  existence  of  battering  is  cer- 
tainly widespread. 

The  idea  of  Maggie  throwing  a rolling  pin  at  Jiggs  in  the 
comics  may  have  inspired  laughter,  but  violence  on  the 
part  of  any  person  toward  another  is  not  truly  funny.  The 
magazine  Insight 4 published  an  article  on  abuse  directed 
by  wives  towards  their  husbands.  Sources  cited  in  this  arti- 
cle confirmed  some  of  the  findings  of  a Canadian  study;5 
for  example,  “It  may  come  as  some  surprise  to  find  that  a 
higher  proportion  of  women  (22.6%)  hit  or  throw  things 
than  men  (14.6%).”  That  article  in  turn  quoted  an  article 
written  in  the  United  States,  which  stated  that  “the  num- 
ber of  women  who  throw  things  is  twice  as  large  as  the 
number  of  husbands  who  throw  things.  Kicking,  hitting, 
and  threatening  with  knife  or  gun  also  was  higher  for 
wives,  but  pushing,  shoving,  slapping,  beating  up  and  us- 
ing a knife  or  gun  was  higher  for  husbands.”  It  seems  clear 
that  not  all  such  behavior  is  in  response  to  the  battering 
man;  some  women  are  batterers.  Nonetheless,  men  injure 
women  more  often  than  women  injure  men. 

Spouse  Abuse 

Violence  of  person  against  person  is  not  just  an  issue  of 
sexual  politics,  although  in  many  cases  that  is  exactly 
what  is  operative.  The  term  “politics”  is  used  here  to  de- 
note power.  For  many  batterers,  the  need  to  demonstrate 
power  over  someone  not  as  strong  is  a prime  motive  for 
this  behavior.  Clearly,  one  would  have  to  have  a persistent 
and  inner  sense  of  being  helpless  and  unlovable,  at  the 
mercy  of  others,  in  order  to  need  to  demonstrate  its  oppo- 
site so  forcibly. 

A second  factor  is  the  sense  of  wounded  narcissism.  For 
some  people,  the  apparent  love  objects  are  not  seen  as  tru- 
ly independent  humans  beings,  but  as  parts  of  the  self. 
When,  as  sometimes  happens  in  separation  or  divorce,  the 
spouse  demonstrates  that  he  or  she  is  in  fact  an  individual, 
the  narcissist  responds  with  rage.  For  him,  it  is  as  if  a part 
of  his  being,  his  self,  has  been  ripped  away,  causing  him 
intolerable  pain,  which  he  wishes  to  inflict  by  way  of  re- 
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venge  on  the  one  who  has  dared  to  behave  independently. 

A third,  very  important,  factor  in  this  type  of  abuse  is 
the  need  for  control  on  the  part  of  the  batterer.  He  must 
control  nearly  all  aspects  of  his  spouse's  life.  Some  women 
report  needing  their  husband’s  permission  to  shop  with 
friends  or  spend  the  day  with  other  mothers  and  children. 
This  need  for  control  of  the  spouse  often  appears  in  the 
guise  of  jealousy,  which  the  controlling  spouse  presents  as 
evidence  of  the  intensity  with  which  he  “loves”  the  other. 
This  need  for  control  is  sometimes  exerted  more  strongly 
by  control  over  the  pocketbook:  the  appearance  of  a mani- 
festation of  financial  independence  on  the  part  of  a wife 
may  be  the  precipitant  for  an  episode  of  battering. 

Any  division  between  these  three  areas — power,  narcis- 
sism, and  control — is  arbitrary,  since  they  may  coexist  or 
overlap. 

What  of  the  victim?  Too  often,  the  victim  is  blamed  by 
being  tagged  with  the  label  of  “masochist,”  as  if  she  in- 
variably provokes  her  spouse  into  abusing  her.  It  is  certain 
that  this  does  occur  in  some  cases,  but  in  all  likelihood 
represents  the  minority  of  battered  wives.  Society  often 
asks  why  a wife  stays  in  a relationship  with  a batterer. 
Walker3  described  a syndrome  existing  in  many  battered 
women  which  she  calls  “learned  helplessness.”  Three 
stages  commonly  occur  in  battering:  the  first  is  tension 
building  in  the  relationship,  in  which  the  husband  be- 
comes angrier  and  angrier.  Often,  the  wife  attempts  to 
pacify  him  while  trying  to  shield  her  children  from  his 
developing  rage,  but  this  rarely  suffices  to  avert  the  com- 
ing storm.  The  second  stage  is  that  of  the  acute  battering 
incident  itself.  This  ushers  in  the  third  phase,  that  of  kind- 
ness and  contrition  on  the  part  of  the  batterer,  with  repeat- 
ed expressions  of  apology  and  promises  that  nothing  like 
this  will  ever  happen  again.  Protestations  of  love  serve  to 
try  to  make  things  better,  and  there  is  a rise  in  hopeful 
expectations  that  this  is  finally  the  end  of  it  all. 

For  many  women,  a point  is  reached  at  which  the  prom- 
ises are  no  longer  enough.  The  woman  may  go  to  the  police 
for  help  or  use  other  resources.  The  police  may  be  reluc- 
tant to  interfere  in  family  violence,  in  part  because  of  the 
apparently  mistaken  belief  that  they  are  more  at  risk  in 
these  situations  than  in  usual  criminal  cases,  and  in  part 
because  of  the  common  societal  attitude  that  what  hap- 
pens within  a family  setting  should  remain  private.  These 
attitudes  are  slowly  being  changed,  and  some  jurisdictions 
now  insist  that  family  violence  is  a matter  for  the  criminal 
justice  system  and  not  for  the  family  courts  alone.  The  law 
in  New  York  State  includes  jurisdiction  by  both  family 
and  criminal  courts,  and  states  the  following: 

The  family  court  and  the  criminal  courts  shall  have  concurrent 
jurisdiction  over  any  proceeding  concerning  acts  which  would 
constitute  disorderly  conduct,  harassment,  menacing,  reckless 
endangerment,  assault  in  the  second  degree,  assault  in  the  third 
degree  or  an  attempted  assault  between  members  of  the  same 
family  or  household  . . .6 

The  laws  do  not  always  protect  the  victim  as  well  as  they 
should.  Okun7  commented  that,  “ . . . many  shocking  trav- 
esties of  sentencing  occur.  A Kansas  case  in  1982  saw  a 
convicted  woman-batterer  sentenced  to  buy  his  wife  a box 
of  chocolates  . . . .The  legal  profession  is  hardly  alone  in 
ignoring  or  disserving  the  battered  woman.”  He  added  the 


fields  of  medicine,  mental  health,  and  religion  to  those 
that  often  prefer  to  look  the  other  way.  We  in  medicine, 
psychiatry,  and  related  fields  are  often  the  first  to  learn  of 
a person’s  having  been  battered.  In  addition  to  providing 
appropriate  medical  care,  the  doctor  should  know  of  the 
options  available  to  the  victim  and  should  make  these 
known.  For  example,  the  New  York  State  Department  of 
Social  Services  publishes  a small  booklet  entitled  The 
Handbook  for  Beaten  Women8  which  lists  alternative 
means  of  action.  Emergency  shelters  are  available.  There 
is  a Domestic  Violence  Hotline  with  a toll-free  number 
which  can  advise  of  service  programs.  Victims  service 
agencies  may  be  called.  Police  may  be  called.  The  person 
may  go  to  family  court  to  obtain  an  order  of  protection  or 
other  legal  remedies. 

Working  with  the  battering  man  may  raise  unexpected 
ethical  problems  for  the  treating  physician.  Episodes  of 
violence  occur,  sometimes  predictably,  after  drinking  or 
the  use  of  other  drugs.  Bland  and  Orn5  stated  that,  “Par- 
ticularly high  rates  of  violence  are  found  in  those  where 
alcoholism  is  combined  with  antisocial  personality  disor- 
der and/or  recourse  to  depression.”  Assuming  that  the 
doctor  is  trying  to  help  the  alcoholic  or  drug-abusing  pa- 
tient, should  the  spouse  be  told  that  she  may  be  beaten? 
Should  law-enforcement  agencies  be  notified?  If  the  doc- 
tor knows  of  the  existence  of  an  order  of  protection  and  is 
told  by  the  patient  of  his  intent  to  go  to  the  spouse’s  home 
in  spite  of  such  an  order,  how  should  the  physician  deal 
with  this?  Should  an  agency  or  spouse  be  told  of  the  bat- 
terer’s failure  to  appear  for  treatment? 

These  issues  involve  questions  relating  to  the  confiden- 
tiality of  the  physician-patient  relationship  as  measured 
against  the  likelihood  of  harm  to  another.  We  are  often 
faced  with  the  possibility  that  one  who  is  in  need  of  treat- 
ment to  prevent  battering  may  not  enter  treatment  be- 
cause of  concerns  that  information  or  knowledge  of  his 
behavior  will  not  be  kept  confidential. 

Some  physicians  feel  that  the  best  advice  to  give  to  the 
battered  spouse  is  to  bring  the  police  into  the  situation  as 
quickly  as  possible.  Experience  has  shown,  repeatedly, 
that  most  cases  of  spouse  abuse,  if  unchecked,  not  only  do 
not  disappear  but  escalate  into  increasing  danger.  Involve- 
ment of  law-enforcement  agencies  can  demonstrate  more 
forcibly  than  any  other  way  that  spouse  beating  behavior 
is  taken  very  seriously  and  must  be  stopped  forthwith. 

Ultimately,  as  a concerned  member  of  the  society,  the 
physician  shares  responsibility  for  trying  to  interrupt  cy- 
cles of  family  violence.  The  child-witness  of  parental  vio- 
lence may  well  become  the  batterer  of  the  next  generation, 
each  generation  giving  rise  to  increasing  injury.  We  are 
awash  in  violence.  It  permeates  our  airwaves  and  televi- 
sion sets,  our  movies  and  plays,  and,  most  sadly,  our  news- 
papers. The  death  of  an  adolescent  girl  in  Central  Park  at 
the  hands  of  another  adolescent  or  that  of  an  innocent  per- 
son by  the  bullet  of  a drug  merchant  are  tragic  occur- 
rences. Our  own  sense  of  responsibility  must  lead  us  to  do 
what  we  can  within  the  family  to  help  treat  spouse  abuse 
and  to  prevent  unnecessary  and  tragic  death. 
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Torture  and  health  care  professionals 

Leslie  R.  Plachta,  md 


Torture  is  a significant,  and  at  times  devastating  medical 
problem  affecting  large  areas  of  the  globe  today.  The  vast 
number  of  refugees  flowing  from  such  areas  to  more  hos- 
pitable lands  makes  the  concern  about  torture’s  effects 
and  treatment  even  more  widespread.  This  paper  attempts 
to  put  the  various  aspects  of  torture  in  context  for  health 
care  professionals. 

What  Constitutes  Torture? 

In  1975,  the  General  Assembly  of  the  United  Nations 
adopted  the  Declaration  on  the  Protection  of  All  Persons 
from  Being  Subjected  to  Torture  and  Other  Cruel , Inhu- 
man or  Degrading  Treatment  or  Punishment.  Article  1 
states, 

1 . For  the  purpose  of  this  Declaration,  torture  means  any  act 
by  which  severe  pain  or  suffering,  whether  physical  or  mental,  is 
intentionally  inflicted  by  or  at  the  instigation  of  a public  official 
on  a person  for  such  purposes  as  obtaining  from  him  or  a third 
person  information  or  confession,  punishing  him  for  an  act  he  has 
committed  or  is  suspected  of  having  committed,  or  intimidating 
him  or  other  persons.  It  does  not  include  pain  or  suffering  arising 
only  from,  inherent  in  or  incidental  to,  lawful  sanctions  to  the 
extent  consistent  with  the  Standard  Minimum  Rules  for  the 
Treatment  of  Prisoners. 

2.  Torture  constitutes  an  aggravated  and  deliberate  form  of 
cruel,  inhuman  or  degrading  treatment  or  punishment. 1(p29) 

The  Standard  Minimum  Rules  (adopted  1958)  include 
Rules  31  and  32: 

31.  Corporal  punishment,  punishment  by  placing  in  a dark 
cell,  and  all  cruel,  inhuman  or  degrading  punishments  shall  be 
completely  prohibited  as  punishments  for  disciplinary  offences. 

32.  (1)  Punishment  by  close  confinement  or  reduction  of  diet 
shall  never  be  inflicted  unless  the  medical  officer  has  examined 
the  prisoner  and  certified  in  writing  that  he  is  fit  to  sustain  it. 

(2)  The  same  shall  apply  to  any  other  punishment  that  may  be 
prejudicial  to  the  physical  or  mental  health  of  a prisoner.  In  no 
case  may  such  punishment  be  contrary  to  or  depart  from  the 
principle  stated  in  rule  31. 

(3)  The  medical  officer  shall  visit  daily  prisoners  undergoing 
such  punishments  and  shall  advise  the  director  if  he  considers  the 
termination  or  alteration  of  the  punishment  necessary  on 
grounds  of  physical  or  mental  health. 1(p39) 


Address  correspondence  to  Dr  Plachta,  Family  Practice  Group,  2464  Massachu- 
setts Ave,  Cambridge,  MA  02140. 


Note  that  psychological  torture  is  given  equal  footing  with 
physical  torture. 

Torture  in  History 

Every  nation  has  practiced  torture  at  one  time  or  anoth- 
er in  its  history. 2(p27)  To  review  briefly  the  history  of  this 
practice  in  the  West,3-5  Ancient  Greece  and  Rome  for- 
bade the  torture  of  citizens.  However,  in  Athens  a 
slave’s  testimony  was  not  considered  reliable  unless  he  had 
been  tortured,  and  likewise  in  Rome.  Civil  and  criminal 
courts  sanctioned  the  use  of  torture  on  slaves  in  order  to 
obtain  confessions  and  permitted  masters  to  use  torture  to 
discipline  slaves.  Toward  the  end  of  the  Roman  Empire, 
the  use  of  torture  began  to  encroach  on  the  non-slave  as 
well.  With  the  rise  of  Christianity  the  practice  fell  into 
disuse,  as  the  Church  opposed  it.  In  medieval  times,  the 
emphasis  on  confessions  as  uniquely  valuable  evidence  of 
crime  brought  the  practice  back,  and  by  the  1 1th  century 
it  had  reappeared  in  secular  law.  The  Roman  Catholic 
Church’s  fear  of  growing  heresy  led  to  the  Inquisition,  and 
Pope  Innocent  IV  in  1252  formally  authorized  the  use  of 
torture  in  interrogation.  The  European  witch-hunts  cul- 
minated in  1 560- 1 660.  Moving  into  the  1 8th  century  and 
the  Enlightenment,  the  voices  against  torture  dominated. 
A series  of  actions  practically  eliminated  its  use,  such  as 
the  English  Bill  of  Rights  in  1 689,  the  abolition  of  torture 
in  France  in  1789,  the  same  in  Russia  in  1801,  and  the 
formal  forbidding  by  papal  bull  in  Catholic  countries  in 
1816. 

It  was  not  until  the  Second  World  War  that  the  issue 
again  came  glaringly  to  the  fore,  with  the  horrors  of  the 
Holocaust.  The  victors  of  that  war  saw  themselves  as  rep- 
resentatives of  the  best  of  Western  civilization  with  its  hu- 
manist tradition,  on?  of  its  values  being  the  abolition  of 
torture.  This  principle  found  its  way  into  the  postwar  dec- 
larations on  human  rights  and  laws  of  war  without  any 
dissent  or  debate. 2(p3°) 

The  West 

Most  Americans  no  doubt  feel  the  United  States,  as 
leader  of  the  Free  World,  stands  untainted  by  allegations 
of  torture.  Several  countries  on  “this  side”  of  the  iron  cur- 
tain, however,  have  been  called  to  account  in  recent  years; 
Great  Britain  for  its  handling  of  prisoners  in  Northern 
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Ireland,  and  France  for  torture  during  its  conflict  in  Alge- 
ria. 

Indeed,  the  United  States  itself  bears  a certain  responsi- 
bility for  the  widespread  occurrence  of  torture  in  the  many 
countries  that  it  supports  around  the  world,  especially  in 
Latin  America. 

The  main  exporter  of  cold-war  ideas,  the  principal  source  of  the 
belief  that  dissent  must  be  crushed  by  every  means  and  any 
means,  has  been  the  United  States.  Our  indoctrination  of  foreign 
troops  provided  a justification  for  torture  in  the  jail  cells  of  Latin 
America.  First  in  the  Inter-American  Police  Academy  in  Pana- 
ma, then  at  the  more  ambitious  International  Police  Academy  in 
Washington,  foreign  policemen  were  taught  that  in  the  war 
against  international  communism  they  were  the  “first  line  of  de- 
fence.”6 

Brazil,  for  example,  was  the  largest  recipient  in  South 
America  of  US  arms  transfers  between  1966  and  1975, 
and  of  police  equipment  and  training  under  the  US  Public 
Safety  Program  of  1961-1973. 7(p70) 

Serious  charges  that  US  advisors  working  in  Brazil  and  Uruguay 
in  the  late  1 960s  for  the  Office  of  Public  Safety  of  the  Agency  for 
International  Development  (AID)  had  trained  Brazilian  and 
Uruguayan  security  personnel  in  “harsh  interrogation  tech- 
niques” prompted  the  US  Congress  to  terminate  the  agency’s 
Public  Safety  Program  in  1975.5(pll> 

Should  Torture  Be  Allowed? 

This  question  can  be  answered  in  a number  of  ways,  and 
the  context  in  which  it  is  placed  will  help  determine  the 
answer  obtained.  The  legal  question  and  the  medical-ethi- 
cal concerns  are  addressed  in  later  sections. 

The  general  ethical  question  is  much  too  complex  to  do 
justice  to  here.  In  order  not  to  ignore  completely  such  a 
fundamental  issue,  however,  let  me  state  some  of  the  more 
commonly  used  arguments  in  support  of  torture:  It  is  ex- 
pedient for  the  extraction  of  information;  the  interroga- 
tor’s credence  in  the  information  he  is  getting  is  reinforced 
if  the  victim  does  not  change  the  story  under  torture;  it  is 
often  committed  not  so  much  to  menace  the  particular 
victim  as  it  is  to  threaten  those  whom  he  will  tell  of  his 
treatment. 

Michael  Levin,8  Professor  of  Philosophy  at  the  City 
College  of  New  York,  stated  the  following: 

there  are  situations  in  which  it  is  not  merely  permissible  but  mor- 
ally mandatory  to  torture.  Suppose  a terrorist  has  hidden  an 
atomic  bomb  on  Manhattan  Island  which  will  detonate  at  noon 
on  July  4 unless.  . .(here  follow  the  usual  demands  for  money  and 
release  of  his  friends  from  jail).  Suppose,  further,  that  he  is 
caught  at  10  am  that  fateful  day,  but — preferring  death  to  fail- 
ure— won't  disclose  where  the  bomb  is.  . . .If  the  only  way  to  save 
those  lives  is  to  subject  the  terrorist  to  the  most  excruciating  pos- 
sible pain,  what  grounds  can  there  be  for  not  doing  so?  I suggest 
there  are  none  . . . .Torture  only  the  obviously  guilty,  and  only  for 
the  sake  of  saving  innocents,  and  the  line  between  Us  and  Them 
will  remain  clear.  There  is  little  danger  that  the  Western  democ- 
racies will  lose  their  way  if  they  choose  to  inflict  pain  as  one  way 
of  preserving  order. 

But  what  of  the  following  scenarios?  A man  admits  to 
planting  a bomb;  torture  will  save  lives.  A man  is  suspect- 
ed of  planting  a bomb;  torture  will  reveal  it.  A man  has  a 
friend  suspected  of  planting  a bomb;  torture  will  lead  us  to 


the  suspect.  A man  has  dangerous  opinions  and  might  be 
thinking  of  planting  a bomb;  torture  will  reveal  his  plans. 
A man  knows  the  one  with  dangerous  opinions  and  proba- 
bly thinks  the  same;  torture  will  lead  us  to  still  others.  A 
man  has  refused  to  say  where  a suspect  is;  torture  will 
intimidate  others  who  might  do  the  same.9 

From  the  point  of  view  of  the  individual,  torture,  for 
whatever  purpose,  is  a calculated  assault  on  human  digni- 
ty, and  for  that  reason  alone  is  to  be  condemned  absolute- 
ly.'7(p7) 

The  Legal  Status  of  Torture 

Torture  is  not  permitted  under  international  law.2<PP37“ 
38)  This  is  the  position  arrived  at  by  the  New  York  State 
Second  Circuit  Court  of  Appeals  in  1 980,  stating  with  ref- 
erence to  the  United  Nations  Charter  that  although 

there  is  no  universal  agreement  as  to  the  precise  extent  of  the 
“human  rights  and  fundamental  freedoms”  guaranteed  to  all  by 
the  Charter, . . .there  is  at  present  no  dissent  from  the  view  that 
the  guarantees  include,  at  a bare  minimum,  the  right  to  be  free 
from  torture.10 

The  Charter  of  the  United  Nations  (1945)  speaks  of  a 
“faith  in  fundamental  human  rights,  in  the  dignity  and 
worth  of  the  human  person,  in  the  equal  rights  of  men  and 
women  and  of  nations  large  and  small,”  and  further  of 
“promoting  and  encouraging  respect  for  human  rights 
and  for  fundamental  freedoms  for  all  without  distinction 
as  to  race,  sex,  language,  or  religion.”11 

The  human  rights  provisions  of  the  UN  Charter  are  fur- 
ther defined  by  many  UN  documents,  among  the  most 
important  being  three  which  are  collectively  known  as  the 
International  Bill  of  Rights:  the  Universal  Declaration  of 
Human  Rights  (UDHR)  (1948);  the  International  Cove- 
nant on  Civil  and  Political  Rights  (ICCPR)  (1976);  and 
the  International  Covenant  on  Economic,  Social  and  Cul- 
tural Rights  (1976).  In  the  UDHR,  Article  5 states,  “No 
one  shall  be  subjected  to  torture  or  to  cruel,  inhuman  or 
degrading  treatment  or  punishment.”12  The  ICCPR  in 
Article  7 repeats  this  statement  and  adds,  “In  particular, 
no  one  shall  be  subjected  without  his  free  consent  to  medi- 
cal or  scientific  experimentation.”12^5! 

Other  international  declarations  and  treaties  ensuring 
the  illegality  of  torture  can  be  found  in  Table  I. 

The  Geography  of  Torture 

Clearly  a list  of  countries  in  which  torture  is  practiced 
on  a systematic  basis  will  change  with  time  as  conditions 

TABLE  I.  Declarations  and  Treaties  Condemning  Torture 

Global 

Universal  Declaration  of  Human  Rights  (1948)  Article  5 
Geneva  Conventions  (1949)  Common  Article  3 
UN  Declaration  on  the  Protection  of  All  Persons  from  Torture  and 
Other  Cruel,  Inhuman,  or  Degrading  Punishment  (1975)  Article  3 
International  Covenant  on  Civil  and  Political  Rights  (1976) 

Regional 

Council  of  Europe  Convention  for  the  Protection  of  Human  Rights  and 
Fundamental  Freedoms  (1950)  Article  3 
American  Convention  on  Human  Rights  (1969)  Article  5 (2) 

African  Charter  on  Human  and  Peoples’  Rights  (adopted  1981,  not  yet 
in  force).  Article  5 
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in  the  countries  listed  change.  This  can  be  seen  by  the  ex- 
ample of  Nicaragua.  Amnesty  International  reported  in 
its  1975  worldwide  survey  of  torture2  that  torture  was  car- 
ried out  in  the  Presidential  Palace  and  in  the  quarters  of 
the  national  guard  in  support  of  the  Somoza  family  and  its 
government.  In  its  1984  survey,7  Nicaragua  was  no  longer 
listed. 

To  give  a sense  of  the  very  widespread  nature  of  the 
problem  of  torture  in  this  decade,  listed  in  Table  II  are 
those  67  countries  singled  out  in  the  Amnesty  Internation- 
al report  Torture  in  the  Eighties1  in  which  systematic  tor- 
ture is  tolerated.  Due  to  obvious  reluctance  to  permit  the 
free  flow  of  this  information  in  some  countries,  even  this 
list  cannot  be  considered  exhaustive. 

Methods  of  Torture  and  the  Sequelae 

The  list  of  torture  types  (Table  III)  is  taken  mainly 
from  Goldfeld  et  al,13  in  turn  a compilation  of  six  series  on 
torture  victims  in  the  literature.  Goldfeld’s  article  also 
emphasizes  the  high  percentage  of  patients  who  suffered 
some  form  of  head  trauma  and  the  common  occurrence  of 
sexual  violation  among  tortured  women  and  female  ado- 
lescents. While  it  is  hoped  that  such  a list  will  make  more 
concrete  the  general  term  “torture,”  it  is  the  context  in 
which  each  of  these  punishments  occurs  that  is  the  essen- 
tial concern.  As  Roth14  points  out,  the  aim  of  all  torture  is 
psychological.  Torture  aims  at  degradation,  insult,  hu- 
miliation, often  in  the  form  of  sexual  abuse  or  abuse  of  a 
companion  or  family  member.  A torture  victim  from  Tur- 
key witnessed  a marrried  couple  being  tortured  together 
in  1981: 

In  the  presence  of  four  or  five  torturers  they  were  undressed  and 
made  totally  naked.  Their  blindfolds  were  removed.  A torturer 
would  play  with  the  genital  organs  of  the  wife,  squeezing  her 
breasts  and  caressing  her  hair  while  the  husband  watched.  The 
reverse  would  be  applied  to  the  husband.  While  his  wife  watched 
they  would  give  electric  shocks  to  his  penis,  hang  him  by  his  feet. 
They  would  threaten  to  rape  his  wife  unless  he  would  admit  the 
accusations  made  against  him.  This  was  one  of  the  tortures  that 
the  husband  could  not  bear.  And  because  of  that  he  would  admit 
a lot  of  crimes  that  he  did  not  commit. 7(pp  l920) 

There  is  evidence  that  children  have  been  made  to  witness 
the  torture  of  their  parents,  and  that  children  have  been 
tortured  in  front  of  their  parents  to  “make  the  parents 
talk.”15 

Jean  Paul  Sartre16  has  written  that  the  purpose  of  tor- 

TABLE  II.  Countries  in  Which  Torture  Has  Been  Reported, 
1980-19837 

Africa:  Angola,  Cameroon,  Chad,  Comoros,  Congo,  Djibouti,  Ethiopia, 
Gabon,  Ghana,  Guinea,  Kenya,  Lesotho,  Mali,  Mauritania,  Mozam- 
bique, Namibia,  Rwanda,  Somalia,  South  Africa,  Uganda,  Zaire, 
Zambia,  Zimbabwe 

The  Americas:  Argentina,  Bolivia,  Brazil,  Chile,  Colombia,  El  Salva- 
dor, Guatemala,  Guyana,  Haiti,  Honduras,  Mexico,  Paraguay,  Peru, 
Suriname,  Uruguay 

Asia:  Afghanistan,  Bangladesh,  China,  India,  Indonesia  and  East  Ti- 
mor, Korea  (Republic  of),  Pakistan,  Philippines,  Sri  Lanka,  Taiwan 
Europe:  Albania,  Italy,  Poland,  Romania,  Spain,  Turkey,  Union  of  So- 
viet Socialist  Republics,  Yugoslavia 
The  Middle  East  and  North  Africa:  Bahrain,  Egypt,  Iran,  Iraq,  Israel 
and  the  Occupied  Territories,  Libya,  Morocco  and  Western  Sahara, 
Saudi  Arabia,  Syria,  Tunisia 


TABLE  III.  Types  of  Torture1314 

Beating,  kicking,  striking  with  objects  (to  torso  and/or  genitalia  and/ 
or  head) 

Threats,  humiliation 

Application  of  electricity  (to  torso,  genitalia,  mouth)  with  pointed  elec- 
trodes, cattle  prods,  or  shock  baton 
Blindfolding 
Mock  execution 

Made  to  witness  others  being  tortured 

Submarino — submersion  of  head  in  water  (often  filthy  or  polluted  with 
excreta)  with  near  drowning 
Isolation  (over  48  hours) 

Starvation  (over  48  hours) 

Sleep  deprivation 

La  bandera — suspension  from  a rod  by  hands  and  feet 
Rape — mutilation  of  genitalia,  insertion  of  foreign  bodies  into  vagina 
or  rectum 

Burning — application  of  cigarettes,  electrically  heated  rods,  hot  oil, 
quicklime,  corrosive  acid 
Falanga — beating  the  soles  of  the  feet  with  rods 
Rope  bondage — tightening  of  ropes  over  hours 
Telephono — striking  of  blows  at  the  victim's  ears 
Forced  standing  (over  48  hours) 

Throwing  of  urine  or  feces  at  victim 
Medicine  administration  (nontherapeutic) 

Traction  alopecia  (lifting  by  hair) 

Needles  under  toenails  or  fingernails 

Deprivation  of  water — providing  only  filthy,  salty,  or  soapy  water 

Forced  extraction  of  teeth 

Prevention  of  urination  and  defecation 

Deprivation  of  medical  care 

Continuous  exposure  to  bright  light  or  noise 

Total  sensory  deprivation 

Cold  exposure 


ture  is  “not  only  the  extortion  of  confessions  of  betrayal, 
but,  the  victim  must  disgrace  himself  by  his  screams  and 
his  submission  like  a human  animal.  In  the  eyes  of  every- 
body and  in  his  own  eyes,  he  who  yields  under  torture  is 
not  only  to  be  made  to  talk,  but  is  also  to  be  marked  as  sub- 
human.” 

Since  1982,  torture  victims,  mainly  refugees,  have  been 
treated  at  the  Danish  Centre  for  the  Rehabilitation  of 
Torture  Victims.  A series  of  over  200  patients14  yielded 
the  data  presented  in  Table  IV.  Virtually  all  patients  seen 
in  the  Danish  study  had  emotional  difficulties,  most  com- 
monly poor  sleep,  nightmares,  inability  to  concentrate, 
poor  libido,  diffuse  anxiety,  and  general  depression. 

In  a study  by  Allodi  and  Cowgill,17  41  refugee  torture 
victims  entering  Canada  between  1977  and  1979  from 
Latin  America  were  interviewed.  The  great  majority  suf- 
fered from  somatic  complaints,  anxiety,  and  depression. 
Three  quarters  had  objective  evidence  of  physical  dam- 
age. Four  attempted  suicide. 

Allodi18  surveyed  three  studies  of  the  psychiatric  effects 
in  children  and  families  of  political  persecution  and  tor- 
ture. He  found  that  the  children  reacted  most  commonly 
with  social  withdrawal,  chronic  fear,  depressive  moods, 
clinging  and  overdependent  behavior,  sleep  disorders,  so- 
matic complaints,  and  an  arrest  or  regression  in  social 
habits  and  school  performance  (most  of  these  children 
were  under  six  years  of  age).  Remarkably,  he  noted  reac- 
tions of  anger  against  the  torturers  in  none  of  the  torture 
victims.  “Most  commonly  the  victims  were  bewildered  by 
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TABLE  IV.  Sequelae  of  Torture14 

Neurologic  or  mental  sequelae 
Anxiety,  depression,  fear 
Lability,  introversion 
Lethargy,  fatigue 
Loss  of  memory 
Inability  to  concentrate 
Sleep  difficulties 
Nightmares 
Headaches 
Visual  disturbances 
Vertigo 
Paresthesias 
Sexual  disturbances 

Somatic  and  psychosomatic  sequelae 
Gastrointestinal  disorders 
Skin  lesions 
Joint  pains 

Cardiopulmonary  problems 

Gait  disturbances 

Pains  related  to  specific  traumas 


the  cruelty  of  their  oppressors  and  deeply  ashamed  and 
humiliated,  which  suggests  that  the  main  aim  of  torture, 
the  humiliation  and  dehumanisation  of  the  victim,  had 
been  achieved.”18 

Are  Health  Professionals  Directly 
Involved  in  Torture? 

A Working  Party  of  the  British  Medical  Association 
Council  reviewed  evidence  addressing  this  issue,  which 
was  published  in  1986  in  The  Torture  Report ,19  The  fol- 
lowing review  highlights  the  pertinent  findings. 

The  Working  Party  found  instances  in  several  countries 
of  physicians  examining  detainees  immediately  prior  to 
torture.  In  Chile  and  Turkey,  in  some  cases  the  degree  of 
torture  a detainee  was  considered  able  to  withstand  was 
certified.  In  Uruguay,  it  was  similarly  found  that  exami- 
nations were  used  to  avoid  deaths  from  torture,  in  a sense 
protecting  the  torturer  from  outright  murder.20 

The  Working  Party  found  evidence  that  health  profes- 
sionals were  monitoring  torture  and  ignoring  clear  evi- 
dence of  torture  in  their  patients.  In  Uruguay,  a male 
nurse  was  always  on  duty  during  torture  sessions,  and  a 
doctor  was  available.  In  Brazil,  Uruguay,  and  other  coun- 
tries, physicians  have  falsified  examination  records  and 
death  certificates  to  hide  torture.21 

The  Committee  for  the  Defence  of  Human  Rights  in 
Uruguay  reported  that  a School  of  Intelligence  was  set  up 
in  Montevideo  in  1975  which  ran  “practical  courses  in  tor- 
ture.” These  courses  were  attended  by  officers  from  El 
Salvador,  Guatemala,  Costa  Rica,  and  Paraguay.  Stu- 
dents took  part  in  torturing  detainees  brought  in  for  that 
purpose.  The  detainees  often  lost  consciousness,  and  the 
course  doctor,  a major  in  the  army,  would  revive  the  vic- 
tims so  that  they  could  be  tortured  again. 

The  Colegio  Medico  de  Chile  has  evidence  against  sev- 
eral physicians  and,  despite  the  dictatorship  of  Pinochet, 
has  taken  disciplinary  action  against  physicians  found  to 
have  engaged  in  torture.  The  danger  such  an  approach 
holds  for  the  physicians  of  the  Colegio  was  dramatized  by 
the  fate  of  its  Secretary  General,  Francisco  Rivas  Larrain. 
In  a lecture  given  in  August  1 986  in  Copenhagen  at  a sym- 


posium on  doctors,  ethics,  and  torture  he  stated,  “During 
the  dictatorship,  over  80  physicians  directly  or  indirectly 
participated  in  acts  of  ill-treatment,  humiliation,  or  tor- 
ture; the  great  majority  of  those  physicians  belonged  to 
the  armed  forces  and  were  attached  to  the  security  agen- 
cies.”22 This  presentation  had  to  be  read  to  the  meeting  on 
Dr  Rivas  Larrain’s  behalf,  as  he  had  earlier  that  summer 
been  arrested  by  the  Chilean  authorities  on  unspecified 
charges. 

A general  practitioner  from  Damascus,  Syria,  reported 
being  tortured  during  29  months  of  imprisonment.  At  one 
point  a physician  called  a halt  to  a torture  session  telling 
the  torturer  that  the  victim  could  take  no  more.  The  next 
day  torture  caused  him  to  lose  consciousness  and  he  was 
brought  to  the  al-Mezza  military  hospital.  Two  days  later 
interrogation  resumed. 

The  case  of  Steven  Biko  of  South  Africa  has  become 
well  known.  The  black  rights  activist  failed  to  receive  ade- 
quate treatment  for  head  injuries  sustained  at  the  hands  of 
the  security  police,  physicians  allowing  him  to  travel  hun- 
dreds of  miles  by  police  jeep  instead.  Similar  evidence  of 
physicians  monitoring  torture  or  ignoring  its  signs  has 
been  noted  in  Colombia,  Spain,  Brazil,  and  Tanzania. 

The  Working  Party  found  evidence  that  physicians  take 
active  part  in  torture  itself.  The  medical  experiments  per- 
formed by  the  Axis  powers  during  the  Second  World  War 
are  a constant  reminder  of  the  vulnerability  of  the  medical 
profession.  The  case  of  the  Nazi  doctors  at  Auschwitz  and 
other  concentration  camps  has  been  widely  reported  in  the 
West.  On  the  Manchurian  Plain,  Japanese  army  doctors 
performed  experiments  on  Chinese  and  Korean  soldiers  in 
which  bubonic  plague,  cholera,  syphilis,  and  other  mi- 
crobes were  injected  to  compare  the  resistance  of  various 
nationalities  and  races  to  disease.  All  of  the  subjects  died. 

Currently,  it  is  through  the  field  of  psychiatry  that  phy- 
sicians are  most  directly  involved  in  abuse.  In  the  USSR, 
and  other  countries  to  a much  lesser  extent,  political  and 
other  dissidents  have  been  confined  to  psychiatric  hospi- 
tals for  varying  periods  of  time.  Reasons  for  this  involun- 
tary confinement  have  included  persistently  making  reli- 
gious craft  articles;  criticizing  the  government  in  the 
presence  of  workmates  and  other  private  citizens;  and  per- 
sistently seeking  permission  to  emigrate.  Alexei  Nikitin,  a 
mining  engineer,  was  confined  to  a psychiatric  hospital 
after  being  charged  with  “disseminating  anti-Soviet  pro- 
paganda” after  a series  of  attempts  by  Nikitin  to  protest 
unsafe  working  conditions  and  inadequate  overtime  pay. 
While  in  the  hospital,  he  received  a number  of  drugs  in- 
cluding sulfizine,  which  brings  on  intense  fever,  excruciat- 
ing pain,  convulsions,  and  disorientation.23 

Nikitin  was  one  of  55  dissidents  examined  by  the  psy- 
chiatrists Anatoly  Koryagin  and  Alexander  Volshano- 
vich,  members  of  the  unofficial  Working  Commission  to 
Investigate  the  Use  of  Psychiatry  for  Political  Purposes. 
Four  years  after  the  Commission  was  founded,  the  Soviet 
authorities  had  imprisoned  or  forced  into  exile  all  the 
Commission’s  members,  who  had  insisted  on  the  release  of 
dissidents  forcibly  confined  to  psychiatric  hospitals  for 
what  they  claimed  were  political  rather  than  genuine 
medical  reasons.  Koryagin  himself  suffered  many  brutal 
years  in  prison  before  emigration  to  the  West.24 

Psychiatrists  in  the  USSR  commonly  rely  on  a system 
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created  by  Dr  Andrei  Snezhnevsky,  director  of  the  Insti- 
tute of  Psychiatry  of  the  Academy  of  Medical  Sciences,  in 
their  approach  to  diagnosing  schizophrenia.  They  divide 
the  disease  into  three  forms — periodic,  shiftlike,  and  con- 
tinuous— and  these  in  turn  are  subtyped.  Within  the  con- 
tinuous form  is  the  subtype  “sluggish,”  with  characteris- 
tics including  neurotic  behavior,  self-consciousness, 
introspectiveness,  obsessive  doubts,  conflicts  with  paren- 
tal and  other  authorities,  and  “reformism.”  Since  schizo- 
phrenia is  a disease  in  which  the  sufferers  are  deemed  le- 
gally “not  responsible”  for  their  actions,  that  section  of 
the  USSR  penal  code  allowing  compulsory  medical  mea- 
sures for  such  patients  can  be  applied  to  all  persons  initial- 
ly charged  with  illegal  anti-state  activities  and  then  diag- 
nosed schizophrenic.25-26 

Bloch  and  Reddaway26  claim  to  have  documented  in 
their  book  Soviet  Psychiatric  Abuse  almost  500  cases  of 
dissenters  being  forcibly  hospitalized.  Apart  from  the 
above-mentioned  drug  therapy,  beatings,  insulin  shock 
therapy,  and  prolonged  isolation  have  been  used  in  these 
hospitals.27 

Reports  have  come  from  both  Iran  and  Iraq  of  medical 
personnel  draining  blood  from  prisoners  just  prior  to  exe- 
cution. In  Iraq,  a physician  states  he  was  aware  of  approx- 
imately 1,000  such  operations  in  1982  and  1983. 

I found  there  two  persons  in  a shocked  state.  . .and  who  exhibited 
air  hunger  with  rapid  thready  pulse  and  cold  clammy  skin.  The 
prison  doctor  told  me  that  those  prisoners  were  criminals  and 
that  he  bled  them  under  the  influence  of  hypnotic  drugs  in  order 
to  benefit  from  their  blood  before  they  are  executed.  The  doctor 
also  told  me  that  he  has  directives  from  security  headquarters  to 
use  this  method  with  important  political  persons  so  as  to  give  the 
reason  for  the  subsequent  death  as  “heart  failure.” 

Health  Professionals  as  Victims 

Physicians  can  themselves  fall  victim  to  human  rights 
violations  and  even  torture  as  a consequence  of  their  work. 
The  fate  of  Dr  Koryagin  was  noted  above.  Dr  Joel  Filar- 
tiga  runs  the  largest  private  rural  health  clinic  for  the  poor 
in  Paraguay.  “I  believe  that  all  people  have  a basic  human 
right  to  medical  care  and,  given  the  reality  that  all  but  a 
handful  of  doctors  refuse  to  leave  the  comforts  of  the  cities 
to  practice  medicine  in  the  countryside  it  was  the  only  de- 
cision I could  make  and  still  retain  my  integrity.”10^ 83) 

In  March  1976,  the  police  inspector  of  Asuncion, 
Americo  Pena-Irala,  suspecting  that  Filartiga  was  an  ac- 
complice of  a Paraguayan  guerrilla  group,  took  the  physi- 
cian’s 17-year-old  son,  Joelito,  to  a police  station  and 
taped  an  interrogation  session.  Pena  and  three  other  po- 
licemen beat  and  whipped  the  boy,  then  attached  elec- 
trodes to  his  fingers  and  penis  and  gave  him  electric 
shocks,  finally  causing  his  death  (no  evidence  against  Fi- 
lartiga was  obtained).  The  mutilated  corpse  was  given  to 
Joelito’s  sister.  In  the  ensuing  legal  case  one  witness  disap- 
peared, as  did  a Filartiga  family  member  trying  to  find 
her,  two  other  family  members  were  jailed,  and  Filartiga’s 
lawyer  was  disbarred.  Through  a unique  confluence  of 
events,  Filartiga  was  able  to  bring  suit  against  Pena  in 
New  York  State,  and  in  the  years  1980  to  1984  Filartiga 
won  a series  of  legal  decisions  (the  Second  Circuit  ruling 
referred  to  above  being  one  of  these)  and  finally  a large 
monetary  award. i0(pp  7910°) 


A 1988  circular  of  Amnesty  International  stated  that 
Joel  Filartiga  has  been  receiving  anonymous  telephone 
calls  threatening  him  and  his  family.  All  his  medical  in- 
struments were  stolen  in  late  1 987.  On  February  22,  1 988, 
a bus  collided  with  his  ambulance,  causing  him  numerous 
injuries.  A call  shortly  thereafter  said  this  was  a sample  of 
what  awaited  him.28 

What  Can  Be  Done  Against  Torture? 

A number  of  actions  can  be  taken  specifically  by  health 
care  workers,  alone  and  as  a group.  As  the  recent  review 
by  Goldfeld  et  al13  attests,  many  physicians  have  taken  a 
serious  and  long  term  interest  in  the  torture  victim  and  his 
or  her  treatment. 

There  are  several  medical  centers  around  the  world  that 
deal  specifically  with  the  torture  victim.  Major  interna- 
tional centers  for  research  and  treatment  are  located  in 
Copenhagen,  Toronto,  and  Minneapolis-St  Paul.29  A cen- 
ter for  the  rehabilitation  of  torture  victims  is  currently  be- 
ing organized  in  New  Jersey  under  the  direction  of  Dr  R. 
Krakauer. 

Many  scientists  have  been  able  to  put  their  specialized 
skills  in  the  service  of  human  rights  workers  fighting  tor- 
ture. Clyde  Snow,  a US  forensic  anthropologist,  has  aided 
the  search  for  the  “disappeared”  in  Argentina,  even  testi- 
fying about  the  identity  of  remains  of  victims,  sometimes 
found  in  mass  graves,  and  the  probable  causes  of  their 
death. 21(pp  no-H3),30  An  international  group  of  geneticists 
has  been  assisting  the  Grandmothers  of  the  Plaza  de 
Mayo,  a human  rights  group  in  Argentina,  search  for  chil- 
dren who  were  abducted  with  their  parents  or  born  in  de- 
tention and  later  separated  from  their  mothers  (who  were 
often  killed).  These  children  and  neonates  were  on  occa- 
sion adopted  by  the  very  tormentors  who  held  their  par- 
ents captive.  Through  sophisticated  hemogenetic  analysis 
true  grandpaternity  can  be  shown  to  99.9%  assurance  us- 
ing HLA  typing  alone,  and  the  children  can  be  returned  to 
their  true  families.31 

National  medical  organizations  can  take  a stand 
against  torture.  In  June  1986,  the  American  Medical  As- 
sociation adopted  Resolution  91,  “Persecution  of  Physi- 
cians for  Political  Reasons  and  Participation  by  Doctors 
in  Violations  of  Human  Rights,”  which  endorses  the  Dec- 
laration of  Tokyo  of  the  World  Medical  Association,  op- 
poses physician  participation  in  torture,  and  expresses  sol- 
idarity with  physicians  who  have  been  subjected  to  impris- 
onment or  torture  because  of  their  humanitarian  efforts  to 
improve  the  health  of  their  patients. 

Extremely  courageous  medical  associations  in  coun- 
tries such  as  Chile  and  Turkey  have  spoken  out  against 
unjust  practices  not  from  afar  or  after  the  fact  but  while 
still  living  under  oppressive  and  brutal  regimes. 

Several  international  professional  associations  have  re- 
cently adopted  Codes  of  Ethics,  often  explicitly  dealing 
with  torture.  The  Declaration  of  Tokyo  (World  Medical 
Association,  1975),  the  Declaration  of  Hawaii  (World 
Psychiatric  Association,  1 977),  and  the  Resolution  of  Sin- 
gapore: Role  of  the  Nurse  in  the  Care  of  Detainees  and 
Prisoners  (International  Council  of  Nurses,  1975)  are 
statements  by  doctors,  psychiatrists,  and  nurses  calling  for 
respect  for  patients'  human  rights  and  condemning  tor- 
ture. 
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More  specifically  focused  on  human  rights  concerns  are 
such  organizations  as  Amnesty  International  and  Physi- 
cians for  Human  Rights.  Amnesty  International,  active 
for  over  two  decades  and  now  comprising  over  500,000 
supporters  in  some  1 60  countries  and  territories,  has  as  its 
mission  universal  opposition  to  torture  and  execution,  fair 
trials  for  political  prisoners,  and  release  of  “prisoners  of 
conscience,”  people  detained  on  the  basis  of  their  beliefs, 
color,  sex,  ethnic  origin,  language,  or  religion  who  have 
not  advocated  violence.  Amnesty  International/USA  cur- 
rently has  a health  professional  network  open  to  all  con- 
cerned health  care  workers. 

Physicians  for  Human  Rights  is  a new  organization 
open  to  all  concerned  with  the  work  of  health  care  profes- 
sionals in  supporting  human  rights.  It  has  already  spon- 
sored missions  to  human  rights  trouble  spots  around  the 
globe. 

Thus,  even  this  brief  overview  suggests  the  extremely 
varied  activities  each  of  us  can  engage  in  to  bring  an  end  to 
torture  in  the  world  today. 
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Fetal  neglect  and  abuse 

Herman  M.  Risemberg,  md 


In  a modern  society,  the  phrase  “fetal  neglect  and  abuse” 
has  the  connotation  of  violent  acts  being  committed 
against  the  fetus.  Criminal  or  unlawful  harm  to  a preg- 
nant woman  with  secondary  damage  to  her  growing  em- 
bryo is  not  rare.  However,  improper  actions  on  the  part  of 
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the  mother  that  can  injure  the  fetus  are  more  common. 
Acts  of  this  nature  may  be  unintentional,  iatrogenic,  or 
deliberate. 

The  intrauterine  environment  is  designed  to  protect  the 
fetus  from  external  injury  and  to  assure  proper  nutrition 
and  disposal  of  catabolic  products.  Modern  developments 
such  as  food  processing,  “technological  progress,”  and 
even  medical  therapies,  however,  have  been  able  to  over- 
come the  uterine  protective  mechanisms.  Fetal  homeosta- 
sis is  heavily  dependent  on  the  maternal  habitat  and  is 
quite  susceptible  to  profound  damage.  After  fertilization 
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and  throughout  pregnancy,  the  fetus  may  be  subject  to  the 
effects  of  poor  maternal  nutrition  or  maternal  use  of  drugs 
including  alcohol  and  nicotine  from  cigarette  smoking.  It 
may  also  be  the  victim  of  harmful  teratogenic  effects. 

Injuries  can  damage  the  developing  fetus  in  varying  de- 
grees, depending  on  the  stage  of  development  of  the  em- 
bryo.1 For  example,  maternal  rubella  infection  during  the 
sixth  week  of  gestation  results  in  fetal  cataracts;  during 
the  ninth  week  and  thereafter,  in  deafness;  and  during  the 
fifth  to  the  tenth  weeks,  in  cardiac  defects  and  dental 
anomalies;  and  abnormalities  of  the  central  nervous  sys- 
tem are  seen  during  and  after  infections  in  the  second  tri- 
mester.2-3 

Development  of  Brain  Maturation 

Human  beings  are  differentiated  from  other  species  by 
their  intelligence.  Thus,  it  seems  useful  to  detail  the  pro- 
cess of  neuronal  and  glial  proliferation  and  neuronal  mi- 
gration. The  neuroblast  or  primitive  cell  undergoes  major 
proliferative  events  between  the  eighth  and  16th  weeks  of 
gestation.4  Glial  multiplication  peaks  from  the  20th  to  the 
40th  week.5-6  The  neuroblast  develops  into  the  bipolar 
neuroblast,  the  multipolar  neuroblast,  and  finally  into  the 
adult  cell  or  neuron.  The  cerebral  cortex  develops  from  the 
pallidum  (near  the  corpus  striatum).  The  neuroepithelial 
cells  release  wave  after  wave  of  neuroblasts  from  the  sub- 
ependymal region,  also  known  as  the  germinal  matrix. 
These  neuroblasts  migrate  and  the  cells  differentiate  into 
fully  mature  neurons.  Teratogenic  or  environmental  fac- 
tors, such  as  radiation,  anticonvulsants,  alcoholism,  ma- 
ternal smoking,  and  metabolic  errors,  may  have  a deleteri- 
ous effect  during  this  crucial  proliferative  stage. 

In  neuronal  migration,  millions  of  cells  move  from  the 
subependymal  area  to  their  zone  of  permanent  residency. 
The  peak  migration  occurs  from  the  third  to  the  fifth 
month,  but  it  may  be  detected  as  early  as  the  second 
month  and  beyond  the  fifth  month.  It  is  a highly  ordered 
process  that  may  be  profoundly  changed  under  the  action 
of  exogenous  factors.7  By  the  24th  week  of  gestation,  neu- 
ronal distribution  in  the  human  cerebral  cortex  is  essen- 
tially completed,  but  injury  or  death  of  neurons  may  occur 
up  to  the  moment  of  delivery  and  beyond.  Insults  that  af- 
fect the  fetal  brain,  including  hypoxia-ischemia,  malnutri- 
tion, and/or  the  effects  of  different  drugs,  have  been  well 
documented  in  animals8-10  and  in  man.11 

Since  the  embryo  and  the  fetus  are  very  susceptible  to 
harm,  there  is  an  understandable  concern  for  accountabil- 
ity. This  may  lead  to  a moral  and  legal  conflict  between 
the  constitutional  rights  of  the  parents  on  the  one  hand 
and  those  of  the  unborn  child  on  the  other. 

Criminal  Violence  Against  the  Pregnancy 

During  1986,  46  fetal  deaths  were  reported  in  New 
York  State  due  to  physical  assault  of  pregnant  women, 
leading  to  the  involuntary  termination  of  the  pregnancies. 
These  violent  acts  are  rarely  reported,  despite  the  fact  that 
feticide  is  a crime12  and  third  parties  responsible  for  the 
negligent  or  criminal  destruction  of  fetuses  are  criminally 
liable.  Although  laws  have  been  developed  to  protect  preg- 
nant women’s  interests,  such  laws  potentially  extend 
rights  to  an  unborn  fetus.  Civil  courts  in  almost  every  state 
recognize  the  rights  of  children  to  bring  claims  for  injuries 


inflicted  prior  to  birth  if  the  child  survives  the  abuse  and  is 
born  alive.  Because  the  third  party  is  often  a member  of 
the  family,  claims  are  rarely  brought  to  the  courts.  Proper 
education  and  information  gathering  may  provide  a more 
accurate  appraisal  of  this  type  of  violence. 

Deliberate  Acts  Against  the  Fetus 

A woman  has  constitutional  rights  to  autonomy  and 
privacy  with  respect  to  procreation.13  Nevertheless,  like 
any  other  right,  it  is  not  absolute.  Once  a woman  decides 
to  conceive  and  chooses  not  to  abort  the  conceptus  but  to 
continue  the  pregnancy,  she  becomes  legally  and  morally 
obligated  to  bring  the  child  into  the  world  as  healthy  as 
possible,  and  the  viable  fetus  acquires  certain  rights.14  The 
mother’s  life  style  becomes  the  life  style  of  the  fetus,  and  it 
may  be  the  right  of  the  fetus  to  have  the  mother  conduct 
her  life  in  ways  that  do  not  adversely  affect  or  injure  it.  At 
the  same  time,  it  is  unreasonable  to  force  a woman  to  re- 
frain from  all  contact  that  might  remotely  injure  her  fetus. 
An  individual  is  under  an  obligation  to  refrain  from  those 
actions  that  are  unreasonably  dangerous  to  others.  How 
much  knowledge  do  we  expect  a reasonable  person  to  have 
concerning  the  risks  to  an  unborn  fetus?  Unless  facts  are 
properly  balanced,  a woman  might  be  held  civilly  or  crimi- 
nally liable  for  fetal  injuries  that  are  due  to  maternal  neg- 
ligence, such  as  automobile  or  household  accidents;  failing 
to  eat  properly;  exposing  herself  to  infectious  diseases  or 
workplace  hazards;  engaging  in  inappropriate  or  ill-timed 
sexual  intercourse;  and  residing  at  high  altitudes  for  pro- 
longed periods.  All  of  these  possibilities  might  cause  the 
mother  to  live  in  constant  fear.  Nonetheless,  deliberate 
actions  that  result  in  severe  fetal  injuries,  such  as  the  use 
of  heroin  or  cocaine,  chronic  alcoholism,  and  heavy  smok- 
ing should  be  considered  unreasonable  and  injurious  in 
light  of  the  well  known  risks  to  the  fetus. 

Drug  Use.  Narcotism  is  primarily  caused  by  heroin, 
methadone,  and  cocaine  abuse.  Other  abusive  substances, 
however,  such  as  phencyclidine  (angel  dust)  and  airplane 
glue  are  potentially  dangerous  to  the  fetus.  A recent  re- 
view of  birth  certificates  during  1986  by  the  New  York 
City  Department  of  Health  Division  of  Biostatistics  re- 
vealed that  maternal  narcotism,  heroin,  methadone,  and 
cocaine  abuse,  was  mentioned  in  2,068  births  for  a rate  of 
17.0  per  1,000  live  births.  For  1978-1984,  mortality  for 
those  infants  was  40.0  per  1,000  live  births,  2.5  times  the 
overall  rate  for  New  York  City  (15.5/1,000  live  births). 
The  same  review  indicates  that  neonatal  morbidity  ex- 
pressed as  the  percent  of  infants  born  under  2,500  grams 
to  women  with  maternal  narcotism  is  almost  three  times 
as  high  as  it  was  citywide  (personal  communication.  New 
York  City  Department  of  Health).  The  dysmorphogenesis 
caused  by  narcotism  is  manifested  as  severe  intrauterine 
growth  retardation  and  in  many  instances  as  microcepha- 
ly.15 Postnatal  withdrawal  symptoms  in  the  fetus  are  al- 
most always  present,  and  reports  of  sudden  infant  death 
syndrome  following  prenatal  drug  abuse  are  increasing. 
Cocaine-abused  fetuses  may  be  born  with  renal  malfor- 
mations, and  even  one  single  intravenous  administration 
of  cocaine  may  cause  fetal  cerebral  cortical  atrophy.16 

A major  new  concern  is  the  high  frequency  of  human 
immunodeficiency  virus  (HIV)  seroprevalence  in  drug  ad- 
dicts. A 1987  study  of  newborns  conducted  by  the  New 
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York  State  Department  of  Health  revealed  that  of  the 
first  19,157  newborn  blood  specimens  taken  in  the  City  of 
New  York,  164  infants  were  HIV  antibody  positive. 

Alcoholism.  Alcoholic  women  are  known  to  give  birth 
to  infants  with  a conglomerate  of  symptoms  and  signs,  in- 
cluding growth  retardation,  microcephaly,  mental  defi- 
ciency, facial  abnormality,  and  malformations  of  the 
limbs  and  organs.17  Fetal  alcohol  syndrome  is  believed  to 
occur  once  in  every  750  to  1,000  births.18  Although  there 
are  no  reported  cases  in  children  of  moderate  drinkers, 
there  is  a broad  spectrum  of  alcohol-related  birth  defects, 
with  the  full-blown  syndrome  and  perinatal  death  at  one 
end  of  the  spectrum,  and  subtle  behavioral  anomalies  at 
the  other. 

New  York  State’s  Division  of  Alcoholism  and  Alcohol 
Abuse  published  a prevalence  report  in  October  198218  in 
which  it  stated  that  there  are  more  than  250,000  females 
in  New  York  State  considered  problem  drinkers,  in  the 
age  range  18  to  40  years.  Alcohol  abuse  is  the  most  com- 
mon drug  use  problem  among  American  youth.  Teenagers 
begin  drinking  as  early  as  ten  years  of  age,  and  recent 
national  surveys  indicate  that  more  than  50%  of  youth  re- 
port drinking  at  least  once  a week,  14.8%  are  classified  as 
heavy  drinkers,  and  50%  have  an  alcoholic  sibling  or  par- 
ent. 

There  are  one  million  teenage  pregnancies  in  the  United 
States  every  year.  In  1981,  more  than  10,000  babies  were 
born  in  New  York  to  mothers  ten  to  17  years  of  age,  an  age 
group  known  to  be  at  high  risk  because  of  heavy  alcohol 
abuse.  Yet,  the  glamorization  of  drinking  via  the  advertis- 
ing media  is  expanding,  and  some  commercials  dealing 
with  alcoholic  beverages  are  voted  as  most  appealing  in 
viewer  surveys. 

Smoking.  A surgeon  general’s  warning  printed  on  cig- 
arette packages  reads,  “Smoking  By  Pregnant  Women 
May  Result  in  Fetal  Injury,  Premature  Birth,  And  Low 
Birth  Weight.”  It  is  now  generally  accepted  that  maternal 
smoking  has  deleterious  effects  on  the  fetus.  Smoking  in- 
creases the  maternal  heart  rate  and  blood  pressure.  The 
fetal  heart  rate  also  increases  and  may  become  irregular. 
These  changes  are  associated  with  a decrease  in  placental 
blood  flow.  The  cardiovascular  changes  are  probably  sec- 
ondary to  the  nicotine  effect,  but  a rise  in  maternal  carbon 
monoxide  also  increases  fetal  carboxyhemoglobin  satura- 
tion producing  secondary  fetal  hypoxia.19 

Twenty-five  percent  or  more  of  infants  are  born  with 
moderate  to  severe  intrauterine  growth  retardation  if  the 
mother  smokes  ten  or  more  cigarettes  a day.  Although  it  is 
a well  documented  fact  that  cigarette  smoking  is  hazard- 
ous to  human  health,  a glance  at  one’s  favorite  newspaper 
or  magazine  still  reveals  advertising  that  can  have  a signif- 
icant impact  and  influence  on  one's  smoking  habits. 

The  United  States  courts  have  begun  to  process  law- 
suits involving  wrongful,  deadly,  or  handicapping  condi- 
tions attributed  to  narcotism,  alcoholism,  and  smoking. 

Iatrogenic  Fetal  Damage 

During  the  course  of  a pregnancy,  maternal  illness  may 
require  the  administration  of  medications.  Historically, 
we  learned  from  thalidomide  and  tetracycline  how  indi- 
cated medications  present  in  the  mother’s  bloodstream 
could  cause  serious  fetal  malformations.  Some  of  the  nox- 


ious effects  may  occur  years  after  prenatal  administra- 
tion, as  was  seen  with  diethylstilbestrol  (DES). 

A delicate  balance  between  the  benefits  to  the  mother 
and  the  teratogenic  or  adverse  effects  on  the  fetus  must  be 
individualized  for  each  patient  before  a prenatal  treat- 
ment is  prescribed.  A special  report  by  the  Perinatal  Col- 
laborative Projects20  was  widely  distributed  and  contains 
much  important  information  relevant  to  this  issue. 

The  fetus  is  most  susceptible  to  the  teratogenic  effects 
of  drugs  prior  to  the  45th  day  after  conception.  Antimicro- 
bials, antiparasitics,  antipyretics,  sedatives,  anticonvul- 
sants, diuretics,  vitamins,  hormones,  and  radiologic  diag- 
nostic contrast  material  should  be  used  with  caution 
because  all  may  adversely  affect  the  fetus. 

Gingivitis  and  dental  caries  are  not  uncommon  occur- 
rences during  pregnancy.  To  avoid  them  and  the  need  for 
dental  anesthesia,  young  women  of  child-bearing  age 
should  be  advised  to  maintain  dental  fitness  and  good  oral 
hygiene.  Relative  analgesia  (nitrous  oxide  sedation)  is 
commonly  used  in  dentistry  but  has  been  reported  to  cause 
teratogenic  effects  in  animals  if  used  in  the  first  trimes- 
ter.21 The  federal  Food  and  Drug  Administration,22  in  dis- 
cussing the  occupational  hazards  of  chronic  exposure  to 
nitrous  oxide  for  female  health  workers  of  child-bearing 
age,  notes  an  increase  in  spontaneous  abortion  rates 
among  this  population.  A similar  increase  in  spontaneous 
abortions  has  been  reported  in  wives  of  dentists  using  ni- 
trous oxide  anesthesia  in  their  practices.  At  present,  the 
use  of  nitrous  oxide  during  the  first  trimester  of  pregnancy 
should  be  discouraged. 

Environmental  Causes  of  Birth  Defects  in 
Humans 

Ionizing  radiation  was  the  first  environmental  agent 
known  to  cause  teratogenic  complications  in  humans.  Peo- 
ple exposed  to  radiation  at  Hiroshima  and  Nagasaki  re- 
ported a higher  than  expected  frequency  of  congenital  ab- 
normalities in  their  offspring.  Exposure  of  pregnant 
women  to  x-rays  should  be  avoided. 

Methyl  mercury  and  polychlorinated  biphenyl  (PCB) 
are  found  in  ocean  and  lake  fish,  and  mothers  who  eat 
large  amounts  of  fish,  although  not  affected  themselves, 
may  give  birth  to  infants  affected  by  the  chemicals.  Thus, 
during  pregnancy,  women  should  avoid  swordfish,  marlin, 
tuna,  halibut,  red  snapper,  mackerel,  fresh  water  trout, 
bass,  and  pike. 

Lead  may  be  a contaminant  of  drinking  water,  and  re- 
cent studies  have  shown  that  low-level  fetal  lead  exposure 
may  have  a negative  effect  on  neurobehavioral  develop- 
ment during  early  infancy.23 

Effects  of  Aerobic  Exercises  on  the 
Pregnant  Woman  and  Fetus 

The  quest  for  physical  fitness  lures  lay  people  as  well  as 
the  medical  profession.  It  is  common  practice  to  advise 
women  who  have  exercised  prior  to  pregnancy  to  continue 
to  do  so  and  women  who  lead  a more  sedentary  life  style  to 
begin  exercising.  However,  hormonal  changes  cause  con- 
nective tissue  and  ligaments  to  stretch  more  easily,  mak- 
ing articulations  more  prone  to  injury.  Studies  on  the  ef- 
fects of  aerobic  exercise  in  pregnancy  have  shown  a 
decrease  in  the  uterine  blood  flow  during  exercise;  an  in- 
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crease  in  arterial  epinephrine  and  norepinephrine  levels; 
an  increase  in  oxygen  consumption;  a significant  decrease 
in  blood  glucose;  and  an  increase  in  maternal  tempera- 
ture.24 Consequently,  exercise  should  be  attempted  only 
after  receiving  the  proper  medical  supervision.  Brisk 
walking,  swimming,  and  bicycling  are  probably  the  safest, 
if  done  in  moderation. 

Nutrition  and  Pregnancy 

The  recommended  weight  gain  for  the  entire  pregnancy 
is  20  to  30  pounds  for  normal-weight  women.  It  is  impor- 
tant to  have  a properly  balanced  diet,  but  unfortunately 
the  eating  habits  of  Americans,  especially  the  young,  are 
not  necessarily  optimal  for  a healthy  pregnancy.  The  ten- 
dency to  eat  “fast”  foods  may  be  complicated  by  the  fact 
that  in  the  next  several  years  American  companies  will  be 
introducing  a number  of  synthetic  food  additives  to  the 
market  which  are  primarily  substitutes  for  sugars  and 
fats. 

We  incorporate  coffee  into  our  regular  diet  with  the 
misconception  that  it  is  a safe  drink.  However,  a 1987 
study  of  the  relationship  between  low  birth  weight  and 
caffeine  consumption  during  pregnancy  indicated  that 
maternal  caffeine  intake  affects  the  birth  weight  of  the 
child,  causing  growth  retardation,  but  only  if  the  mother 
ingests  more  than  300  mg  of  caffeine  daily  (three  cups  of 
coffee,  tea,  soft  drinks,  etc).25  The  number  of  products  on 


FIGURE  1.  Poverty  is  the  most  important  cause  of  abuse  to  the  fetus, 
child,  or  person  of  any  age  (courtesy  of  David  Burnett,  Contact  Press 
Images  © 1988). 


the  market  that  contain  caffeine  without  any  warning  no- 
tice is  very  high. 

Nutritional  disorders  such  as  anorexia  nervosa  and  bu- 
limia have  been  shown  to  cause  fetal  malnutrition.  How- 
ever, malnutrition  among  pregnant  women,  especially  in 
the  low  socioeconomic  group,  accounts  for  the  most  com- 
mon and  important  cause  of  fetal  malnutrition,  and  it  may 
have  catastrophic  effects  on  the  developing  embryo.  Pov- 
erty is  abusive  to  fetuses,  children,  and  people  of  all  ages 
(Fig  1).  Hence,  it  is  our  responsibility  to  maintain  an  ef- 
fort to  eliminate  the  social  illnesses  that  affect  the  impov- 
erished in  our  communities. 
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Child  abuse:  The  physician’s  responsibility 


Vincent  J.  Fontana,  md 


Child  maltreatment  is  not  a new  phenomenon.  It  has  exist- 
ed since  the  beginning  of  time.  The  tales  of  children  being 
maltreated  and  battered  by  their  parents  abound  in  myth, 
legend,  and  literature.  The  Bible  has  references  to  divine 
destruction  of  the  firstborn,  offerings  of  children  to  a ca- 
pricious god,  and  the  child  as  a nuisance  to  be  abandoned 
or  a chattel  to  be  used  and  abused.  Both  Greeks  and  Ro- 
mans consigned  infants  to  death  by  exposure  or  cast  them 
adrift  on  a river.  In  other  civilizations,  children  were  muti- 
lated by  their  parents  to  inspire  sympathy  and  thereby  be 
more  successful  beggars.  Even  today  there  are  countries 
where  infants  are  discarded  at  birth  because  the  family 
has  too  many  mouths  to  feed,  the  child  is  defective,  or  the 
child  is  unwanted. 

The  problem  has  seen  many  brief  periods  of  awareness 
in  the  last  100  years.  However,  it  was  not  until  1962  that 
the  topic  of  child  abuse  gained  medical  attention  when  C. 
Henry  Kempe  and  his  associates'  coined  and  publicized 
the  term  “battered-child  syndrome”  and  proposed  that 
such  abuse  was  a frequent  but  unsuspected  cause  of  per- 
manent injury  or  death  to  these  children.  In  a 1963  paper 
entitled  “The  maltreatment  syndrome  in  children,”2  the 
scope  of  the  problem  was  widened  with  an  all-encompass- 
ing description  of  child  abuse  and  neglect.  In  that  article  it 
was  indicated  that  the  “battered  child”  phenomenon  is  the 
last  phase  of  the  child  maltreatment  spectrum. 

Definition  and  Classification  of  Child  Abuse 

Child  maltreatment  as  defined  today  spans  a wide  spec- 
trum of  commissions  and  omissions  by  parents  and  guard- 
ians. We  encounter  emotional  or  verbal  abuse,  physical 
abuse  (Table  I),  and  sexual  abuse  (Table  II).  The  broad 
term  “neglect”  has  come  to  include  emotional  neglect  or 
maternal  deprivation  (Table  III),  physical  neglect,  mal- 
nutrition, inappropriate  clothing,  lack  of  supervision, 
medical  neglect,  educational  neglect,  and  abandonment 
(Table  IV). 

In  all  these  cases,  inadequate  parenting  is  the  major  is- 
sue. Considering  the  maltreatment  of  children  in  the  con- 
text of  the  various  signs  of  abuse  and  neglect  outlined  in 
the  tables,  it  is  clear  that  today,  in  the  1980s,  child  mal- 
treatment is  a major  problem  confronting  a large  number 
of  parents  caught  in  the  web  of  a multitroubled  family 
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unit.  Child  abuse  is  not  confined  to  impoverished  families, 
it  is  an  issue  that  affects  just  as  many  middle  and  upper 
income  families. 

The  incidence  of  abuse  and  neglect  of  children  has  been 
increasing  at  the  rate  of  15-20%  every  year  throughout 
the  United  States.  The  neglect  and  abuse  of  children  has 
become  a major  pediatric  problem.3  The  National  Center 
for  the  Prevention  of  Child  Abuse  and  Neglect  estimates 
that  4,000  children  die  annually  in  this  country  as  a result 
of  child  abuse  and  neglect.  According  to  official  estimates 
from  the  National  Center  in  Washington,  DC,3  a million 
children  are  being  maltreated  by  their  parents  each  year, 
as  many  as  200,000  are  sexually  exploited,  and  probably 
200,000  to  300,000  are  psychologically  abused.  Child 
maltreatment  is  a major  medical-social  problem  that  is 
becoming  more  entrenched  in  our  society.  Physicians  in 
private  practice,  hospitals,  and  clinics  serve  as  the  front 
line  of  protection  for  the  thousands  of  children  who  are 
being  endangered  by  inflicted  abuse  and  neglect.  Recogni- 
tion of  the  maltreated  child  is  the  foundation  stone  on 
which  all  future  happenings  depend. 

Physicians  are  mandated  under  New  York  State  and 
other  state  child  abuse  laws  to  report  all  suspected  cases  of 

TABLE  I.  Indicators  of  Physical  Abuse  of  Children 

Unexplained  bruises  and  welts: 

on  face,  lips,  mouth 

on  torso,  back,  buttocks,  thighs 

in  various  stages  of  healing 

clustered,  forming  regular  patterns,  reflecting  shape  of  article  used  to 
inflict  (electric  cord,  belt  buckle) 
on  several  different  surface  areas 
regularly  appear  after  absence,  weekend,  or  vacation 

Unexplained  bums: 

cigar,  cigarette  burns,  especially  on  soles,  palms,  back  or  buttocks 
immersion  burns  (sock-like,  glove-like,  doughnut  shaped  on  buttocks 
or  genitalia) 

patterned  like  electric  burner,  iron,  etc. 
rope  burns  on  arms,  legs,  neck  or  torso 
Unexplained  fractures: 

to  skull,  nose,  facial  structure 
in  various  stages  of  healing 
multiple  or  spiral  fractures 
swollen  or  tender  limbs 
Unexplained  lacerations  or  abrasions: 
to  mouth,  lips,  gums,  eyes 
to  external  genitalia 
on  backs  or  arms,  legs  or  torso 
Human  bite  marks 

Frequent  injuries  that  are  “accidental”  or  “unexplained” 
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TABLE  II.  Indicators  of  Sexual  Abuse  of  Children 

Child’s  Physical  Indicators 

Difficulty  in  walking  or  sitting 
Torn,  stained,  or  bloody  underclothing 
Pain  or  itching  in  genital  area 

Bruises  or  bleeding  in  external  genitalia,  vaginal  or  anal  areas 
Venereal  disease  (especially  in  pre-teens) 

Pregnancy 

Child’s  Behavioral  Indicators 

Unwilling  to  change  for  gym  or  to  participate  in  physical  education 
class 

Withdrawal,  fantasy,  or  infantile  behavior 
Bizarre,  sophisticated,  or  unusual  sexual  behavior  or  knowledge 
Poor  peer  relationships 
Delinquent  or  runaway 
Reports  sexual  assault  by  caretaker 
Parent’s  Behavioral  Indicators 
Very  protective  or  jealous  of  child 

Encourages  child  to  engage  in  prostitution  or  sexual  acts  in  the  pres- 
ence of  caretaker 
Misuses  alcohol  or  other  drugs 

Is  geographically  isolated  and/or  lacking  in  social  and  emotional  con- 
tacts outside  the  family 
Has  low  self-esteem 


child  abuse  and  neglect  that  come  before  them  in  their 
professional  capacity.4  To  encourage  physicians  to  recog- 
nize and  report  cases  of  child  maltreatment  all  50  states 
and  the  District  of  Columbia  have  provided  physicians 
with  immunity  from  suit  if  reports  prove  to  be  unfounded. 
What  is  not  well  known  is  the  fact  that  a doctor  who  know- 
ingly fails  to  report  a possible  case  of  child  abuse  or  ne- 
glect can  be  charged  and  fined  and  be  liable  to  malprac- 
tice suits.  A California  supreme  court  ruling,5  the  first  of 
its  kind  in  the  nation,  established  the  basic  principle  that  a 
battered  child,  through  an  attorney,  may  ask  a jury  to 
award  damages  for  a physician’s  negligence  if  further  in- 
jury follows  the  doctor’s  failure  to  report  observed  or  even 
only  suspected  abuse.  This  type  of  malpractice  legal  ac- 

TABLE  III.  Indicators  of  Emotional  Neglect  of  Children 

Child's  Physical  Indicators 

Exhibits  one  or  more  of  the  following: 

Speech  disorders 
Lags  in  physical  development 
Failure  to  thrive 
Child’s  Behavioral  Indicators 

Habit  disorders  (sucking,  biting,  rocking,  etc) 

Conduct  disorders  (antisocial,  destructive,  etc) 

Neurotic  traits  (sleep  disorders,  speech  disorders,  inhibition  of  play) 
Psychoneurotic  reactions  (hysteria,  obsessions,  compulsions,  phobias, 
hypochrondia) 

Behavioral  extremes:  compliant,  passive,  shy,  aggressive,  demanding 
Overly  adaptive  behavior:  inappropriately  adult  or  inappropriately  in- 
fantile 

Developmental  lags  (mental,  emotional) 

Attempted  suicide 
Parent’s  Behavioral  Indicators 
Treats  children  in  the  family  unequally 
Doesn’t  seem  to  care  much  about  child’s  problems 
Blames  or  belittles  child 
Is  cold  and  rejecting 
Withholds  love 
Behaves  inconsistently 


TABLE  IV.  Indicators  of  Parental  Neglect  of  Children 

Child’s  Physical  Indicators 

Consistent  hunger,  poor  hygiene,  inappropriate  dress 
Consistent  lack  of  supervision,  especially  in  dangerous  activities  or 
long  periods 

Unattended  physical  problems  or  medical  or  dental  needs 
Abandonment 
Often  tired  or  listless 
Child’s  Behavioral  Indicators 
Begging  or  stealing  food 

Extended  stays  in  school  (early  arrival  and  late  departure) 
Attendance  at  school  infrequent 
Constant  fatigue,  listlessness,  or  falling  asleep  in  class 
Alcohol  or  drug  abuse 
States  there  is  no  caretaker 
Parent’s  Behavioral  Indicators 
Misuses  alcohol  or  drugs 
Has  disorganized,  upsetting  home  life 
Is  apathetic,  feels  nothing  will  change 
Is  isolated  from  friends,  relatives,  neighbors 
Has  long  term  chronic  illness 
Cannot  be  found 
Has  history  of  neglect  as  a child 
Exposes  child  to  unsafe  living  conditions 
Evidences  limited  intellectual  capacity 


tion  will  become  more  frequent  as  lawyers  become  more 
active  in  recognizing  negligence  among  physicians  who 
fail  to  report  actual  or  suspected  cases  of  child  maltreat- 
ment. 

The  American  Academy  of  Pediatrics  over  the  years 
has  encouraged  the  mandatory  reporting  of  suspected 
child  abuse  cases  and  has  encouraged  doctors  in  private 
practice  who  are  reluctant  to  report,  to  refer  children  that 
they  suspect  of  being  abused  or  neglected  to  local  hospi- 
tals. The  hospital  then  assumes  the  responsibilities  of  pro- 
tecting the  child,  reporting  the  case  to  the  child  protective 
agency  in  the  community,  and  providing  the  needed  hu- 
man support  services  for  the  family.  This  type  of  physi- 
cian-to-hospital  referral  can  only  be  successful  if  the  hos- 
pital is  staffed  with  a multidisciplinary  team  of  trained 
individuals  assigned  to  provide  child  abuse  case  manage- 
ment. Physicians  who  have  ambivalent  feelings  about  re- 
porting cases  of  child  abuse  and/or  are  unwilling  to  ask 
for  help  allow  a child  to  suffer.  Making  a diagnosis  of 
child  maltreatment  can  be  equally  life  saving  as  making  a 
diagnosis  of  Wilm  tumor — immediate  intervention  and 
treatment  may  prevent  unnecessary  suffering  and  death  in 
both  cases.  Child  abuse  is  far  more  common  than  many 
other  life  threatening  pediatric  problems  and  the  fatality 
rate  many  times  higher. 

The  maltreated  child  is  often  brought  to  the  hospital  or 
private  physician  with  a history  of  failure  to  thrive,  mal- 
nutrition, poor  skin  hygiene,  irritability,  psychological  ab- 
normalities, and  other  signs  of  obvious  emotional  and 
physical  neglect.  The  more  severely  abused  children  are 
seen  in  the  emergency  rooms  of  hospitals  with  external 
evidences  of  body  trauma,  bruises,  abrasions,  cuts,  lacer- 
ations, burns,  ocular  injuries,  soft  tissue  swellings,  and  he- 
matomas. Hypernatremic  dehydration,  following  periodic 
water  deprivation  by  psychotic  mothers,  has  been  reported 
as  a form  of  child  abuse.  Inability  to  move  certain  extrem- 
ities because  of  dislocations  and  fractures  associated  with 
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neurologic  signs  of  intracranial  damage  can  be  additional 
signs  of  inflicted  trauma.  Other  clinical  signs  and  symp- 
toms attributed  to  inflicted  abuse  may  include  injury  to 
viscera.  Abdominal  trauma  may  result  in  unexplained 
ruptures  of  stomach,  bowel,  liver,  or  pancreas,  with  mani- 
festations of  an  acute  abdomen.  Chest  injuries  caused  by 
abuse  usually  take  the  form  of  rib  fractures  and  resultant 
complications.  Any  laceration,  bruise,  or  injury  to  the 
genital  area  of  a child  should  cause  suspicion  of  sexual 
abuse.  Children  manifesting  the  maltreatment  syndrome 
give  evidence  of  one  or  more  of  these  complaints.  Those 
children  with  more  severe  maltreatment  injuries  arrive  at 
the  hospital  or  physician’s  office  in  coma  or  having  con- 
vulsions. Manual  shaking  to  quiet  a crying  infant  can  lead 
to  the  “shaking  baby  syndrome”  which  can  result  in  major 
central  nervous  system  injury  and  death,  especially  in  an 
infant  under  1 5 months  of  age.  In  these  cases,  the  diagnos- 
tic and  treatment  ability  of  the  physician,  coupled  with 
child  protective  community  services,  can  prevent  more  se- 
rious injuries  of  inflicted  battering  that  are  significant 
causes  of  childhood  deaths. 

Nonaccidental  poisoning  in  children  must  be  consid- 
ered a possibility  in  any  child  with  unexplained  symptoms. 
Parents  who  poison  their  children  may  have  severe  psychi- 
atric problems  or  may  be  drug  abusers.  Child  neglect  en- 
compasses a spectrum  of  parental  omissions  which  in 
many  cases  can  be  as  serious  as  inflicted  abuse. 

Although  parental  neglect  and  abuse  may  occur  at  any 
age,  the  most  severe  physical  injuries  are  inflicted  on  chil- 
dren under  six  years  of  age.  In  the  last  decade,  the  average 
age  of  the  abused  victim  has  increased  significantly.  More 
adolescents  are  becoming  victims  of  some  form  of  physi- 
cal, sexual,  and  emotional  abuse  in  their  homes  but  are 
often  reluctant  to  report  their  abusive  parents.  Of  the  chil- 
dren reported  to  have  been  maltreated,  32%  are  under  six 
years  of  age,  27%  are  between  nine  and  ten  years,  27%  are 
between  ten  and  1 4 years,  and  1 4%  are  between  1 5 and  1 8 
years  of  age.3 

Many  of  these  abused  children  are  perceived  by  their 
parents  as  being  different,  bad,  selfish,  or  hard  to  disci- 
pline. Some  children  are  more  vulnerable  than  others,  par- 
ticularly low  birth  weight  children,  handicapped  children, 
and  children  with  defiant  or  hyperactive  behavior.  The 
term  “handicapped  children”  covers  a wide  range  of  de- 
velopmental disabilities  that  include  mental  and  physical 
retardation,  cerebral  palsy,  epilepsy,  autism,  and  severe 
dyslexia. 

A child  should  be  suspected  of  being  abused  or  neglect- 
ed if  several  of  the  following  factors  are  in  evidence: 

• The  child  seems  unduly  afraid,  especially  of  his  or 
her  parents. 

• The  child  is  kept  confined — as  in  a crib  or  playpen 
or  cage — for  over-long  periods  of  time. 

• The  child  shows  evidence  of  repeated  skin  or  other 
injuries. 

• The  child's  injuries  are  inappropriately  treated  in 
terms  of  bandages  and  medication. 

• The  child  appears  undernourished. 

• The  child  is  given  inappropriate  food,  drink,  or 
medicine. 


• The  child  is  dressed  inappropriately  for  weather 
conditions. 

• The  child  is  passive  and  avoids  parental  confronta- 
tion. 

• The  child  is  aggressive,  demanding,  and  hyperac- 
tive. 

• The  child  shows  evidence  of  overall  poor  care. 

• The  child  is  constantly  irritable  and  cries  incessant- 
ly- 

• The  child  takes  over  the  role  of  parent  and  tries  to  be 
protective  or  attempts  to  take  care  of  the  parent’s 
needs — “role  reversal”  behavior. 

The  abusive  parent  is  most  often  the  mother.  One  par- 
ent is  usually  the  “active”  batterer,  and  the  other  parent 
passively  accepts  the  battering  of  the  child.  The  average 
age  of  the  abusive  mother  has  been  reported  to  be  26 
years;  and  the  average  age  of  the  father  is  30  years. 

The  maltreated  child  is  usually  the  victim  of  emotional- 
ly crippled  parents,  beginning  with  the  unfortunate  cir- 
cumstances surrounding  the  parent’s  own  childhood.  The 
abusive  parent  frequently  has  a history  of  having  been 
brutalized  as  a child  so  that  pattern  of  violent  behavior,  if 
unbroken,  is  transmitted  from  generation  to  generation. 

Divorce,  separation,  alcoholism,  drug  addiction,  teen- 
age pregnancies,  mental  retardation,  recurring  mental  ill- 
ness, unemployment,  financial  distress,  and  social  isola- 
tion are  important  factors  in  the  family  structure  of  the 
abusing  parents.  These  stress  factors  all  play  leading  roles 
that  cause  potentially  abusive  parents  to  strike  out  at  a 
“special  child”  during  a crisis  situation.  These  three  com- 
ponents— a potentially  abusive  parent,  a target  child,  and 
a sudden  crisis — are  the  necessary  ingredients  that  can 
trigger  a child  abusing  and  battering  situation. 

Results  of  Child  Abuse 

If  not  properly  managed,  this  distorted  relationship  be- 
tween parents  and  children  can  be  life  threatening  with 
profound  consequences  to  the  child,  family,  and  society 
that  are  both  immediate  and  long  term.  As  a result  we  are 
faced  with  the  prospect  of  thousands  of  children  growing 
up  unhappy,  maltreated,  deprived,  and  suicidal.  The  teen- 
age, delinquents,  alcoholics,  drug  addicts,  and  prostitutes 
on  the  streets  are  for  the  most  part  products  of  a multi- 
troubled  violent  home  environment  in  which  they  were  the 
victims  of  inflicted  abuse  and  neglect.  These  are  the 
throwaway  children,  the  runaways,  and  the  “kicked  out” 
kids.  These  are  the  children  that  assault,  rob,  and  murder. 
There  are  thousands  of  such  troubled,  emotionally  dam- 
aged youths  that  are  finding  it  difficult  with  or  without 
their  parents.  Normal  lines  of  communication  between 
these  parents  and  their  children  are  nonexistent  and  they 
have  been  replaced  by  harsh  words,  unfair  punishment, 
and  physical  abuse  which  intensifies  and  perpetuates  a vi- 
cious cycle  of  violence  breeding  violence  from  one  genera- 
tion to  the  next. 

The  Physician’s  Responsibility 

Many  maltreated  children  are  not  taken  to  a physician 
or  hospital  for  medical  care  until  the  child  is  in  acute  dis- 
tress or  the  parents  become  alarmed  about  the  possibility 
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of  the  child’s  impending  death.  If  the  infant  or  child  is 
brought  to  a physician  or  hospital,  the  history  related  by 
the  parents  is  often  at  variance  with  the  clinical  picture 
and  the  physical  findings  noted  on  examination  of  the 
child.  The  physician  often  discovers  that  the  mother  has 
taken  the  child  to  various  hospitals  and  doctors  in  an  effort 
to  negate  any  suspicions  of  parental  abuse.  Difficulty  in 
obtaining  an  accurate  history  is  often  encountered,  and 
the  diagnosis  is  therefore  dependent  on  the  physical  exam- 
ination, x-ray  findings,  and  social  service  investigation. 

Once  an  injury  has  occurred,  the  physician’s  first  and 
immediate  responsibility  is  to  the  child.  When  the  parents 
bring  their  abused  or  neglected  child  to  the  physician,  ear- 
ly diagnosis  and  treatment  are  essential.  The  main  reason 
for  admitting  the  child  to  the  hospital,  other  than  for  as- 
sessing the  degree  of  injury,  is  to  protect  the  child.  It 
should  be  a straightforward  admission  for  the  purpose  of 
evaluation.  The  medical  and  physical  evaluation  of  the 
child  must  be  handled  thoroughly  and  expeditiously. 
Emergency  care  is  often  required  if  the  child  is  acutely  ill. 

Accidental  trauma  is  common  in  young  children  and 
should  always  be  considered  in  the  differential  diagnosis 
in  order  to  prevent  faulty  and  unwarranted  accusation  of 
parents. 

When  the  appropriate  laboratory  testings  are  evaluated 
and  the  medical  and  surgical  consultations  have  been 
completed,  the  physician  is  confronted  with  the  difficult 
task  of  making  a diagnosis.  If  child  abuse  is  suspected,  it  is 
essential  for  the  physician  to  take  color  photographs  of  the 
body  injuries  at  the  time  of  hospitalization  since  such  pho- 
tographs are  very  helpful  in  documenting  findings  to  vari- 
ous law  enforcement  agencies  and  the  courts,  after  defini- 
tive diagnosis  has  been  made. 

The  complex  nature  of  child  abuse  as  a symptom  of 
family  distress  requires  that  no  one  person  or  profession  be 
solely  responsible  for  the  management  of  these  cases. 
Child  abuse  is  no  longer  “one  man’s  turf.”  A team  of  pro- 
fessionals representing  a variety  of  disciplines  is  best 
equipped  to  manage  the  problems  of  child  abuse  and  ne- 
glect. 

Every  hospital  should  have  a child  abuse  committee 
providing  a readily  available  multidisciplinary  team  of 
consultants,  headed  by  a pediatrician,  and  including  a 
nurse,  a psychologist,  a psychiatrist,  a social  worker,  and  a 
hospital  administrator.  This  team  must  also  assume  the 
role  of  educating  their  colleagues  and  the  members  of  al- 
lied fields  in  the  community. 


Conclusions 

In  suspected  cases  of  child  abuse  and  neglect  the  physi- 
cian should:  identify  the  child  who  may  have  been  abused 
and/or  neglected;  admit  the  child  to  the  hospital  and  take 
emergency  measures  needed  to  prevent  further  injury; 
provide  medical  evaluation  and  treatment — history,  phys- 
ical examination,  skeletal  survey,  and  photographs;  re- 
quest a social  worker’s  report  and  appropriate  surgical, 
psychological,  and  medical  consultations;  report  the  case 
to  the  appropriate  department  of  social  service  and  child 
protective  unit  or  central  registry;  confer  within  72  hours 
with  members  of  the  child  abuse  committee;  and  arrange  a 
program  of  care  for  the  child  and  the  parents. 

A comprehensive  treatment  plan  for  the  family  can  in- 
clude traditional  psychotherapy  and  counseling  for  the 
parents,  residential  treatment,  “reparenting”  educational 
programs,  substance  abuse  rehabilitation,  and  self-help 
programs  such  as  Parents  Anonymous.  Multidisciplinary 
treatment  and  preventive  programs,  based  on  our  current 
understanding  of  parental  misbehavior,  have  been  found 
to  be  effective  with  more  than  70%  of  abusive  parents. 

Child  abuse  can  be  prevented.  Parents  can  be  reached 
before  they  harm  their  children.  Programs  that  promote 
parental  self-help,  including  crisis  nurseries,  drop-in  cen- 
ters, crisis  intervention  services,  and  Parents  Anonymous, 
can  reach  parents  missed  by  the  reporting  and  investiga- 
tion system. 

Last  but  certainly  not  least,  the  best  child  abuse  preven- 
tive is  to  teach  people  to  be  effective  parents.  If  we  are 
serious  about  effecting  positive  change  in  the  fabric  of 
family  life  and  reversing  the  plight  of  our  maltreated  chil- 
dren, we  must  advocate  a family  life  development  curricu- 
lum in  our  primary,  intermediate,  and  secondary  schools. 
Parenting  skills  and  child  rearing  techniques  can  be 
taught  in  conjunction  with  classes  in  human  sexuality. 
Parent  education  can  be  as  much  a cure  for  child  abuse  as 
public  health  programs  have  been  for  tuberculosis,  vene- 
real diseases,  and  the  contagious  diseases  of  childhood. 
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SPECIAL  ARTICLES 


Abuse  of  the  adolescent 

Reverend  Bruce  Ritter,  ofm  conv 


Covenant  House  is  an  international  child  care  agency  with 
crisis  shelters  for  homeless  and  runaway  youths  in  New 
York,  Toronto,  Houston,  Ft  Lauderdale,  New  Orleans, 
Anchorage,  Guatemala,  Panama,  and  Honduras.  Cove- 
nant House  was  founded  on  the  lower  East  Side  of  New 
York  City  in  the  late  1960s  and  today  offers  food,  clothing, 
shelter,  medical  and  legal  services,  and  counseling  24  hours 
a day  to  approximately  26,000  needy  youths  each  year. 

In  this  article  1 would  like  to  describe  why  Covenant 
House  got  started,  why  these  youngsters  leave  home,  and 
what  happens  to  them  on  the  street.  When  I moved  to  the 
lower  East  Side  of  New  York  City  in  1 968  I had  no  inten- 
tion whatsoever  of  caring  for  children.  1 was  simply  trying 
to  be  useful.  The  usefulness  became  apparent  to  me  one 
night  at  about  2:00  in  the  morning  in  the  middle  of  a bliz- 
zard when  six  children  knocked  on  my  door — four  boys 
and  two  girls,  all  quite  young,  under  1 6.  They  asked  if  they 
could  sleep  on  the  floor  of  my  apartment.  1 had  no  choice! 
The  next  morning  one  boy  went  outside  and  brought  back 
four  more  youngsters  and  said  to  me, 

This  is  the  rest  of  us — the  rest  of  our  family.  They  were  afraid  to 
come  last  night.  They  wanted  us  to  check  you  out  first.  I told 
them  that  you  didn’t  come  on  to  us  last  night  so  that  it  was  proba- 
bly OK. 

These  ten  children  had  been  living  in  an  abandoned  build- 
ing about  three  doors  from  where  I was  living.  They  were 
livi-ng  with  a bunch  of  junkies  who  were  pimping  them — 
that’s  how  the  junkies  were  supporting  their  habit— and 
these  ten  children  were  forced  to  make  a pornographic 
film  in  Yonkers  because  they  were  hungry  and  they  could 
not  obtain  any  food  unless  they  did  so.  The  kids  hated  that 
so  much  that  they  ran  away  from  the  junkies  and  came 
down  the  street  to  my  place.  I could  not  find  a single  child 
care  agency  in  New  York  City  that  would  accept  these 
children.  I called  at  least  two  dozen  agencies — public  and 
private.  Catholic,  Protestant,  and  Jewish — and  nobody 
would  touch  them.  The  children  were  either  too  old  or  too 
young,  too  sick  or  not  sick  enough,  or  they  were  from  out 
of  state.  The  real  reason  was  (there  were  two,  actually) 
they  were  not  reimbursable  (no  one  would  pay  for  them). 


Address  correspondence  to  Reverend  Ritter,  Covenant  House,  460  W 4 1st  St, 
New  York,  NY  10036. 

Presented  April  22,  1988,  at  the  Annual  CME  Assembly  of  the  Medical  Society 
of  the  State  of  New  York  at  a symposium  sponsored  by  the  Committee  on  Bioethi- 
cal  Issues,  "Human  Abuse  Through  the  Ages:  From  the  Womb  to  the  Tomb." 


Essentially  nobody  in  New  York  City  operated  a program 
for  young  prostitutes  and  hustlers,  so  I kept  them.  That 
was  the  beginning  of  Covenant  House. 

The  Children  at  Covenant  House 

Those  first  ten  children  knocked  on  my  door  20  years 
ago.  This  year,  more  than  26,000  children,  adolescents, 
and  teenagers  just  like  that  will  knock  at  my  door  in  New 
York  and  in  the  branches  of  Covenant  House  in  various 
cities.  They  are  not  the  traditional  runaway  kids  that  we 
usually  think  about.  They  are  not  Tom  Sawyers:  bright, 
energetic,  creative,  adventuresome  boys  or  girls  who  leave 
a good,  warm,  loving  home  where  they  are  really  wanted 
and  cared  for.  They  do  not  run  away  because  they  are 
bored  or  want  some  excitement  or  want  to  learn  more 
things.  There  are  as  many  as  one  million  children  in  the 
United  States  who  every  year  leave  their  homes  but  the 
traditional  runaway  child  never  goes  more  than  50  miles 
from  his  hometown,  rarely  stays  away  more  than  two  or 
three  days,  and  almost  always  returns  home  to  his  family. 
The  traditional  runaway  is  very  glad  to  be  back  home  and 
his  parents  are  very  glad  to  receive  him  back.  That  is  the 
Tom  Sawyer  kind  of  child.  We  at  Covenant  House  see 
very  few  of  such  children  and  adolescents. 

Almost  all  of  the  26,000  children  that  will  come  to  us 
this  year  are  American  street  kids.  They  are  the  Huck 
Finns  in  our  society.  If  one  recalls  the  story  of  Huckleber- 
ry Finn,  one  remembers  that  he  was  literally  almost  beat- 
en to  death  by  his  alcoholic  father.  Huck  Finn  received 
repeated,  habitual  beatings.  When  he  was  on  the  street, 
very  few  good  things  ever  happened  to  him.  He  drank  a 
lot.  He  very  probably  engaged  in  deviate  sexual  relation- 
ships. He  was  a very  unhappy  youngster.  Those  are  the 
kinds  of  kids  that  come  to  Covenant  House,  the  Huck 
Finns,  not  the  Tom  Sawyers. 

The  family  profile  of  the  average  Covenant  House 
youngster  is,  almost  invariably,  that  of  a single  parent 
family,  a child  of  divorced  parents  or  of  no  marriage  at  all. 
These  youngsters,  mostly  adolescents  and  teenagers,  are 
almost  always  a product  of  the  child  welfare  system  and 
repeated  placements,  have  long  histories  of  involvement 
with  the  police  and  of  failure  in  school,  and  long  histories 
at  home  of  physical  and  sexual  abuse,  alcoholism,  and 
drug  abuse.  There  is  absolutely  no  mystery  whatsoever  as 
to  why  these  youngsters  leave  home.  They  leave  home 
when  they  are  13,  14,  and  1 6 because  it  is  simply  too  terri- 
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fying  a place  for  them  to  remain;  it  is  too  painful,  it  is  too 
dangerous,  and  they  run  out  into  the  streets.  They  are  not 
runaway  kids.  They  are  walkout  kids.  They  are  throw- 
away kids;  they  are  literally  abandoned  kids. 

The  Life  Style  of  Street  Children 

If  one  thinks  of  a runaway  youngster  as  a boy  or  girl 
who  essentially  relates  to  his  family  and  will  eventually 
return  home,  one  should  think  of  a street  youngster  as  a 
boy  or  girl  who  has  definitely  separated  himself  from  his 
family,  has  abandoned  any  pretense  that  he  has  a family, 
and  now  relates  almost  entirely  to  the  street.  Such  a 
youngster  quickly  discovers  that  the  street  is  an  even  more 
brutal  environment  than  a home  with  brutal  parents.  If 
one  is  14,  15,  or  16  or  even  older — 17,  18,  or  19 — and  has 
no  place  to  live,  and  if  one  is  cold,  hungry,  and  scared  and 
has  no  job  skills  and  cannot  find  work  and  has  nothing  to 
sell  except  oneself,  the  most  common  choice  is  that  of  sell- 
ing oneself  and  one’s  body.  Without  hyperbole  or  exagger- 
ation, by  the  hundreds  of  thousands  these  homeless  street 
youngsters  turn  to  prostitution  in  order  to  survive.  Very 
conservatively,  the  universe  includes  two  to  three  hundred 
thousand  American  youngsters  who  habitually  live  on  the 
streets  and  engage  in  prostitution  as  a life  style.  It  is  safer 
and  easier  than  being  at  home. 

When  these  youngsters  first  become  so  involved,  they 
really  do  not  understand  what  is  about  to  happen  to  them 
and  they  try  very  hard  to  hide  from  themselves  what  is 
actually  going  on  in  their  lives.  Teenage  girls  often  say  to 
me,  “Bruce,  he  ain’t  no  pimp.  He’s  my  boyfriend  and  he 
needs  me.”  And  the  boys  will  say  to  me,  “Bruce,  I ain’t 
gay;  I ain’t  no  hustler.  I’m  just  trying  to  make  a few 
bucks.” 

In  the  beginning  these  youngsters  try  very  hard  to  sepa- 
rate out  in  their  minds  what  they  are  from  what  they  do 
with  their  bodies,  but  after  100  johns,  500  johns,  1,000 
johns — that’s  less  than  a year’s  clientele  for  most  of  these 
youngsters — it  becomes  increasingly  difficult  and  eventu- 
ally impossible  for  them  to  separate  what  they  are  from 
what  they  do.  They  become  what  they  do  and  they  no 
longer  even  care.  At  that  point,  the  question  of  one’s  sexu- 
al identity  becomes  a matter  of  complete  indifference.  Cu- 
riously, while  the  girls  always  seem  to  show  it  first  in  their 
faces,  the  boys  hide  it  longer.  However,  the  boys  die  soon- 
er. The  girls  can  survive  longer  because  it  is  simply  more 
acceptable  for  the  girls  to  “work  the  streets”  than  the 
boys.  Furthermore,  once  a boy  turns  18,  19,  or  20,  he 
grows  a beard  and  hair  grows  on  his  chest.  The  johns  no 
longer  want  him.  He  becomes  what  is  called  “rough 
trade,”  and  anybody  who  buys  sex  from  him  is  “crazy.” 
These  youngsters  lead  very  tragic  lives. 

Some  Characteristics  of  Covenant  House 
Children 

A descriptive  definition  of  a typical  youngster  at  Cove- 
nant House  is  that  of  a boy  or  girl  17  or  18  years  of  age 
who  during  nearly  every  24-hour  period  uses  a combina- 
tion of  drugs  and  alcohol  and  almost  certainly  engages  in 
commercial  sex.  A further  description  of  the  collective 
profile  of  the  teenagers  who  come  to  Covenant  House  is 
the  following:  The  median  age  is  late  1 7 or  18.  Two  thirds 


of  the  youngsters  are  boys  and  one  third  are  girls.  The 
boys  test  out  at  about  the  fourth  grade  academically;  the 
girls  test  out  at  about  the  fifth  grade.  Despite  the  fact  that 
almost  always  the  youngsters  have  completed  the  tenth 
grade,  they  are  functionally  illiterate,  with  absolutely  no 
skills.  The  chief  complaint  of  the  boys  seeking  help  at  Cov- 
enant House  is  physical  assault.  Forty  percent  of  the  boys 
at  the  main  Covenant  House  center  in  New  York  have 
either  been  shot  or  stabbed  at  some  time  in  their  lives.  The 
chief  complaint  of  the  girls  seeking  help  at  Covenant 
House  centers  throughout  the  United  States  is  sexual  as- 
sault. Rape  is  simply  an  ordinary  experience  in  their  lives. 

Columbia  University  conducted  a study  of  Covenant 
House  youngsters.  The  researchers  were  quite  shocked 
and  disconcerted  at  the  results  and  findings  which  were 
well  known  to  the  Covenant  House  staff:  50%  of  all  the 
youngsters  coming  to  the  New  York  center  admitted  to 
serious  physical  abuse  at  home.  Twenty-five  percent  of  the 
girls  admitted  to  sexual  abuse,  although  that  was  not  the 
purpose  of  the  study.  The  youngsters  that  come  to  Cove- 
nant House  off  the  streets  from  these  devastated  homes 
after  incredible  abuse  are  so  sad  and  so  desolate  that  more 
than  one  third  of  the  girls  have  already  attempted  suicide 
and  another  one  third  of  the  girls  seriously  consider  it.  One 
sixth  of  all  of  the  boys  have  already  attempted  suicide  and 
another  25%  seriously  consider  it.  In  the  aggregate,  more 
than  half  of  the  youngsters  that  go  to  Covenant  House 
have  either  tried  to  kill  themselves  or  think  about  it  seri- 
ously as  a way  out  of  a very  desolate,  extraordinarily  sad 
life. 

Sexually  Transmitted  Diseases 

Sexually  transmitted  diseases  are  pandemic  among 
Covenant  House  youngsters,  all  of  whom  are  sexually  ac- 
tive. Their  rate  of  exposure  to  acquired  immunodeficiency 
syndrome  (AIDS)  is  among  the  highest  in  the  United 
States.  At  Covenant  House,  the  staff  began  encountering 
many  youngsters  with  AIDS  during  the  summer  of  1987. 
Prior  to  that  time,  the  recognized  cases  were  very  few  and 
scattered.  Suddenly,  last  summer,  youngsters  with  AIDS- 
related  complex  (ARC)  and  AIDS  and  others  who  tested 
positive  for  the  human  immunodeficiency  virus  (HIV)  be- 
gan flooding  into  the  centers  of  Covenant  House  through- 
out the  country.  Covenant  House  is  now  engaged  in  a 
large-scale  double-blind  testing  program.  It  is  anticipated 
that  by  the  end  of  1988  more  than  2,000  youngsters  will 
have  been  tested.  Analysis  to  date  indicates  disheartening 
facts.  The  good  news  is  that  the  16-year-old  youngsters 
are  almost  entirely  free  of  the  AIDS  virus  which  suggests 
that  an  intense  educational  effort  undertaken  early  can 
perhaps  be  quite  successful  in  helping  these  clients  avoid 
AIDS.  But  when  one  examines  the  data  for  the  older  teen- 
agers, the  1 7-,  1 8-,  1 9-,  and  20-year-old  clients,  the  rate  of 
HIV  infection  increases  dramatically.  For  example, 
among  the  20-year-old  boys  in  the  test  group  at  Covenant 
House,  1 7%  or  more  are  infected  with  the  virus.  That  is  an 
extraordinarily  high  figure.  This  infection  is  not  caused  by 
intravenous  drug  abuse.  It  is  a life  style  disease.  It  occurs 
almost  invariably  because  of  the  youngsters’  involvement 
in  commercial  sex.  It  represents  a very  serious  potential 
danger  to  our  broad  heterosexual  population.  It  is  not  cer- 
tain that  these  preliminary  results  will  be  borne  out  by 
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more  extensive  testing  but  certainly  in  a year  or  so  more 
definitive  information  will  be  available. 

Covenant  House  Services 

The  services  provided  by  Covenant  House  in  the  first 
instance  are  of  the  crisis  intervention  variety.  We  operate 
on  a totally  and  absolutely  open-intake  basis,  which 
means  we  have  no  intake  criteria;  there  are  no  screens. 
Any  boy  or  girl,  any  young  man  or  woman  who  comes  to 
us  and  asks  for  help  must  receive  it.  It  is  a condition  of 
employment  for  the  staff  at  Covenant  House  that  they 
never  turn  a youngster  away. 

In  the  first  instance  we,  of  course,  respond  to  the  emer- 
gency needs  for  food,  clothing,  shelter,  medical  help,  pro- 
tection from  pimps.  We  try  to  provide  a quick  opportunity 
to  return  home  if  that  is  possible  and  if  that  is  a good  idea 
for  the  individual  youngster.  For  the  long  term,  when  we 
can,  we  provide  selected  youngsters  who  are  not  too  se- 
verely damaged  with  job  training  opportunities  in  resi- 
dences where  the  youngsters  can  stay  for  a year,  two  years, 
even  longer.  They  complete  their  education  by  going  back 
to  school  and  then  obtain  jobs  and  rejoin  society  as  happy, 
active  citizens.  We  have,  thank  God,  a very  high  success 
rate  in  those  long  term  programs. 

The  youngsters  that  come  to  us  have  a very  simple  thing 
in  common.  They  are  good  and  they  are  brave  and  they 
desperately  want  to  make  it  off  the  street.  What  they  also 
have  in  common  is  that  very  few  succeed  in  getting  off  the 
street  unless  they  receive  the  kind  of  help  they  need  in 
time.  For  many  thousands  of  youngsters  it  is  already  too 
late  and  no  intervention  of  any  kind  has  any  success. 

We  have  outreach  programs  in  all  our  centers  in  New 
York,  Toronto,  New  Orleans,  Fort  Lauderdale,  and  An- 
chorage where  staff  and  vans  go  out  every  night  to  find 
kids  on  the  street.  We  cruise  the  high  risk  areas  of  the  city 
from  10  PM  to  6 AM.  In  New  York  City  we  have  identified 
thousands  of  kids  who  are  on  the  streets  who  will  not  come 
in  to  our  program  although  they  almost  always  know 
about  it  and  respect  it.  They  have  heard  very  good  things 
about  the  Covenant  House  program  but  they  are  just  not 
ready.  That  is  the  reason  they  give.  The  real  reason  is  they 
are  so  hopelessly,  totally  enmeshed  and  captured  by  street 
life  that  they  cannot  escape  it.  Most  of  these  youngsters 
really  do  not  survive  that  experience. 

It  is  not  easy  to  reach  these  youngsters.  Many  of  them 
have  been  so  damaged  and  so  abused  at  home  and  then  so 
incredibly  traumatized  by  their  experience  on  the  streets 
that  the  damage  is  so  profound  it  has  become  almost  irre- 
versible. In  our  experience  at  Covenant  House  we  must 
reach  these  kids  if  we  wish  to  have  any  realistic  hope  of 
helping  them,  within  a month  or  two  or  at  most  three 
months.  Three  months  is  a long  time  on  the  streets.  Six 


months  is  forever.  After  a year,  for  all  practical  purposes, 
these  kids  will  not  be  able  to  make  it  back  to  normal  living. 
We  are  able  to  help  only  about  one  third  of  the  youngsters 
that  come  to  Covenant  House  for  help. 

Our  knowledge  and  experience  indicate  that  the  others 
die  quite  young.  We  believe  that  most  of  our  youngsters 
die  at  an  early  age — by  the  time  they  are  30.  Some  die 
from  alcoholism.  Many  of  our  youngsters  are  murdered 
and  even  more  commit  suicide.  If  it  is  true  that  one  out  of 
every  1 5 people  who  attempt  suicide  actually  at  some  time 
in  their  lives  succeed  in  doing  so,  then  literally  thousands 
of  Covenant  House  youngsters  eventually  kill  themselves. 

There  are  no  mysteries  about  why  Covenant  House 
teenagers  are  on  the  streets.  There  are  no  mysteries  about 
what  happens  to  them  when  they  go  there.  They  become 
part  of  the  American  sex  industry  inevitably,  inexorably, 
but  of  necessity.  They  have  become  the  merchandise,  the 
commodities  that  are  bought  and  sold.  They  are  among 
the  most  tragic  of  the  youngsters  in  our  society.  When  one 
sees  them  on  the  street,  one  very  often  sees  them  with 
clean  clothes  and  haircuts  and  they  appear  to  be  having  a 
good  time,  seemingly  enjoying  themselves.  But  the  reality 
is  that  I have  never  met  a young  prostitute — boy  or  girl — 
among  the  thousands  who  have  come  to  Covenant  House 
who  wanted  to  be  a prostitute.  The  reality  is  that  if  a girl 
walks  up  to  a man  on  the  street  and  says,  “Hey,  mister,  are 
you  looking  for  a good  time?  Do  you  want  to  party?”  she 
cannot  be  crying  or  the  man  will  not  “buy  her.”  She  can- 
not enter  the  john’s  fantasy  that  he  is  a good  person  doing 
a good  thing.  If  a boy  walks  up  to  someone  and  says,  “Mis- 
ter, are  you  looking  for  some  friendly  company?  Are  you 
looking  for  some  action?”  he  cannot  have  tears  in  his  eyes 
or  the  man  will  not  “buy  him.”  He  cannot  enter  into  the 
man’s  fantasy  that  he  is  a good  person.  And  so  these 
youngsters  must  look  happy;  they  must  appear  to  enjoy 
themselves;  they  must  desperately  simulate  that  they  like 
their  clients  or  they  go  hungry. 

Conservatively  speaking,  there  are  about  200,000  such 
youngsters — a subpopulation  of  the  United  States  that  is 
not  even  recognized  to  exist.  They  are  not  even  counted 
among  the  population  of  the  homeless.  By  some  incredibly 
strange  quirk  of  United  States  counting  procedures,  the 
homeless  are  not  counted  until  they  become  21  years  of 
age.  More  and  more  people  are  at  least  becoming  aware 
that  the  problem  exists  and  on  both  the  federal  and  state 
levels  some  important  legislation  has  been  passed.  The 
Child  Protective  Act  of  1984  and  New  York  State’s  Run- 
away Youth  Act  passed  almost  entirely  because  of  Cove- 
nant House  efforts.  What  these  youngsters  have  in  com- 
mon is  how  good  they  are,  and  how  brave  they  are,  and 
how  much  they  desperately  want  to  make  it  back  into  soci- 
ety off  the  street.  Very  few  of  them  actually  succeed. 
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Abuse  of  the  elderly:  Misuses  of  power 


Eric  J.  Cassell,  md 


At  first  thought  it  would  seem  that  no  particular  ethical 
issues  are  raised  by  the  abuse  of  the  elderly.  Abuse  of  any- 
one is  wrong,  and  abuse  of  the  elderly  seems  particularly 
offensive.  It  is  this  intuitive  feeling  of  outrage  about  inten- 
tionally injuring,  misusing,  or  wronging  old  people  that 
provides  a clue  as  to  what  we  really  mean  by  the  word 
“abuse.”  In  the  ensuing  discussion,  I express  the  belief 
that  sometimes  when  physicians  employ  their  power  in  a 
manner  they  believe  to  be  in  the  best  interests  of  sick,  el- 
derly persons,  the  physicians  are  abusing  their  patients. 

When  one  is  old  enough,  kitchens,  bathrooms,  and  even 
bedrooms  are  traps  for  failed  memories  and  unsteady  bod- 
ies. Yet  we  do  not  consider  old  persons  to  have  been 
abused  by  a bathtub  or  a shower  if  they  are  injured  in 
them.  Even  the  old  person  who  is  attacked  on  the  street 
and  beaten  or  mugged  has  not  been  abused  in  the  sense  in 
which  we  usually  employ  the  term.  We  reserve  the  term 
abuse  primarily  for  those  situations  in  which  a person,  ob- 
ject, or  relationship  is  wrongly  used.  This  derives  from  the 
idea  that  to  use  something  is  to  have  a relationship  with  it. 
To  abuse  someone  means,  therefore,  to  violate  the  terms 
of  the  relationship,  to  take  advantage  of  the  relationship, 
to  use  it  to  the  advantage  of  the  user  and  the  disadvantage 
of  the  used.  The  elderly  are  abused  when  others  in  rela- 
tionship to  them  use  them  to  their  disadvantage. 

Relationships  of  all  types,  whether  with  persons  or  med- 
ical instruments,  restrict  our  freedom.  To  be  in  a relation- 
ship with  another  person  is  in  some  sense  to  be  responsible 
to  the  person.  To  use  an  instrument  is  to  be  responsible  for 
the  instrument,  although  to  a different  degree  than  is  un- 
derstood in  human  relationships.  In  this  era  we  have  come 
to  believe  that  we  have  enormous  freedom  of  choice  and 
few  restrictions  on  that  freedom.  But  we  have  mistaken 
our  enormous  political  freedom  as  citizens — which  has 
given  us  rights  and,  therefore,  power  in  relationship  to  the 
state,  its  agents,  and  other  citizens  that  would  have  been 
unheard  of  even  a generation  ago — with  freedom  from  re- 
sponsibility for  persons,  relationships,  and  objects.  It  is  as 
though  the  possession  of  our  enormous  individual  power  to 
make  things  happen,  multiply  the  force  of  our  muscles, 
span  distance  and  time,  reduce  inequities  of  personal  en- 
dowment, increase  the  computational  power  of  our  brains, 
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have  access  to  knowledge  and  information,  and  defeat  dis- 
ease and  death,  entitles  us  to  use  this  power  without  re- 
straint. 

It  is  human  nature  for  the  individual  and  the  group  to  be 
more  concerned  with  the  exercise  and  extension  of  politi- 
cal and  technologic  power  than  they  are  with  the  restraint 
of  such  power.  When  persons  acquire  power,  they  not  only 
want  to  employ  it,  but  are  jealous  of  it  and  guard  against 
intrusions  or  limitations.  In  the  arena  of  individual  free- 
dom this  translates,  for  example,  into  the  use  of  law  and 
lawsuits  as  instruments  of  personal  aggression,  and  rejec- 
tion of  governmental  authority  no  matter  how  benignly 
(as  in  the  United  States)  it  had  been  previously  regarded. 
In  the  same  manner,  a population  composed  of  persons 
intent  each  on  his  or  her  own  individual  power  might  be 
expected  to  reject  authority  in  general.  It  should  be  no 
surprise  that  many  of  the  abuses  of  the  elderly  stem  from 
our  concentration  on  our  powers  with  neglect  of  the  re- 
straints imposed  on  us  by  the  web  of  our  relationships. 

An  examination  of  some  of  the  kinds  of  abuse  currently 
suffered  by  the  elderly  will  make  it  possible  to  see  how 
these  generalizations  about  individual  power  in  the  mod- 
ern era  apply  to  the  problem. 

Abuse  of  the  Elderly  by  Their  Children 

Reports  of  the  physical  abuse  of  old  persons  by  their 
children  or  other  relatives  are  more  common  than  one 
might  have  thought  possible.  The  elderly  are  sometimes 
found  to  have  been  beaten  regularly,  tied  to  beds,  or  con- 
fined to  small  spaces.  They  do  not  complain  to  authorities 
because  they  are  frightened  of  further  physical  punish- 
ment and  because  they  do  not  see  alternatives  to  their  situ- 
ation. As  with  battered  children,  the  awfulness  comes  not 
only  from  the  infliction  of  corporal  punishment,  but  from 
the  lack  of  justification  for  any  punishment  for  the  of- 
fenses described.  Battering  parents  frequently  cite  the 
child’s  crying  as  the  reason  for  the  battering.  In  the  case  of 
the  elderly,  their  complaints  about  ill  treatment  are  given 
as  the  reason  for  the  abuse. 

How  can  a person  beat  up  an  old  man  or  woman  at  all, 
much  less  a mother  or  father?  While  parents  may  be  per- 
ceived as  wicked  and  unloving  to  their  children,  with  bad 
memories  and  life-long  resentments  a natural  conse- 
quence, most  would  not  find  this  to  be  a justification  for 
retaliatory  abuse  a generation  later.  It  was  wrong  when 
done  to  the  child,  and  it  is  wrong  when  done  to  the  par- 
ent. 
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There  are  many  reasons  acceptable  to  society  for  a child 
to  refuse  responsibility  for  an  aged  parent.  This  is  implied 
in  the  current  welfare  laws  that  sharply  limit  a child’s  re- 
sponsibility for  an  indigent  parent.  What  makes  the  abuse 
particularly  noxious  is  that  the  child  has  already  accepted 
responsibility  for  the  dependent  parent. 

Notice  the  distinction  our  society  makes  between  the 
elderly  person  who  is  beaten  up  by  a street  thug  and  the 
elderly  person  beaten  up  by  their  offspring.  The  former 
violence  is  not  cited  as  an  instance  of  abuse,  but  the  latter 
is.  In  the  one,  there  is  sympathy  about  the  bodily  injuries, 
the  implied  lack  of  safety  for  the  frail  elderly,  and  the 
sense  of  injustice  and  outrage  that  a young  thug  should 
pick  on  a defenseless  old  person.  In  the  latter  case,  there  is 
sympathy  for  the  pain  and  bodily  injury,  but  also  empathy 
for  the  anguish  we  believe  is  in  the  old  person’s  heart,  sad- 
ness that  an  old  person  should  be  so  helpless,  and  outrage 
that  a child  could  do  such  a thing  to  a parent  in  an  appar- 
ent betrayal  of  their  relationship. 

If  there  are  instances  of  children  battering  their  elderly 
parents,  then  lesser  forms  of  physical  and  deprivational 
abuse  must  also  exist  and  are  in  all  probability  more  com- 
mon. Here  the  child  takes  some  responsibility  for  the  par- 
ent’s bodily  needs,  but  abuses  his  or  her  greater  power  over 
a now  powerless  parent.  That  it  is  frank  abuse  and  not 
merely  mean-spirited,  small  or  nasty  behavior  comes  from 
the  relationship  of  child  to  parent.  As  one  does  not  expect 
parents  to  abuse  their  power  over  their  young  and  helpless 
children  because  of  their  relationship,  we  do  not  expect 
mature  children  to  abuse  their  power  over  elderly  parents 
because  of  this  relationship. 

One  may  make  convincing  arguments  for  the  utility  of 
the  social  rules  that  govern  relationships,  but  they  are  tele- 
ological. The  social  rules  of  relationships  cannot  be  proven 
or  derived  scientifically,  because  they  arise  in  the  moral 
dimension  of  human  behavior  based  on  ideas  of  right  and 
good,  and  science  does  not  recognize  the  axes  of  right  and 
wrong  or  good  and  bad.  Such  matters  are  indifferent  to 
nature,  but  they  are  vitally  important  to  humankind.  The 
social  rules  of  relationships  are  followed  because  they  ex- 
ist, and  because  their  very  existence  testifies  to  common 
acceptance.  While  these  rules  are  not  derived  from  argu- 
ment or  science,  they  can  provide  the  basis  for  further  dis- 
cussion. The  rules  of  relationships  are  largely  concerned 
with  the  relative  exercise  of  the  powers  of  the  participants 
and  their  responsibilities.  It  is  part  of  the  political  history 
of  Western  civilization  that  progress  has  been  marked  by 
the  protection  of  the  weak  from  the  strong.  The  great 
equalizer  is  the  rule  of  law  in  a country  dedicated  to  indi- 
vidual freedom.  But  law  and  regulation  have  distinct  limi- 
tations as  means  to  control  the  abuse  of  powers  within  a 
relationship.  They  cannot  supplant  the  need  for  a sense  of 
obligation  and  responsibility  instilled  in  the  participants 
in  any  relationship.  It  is  impossible  to  legislate  or  write 
regulations  to  cover  every  instance  of  the  interaction  of 
one  person  or  group  with  another  person  or  group.  Laws 
and  regulations  change  slowly  and,  in  the  very  nature  of 
their  genesis,  lag  behind  changes  in  social  rules  and  cus- 
toms. There  is,  in  fact,  some  reason  to  believe  that  when 
law  and  regulation  are  over-abundant,  the  individual 
sense  of  responsibility  suffers  and  perhaps  even  atro- 
phies. 


Abuse  of  the  Elderly  in  Nursing  Homes 

The  elderly  are  abused  not  only  by  their  children,  but 
also  by  representatives  of  society  in  positions  of  power. 
One  has  only  to  visit  a welfare  office  or  Medicare  office  to 
see  how  the  power  of  a bureaucrat  can  confuse,  stymie,  or 
even  injure  the  powerless  elderly.  The  elderly,  like  many 
citizens,  may  expect  little  else  from  the  bureaucracy  and 
its  civil  servants;  it  is  a common  belief  that  the  functionary 
is  in  fact  primarily  responsible  to  his  governmental  superi- 
or, and  not  to  the  beneficiary.  The  nursing  home,  however, 
is  believed  to  be  different  in  concept,  if  not  (sadly)  in  out- 
come. Here  again,  apart  from  the  better  institutions, 
abuse  of  the  elderly  is  common.  Inadequate  attention, 
physical  inconvenience,  disregard  of  the  humiliation  im- 
posed by  incontinence  and  incapacity,  and  other  insensi- 
tivities, including  physical  abuses,  are  well  known.  Equal- 
ly common  is  excessive  emphasis  on  compliance  with 
regulations  concerning  medication,  accident  reporting, 
bedrails  and  the  like,  while  human  needs  are  neglected 
and  patients  “warehoused.” 

That  poor  care  and  abuse  are  not  inevitable  in  a nursing 
home  is  easily  seen  in  those  run  by  religious  groups.  Here 
the  treatment  of  elderly  patients  is  marked  by  responsive- 
ness to  individual  need  with  compassion  and  kindness.  Re- 
ligious nursing  homes  excel  in  providing  this  because  they 
are  dedicated  to  the  service  of  God  through  the  care  of  the 
sick  elderly.  The  inconveniences  posed  by  the  incapacities 
and  infirmities  of  these  patients  provide  an  increased  op- 
portunity for  each  caregiver  to  demonstrate  service  to 
God.  Obligations  to  God  are  exemplified  by  obligations  to 
sick  persons. 

Much  of  the  actual  care  of  the  elderly  in  nursing  homes 
is  rendered  by  individuals  who  are  of  lesser  power  in  soci- 
ety. The  abuse  of  sick  old  persons  in  nursing  homes  comes 
about  through  the  actions  of  the  relatively  powerless 
against  the  almost  completely  powerless.  In  these  arenas, 
expressions  of  power  can  be  mean-spirited,  unless  they  are 
held  in  check  or  given  purpose  by  overriding  obligation. 
Obligation  demanded  by  regulations  and  laws  is  a poor 
substitute  for  personal  obligation. 

Obligation  and  responsibility  are  reciprocal.  The  per- 
sonal responsibility  that  marks  the  best  nursing  home  care 
must  be  directed  primarily  toward  the  old  person.  Alter- 
natively, the  nursing  home  caregiver  may  demonstrate  re- 
sponsibility for  old  persons'  bodies  apart  from  the  old  per- 
sons themselves.  Most  of  us  believe,  however,  that  our 
bodies  are  extensions  of  ourselves,  and  that  they  cannot  be 
taken  care  of  or  treated  in  disregard  of  ourselves  without 
offending  us.  That  is  to  say  that,  “to  do  something  to  my 
body  without  my  permission  is  to  wrong  me.”  It  is  on  that 
basis  that  consent  to  treatment  is  required  from  patients. 
The  doctrine  of  informed  consent  implies  that,  “I  am  the 
only  one  who  should  have  the  final  say  about  what  can  be 
done  to  my  body  in  my  best  behalf,”  and  acknowledges 
that  there  are  personal  differences  in  this  regard.  The  con- 
cept that  what  is  done  to  or  for  a person’s  body  is  for  the 
person  to  decide,  implies  that  the  body  belongs  to  the  per- 
son rather  than  to  the  state  or  to  God.  It  is  possible  that 
only  in  this  century,  in  the  United  States,  persons  are  giv- 
en almost  absolute  right  over  their  bodies  (except  while  in 
the  armed  services).  The  change  in  attitude  can  be  seen  in 
the  recent  modifications  in  law  in  which  attempting  sui- 
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cide  is  no  longer  a crime.  (Members  of  some  religious 
groups  believe  that  the  body  is  God’s  dominion,  and  this 
view  sharply  limits  a person’s  right  to  withhold  consent  for 
its  treatment.)  Thus,  in  the  nursing  home  setting,  poor 
care  provided  to  the  body  abuses  the  person.  Humiliations 
that  come  about  because  of  the  treatment  of  the  body  are 
humiliations  of  the  person.  These  abuses  are  least  present 
in  settings  such  as  religious  nursing  homes,  in  which  care- 
givers feel  responsible  and  have  obligations  to  the  patients 
which  limit  the  exercise  of  power  over  the  powerless  elderly. 

Abuse  of  the  Elderly  in  Hospitals 

It  follows  from  what  has  already  been  discussed,  that 
the  elderly  are  also  abused  in  hospitals;  but  here  the  issues 
are  more  complex.  The  abuses  may  arise  during  the  course 
of  medical  treatment  which  is,  in  itself,  apparently  proper. 
The  problem  arises  not  with  old  persons  who  have  the  ca- 
pacity to  give  consent  for  treatment,  but  with  those  who 
lack  capacity.  Many  hospital  beds  all  over  the  United 
States  are  occupied  by  irreversibly  incompetent  old  people 
in  whom  cognition  is  progressively  impaired  and  who 
would  surely  die  but  for  effective  medical  treatment  of 
infections  and  organ  failures.  Because  the  treatment  that 
sustains  their  lives  is  frequently  given  despite  their  previ- 
ously expressed  wishes  to  the  contrary,  or  contrary  to  the 
wishes  of  their  surrogates,  they  are  being  abused.  Here  the 
abuse  arises  not  from  the  intentional  exercise  of  power 
over  the  powerless,  but  from  the  failure  to  allow  physi- 
cians’ responsibilities  and  obligations  to  old  persons  to 
provide  checks  on  the  technologic  power  employed  in  their 
treatment. 

To  avoid  misunderstanding,  let  me  clearly  define  the 
patient  population  of  which  I write.  These  old  persons 
have  several  characteristics  apart  from  the  presence  of 
their  current  acute  illness.  Their  incompetence  results 
from  chronic,  irreversible  mental  incapacity.  Their  in- 
competence is  not  the  result  of  acute  illness;  it  will  not 
disappear  when  the  present  illness  is  over,  and  there  is  no 
effective  treatment  for  the  incompetence.  Incompetence 
has  usually  come  on  gradually  and  has  been  present  for 
many  months  to  years.  The  usual  diagnoses  of  the  mental 
incapacity  are  Alzheimer’s  disease,  multi-infarct  demen- 
tia, strokes,  or  other  organic  dementias.  All  of  these  pa- 
tients are  known  not  to  have  other  diseases  the  treatment 
of  which  might  restore  their  competence.  I am  restricting 
my  comments  to  patients  whose  usual  state  is  such  that 
they  cannot  hold  a conversation,  respond  appropriately  to 
questions  or  gestures,  and  exhibit  no  evidence  of  compre- 
hension. There  may  or  may  not  be  evidence  of  conscious- 
ness, but  these  patients  usually  do  respond  to  painful  stim- 
uli. 

It  might  be  argued  that  I have  misrepresented  the  case. 
One  might  contend  that  incompetent  elderly  are  not  being 
abused;  rather,  they  are  being  properly  treated  because 
they  are  being  kept  alive.  However,  is  keeping  them  alive 
proper  treatment  or  abuse?  Since  the  issue  exists  solely 
because  of  our  current  technologic  power,  we  must  ask 
ourselves  whether  it  is  an  abuse  of  this  technologic  power 
to  use  it  for  this  purpose.  I have  pointed  out  that  power  is 
best  held  in  check  by  obligations  and  responsibilities,  and 
that  these  arise  primarily  in  relationships — that,  in  fact,  it 
is  obligations  and  responsibilities  that  maintain  the  bal- 


ance of  power  within  personal  relationships.  Physicians 
maintain  relationships  with  the  public,  the  law,  other  phy- 
sicians, the  hospitals  in  which  they  practice,  the  profession 
itself,  and  patients.  While  all  of  these  relationships  affect 
the  exercise  of  physicians’  power,  they  derive  from  the 
principles  that  guide  the  relationship  of  an  individual  doc- 
tor with  an  individual  patient. 

In  the  care  of  the  incompetent  elderly,  no  actual  rela- 
tionship with  the  patient  is  possible,  and  the  doctor’s  ac- 
tions are  guided  by  idealized  notions  of  the  doctor-patient 
relationship  and  the  associated  responsibilities  and  obliga- 
tions of  the  physician.  Nowhere  is  there  warrant  for  the 
belief  that  obligations  or  responsibilities  to  patients  are 
discharged  by  the  care  solely  of  the  diseased  body,  partic- 
ularly when  the  treatment  is  in  disregard  of  the  patient’s 
wishes.  Care  of  the  diseased  body  is  not  necessarily  care  of 
the  patient.  When  treating  patients  such  as  these,  physi- 
cians state  that  they  are  doing  it  for  the  benefit  of  the 
patient;  that  if  they  do  not  support  failing  organs  or  treat 
infection,  the  patient  will  surely  die.  It  is  worthwhile, 
therefore,  to  question  why  any  episode  of  disease  is  treated. 

Legal  Considerations 

Many  physicians  say  that  they  are  legally  obligated  to 
treat  incompetent  elderly  patients,  and  that  they  may  be 
sued  for  malpractice  or  prosecuted  if  they  do  not  provide 
treatment.  Unless  the  patient  has  left  directives  request- 
ing such  treatment,  or  the  patient’s  legal  surrogate  re- 
quests treatment,  physicians  are  under  no  such  obligation. 
If  patients’  moral  surrogates  ask  that  they  be  treated,  de- 
spite their  lack  of  standing  as  legal  surrogates  in  New 
York  State,  physicians  are  probably  correct  in  continuing 
treatment.  Too  often,  however,  the  family  is  put  in  the 
position  of  being  asked,  “Is  it  all  right  if  we  let  your  moth- 
er die?”  after  which  it  takes  a brave  family  to  insist  that 
senseless  treatment  be  discontinued.  More  often,  the  re- 
course to  legalisms  is  merely  an  excuse  not  to  exercise 
judgment  in  the  treatment  of  a patient  who  requires  the 
physician’s  best  judgment  of  when  it  is  truly  wise  to  treat 
or  not  treat.  Treating  the  patient  because  the  hospital 
counsel  insists  that  the  hospital  be  protected,  or  because 
physicians  want  to  protect  themselves,  regardless  of  the 
good  of  the  patient,  is  in  itself  a definition  of  patient  abuse. 

Why  is  any  episode  of  disease  treated?  Treatment  tradi- 
tionally occurs  because  a person  asks  to  be  treated,  a phy- 
sician concurs  that  a reason  for  treatment  exists,  a treat- 
ment actually  exists,  more  good  than  harm  is  anticipated, 
and  the  physician  is  not  being  asked  to  do  harm,  damage 
normal  tissue,  or  become  involved  in  a probable  cause  of 
death  (as  in  high-risk  surgery).  Doctors  also  act  when  pa- 
tients are  not  able  to  request  treatment,  that  is,  in  emer- 
gencies or  with  an  unconscious  or  acutely  incompetent  pa- 
tient. Here  the  essence  of  the  situation  is  its  immediacy;  it 
is  an  event,  a complete  circumstance  of  its  own.  In  these 
situations,  doctors  treat  because  a medically  recognizable 
problem  exists  which  would  lead  to  permanent  disability 
or  death. 

If  no  urgency  exists,  physicians  usually  wait  until  the 
patient  can  ask  for  treatment.  Further,  treatment  is  con- 
sidered to  be  possible  when  it  will  not  do  harm,  and  it  is 
directed  towards  at  least  a meaningful  possibility  that  a 
viable  person  will  emerge  at  the  other  end  of  the  acute 
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situation  (for  example,  in  trauma,  no  one  would  transfuse 
a patient  whose  skull  had  been  crushed  simply  because 
anemia  is  present). 

Traditionally,  in  emergencies  and  otherwise,  three  con- 
ditions are  met.  The  first  of  these  is  that  a relationship 
exists  between  the  patient  and  doctor,  in  fact  or  in  custom. 
In  nonemergent  care,  the  patient  has  become  a patient  by 
choice  and  request,  responding  in  some  manner  over  time, 
with  the  opportunity  to  end  the  relationship.  (In  emergen- 
cies, the  implicit  expectation  is  that  the  patient  would,  if 
able,  desire  the  intervention  and  become  a patient,  and  the 
doctor  will  feel  responsible  for  and  to  the  person  no  matter 
what  the  state  of  consciousness.  The  emergency  is  expect- 
ed to  be  over  at  some  time,  the  recovering  patient  then 
being  able  to  respond  to  what  was  done  on  his  or  her  be- 
half.) The  second  condition  is  that  in  treatment  the  good 
of  the  patient  is  intended.  The  good  of  the  patient  is  not 
automatically  the  same  as  the  good  of  an  organ  or  body 
part.  (Being  equated  with  their  body  parts  is  universally 
disliked  by  patients.)  The  third  condition  is  that  some  con- 
cept of  the  future  is  inherent  in  the  treatment.  It  is  possible 
to  see  the  treatment  of  an  episode  of  disease  as  an  isolated 
event,  but  to  do  so  depersonalizes  the  event  as  surely  as 
treating  merely  the  body  depersonalizes  the  patient. 
When  the  goal  is  the  good  of  the  patient,  it  is  always  im- 
plied that  no  matter  how  bad  the  future  may  seem,  it  ex- 
ists, and  will  be  better  with  than  without  the  intervention. 

The  definitive  treatment  of  acute  episodes  of  illness  in 
the  hopelessly  sick,  hopelessly  incompetent  elderly  patient 
meets  none  of  these  tests.  The  patient  does  not  request  the 
treatment.  The  presumption  that  the  patient  would  re- 
quest the  treatment  if  able  is  extremely  doubtful,  because 
a significant  number  of  persons  would  not  wish  to  live  giv- 
en these  circumstances.  Treatment  is  possible  but  does 
nothing  for  the  underlying  problem.  It  is  difficult  to  know 
if  the  treatment  is  doing  good  or  harm.  No  restored  indi- 
vidual will  emerge  at  the  other  end  of  the  acute  situation. 
No  relationship  is  involved  at  the  time  of  treatment  or  in 
the  future.  The  doctor  may  feel  some  sense  of  responsibil- 
ity but  will  be  in  conflict  as  to  whether  his  or  her  treatment 
discharges  the  obligations.  The  good  of  the  person  is  not 
necessarily  intended.  And  the  actions  are  largely  in  disre- 
gard of  the  future. 

Medical  Therapy  as  a Form  of  Abuse 

To  abuse  someone  is  to  violate  the  terms  of  your  rela- 
tionship with  them  and  to  take  advantage  of  the  relation- 
ship. The  elderly  are  abused  when  others  in  relationship  to 
them  use  them  to  their  disadvantage.  The  incompetent  el- 
derly are  abused  by  treatments  meant  to  keep  them  alive 
in  the  face  of  the  inexorable  progression  of  their  underly- 
ing disease.  It  is  difficult  to  apply  the  term  “abuse”  in 
these  circumstances  because,  with  rare  exceptions,  the  in- 
tent of  physicians  treating  such  patients  is  good.  Why, 
then,  does  the  abuse  come  about? 

There  are  three  reasons.  First,  it  is  not  primarily  the 
sick  person  that  is  being  treated,  but  rather  events  that 
happen  to  the  patient.  For  example,  the  events  of  sepsis, 
hypotension,  renal  failure,  and  carotid  sinus  dysfunction 
are  perceived  as  separate  occurrences,  rather  than  as  an 
episode  in  the  ongoing  history  of  a sick  person.  Because  of 
this,  there  is  no  sense  of  a life  that  came  before  sickness 


and  into  which  the  sickness,  the  death,  and  the  events  pre- 
ceding death  must  be  fitted.  There  is  also  no  sense  of  the 
future  to  which  the  patient  will  be  returned.  Some  thera- 
pies are  fitting;  however,  others  are  not,  because  these 
treatments  do  not  fit  the  story  of  the  person’s  life  and  ter- 
minal illness.  Medical  therapy  that  is  oriented  towards 
events  rather  than  patients  is,  in  fact,  an  abuse  of  the  per- 
son. Pernicious  effects  stem  not  from  fate  but  from  those 
who  take  care  of  the  person  when  he  or  she  is  most  de- 
fenseless. 

The  second  reason  is  that  the  treatment  reflects  what 
the  technology  of  medicine  allows  physicians  to  do,  rather 
than  what  the  patient  requires.  In  this  regard,  the  technol- 
ogy should  not  be  seen  as  merely  an  inanimate  tool,  but 
rather  as  an  extension  of  the  personal  power  of  physicians. 
We  do  not  utilize  technology  because  of  what  it  will  do, 
but  because  of  what  we  can  do  because  of  it.  We  do  not 
support  failing  renal  function  when  it  serves  no  long  term 
purpose  because  a dialysis  device  can  do  so,  but  because 
the  device  extends  our  power  to  support  the  failing  kidney. 
It  is  the  inappropriate  use  of  power  that  must  be  resisted, 
not  technology  itself. 

The  third  reason  that  elderly  patients  are  often  abused 
in  hospitals  by  physicians  who  have  good  intentions  is  that 
if  the  proper  restraint  of  power  were  exercised,  physicians 
would  have  to  express  their  obligations  and  responsibil- 
ities to  the  sick  patient  instead  of  merely  to  the  patient’s 
body.  But  what  is  good  for  the  body  is  generally  a straight- 
forward matter,  while  the  good  of  the  patient  may  be  un- 
certain, difficult  to  ascertain,  and  ambiguous.  There  is  lit- 
tle wonder  that  decisions  are  made  on  the  basis  of  the 
physiologic  parameters  that  flow  from  labsheets  and  mon- 
itors rather  than  the  personal  determinants.  Doing  the  job 
right  requires  careful  history  taking,  intensive  and  diffi- 
cult questioning,  and  painstaking  mediation  between  fam- 
ily members  with  differing  opinions. 

Conclusions 

Abuse  of  the  elderly  occurs  primarily  because  of  the 
exercise  of  power  by  others  unchecked  by  obligation  or 
responsibility.  Law  and  regulation  are  poor  sources  of  re- 
straint of  the  powers  of  others  over  the  helpless  elderly.  In 
general,  it  is  the  web  of  mutual  obligations  and  responsi- 
bilities that  regulate  the  power  of  the  participants  in  social 
relationships.  In  medicine,  it  is  the  obligations  and  respon- 
sibilities of  physicians  in  relationships  with  their  patients 
that  have  regulated  their  actions  over  centuries.  When  no 
actual  relationship  is  possible,  as  with  unconscious  or 
completely  incompetent  elderly  patients,  obligations  and 
responsibilities  flow  from  the  traditional  and  ideal  concep- 
tions of  the  relationships  developed  over  the  centuries  and 
still  current  in  medicine.  When  these  are  forgotten  or  their 
uncertainties  and  ambiguities  forgone  for  the  greater  cer- 
tainty and  simplicity  of  purely  technical  medicine,  then 
the  power  of  physicians  over  individual  patients  is  left  un- 
checked. It  seems  to  be  in  the  nature  of  the  human  condi- 
tion that  in  the  absence  of  checks  and  restraints,  power  is 
almost  invariably  abused.  Based  on  the  treatment  of  the 
incompetent  elderly,  this  seems  true  of  medicine  also,  de- 
spite the  profession’s  underlying  benevolent  purpose.  Ob- 
ligations and  responsibilities  to  ill  persons  remain  the  pri- 
mary defense  against  the  abuse  of  the  sick. 
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Confronting  child  abuse  and  neglect  in  New  York  State 


Barry  R.  Sherman,  PhD 


Child  abuse  and  neglect,  or  maltreatment,  include  a wide 
spectrum  of  commissions  and  omissions  by  parents  and 
guardians.  They  encompass  emotional,  verbal,  physical, 
and  sexual  abuse.  In  general,  most  cases  of  child  abuse 
and  neglect  are  the  result  of  inadequate  or  inappropriate 
parenting. 

The  social  and  economic  consequences  of  child  abuse 
and  neglect  have  been  well  researched  and  documented. 
Numerous  studies  have  linked  child  abuse  to  juvenile  de- 
linquency and  adult  criminal  behavior.1  Abused  and  ne- 
glected children  show  impaired  physical,  psychological, 
and  neurological  functioning,  as  well  as  a range  of  behav- 
ioral disturbances,  including  poor  impulse  control,  non- 
compliance,  and  aggressive  and  violent  reactions.2-3  These 
victimized  children  also  manifest  a variety  of  educational 
deficits  resulting  in  poor  academic  achievement  and  mal- 
adaptive behaviors  in  adolescence.4 

Based  on  reported  statistics,  abused  and  neglected  chil- 
dren, although  represented  across  socioeconomic  groups, 
most  often  come  from  families  of  low  socioeconomic  sta- 
tus characterized  by  frequent  changes  in  residence  and 
parental  figures.5  The  abusive  parents,  frequently  abused 
and  neglected  themselves,  are  often  socially  isolated  from 
family  and  friends  as  well  as  other  social  supports  in  the 
community.  Numerous  research  studies  strongly  suggest 
that  a history  of  being  abused  is  one  of  the  major  factors 
predictive  of  an  individual’s  risk  of  abusing  or  neglecting 
his/her  own  children.6-8 

Research  has  shown  that  80-90%  of  all  incarcerated 
felons  were  victims  of  child  maltreatment.9  Society  incurs 
a significant  financial  cost  to  retain  juvenile  delinquents  in 
public  detention  facilities  and  criminals  in  state  penal  fa- 
cilities. By  late  adolescence,  a disproportionate  number  of 
neglected  and  abused  children  are  sufficiently  physically 
disabled  or  mentally  ill  to  make  them  dependent  on  the 
public  system  of  care.  The  long  term  impact  of  child  mal- 
treatment will  overwhelm  the  system  of  schools,  courts,  so- 
cial services  programs,  and  mental  health  facilities  in  the 
coming  years  unless  preventive  efforts  are  undertaken.10 

Incidence  of  Child  Abuse  and  Neglect 

The  actual  incidence  of  child  maltreatment  is  unknown. 
Reported  incidents  of  child  abuse  and  neglect  continue  to 
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rise  at  an  alarming  rate  to  the  point  at  which  child  mal- 
treatment is  now  recognized  as  a major  public  health 
problem.  In  the  United  States  alone,  more  than  two  mil- 
lion children  are  seriously  abused  or  neglected,  and  about 

5.000  die  from  related  causes  every  year.  Between  1 % and 
2%  of  all  children  in  the  United  States  are  reported  as 
subjects  of  abuse  and  neglect,  an  annual  rate  of  1 0- 1 5 per 

1.000  population."  During  1986  in  New  York  State,  for 
every  1 ,000  children  under  the  age  of  1 8 years,  there  were 
17  reports  of  abuse  or  neglect.12 

According  to  a survey  by  the  National  Committee  for 
the  Prevention  of  Child  Abuse,  45  of  50  states  witnessed 
an  increase  in  child  abuse  in  1983,  and  38  states  indicated 
that  the  severity  of  cases  had  also  increased.13  A 1986  sur- 
vey, to  which  34  states  responded,  showed  an  increase  of 
23%  in  childhood  fatality  from  1985  to  1986. 14  The  im- 
pact of  these  figures  is  compounded  over  time,  because 
abuse  and  neglect  negatively  affect  a child’s  growth  and 
development  and  cannot  heal  in  the  same  manner  as  do 
physical  injuries. 

Most  experts  agree  that  the  greater  number  of  reports  is 
evidence  of  a heightened  public  awareness  of  the  problem 
and  a function  of  increased  utilization  of  the  reporting  sys- 
tem. While  the  percentage  of  substantiated  cases  has 
dropped  from  47.5%  in  1976  to  40%  in  1986,  the  actual 
number  of  reported  cases  has  risen  44%  during  that  same 
period.14 

Some  additional  illustrative  facts  are  as  follows: 

• Since  1980,  there  has  been  a 51%  increase  in  child 
abuse  and  neglect  reports  with  a concomitant  in- 
crease of  only  2%  in  funding  for  child  abuse  and  ne- 
glect prevention  programs.15 

• Seventy-five  percent  of  child  fatalities  due  to  child 
abuse  and  neglect  occur  before  the  child  is  2 years  of 
age.16 

• One  third  to  one  half  of  the  fatality  cases  are  already 
known  to  the  mental  health  and  criminal  justice  sys- 
tems, as  well  as  to  child  protective  services,  which  had 
investigated  but  not  substantiated  a previous  allega- 
tion of  abuse  or  neglect. 

• Approximately  70%  of  families  are  known  to  be  abu- 
sive by  their  informal  social  networks  including  rela- 
tives, neighbors,  and  friends.17 

That’s  the  bad  news.  The  good  news  is  that  there  has 
been  significant  progress  in  coordinating  a response  to  the 
problem  in  New  York  State. 
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Prevention  Activities  in  New  York  State 

The  Children  and  Family  Trust  Fund  Program,  as  es- 
tablished through  Chapter  960  of  the  Laws  of  1984  and 
amended  by  Chapter  57  of  the  Laws  of  1985.  made  avail- 
able S3  million  as  a new  source  of  funding  in  New  York 
State  for  prevention  of  all  aspects  of  family  violence  in- 
cluding child  abuse,  spouse  abuse,  and  elder  abuse.  Funds 
are  distributed  annually  by  the  New  York  State  Depart- 
ment of  Social  Services  through  a request  for  proposals  to 
local  programs.  The  majority  of  funded  programs  were  in 
full  operation  by  1 987  and  include  parent  education,  com- 
munity awareness  and  education,  counseling,  advocacy, 
respite,  and  a Hispanic  domestic  violence  film  project. 

Also  in  1 984,  under  a grant  from  the  United  States  De- 
partment of  Health  and  Human  Services,  National  Cen- 
ter on  Child  Abuse  and  Neglect,  the  State  of  New  York 
Department  of  Health  and  Department  of  Social  Services 
jointly  promulgated  two  sets  of  official  guidelines,  one 
concerning  the  identification  and  management  of  suspect- 
ed child  abuse  and  neglect  in  hospitals  and  clinics  and  the 
other  regarding  the  identification  and  management  of 
sexual  abuse  and  maltreatment  in  hospitals  and  clinics. 
These  two  documents  have  been  lauded  by  the  medical 
community  as  extremely  useful  in  expediting  timely  and 
appropriate  reports  to  Child  Protective  Services. 

Given  the  complexity  of  the  system  of  services  to  chil- 
dren and  the  barriers  to  effective  interagency  communica- 
tion and  collaboration.  Governor  Cuomo,  as  part  of  his 
declaration  of  the  "Decade  of  the  Child"  in  his  1 988  State 
of  the  State  Message  to  the  Legislature,  established  a 
Task  Force  on  Children  and  Youth  to  address  systemati- 
cally the  needs  of  children  in  New  York  State. 

The  Citizens'  Task  Force  on  Child  Abuse  and  Neglect, 
co-chaired  by  First  Lady  Matilda  Cuomo  and  the  Com- 
missioner of  Social  Services,  includes  representatives 
from  both  the  public  and  private  sectors  with  a variety  of 
expertise  and  backgrounds.  The  mission  is  two-fold:  1)  to 
educate  the  public  about  the  problem  of  child  abuse  and 
neglect:  and  2)  to  promote  the  development  of  parenting 
education  programs. 

Since  the  1982  joint  resolution  of  Congress,  every  April 
has  been  nationally  proclaimed  as  Child  Abuse  Preven- 
tion Month.  “New  York  Loves  Parents"  was  the  theme  of 
the  Citizens'  Task  Force  campaign  in  1 988.  The  campaign 
launched  the  new  Pre-  and  Post-Natal  Parent  Education 
Hospital  Based  Parenting  Programs  (PPPEHP).  The 
“Welcome  to  Parenthood"  booklet  was  published:  it  offers 
hints  for  coping  with  the  birth  of  a child  and  the  stresses  of 
childrearing  and  lists  community-based  programs.  The 
booklet  is  being  distributed  to  all  new  parents  by  hospitals 
throughout  New  York  State. 

New  York  made  significant  progress  in  the  area  of  child 
abuse  and  neglect  prevention  by  enacting  new  laws  in 
1 988  that  permit  the  courts  to  remove  an  allegedly  abusive 
or  neglectful  parent  from  the  home  instead  of  removing  a 
child  (Chapter  673;  Assembly  Bill  No.  10857A)  and  es- 
tablish new  training  programs  for  mandated  reporters 
who  are  new  or  current  employees  of  mental  hygiene  facil- 
ities. hospitals,  school  districts,  and  the  police  (Chapter 
544:  Assembly  Bill  No.  10835A). 

The  Medical  Society  of  the  State  of  New  York’s  Com- 
mittee on  Child  Abuse  has  developed  a protocol  for  physi- 


cians' management  of  child  maltreatment.  Additionally, 
the  committee  is  engaged  in  a project  to  produce  a video 
cassette  and  manual  for  the  education  of  physicians  and 
other  professionals  who  are  involved  in  providing  court 
testimony  in  trials  where  physically,  and  especially  sexu- 
ally, abused  children  are  being  questioned  regarding  the 
circumstances  of  their  abusive  situations. 

Home-Visitor  Programs:  A Promising 
Public  Health  Model  of  Effective 
Prevention 

Historically,  the  approach  of  the  majority  of  child 
abuse  and  neglect  intervention  programs  has  been  treat- 
ment of  individuals  and  families  (perpetrators  and  vic- 
tims) who  are  identified  after  an  incident  of  maltreatment 
has  already  occurred.18  There  has  been  a paucity  of  re- 
search regarding  the  efficacy  of  prenatal  preventive  inter- 
ventions. An  exception  has  been  the  research  of  Olds  and 
colleagues19  which  empirically  demonstrated  the  effec- 
tiveness of  home  visitation  by  public  health  nurses  for  poor 
teenage  parents  in  Elmira,  NY,  from  the  prenatal  through 
the  postnatal  period.  In  a two-year  follow-up.  the  home 
visited  group  evidenced  significantly  fewer  subsequent  re- 
ported incidents  of  child  abuse  and  neglect  (4%  as  com- 
pared to  19%  in  the  controls:  p <0.05),  and  the  babies 
were  seen  less  frequently  in  the  emergency  room.  The 
study  also  verified  the  assertion  that  the  encouragement  of 
the  early  formation  of  secure  attachments  between  moth- 
er and  infant  facilitates  mothers'  appropriate  interpreta- 
tion of  babies'  signals,  ultimately  protecting  the  child 
from  abuse  and  neglect.19 

A study,  currently  being  conducted  by  this  author  in 
collaboration  with  the  New  York  State  Division  of  Social 
Work  and  the  Rochester  Adolescent  Maternity  Program 
(RAMP)  at  the  University  of  Rochester  Medical  Center, 
is  empirically  testing  the  home-visitation  model  utilizing 
the  services  of  indigenous  paraprofessionals,  instead  of 
nurses,  who  function  as  case  managers  for  at-risk,  inner- 
city  primiparous  adolescents.  Services  are  provided  pri- 
marily by  closely  supervised  paraprofessionals  in  the 
clients'  homes  on  an  average  of  once  a week.  The  goal  is 
more  frequent  and  longer  visits  than  in  the  public  health 
nurse  model,  which  enable  the  development  of  strong  rela- 
tionships between  providers  and  pregnant  teens.  Services 
are  targeted  to  women  under  the  age  of  1 8 and  are  initiat- 
ed prior  to  28  weeks'  gestation.  Specific  activities  include 
preparation  for  childbirth,  prenatal  mother-infant  bond- 
ing. household  management,  family  planning,  parent- 
child  stimulation,  and  support  groups. 

Young  teenagers  are  randomly  assigned  to  the  experi- 
mental and  control  groups  during  their  second  trimester 
of  pregnancy.  An  experimental  design  is  being  employed 
to  assess  empirically  the  effectiveness  of  the  paraprofes- 
sional  home-visitor  treatment  intervention.  The  control 
group  receives  all  aspects  of  comprehensive  prenatal  and 
pediatric  care  except  for  the  home  visits.  A family's  in- 
volvement in  the  program  extends  until  the  child's  first 
birthday. 

At  the  six-month  follow-up,  23  of  24  (95.8%)  of  the 
home-visited  teens  with  babies  were  still  receiving  health 
and  social  services  and  were  identifiable  by  project  staff. 
Only  18  of  31  (58%)  of  the  control  group,  receiving  no 
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home  visitation,  could  be  located  by  either  the  health  or 
social  services  delivery  system.  Other  expected  outcomes 
of  the  project  include  reduction  in  the  incidence  of  child 
abuse  and  neglect,  less  demand  for  foster  care  placements, 
improved  infant  development,  and  an  enhanced  quality  of 
life  for  participant  families. 

Recommendations 

The  following  policy  recommendations  are  proposed  in 
full  knowledge  of  the  many  bureaucratic  barriers  that 
make  implementation  a very  difficult  challenge: 

• The  community  response  system  needs  to  be  rede- 
fined to  include  more  than  Department  of  Social  Ser- 
vices Child  Protective  Services.  In  order  to  assume  a 
greater  public  health  perspective,  training  of  front- 
line responders  in  the  community  must  be  undertak- 
en, including  police,  paramedical,  medical  and,  par- 
ticularly, school  personnel.  Child  abuse  is  not  just  a 
social  services  problem,  it  is  everybody’s  problem. 

• Bureaucratic  boundaries  that  categorize  and  con- 
strain the  way  that  child  abuse  is  addressed  must  be 
eliminated.  If  the  recently  publicized  death  of  Lisa 
Steinberg,  resulting  from  physical  abuse  by  her  adop- 
tive parents,  taught  us  nothing  else,  it  pointed  out  the 
desperate  need  for  removing  barriers  to  interagency 
communication  and  coordination. 

• Risk  assessment  cannot  be  an  instant  snapshot  of  a 
family  in  crisis  but  rather,  valid  risk  assessment 
should  be  based  on  a personal,  ongoing  supportive  re- 
lationship with  families. 

• Since  available  statistics  can  predict  geographic  ar- 
eas where  child  abuse  and  neglect  occur  most  fre- 
quently, comprehensive  community-based  home 
health  visiting  programs  hold  tremendous  promise 
for  implementing  support  systems  to  families  in  those 
targeted  high-risk  areas. 

In  summary,  child  abuse  and  neglect  are  only  part  of  a 
more  general  public  health  problem  of  increasing  family 
violence  involving  more  intentional  injuries  such  as  homi- 
cide and  suicide.  Significant  resources  have  been  expend- 
ed on  after-the-fact  adjudication  and  incarceration  of  per- 


petrators as  well  as  medical  and  psychological 
rehabilitation  of  victims.  Instead,  what  is  truly  needed  is  a 
collaborative,  interagency  strategy  to  prevent  child  abuse 
and  neglect  before  it  occurs.  Children  are  our  future,  and 
it  is  the  responsibility  of  all  of  us  to  protect  their  lives  from 
harm. 
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Anorexia  nervosa:  The  destructive  pursuit  of  thinness 

Stephen  Nordlicht,  md 


In  the  last  few  years,  we  have  witnessed  a marked  prolifer- 
ation of  the  literature  on  eating  disorders.  As  a result,  phy- 
sicians are  now  much  more  knowledgeable  and  also  more 
successful  in  the  treatment  of  patients  with  these  prob- 
lems. Anorexia  nervosa  primarily  manifests  itself  in  the 
adolescent  female  but  it  can  also  continue  into  the  middle 
as  well  as  the  older  years1  if  treatment  is  not  undertaken. 
In  severe  cases  it  may  be  fatal.  It  can  also  be  encountered 
in  the  young  male  but  to  a very  much  lesser  degree.  Al- 
though the  expressed  goal  is  for  slenderness,  the  pathology 
soon  becomes  evident  as  the  patient  progresses  to  a state  of 
emaciation.  It  must  be  emphasized  that  this  depriving 
oneself  of  food  is  not  due  to  any  loss  of  appetite  but  is 
consciously  adhered  to  solely  for  the  purpose  of  being  thin. 
What  is  being  expressed  here  is  the  underlying  fear  of  be- 
ing fat.2 

This  fear  of  being  fat  which  is  experienced  by  the  anor- 
exic patient  should  not  be  confused  with  the  discomfort  or 
unhappiness  of  an  overweight  young  woman.  Here  it  is 
directly  related  to  deep  seated  fears  as  she  is  physically 
maturing  and  beginning  to  experience  stronger  sexual 
feelings.  The  growth  of  her  breasts,  a rounding  of  her  body 
contour,  and  the  onset  of  her  menstrual  periods  confront 
her  with  an  awareness  of  her  sexual  maturity.  The  patient 
who  resolves  this  conflict  by  developing  anorexia  will  fre- 
quently also  reveal  a family  history  of  eating  problems  and 
fears  of  being  overweight. 

Historical  Background 

Self-starvation  was  already  referred  to  in  the  Middle 
Ages  but  at  that  time  it  was  attributed  to  demons  and  dev- 
ils who  had  taken  possession  of  a person's  body.  In  1689 
these  symptoms  were  dramatically  and  accurately  de- 
scribed by  Morton3  in  his  paper,  “Phthisiologia:  Or  a 
Treatise  of  Consumptions,”  for  at  that  time  he  considered 
it  to  be  a variant  form  of  tuberculosis.  Two  centuries  were 
to  elapse,  however,  before  anorexia  nervosa  was  actually 
identified  as  a clinical  entity.  It  was  the  English  physician 
Gull4  and  shortly  thereafter  the  French  physician  Lase- 
gue5  who  recognized  and  understood  that  the  causes  were 
not  physical  but  emotional.  This  was  challenged,  however, 
following  the  publication  in  1 9 1 4 of  Simmonds’6  work  on 
cachexia  and  the  pituitary  gland.  For  several  years,  an- 
orexia nervosa  was  mistakenly  viewed  as  an  endocrine  dis- 
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turbance  until  further  studies  resulted  in  differentiating  it 
from  Simmonds'  disease. 

Etiology 

Although  cultural  and  societal  factors  play  a part  in  this 
desire  for  thinness,  the  nuclear  problem  revolves  around 
the  mother-child  relationship.  Unresolved  sadomasochis- 
tic conflicts  in  the  oral  phase  of  development  set  the  stage 
for  further  difficulties  in  the  successive  phases  of  develop- 
ment. The  early  history  of  these  patients  usually  presents 
a surface  picture  of  a good  and  obedient  child  who  is  doing 
well  in  school  until  approximately  the  time  of  puberty, 
when  these  problems  suddenly  begin  to  appear.  However, 
when  these  patients  undertake  analytic  treatment,  a 
somewhat  different  picture  emerges,  revealing  a host  of 
problems  that  the  child  had  been  experiencing.  These  an- 
gry, confusing,  and  unhappy  feelings  are  exhibited  sym- 
bolically by  means  of  self-starvation. 

Psychodynamics 

The  patient  usually  is  totally  unaware  of  her  emaciated 
state  and  fully  convinced  and  satisfied  that  this  is  her  ideal 
weight.  She  has  no  interest  in  or  wish  to  change  this  body 
image.  Only  the  concerned  and  continued  efforts  by  fam- 
ily and  friends  may  serve  to  overcome  the  persistent  resis- 
tance to  seeking  medical  care.  Bruch7  was  aware  of  this 
basic  problem  when  she  wrote  that  a realistic  body  image 
is  a precondition  for  seeking  help  and  recovery  in  anorexia 
nervosa.  However,  a great  deal  of  psychoanalytic  work 
will  have  to  be  done  before  there  is  an  understanding  of 
what  this  emaciated  body  image  represents. 

The  primary  symptoms  exhibited  by  these  patients  have 
now  become  quite  familiar:  severe  weight  loss  caused  by  a 
starvation  diet,  amenorrhea,  and  a program  of  strenuous 
athletic  activities  constitute  the  classical  triad.  Although 
these  symptoms  are  in  the  foreground,  the  physician  soon 
becomes  acquainted  with  other  problems  the  patient  is  ex- 
periencing, such  as  feelings  of  omnipotence,  demands  for 
immediate  gratification,  obsessions,  and  the  ever  present 
underlying  need  for  control.  The  unsuccessful  struggle  for 
control  which  began  in  the  early  relationships  with  her 
mother  is  now  continued  more  successfully  as  the  patient 
restricts  her  food  intake.  Here  she  is  able  to  achieve  this 
control.  Sperling,8  one  of  the  early  and  respected  investi- 
gators in  this  area,  points  out  that  this  also  represents  a 
more  overt  expression  of  even  greater  rebelliousness  and 
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hostility  toward  the  mother.  However,  since  this  is  an  ill- 
ness, the  patient  feels  safe  and  can  exhibit  this  aggressive 
behavior  without  fear. 

With  the  onset  of  menstruation,  the  unresolved  oedipal 
conflicts  serve  to  intensify  the  patient’s  fears  of  sexuality. 
As  a consequence  there  is  a regression  of  the  sexual  im- 
pulses and  their  displacement  from  the  genital  to  the  oral 
level.  Although  the  forbidden  sexual  feelings  are  now  dis- 
guised, the  basic  problems  remain  unchanged.  Unless 
these  unconscious  fears  are  resolved,  the  patient  will  re- 
main incapable  of  assuming  the  role  of  an  adult  female  or 
of  accepting  future  motherhood.  Simply  increasing  the 
patient's  weight  by  subjecting  her  to  a high  caloric  diet 
unfortunately  will  not  provide  the  solution.  Before  the  pa- 
tient begins  analytic  treatment,  methods  and  goals  must 
be  carefully  explained,  while  also  emphasizing  that  the 
gaining  of  weight  is  an  objective  but  not  the  primary 
one. 

Psychologically,  the  cessation  of  menstruation  provides 
two  important  goals  for  the  patient.  First,  the  regression  to 
an  earlier  phase  of  development  frees  her  of  these  threat- 
ening sexual  feelings  and  second,  not  menstruating  also 
serves  to  fulfill  her  earlier  unconscious  fantasies  of  being 
pregnant.  These  earlier  findings  by  Deutsch,9  Lorand,10 
and  Sperling8  continue  to  be  confirmed  in  treatment  with 
patients  today.  When  these  unconscious  fears  are  under- 
stood and  resolved  there  is  again  the  resumption  of  a regu- 
lar menstrual  cycle  and  the  amenorrhea  ceases  to  be  a 
problem.  It  should  also  be  pointed  out  that,  contrary  to 
earlier  beliefs,  amenorrhea  may  appear  as  an  initial  symp- 
tom rather  than  only  later  when  the  patient  is  severely 
emaciated." 

Possibly  even  more  troubling  for  the  patient  with  an- 
orexia is  the  constipation  and  the  added  difficulties  she 
may  create  in  her  endeavors  to  deal  with  this  problem.  The 
abuse  of  laxatives,  diuretics,  and  enemas  can  easily  alter 
the  electrolyte  balance  and  result  in  a life  threatening  situ- 
ation. It  demands  a constant  and  careful  attention  to  the 
physical  aspects  but  what  should  not  be  forgotten  is  that 
the  basic  problem,  the  constipation,  is  still  psychologically 
determined.  It  has  its  roots  in  the  early  confusion  and 
fears  surrounding  eating  and  excretion  and  also  provides 
the  matrix  for  the  development  of  fantasies  of  oral  im- 
pregnation, pregnancy,  and  anal  birth.  Only  by  under- 
standing the  dynamics  of  her  misinterpretations  and  fears 
will  the  patient  be  able  to  relinquish  these  symptoms  of 
defense. 


Therapy 

Diagnostically,  anorexia  should  be  considered  as  a neu- 
rosis, although  at  times  episodes  of  severe  disorganization 
can  occur  which  may  appear  to  resemble  a frank  psycho- 
sis. However,  these  are  usually  of  short  duration  and  can 
be  dealt  with  without  medication  unless  life  threatening. 
Although  analytic  therapy  is  preferred  by  some,  other  mo- 
dalities of  treatment  are  also  utilized  at  the  present  time. 
Foremost  among  these  are  psychotherapy — nonanalytic, 
the  cognitive  and  behavioral  therapies,  family  systems 
therapy,  and  hospital  or  residential  treatment.  Although 
the  patient  may  respond  to  any  of  these  forms  of  treatment 
and  appear  symptom  free,  unless  the  deep  seated  underly- 
ing personality  problems  are  resolved,  further  difficulties 
can  be  anticipated.  Specifically,  anorexia  nervosa  should 
be  regarded  as  an  unsuccessful  attempt  at  solving  uncon- 
scious sexual  conflicts  concerning  sexual  identity.  If  one 
ignores  this  area,  treatment  will  remain  incomplete. 

Our  ability  to  treat  anorexia  nervosa  more  successfully 
now  confronts  us  with  another  challenge,  and  that  is  learn- 
ing how  to  prevent  it.  Since  the  pathology  in  the  mother- 
daughter  relationship  plays  a major  role  in  this  problem,  it 
may  be  rewarding  to  utilize  this  as  a public  health  pro- 
gram of  education.  This  mental  health  program  should  be 
directed  at  three  target  groups:  prepubertal  and  adoles- 
cent females  and  young  married  couples.  It  will  provide  a 
new  understanding  for  many  and  may  prove  to  be  effective 
in  reducing  the  present  day  pathology  even  more  than  it  is 
possible  to  anticipate  at  this  time.  By  carefully  designing 
such  a program,  one  may  also  create  a blueprint  for 
achieving  that  elusive  healthier  emotional  life  for  each 
and  every  member  within  the  family  structure. 

References 

] . Hsu  LKG,  Zimmer  B:  Eating  disorders  in  old  age.  Int  J Eating  Disorders 
1988;7:133-139. 

2.  Wilson  CP:  The  fear  of  being  fat  and  anorexia  nervosa.  Int  J Psvchoanal 
Psychother  1982-83:9:233-255. 

3.  Morton  R:  Phthisiologia:  Or  a Treatise  of  Consumptions.  London,  Smith 
and  Walford,  1689. 

4.  Gull  WW:  Anorexia  hysterica  (Aspersia  hysterica).  Br  Med  J 
1873;2:527-533. 

5.  Laseque  EC:  De  l'anorexic  Hysterique.  Arch  Gen  Med  1873;  21:385-390. 

6.  Simmonds  M:  Uber  embolische  Prozesse  in  der  Hypophysis.  Arch  Path 
Anat  1914;  217:226-230. 

7.  Bruch  H:  Eating  Disorders.  New  York,  Basic  Books,  1973. 

8.  Sperling  M:  Psychosomatic  Disorders  in  Childhood.  New  York,  Aronson, 
1978. 

9.  Deutsch  H:  The  Psychology  of  Women:  A Psychoanalytic  Interpretation. 
New  York,  Grune  and  Stratton,  1944,  vol  1. 

10.  Lorand  S:  Anorexia:  A case  report.  Psychosom  Med  1943;  5:282-292. 

1 1.  Sydenham  A:  Amenorrhea  at  Camp  Stanley,  Hong  Kong,  during  intern- 
ment. Br  Med  J 1946;  2:159-165. 


MARCH  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  167 


COMMITTEE  REPORT 


The  physician’s  management  of  child  maltreatment 
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The  child  maltreatment  syndrome  as  listed  in  the  Interna- 
tional Classification  of  Diseases  is  mainly  regarded  as  re- 
ferring to  physical  abuse.  However,  other  forms  of  mal- 
treatment include  emotional  abuse,  sexual  abuse,  and 
neglect.  New  York  State  law  mandates  reporting  by  per- 
sons involved  with  child  care  of  all  reasonably  apparent 
cases  to  the  proper  authorities.  Furthermore,  it  assures  the 
reporter  of  immunity  from  prosecution  or  other  legal  ac- 
tion if  a case  is  proven  to  be  unfounded.  Professionals 
should  be  able  to  question  properly  and  to  recognize  with  a 
reasonable  degree  of  certainty  inflicted  trauma  as  distinct 
from  accidental  injuries,  as  well  as  evidence  of  sexual  mo- 
lestation. 

Most  victims  of  abuse  are  brought  to  a hospital  emer- 
gency room  by  either  a social  worker,  a law  officer,  or  the 
abusive  parent;  or  are  referred  there  by  a clinic  or  primary 
care  physician  who  would  like  to  have  a second  opinion. 
The  management  protocol  should  be  as  follows: 

All  alleged  physically  or  sexually  abused  or  severely  ne- 
glected minors  under  18  years  of  age  should  be  admitted 
to  the  in-patient  pediatric  or  adolescent  unit  without  de- 
lay. (An  exception  should  be  made  when  the  accompany- 
ing social  worker  from  an  agency  such  as  Special  Services 
for  Children  officially  requests  only  an  out-patient  physi- 
cal examination  of  the  child,  and  a documented  opinion 
prior  to  the  child’s  appearance  in  court  and  placement  in  a 
shelter  or  foster  home.) 

An  immediate  telephone  report  by  a responsible  hospi- 
tal representative  should  be  made  to  the  New  York  State 
Child  Protective  Services  Registry’s  24-hour  hotline  (1- 
800-342-6720),  unless  this  has  already  been  done  by  the 
social  agency  authorities.  A hospital  pediatric  social 
worker  should  be  assigned  to  the  patient.  Within  24  hours, 
or  by  Monday  if  a weekend  intervenes,  the  worker  should 
fill  out  and  submit  the  official  form  DSS2221A,  for  sub- 
mission to  Child  Protective  Services.  This  must  contain 
the  examining  physician’s  diagnosis  and  signature. 

A house  officer  or  attending  physician  should  thorough- 
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ly  examine  the  child  with  special  alertness  for  traumatic 
lesions.  Photographs  of  obvious  lesions,  and  x-rays  of  all 
possible  or  actual  fractures,  including  long  bone  or  skull 
series  films,  should  be  taken  for  the  record,  if  warranted 
by  the  history  or  the  suspicion  index  of  the  physician. 
Medical  and  surgical  procedures  should  be  instituted 
promptly  as  indicated,  and  thoroughly  documented. 

The  legal  definition  of  sexual  abuse  or  molestation  of  a 
minor  under  18  years  of  age  pertains  to  incest  or  intrafa- 
milial  acts;  or  to  intrahousehold  acts,  including  digital 
manipulation  of  genitals,  fellatio  (oral  sex),  sodomy,  and 
intercourse.  These  cases  generally  fall  within  the  clinical 
purview  of  the  hospital's  department  of  pediatrics,  and 
suspected  victims  should  be  examined,  treated,  and  man- 
aged by  the  house  staff  under  the  guidance  of  the  chair- 
man and/or  the  attending  physician.  Sexual  attack  or 
rape  of  a female  outside  of  the  household  by  an  adult  is 
usually  a subject  for  police  action,  and  the  victim  should 
be  transferred  directly  to  a certified  rape  center. 

On  the  pediatric/adolescent  unit,  the  sexually  abused 
minor  must  be  handled  calmly  and  nonjudgmentally  by 
the  examiner  obtaining  the  history  of  the  actual  events  of 
the  molestation.  If  the  girl  is  pubertal,  a careful  menstrual 
record  should  be  obtained  and  a urinary  chorionic  gonad- 
otropin (UCG)  test  for  pregnancy  should  be  performed. 
Special  inspection  for  traumatic  and  other  lesions  of  the 
genitals,  anus,  hymen,  vaginal  orifice,  and  throat  is  impor- 
tant. Smears,  cultures,  and  blood  tests  for  sexually  trans- 
mitted diseases  should  be  performed.  In  cases  of  recent 
sexual  contact,  or  when  the  discharge  is  suggestive, 
smears  should  be  examined  for  semen  and  sperm.  When  a 
serious  gynecologic  condition  or  pregnancy  is  apparent,  a 
gynecologic  consultation  should  be  requested. 

A physically,  sexually,  or  otherwise  abused  minor, 
whose  case  is  reported  officially  and  who  is  admitted  to  a 
hospital,  should  be  retained  by  legal  decree,  even  beyond 
medical  or  surgical  indications.  This  should  be  effective 
until  the  court  or  the  official  agency  decides  and  desig- 
nates when  and  to  whom  the  minor  should  be  discharged. 
The  hospital  social  worker  should  maintain  contact  with 
the  patient,  with  the  official  agency  involved,  and,  if  indi- 
cated, with  the  minor’s  family. 
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The  role  of  physicians  in  America’s  sterilization  movement, 

1894-1925 


John  S.  Haller,  Jr,  PhD 


I am  firmly  convinced  that  if  the  many  who  decry  and  protest 
against  sterilization,  could  be  brought  into  direct  contact  with 
warped  mentalities  as  are  we  who  live  among  them,  they  would 
come  over  to  our  side;  just  as  have  those  who,  in  theory  opposed  to 
lynching,  when  their  own  families  are  defiled  at  once  become 
enthusiastic  advocates  of  lynch  law. 

Martin  W.  Barr,  MD,  Alienist  and  Neurologist , 1912 

It  seems,  to  put  it  none  too  strongly,  that  America  is  simply  hell- 
bent on  taking  a brief  biological  joy-ride  with  the  definite  policy 
of  later  turning  over  its  vast  intellectual  conquests  to  the  morons. 

George  Worthington,  Journal  of  Social  Hygiene , 1925 

During  the  late  19th  and  early  20th  centuries,  statistical 
evidence  indicated  that  the  numbers  of  individuals  identi- 
fied as  feeble-minded,  defective,  and  criminal  were  in- 
creasing at  a proportionally  higher  rate  than  the  rest  of  the 
population.  In  addressing  this  issue,  prominent  as  well  as 
less  than  prominent  physicians  contributed  to  the  discus- 
sion. Their  observations  and  recommendations  carried 
significant  weight  in  the  mind  of  the  ordinary  citizen  and 
in  the  corridors  of  government.  As  respected  confidantes 
to  the  rich  and  influential,  they  found  their  ideas  heeded, 
debated,  and  accepted  as  credo  for  many  who  were  seek- 
ing solutions  to  the  troubling  evidence  before  them.  Physi- 
cians became  a moral  and  political  force  out  of  proportion 
to  their  numbers  but  certainly  in  keeping  with  both  their 
expectations  and  their  increased  status  within  American 
society.  Their  ability  to  define  the  parameters  of  the  prob- 
lem, provide  surgical  options,  and  carry  out  the  surgical 
solution  brought  them  into  the  forefront  of  the  steriliza- 
tion movement  in  America. 

Alarm  Bells 

In  both  Europe  and  America,  physicians,  scientists,  and 
social  scientists  announced  that  defective  classes  were 
multiplying  more  rapidly  than  the  total  population.  Sta- 
tistics published  at  the  turn  of  the  century  and  based  on 
the  United  States  census  of  1900  suggested  that  some 
1,250,000  individuals  were  “insane,”  “feeble-minded,” 
“deaf  and  dumb,”  “blind,”  confined  to  prisons  and  refor- 
matories, or  supported  in  benevolent  institutions  such  as 
industrial  and  reform  schools  and  almshouses,  all  requir- 
ing some  form  of  long  term  care  or  assistance.  According 
to  T.  Alex  Mitchell,  MD,  of  New  York,  “a  wave  of  degen- 

Address  correspondence  to  Dr  Haller,  Department  of  History,  University  of  Col- 
orado at  Denver.  1200  Larimer  St,  Campus  Box  137.  Denver,  CO  80204-5300. 


eracy  is  sweeping  the  land,  and  its  development  threatens 
the  physical  vitality  of  the  nation.”1-2  In  England.  T.  B. 
Hyslop,  MD,  characterized  mental  degenerates  in  his 
country  as  a large  “sperm  whale”  propagating  the  East 
End  of  London  with  the  castoffs  of  society. 3(p25)  Similarly, 
Arnold  White  predicted  that  unless  England  did  some- 
thing practical  to  reduce  the  number  of  “inefficients,”  the 
year  1925  would  mark  the  end  of  England’s  sovereign- 

ty.3(p25) 

Increasingly,  philanthropists  and  criminologists,  state 
boards  of  charities,  state  boards  of  health,  and  state  legis- 
latures focused  their  attention  on  the  so-called  “unfit.” 
Operating  on  the  assumption  that  heredity,  congenital 
and  acquired  disease,  and  unfavorable  environmental  in- 
fluences had  spawned  vice,  crime,  and  disease,  they  both 
raised  the  issue  and  simultaneously  suggested  solutions. 
Enrico  Ferri's  volume  on  Criminal  Sociology  (1897),4 
and  Cesare  Lombroso’s  books  on  genius  and  insanity 
(1864), 5 criminal  man  (1876), 6 and  criminal  anthropolo- 
gy (1899), 7 built  on  an  impressive  foundation  established 
by  earlier  physiognomists  and  phrenologists  and  the  more 
recent  works  of  L.  S.  Forbes  Winslow  ( 1844-191 3), 8 Hen- 
ry Maudsley  (1835-1918), 9 Henry  Mayhew  (181 2— 
1887), 10  and  Henry  Clarkell. 1 1 Together  their  research 
convinced  legislators  that  governments  must  erect  a de- 
fensive system  that  was  social  in  purpose,  preventive  in 
accordance  with  the  latest  scientific  studies  of  heredity, 
and  repressive  in  contrast  to  prevailing  laissez-faire  sys- 
tems and  solutions. 

Classifiers  used  such  terms  as  “defective,”  “depen- 
dent,” and  “delinquent”  which  they  called  the  “three 
D’s,”  or  added  the  terms  “deficient”  and  “degenerate”  to 
make  the  so-called  “five  D’s.”  Recognizing  that  the  cost  of 
caring  for  these  classes  ran  into  hundreds  of  millions  of 
dollars,  reform-minded  physicians,  scientists,  and  social 
scientists  required  little  argument  to  conclude  that  future 
generations  faced  the  burden  of  maintaining  “this  vast 
army  of  dependents  and  criminals"  unless  society  planned 
some  form  of  corrective  action. 12(p17) 

Eventually,  many  of  those  groups  that  advocated  re- 
form settled  on  ten  separate  cacogenic  varieties:  feeble- 
minded, pauper,  inebriate,  criminalistic,  epileptic,  insane, 
constitutionally  weak,  diathetic,  physically  deformed,  and 
cacesthenic.  These  categories  were  derived  from  a variety 
of  legal,  medical,  and  biological  criteria.  Within  each  of 
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these  categories  more  specific  subgroups  were  identified. 
For  example,  Bleecker  Van  Wagenen  of  the  Eugenics  Re- 
cord Office  in  Cold  Spring  Harbor  (Long  Island,  NY) 
counted  within  the  feeble-minded  class  the  subgroups  of 
“moronic,”  “microcephalic,”  “epileptic,”  “amaurotic- 
idiotic,”  “cretinic,”  “mongolic,”  “anaesthetic,”  “toxic,” 
and  “traumatic.”  The  pauper  class  contained  “tramps,” 
“beggars,”  and  “ne’er-do-wells,”  while  the  inebriate  class 
contained  “dipsomania,”  “chronic  alcoholism,”  and 
“pharmacomania.”  Similar  subgroups  existed  within  oth- 
er major  categories.  In  like  manner,  physicians,  scientists, 
and  social  scientists  divided  the  criminal  classes  into  those 
of  sound  mind  who  were  driven  to  crime  by  environmental 
influences  and  those  of  unsound  mind  who  inherited  from 
ancestors  certain  degenerate  tendencies.  The  problem  for 
the  experts  lay  in  discerning  the  causation  for  each  indivi- 

dUal.12(PPl7-21),13 

Hereditary  drunkenness  ranked  high  among  the  causes 
most  frequently  mentioned  as  producing  the  class  identi- 
fied as  “defective.”  Of  1,744  inebriates  in  a 1901  study  on 
heredity  published  in  the  Journal  of  Insanity , the  author 
counted  nearly  1 , 1 00  as  having  a history  of  drunkenness  in 
the  family.  Hereditary  drunkenness  seemed  prevalent  in 
the  criminal  degenerate  as  well  as  in  imbecility,  idiocy, 
epileptic  offspring,  and  insanity.14  As  W.  O.  Henry,  MD, 
noted  in  a speech  read  before  the  Nebraska  State  Health 
Association  in  1913,  the  insane  gave  a “hereditary  taint  of 
weakness  and  mental  instability  to  their  offspring.”  More- 
over, in  many  instances  the  insane  were  themselves  the 
offspring  of  parents  who  evidenced  alcoholism,  epilepsy, 
or  other  nervous  disorders,  including  the  excessive  use  of 
morphine,  cocaine,  and  tobacco.15 

Like  many  physicians  who  cared  for  defectives  in  state 
asylums,  James  R.  Bloss,  md,  Assistant  Physician  to  the 
West  Virginia  Asylum,  turned  his  attention  to  the  preven- 
tion of  defectives.  Believing  that  the  good  of  the  individual 
ranked  second  to  the  welfare  of  society  and  preservation  of 
the  race,  he  focused  his  attention  on  the  potential  ability  of 
the  habitual  criminal,  ignorant  degenerate,  imbecile,  and 
insane  person  to  produce  offspring.  Bloss  reported  that  in 
the  period  from  1870  to  1908,  the  ratio  of  insane  people 
under  state  care  had  increased  from  one  for  every  2,1 35  of 
the  population  to  one  for  every  583.  Fearing  the  continued 
increase  in  the  number  of  defectives  whose  upkeep  had  to 
be  borne  by  the  state  and  recognizing  that  the  cost  of  their 
upkeep  would  continue  to  drain  critical  resources,  Bloss 
recommended  that  the  state  initiate  steps  to  prevent  the 
continued  increase  of  this  element.16 

The  nature-nurture  debate  dominated  the  discussion  of 
defectives,  delinquents,  and  criminals  in  both  the  popular 
press  and  the  professional  literature.  Articles  abounded  on 
such  topics  as  marriage  between  first  cousins,  often  con- 
cluding that  consanguineous  marriages  tended  to  gener- 
ate idiocy,  insanity,  and  even  sterility.  Interestingly, 
American  physicians,  scientists,  and  social  scientists  re- 
mained divided  on  whether  the  majority  of  the  insane,  idi- 
ots, and  feeble-minded  were  products  of  hereditary  trans- 
mission or  of  the  environment.  Many  social  scientists 
retained  a cultural  bias  for  the  environmentalist’s  view  of 
change,  while  physicians  and  scientists  increasingly  sided 
with  heredity.  Even  those  who  insisted  that  environment 
really  shaped  the  career  of  the  individual  admitted  that 


“heredity  invites  an  environment  that  will  favor  its  contin- 
uance.” Although  unclear  with  respect  to  the  actual 
mechanism  of  hereditary  transmission,  physicians  and  sci- 
entists were  not  shy  in  suggesting  Spencer’s  physiological 
units,  Darwin’s  pangenesis,  Gabon’s  stirpiculture  theory, 
Weisman’s  germ  plasm,  Lamarck’s  theory  of  inherited 
characteristics,  or  Mendelian  genetics  as  possible  hypoth- 
eses. Exemplary  of  this  influence  was  the  American  Breed- 
ers’ Association,  which  came  into  existence  as  a direct  re- 
sult of  the  rediscovery  of  Mendel’s  law.  Organized  in 
1 905,  it  changed  its  name  in  1 9 1 3 to  the  American  Genet- 
ic Association.14'17 

By  the  early  20th  century,  physicians,  scientists,  and 
social  scientists  had  traced  various  family  histories,  com- 
piling evidence  that  mental  defectiveness  was  transmitted 
from  parent  to  offspring.  Significant  among  these  genea- 
logical trees  were  the  Juke  (Dugdale),18  Kallikak  (God- 
dard),19 and  Zero  (Jorger)20  families  as  well  as  the  Tribe 
of  Ishmael  (McCulloch).21 

Notoriety  regarding  the  Juke  family  made  a consider- 
able impact  on  the  sciences  and  social  sciences.  Written  by 
Robert  L.  Dugdale,  the  book  The  Jukes , A Study  in 
Crime , Pauperism  and  Heredity  recorded  the  history  of  a 
family  of  Dutch  heritage  beginning  in  New  York  about 
1730.  Although  the  family  did  include  some  “honest 
workers”  among  the  1,200  descendants  of  Ada  and  Max 
Juke,  it  also  contained  709  criminals,  prostitutes,  vaga- 
bonds, and  paupers.  Criminals  accounted  for  76  of  the 
709,  and  of  the  females,  176  were  characterized  as  “disre- 
putable” or  “abandoned  women."  Dugdale  estimated  that 
the  Juke  family  had  cost  New  York  State  $1.25  million 
and,  while  he  stressed  environment  as  a determining  factor 
in  the  lives  of  many  of  the  Jukes,  most  readers  preferred 
to  believe  that  heredity  played  a far  more  important  role 
in  the  creation  from  generation  to  generation  of  so  many 
paupers,  feeble-minded,  prostitutes,  and  criminals.15’22’23 

The  Kallikak  family,  whose  descendants  of  Martin  and 
Deborah  numbered  480,  had  among  them  143  known  fee 
ble-minded,  36  illegitimate,  33  sexually  immoral,  24  con- 
firmed alcoholics,  3 epileptics,  3 criminals,  8 keepers  of 
brothels,  and  83  children  so  constitutionally  feeble  that 
they  died  in  infancy.  H.  H.  Goddard,  author  of  The  Kalli- 
kak Family , demonstrated  the  effects  of  heredity  and  the 
negligible  influence  of  environment  on  crime,  feeble- 
mindedness, and  pauperism  in  American  society.19 

Believing  that  eugenics  amounted  to  nothing  more  or 
less  than  the  civilizing  of  the  reproductive  instinct,  H.  E. 
Jordan,  professor  of  histology  and  embryology  at  the  Uni- 
versity of  Virginia  at  Charlotteville,  urged  its  use  as  a 
form  of  “applied  evolution  in  the  interests  of  mankind.” 
Attributing  to  Sir  Francis  Gabon  the  responsibility  for 
founding  the  science  of  eugenics  with  his  books  Heredi- 
tary Genius ,24  Inquiries  Into  Human  Faculty  and  Its  De- 
velopment,25  and  Natural  Inheritance, 26  Jordan  urged 
that  eugenics  become,  like  religion,  an  essential  compo- 
nent of  the  national  consciousness.  Although  voluntary 
celibacy  or  abstinence  from  parenthood  sufficed  for  some 
in  securing  society’s  protection  from  economic  burdens 
and  racial  decay,  he  recommended  more  repressive  efforts 
for  those  “unwilling  or  incapable  of  response  to  internal 
appeals.”  Jordan  applied  the  designation  “grossly  and  ob- 
viously unfit”  to  the  feeble-minded,  imbeciles,  idiots,  in- 
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sane,  epileptics,  confirmed  criminals,  inebriates,  vagrants, 
and  paupers.  These  were  either  racially  unfit  or  unworthy 
to  reproduce.  In  either  case,  science  left  little  doubt  re- 
garding the  inheritance  of  their  characteristics.  “Probably 
no  all-round  great  man  or  woman  has  ever  come  from  such 
stock,”  he  wrote.  “Their  offspring  is  of  practically  the 
same  type  and  can  do  naught  to  abet— although  much  to 
hinder — human  progress.”  Although  this  “unfit  portion” 
might  constitute  only  10%  of  the  population,  their  eco- 
nomic burden  and  unusual  fecundity  made  them  a serious 
impediment  to  the  needs  and  aspirations  of  the  state.27 

Even  Charles  W.  Eliot,  the  president  of  Harvard  Uni- 
versity, urged  a closer  examination  of  social  defectives  and 
advocated  improved  methods  for  their  isolation  to  prevent 
procreation.  Recognizing  that  research  into  the  history  of 
certain  families  had  demonstrated  a clear  propensity 
among  some  for  criminal  activity,  he  warned  that  leaving 
them  free  would  simply  allow  them  to  perpetuate  and  mul- 
tiply their  tainted  inheritance.  “The  habitual  criminal, 
who  has  demonstrated  his  quality  to  the  public  authori- 
ties, should  be  effectively  prevented  from  propagating  his 
kind,”  Eliot  wrote.  “The  democratic  governments  must 
demonstrate  that  the  free  pursuit  of  happiness  which  they 
guarantee  to  their  citizens  does  not  include  freedom  to 
commit  crimes  or  to  propagate  degeneracy.”28 

Options 

Physicians  suggested  a variety  of  options  including  pro- 
hibition of  marriage  between  first  cousins;  tighter  controls 
over  scandalous  publicity,  criminal  activity,  child  labor, 
and  “cheap  novels;”  legislation  requiring  compulsory  edu- 
cation and  a healthier  social  and  moral  environment  for 
children;  restrictions  on  the  use  of  alcohol;  prohibition  of 
marriage  of  all  persons  legally  judged  insane,  idiotic,  epi- 
leptic, or  feebleminded;  and  sterilization  in  the  event  that 
legislators  found  the  prohibition  of  marriage  too  severe. 
Those  supporting  sterilization  typically  argued  that  the 
defective  classes  became  a menace  to  each  successive  gen- 
eration by  reason  of  their  degenerative  heredity;  that  ster- 
ilization of  degenerates  was  sound  public  policy;  that  the 
right  of  self-defense  applied  to  both  nations  and  individ- 
uals; and  that  habitual  criminals  and  defectives  were  man- 
ifestly unfit  for  rearing  children.29 

According  to  Austin  Flint,  MD,  the  several  options 
available  to  the  state,  including  emasculation,  regulation 
of  marriage,  segregation,  and  colonization,  were  really  not 
options  at  all.  Because  emasculation  worked  such  a psy- 
chical and  physical  change  in  the  individual,  Flint  felt  that 
few  would  countenance  its  use  as  state  policy.  And  al- 
though numerous  reformers  recommended  the  regulation 
of  marriage,  skeptics  recognized  very  quickly  that  regula- 
tion (including  prohibition)  did  not  guarantee  the  control 
of  propagation.  In  fact,  Flint  feared  that  restriction  on 
marriage  would  simply  increase  the  number  of  illegiti- 
mate children  and  spurious  relationships.  Segregation 
prevented  commingling  of  the  sexes  but,  here  again,  few 
believed  in  its  effectiveness  since  it  required  virtual  im- 
prisonment. As  for  colonization,  this  solution  applied  only 
to  those  countries  having  overseas  colonies  and,  even  then, 
simply  transferred  the  problem  to  another  setting.1 

Reformers  also  recommended  the  establishment  of 
“backward  classes”  in  the  public  schools.  This  grouping  or 


“typing”  of  students  promised  to  facilitate  more  intelli- 
gent inspection  as  well  as  special  training.  Of  those  char- 
acterized as  “irretrievably  backward,”  reformers  advised 
asexualization  and,  if  necessary,  permanent  sequestra- 
tion. For  Martin  W.  Barr,  MD,  of  Pennsylvania,  castration 
and  oophorectomy  offered  the  most  preferable  forms  of 
asexualization.  When  performed  on  the  young,  he  argued, 
sexual  desire  “almost  entirely  ceases,  or  is  at  least  held  in 
reasonable  abeyance.”  If,  for  sentimental  reasons,  society 
preferred  a less  drastic  measure,  then  he  recommended 
vasectomy  in  the  male  and  fallectomy  or  tuberectomy  in 
the  female.  These  latter  operations  did  not  deter  sexual 
desire  or  sexual  power,  only  the  ability  to  impregnate  or 
conceive.30 

According  to  Barr,  who  was  chief  physician  for  the 
Pennsylvania  Training  School  for  Feeble-Minded  Chil- 
dren, there  were  some  10,000  cases  of  imbecility  in  his 
state,  of  which  only  3,500  were  sequestrated.  “As  sexual 
impulses  dominate  their  lives,”  he  wrote,  “the  removal  of 
this  excitation,  as  has  been  proven,  not  only  makes  them 
more  tractable,  as  does  gelding  for  the  ox,  but  the  general 
health  improves,  and  numerous  disorders,  to  which  many 
are  subject,  become  more  amenable  to  treatment.”  He 
found  that  asexualization  improved  the  physical  vigor  of 
the  individuals  and  they  “became  contented  and  hap- 
py.”30 

Not  all  physicians  were  convinced  that  sterilization 
alone  would  protect  society  from  the  unimprovable  crimi- 
nal, the  hopeless  delinquent,  or  the  incurably  insane.  For 
some,  the  state  had  to  both  sterilize  and  separate  the  indi- 
vidual from  society.  Anything  less  left  society  with  a false 
sense  of  security  from  venereal  disease  or  other  equally 
dangerous  social  evils.  By  itself,  sterilization  actually  in- 
creased the  danger  to  society  unless  accompanied  by  ap- 
propriate controls  over  the  individual’s  movement.  Thus, 
the  need  for  penitentiaries,  reform  schools,  and  other 
forms  of  institutionalization  was  by  no  means  lessened  by 
the  sterilization.31 

Of  the  available  options,  H.  E.  Jordan  recommended 
effective  isolation  during  the  procreative  years  of  the  “ge- 
netically tainted  individual,”  or  sterilization.  In  the  case 
of  the  epileptic  or  tuberculous  male,  Jordan  recommended 
vasectomy.  In  instances  of  sexual  perversion  and  rape, 
however,  he  advised  castration.  For  the  feeble-minded,  the 
idiotic,  and  other  mentally  deficient  types,  he  favored  iso- 
lation. In  the  latter  instance,  however,  he  also  favored  va- 
sectomy. Important  in  every  case  was  the  need  to  provide 
for  a thorough  scientific  investigation  to  determine  wheth- 
er the  defects  were  the  result  of  heredity  or  environment.27 

In  1903,  Robert  R.  Rentoul,  MD,  author  of  the  book 
Race  Culture;  or  Race  Suicide , proposed  that  govern- 
ments consider  prohibiting  marriage  for  any  idiot,  imbe- 
cile, feebleminded,  epileptic  lunatic,  chronic  inebriate,  ha- 
bitual vagrant,  habitual  criminal,  drug  user,  sexual 
pervert,  or  deaf-mute,  or  anyone  markedly  neurotic.  He 
also  proposed  that  these  types  be  sterilized  as  well  since 
they  were  not  legally  responsible  for  their  actions.  His  ba- 
sis for  proposing  these  steps  resulted  from  his  belief  that 
governments  had  been  responsible  enough  to  institutional- 
ize certain  degenerates  but  derelict  in  preventing  their 
ability  to  produce  children.  Studies  of  unmarried  feeble- 
minded females  assigned  to  workhouses  indicated  that 
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they  continued  to  produce  idiot  children.29 

Reformers  were  often  reluctant  to  use  the  power  of  the 
state  to  restrict  procreation  through  tighter  controls  on 
marriage.  While  some  held  that  the  state  had  the  right  to 
interfere  in  these  matters,  others  rejected  this  intrusion  as 
a violation  of  personal  liberty.  “I  do  not  believe  that  the 
state  should  regard  its  citizens  as  the  stock  breeder  re- 
gards his  stock,”  remarked  Burnside  Foster,  MD,  of  St 
Paul,  Minnesota,  “and  pick  out  for  breeders  only  the  fin- 
est specimens,  although  there  is  no  doubt  but  that  if  this 
were  done  there  would  result  a race  of  human  beings 
stronger  physically  than  any  race  the  world  has  ever 
seen.”  Foster  did  not  oppose  sterilization  any  more  than 
he  opposed  laws  prohibiting  marriage.  Flowever,  he  noted 
that  laws  prohibiting  marriage  based  on  physical  exami- 
nation would  be  unenforceable  unless  such  laws  were  uni- 
form in  all  states.32 

Although  physicians,  scientists,  and  social  scientists 
agreed  on  the  seriousness  of  the  problem  and  the  impact 
which  it  had  on  race  survival,  economics,  and  the  condi- 
tion of  society  and  government,  they  were  less  than  unani- 
mous on  possible  solutions.  Arkansas,  Arizona,  Colorado, 
Oregon,  Louisiana,  Ohio,  Indiana,  Nevada,  Washington, 
and  Montana  passed  legislation  prohibiting  marriage  be- 
tween first  cousins.  Other  states,  such  as  Michigan,  pro- 
hibited the  marriage  of  persons  with  syphilis  or  gonorrhea, 
while  in  Connecticut  the  prohibition  of  marriage  extended 
to  epileptics,  imbeciles,  and  the  feeble-minded.  Connecti- 
cut also  prohibited  sexual  intercourse  for  women  younger 
than  45  who  were  identified  as  epileptic,  imbecilic,  or  fee- 
ble-minded. Minnesota  passed  a similar  law,  which  stated 
that  “no  woman  under  the  age  of  forty-five  years,  or  man 
of  any  age,  except  he  marry  a woman  over  the  age  of 
forty-five  years,  either  of  whom  is  epileptic,  imbecile,  fee- 
ble-minded, or  afflicted  with  insanity,  shall  hereafter  in- 
termarry or  marry  any  other  persons  within  this  state.  It  is 
also  hereby  made  unlawful  for  any  person  to  marry  any 
such  feeble-minded,  imbecile  or  epileptic  person,  or  any 
one  afflicted  with  insanity.14’33 

The  information  physicians  considered  essential  for 
certificates  of  marriage  included  knowledge  regarding 
any  transmissible  disease  (ie,  syphilis  or  tuberculosis),  and 
disabilities  or  hereditary  taints  such  as  insanity  or  epilep- 
sy. This  information  ensured  that  the  state  placed  a premi- 
um on  health,  that  it  exalted  the  diginity  of  parenthood, 
preserved  the  health  of  generations,  provided  untold  eco- 
nomic benefit  to  the  state,  and  promoted  the  “survival  of 
the  fittest”  in  a physical,  civil,  economic,  and  social  sense 
if  not  also  in  a moral  and  religious  sense.  Accordingly, 
Delaware  ( 1 893),  Minnesota  ( 1 904),  New  Jersey  ( 1 904), 
and  Ohio  (1905)  prohibited  certain  “degenerates”  from 
marrying  without  a prenuptial  certificate  of  good  health 
and  sterilization.3-15 

Following  passage  of  a 1905  law,  the  State  Board  of 
Health  in  Indiana  prohibited  the  issuance  of  marriage  li- 
censes to  its  citizens  except  on  completion  of  a written  and 
verified  application.  The  law  stipulated  that  “No  license 
to  marry  shall  be  issued  when  either  of  the  contracting 
parties  is  an  imbecile,  epileptic,  or  of  unsound  mind,  or 
under  guardianship  of  a person  of  unsound  mind,  or  to  any 
male  person  who  is  or  has  been  within  five  years  an  inmate 
of  any  county  asylum  or  home  for  indigent  persons,  unless 


APPLICATION  FOR  MARRIAGE— MALE. 

Application  is  hercl>v  made  for  a license  for  the  marriage  of  

to upon  the  following  statement  of  facts  relative  to  said  parties: 

i.  Full  Christian  and  surname  of  the  man  is 2.  Color 3.  Where 

horn  4.  When  lmrii  5.  Present  residence  6.  Present 

occupation  7.  1 f no  occupation,  what  means  has  the  male  contracting 

party  to  support  a family?  8.  Is  the  male  contracting  party  of  nearer 

blood  kin  to  the  female  contracting  party  than  second  cousin? 9.  Full 

Christian  and  surname  of  father  to.  His  color  It.  His  birth- 
place   12.  1 1 is  occupation  13.  His  residence  14.  Full 

Christian  and  maiden  name  i f mother 15.  Her  color id.  Her 

residence  17.  Her  occupation  18.  Her  birthplace  19. 

lias  the  male  contracting  party  been  an  inmate  of  any  county  asylum  home 

for  indigent  persons  vvitlun  the  last  live  years  lid.  If  so,  is  he  now 

able  to  support  a family  and  likely  to  so  continue? 21.  Is  this  his  first 

marriage 22.  If  not.  how  often  has  he  been  married? 23.  lias 

such  prior  marriage  or  marriages  been  dissolved  24.  If  so.  how? 

25.  When  2fi.  Is  the  male  contracting  party  afflicted  with 

epilepsy,  tuberculosis,  venereal,  or  any  other  contagious  or  transmissible  dis- 
ease?   27.  Is  lie  an  imbecile,  feeble  minded,  idiotic  or  insane,  or  is  he 

under  guardianship  as  a person  of  unsound  mind? Signature  of  Annli- 

cant  

Affidavit  follows  here. 


APPLICATION  FOR  MARRIAGE— FEMALE. 

Application  is  hereby  made  for  a license  for  the  marriage  of  to 

upon  the  following  statement  of  facts  relative  to  said  parties:  1.  The 

full  Christian  and  surname  of  the  woman  is 2.  Color 3.  Where 

liorn  4.  When  l>orn  5.  Present  residence  6.  Present 

occupation  7.  Full  Christian  and  surname  of  father  8.  His 

color  9.  His  birthplace  to.  His  occupation  11.  His 

residence  12.  Full  Christian  and  maiden  name  of  mother  13. 

Her  color  14.  Her  occupation  IS-  Her  birthplace  16. 

Her  residence  17.  Has  the  female  contracting  party  been  an  inmate 

of  any  county  asylum  or  home  for  indigent  persons  within  the  last  five  years? 

18.  Is  this  her  first  marriage?  19.  If  not.  how  often  has  she 

been  married?  20.  Has  such  prior  marriage,  or  marriages,  been  dis- 
solved?   21.  If  so,  how  and  when? 22.  Is  the  female  contracting 

party  afflicted  with  epilepsy,  tuberculosis,  venereal  or  any  other  contagious 

or  transmissible  disease? 23.  Is  she  an  imbecile,  feeble  minded,  idiotic 

or  insane,  or  is  she  under  guardianship  as  a person  of  unsound  mind?  

Signature  of  applicant  

Affidavit  follows  here. 

FIGURE  1.  Marriage  license  application,  Indiana,  1913  (from  George 
RR:  Sterilization  of  the  unfit.  N Engl  Med  Gazette  1913;  48:472-473). 

it  satisfactorily  appears  that  the  cause  of  such  condition 
has  been  removed,  and  that  such  male  applicant  is  able  to 
support  a family  and  likely  to  so  continue,  nor  shall  any 
license  be  issued  when  either  of  the  contracting  parties  is 
afflicted  with  a transmissible  disease,  or  at  the  time  of 
application  is  under  the  influence  of  an  intoxicating  liquor 
or  narcotic  drug.”1 

In  1894,  F.  Hoyt  Pilcher,  MD,  who  supervised  the  Kan- 
sas Asylum  for  Idiotic  and  Imbecile  Youth,  reported  on 
the  asexualization  of  58  feeble-minded  boys  and  girls.34-35 
In  1 907,  in  an  article  in  the  American  Journal  of  Surgery , 
M.  E.  Van  Meter,  MD,  of  San  Francisco  recalled  his  own 
experiments  in  1896  which  were  intended  to  eradicate  the 
curse  of  certain  hereditary  problems.  His  sterilization  of 
both  men  and  women  led  him  to  suggest  sterilization  as  a 
means  of  preventing  procreation  by  those  predisposed  to 
crime  and  those  with  hereditary  problems.  He  concluded 
that  it  “will  make  mankind  a larger,  stronger,  healthier, 
happier  and  better  race  of  beings.”36 

According  to  Van  Meter,  American  society  had  a duty 
“to  compel  a contaminated  man  to  submit  to  sterilization 
[rather  than]  allow  him  to  become  the  father  of  a half 
dozen  children  with  mental  or  physical  defects  that  will 
blight  their  whole  lives  and,  in  turn,  which  they  will  trans- 
mit to  still  other  innocents.”  He  included  among  those  to 
be  sterilized  all  habitual  drunkards,  kleptomaniacs,  moral 
perverts,  drug  offenders,  those  who  were  guilty  of  peniten- 
tiary offenses,  and  those  who  “either  from  incapacity  or 
lack  of  will  [had  become]  a pauper  or  public  charge.”37 

H.  C.  Sharp,  md,  of  Indianapolis,  who  served  as  physi- 


172  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/MARCH  1989 


cian  to  the  Indiana  State  Reformatory  at  Jeffersonville, 
performed  the  first  known  vasectomies  on  criminals  in 
1899.  Performed  with  the  consent  of  the  convict,  vasecto- 
my was  used  in  176  cases  over  a period  of  several  years 
before  the  practice  became  enacted  into  law.  Sharp  re- 
called one  inmate  of  the  Indiana  State  Reformatory  who 
requested  the  operation  in  order  to  decrease  his  sexual  de- 
sires and  avoid  the  possibility  of  having  children.  Follow- 
ing his  vasectomy,  the  inmate  claimed  to  have  “improved 
in  mind  and  body,”  gaining  weight,  strength,  and  the  pow- 
er to  concentrate.  Another  inmate  claimed  to  have  gained 
40  pounds  following  the  operation.38-39 

In  1908,  Charles  V.  Carrington,  MD,  surgeon  to  the 
Virginia  State  Penitentiary,  urged  the  sterilization  of  “ha- 
bitual criminals”  as  a means  of  ultimately  reducing  the 
size  of  the  criminal  class.  By  “habitual,”  Carrington  in- 
cluded all  criminals  returning  to  prison  for  a second  of- 
fense, and  those  convicted  of  murder  in  the  first  degree, 
arson,  rape,  or  train-wrecking.  In  studying  the  prison  rolls 
of  Virginia  institutions  for  a period  of  50  years,  Carring- 
ton discovered  that  certain  families  were  “regularly  repre- 
sented” in  the  prisons  and  would  continue  being  represent- 
ed unless  the  state  decided  to  stop  the  “breed.”  He 
admitted  to  having  sterilized  two  habitual  criminals  at  the 
Virginia  Penitentiary.  Carrington  described  one  of  the 
criminals  as  a “consistent  masturbator”  who,  upon  steril- 
ization, became  “a  slick,  fat,  docile  prisoner,  a trusty 
about  the  yard.”  The  other,  Carrington  described  as  “a 
notoriously  lusty,  beastful  Sodomist  and  masturbator” 
who  on  returning  to  prison  as  a second  termer  was  steril- 
ized and  became  “a  docile,  model  prisoner.”40 

Physicians  ranked  the  various  forms  of  sterilization  in 
order  of  their  efficiency:  double  orchiectomy  with  ampu- 
tation of  the  glans  penis,  double  testectomy,  double  oo- 
phorectomy, vasectomy,  and  x-ray.  Double  testectomy 
with  amputation  of  the  glans  penis  involved  total  mutila- 
tion of  the  male  sexual  organ.  Considered  the  most  radical 
choice,  it  destroyed  both  the  desire  and  the  ability  to  pro- 
create and  had  the  additional  effect  of  changing  the  men- 
tal, moral,  and  physical  status  of  the  individual.  Double 
oophorectomy  sterilized  the  woman  through  removal  of 
the  ovaries;  unlike  the  double  orchiectomy,  however,  the 
operation  did  not  destroy  either  the  sexual  ability  or  de- 
sire. Yet  another  operation,  clitoridectomy,  removed  the 
woman’s  ability  to  experience  pleasure  in  sexual  inter- 
course, although  it  did  not  destroy  her  sexual  ability. 

Most  physicians  preferred  vasectomy  as  the  least  de- 
structive yet  most  efficient  remedy  for  the  male.  For  fe- 
males, physicians  urged  the  use  of  salpingectomy  or  oo- 
phorectomy. Vasectomy,  or  ligation  of  the  vas,  caused  ste- 
rility without  destroying  the  desire  or  ability  to  copulate. 
Nor  did  it  change  the  physical,  mental,  or  moral  attributes 
of  the  individual.  A simple  operation,  vasectomy  required 
but  a few  minutes  of  a surgeon’s  work  and  resulted  in  little 
inconvenience  to  the  patient.  During  copulation,  the  male 
ejaculated  semen  but  not  spermatozoa.41 

The  x-ray,  discovered  by  Wilhelm  Conrad  Roentgen  in 
1 895,  offered  still  another  form  of  sterilization  as  did  radi- 
um treatment,  developed  by  Henri  Dominici.  Both  were 
known  to  temporarily  prevent  conception  without  lessen- 
ing the  desire  or  ability  to  copulate.  Physician  Rex  Dun- 
can of  Los  Angeles  recommended  a single  intrauterine  ap- 


plication of  2,500  or  more  millicurie  hours  of  radium  over 
a period  of  four  to  24  hours  to  produce  sterility  in  the  fe- 
male. X-ray  treatment  over  the  pelvis  accomplished  the 
same  result  in  one  or  more  one-hour  applications.  Most 
physicians,  however,  considered  x-ray  and  radium  too 
dangerous,  and  few  actually  used  them  in  the  treatment  of 
criminals  and  degenerates.42  44 

Legislation 

Although  the  issue  was  discussed  in  France,  Germany, 
England,  and  Switzerland,  the  United  States  became  the 
first  nation  to  legislate  the  sterilization  of  certain  “degen- 
erates.” In  1905,  the  Pennsylvania  legislature  passed  a 
sterilization  bill  that  empowered  every  institution  in  the 
state  entrusted  with  the  care  of  idiots  and  imbecile  chil- 
dren to  examine  their  mental  and  physical  condition.  Fur- 
ther, it  created  a committee  of  experts  who,  in  conjunction 
with  the  institution’s  board  of  trustees,  determined  when 
the  individual  was  non-improvable  and  procreation  thus 
inadvisable.  Despite  legislative  approval.  Governor  Samu- 
el W.  Pennybacker  vetoed  the  bill.  Similarly,  the  legisla- 
ture of  the  state  of  Wisconsin  discussed  a sterilization  bill 
but  tabled  any  action  in  1906  while,  in  1908,  the  Oregon 
legislature  passed  a bill  which  was  not  signed  by  the  gover- 
nor.29 

In  1907,  the  Indiana  legislature  passed  a bill  authoriz- 
ing sterilization.  The  Indiana  bill  (H  364),  approved 
March  9,  1907,  by  Governor  J.  Frank  Hanly,  stated  the 
following: 

Preamble.  Whereas,  heredity  plays  a most  important  part  in  the 
transmission  of  crime,  idiocy  and  imbecility;  therefore.  Be  it  en- 
acted by  the  General  Assembly  of  the  State  of  Indiana,  That  on 
and  after  the  passage  of  this  act  it  shall  be  compulsory  for  each 
and  every  institution  in  the  state  entrusted  with  the  care  of  con- 
firmed criminals,  idiots,  rapists  and  imbeciles  to  appoint  upon  its 
staff,  in  addition  to  the  regular  institutional  physician,  two  (2) 
skilled  surgeons  of  recognized  ability,  whose  duty  it  shall  be,  in 
conjunction  with  the  chief  physician  of  the  institution,  to  exam- 
ine the  mental  and  physical  condition  of  such  inmates  as  are  rec- 
ommended by  the  institutional  physician  and  board  of  managers. 

If,  in  the  judgment  of  the  committee  of  experts  and  board  of 
managers,  procreation  is  inadvisable  and  there  is  no  probability 
of  improvement  of  the  mental  condition  of  the  inmate,  it  shall  be 
lawful  for  the  surgeons  to  perform  such  operation  for  the  preven- 
tion of  procreation  as  shall  be  decided  safest  and  most  effective. 
But  this  operation  shall  not  be  performed  except  in  cases  that 
have  been  pronounced  unimprovable;  provided,  that  in  no  case 
shall  the  consultation  fee  be  more  than  three  ($3.00)  dollars  for 
each  expert,  to  be  paid  out  of  the  funds  appropriated  for  the 
maintenance  of  such  institution.22 

During  the  first  year  following  passage  of  the  Indiana 
law,  physicians  operated  on  4 1 2 male  inmates  in  the  refor- 
matory at  Jeffersonville.  Although  applied  only  to  male 
offenders,  the  Indiana  law  did  permit  the  operation  on 
women  as  well.32  Within  two  years,  nearly  800  persons 
underwent  sterilization,  and  the  so-called  “Indiana  plan” 
passed  in  Oregon  and  Connecticut.  By  1912,  1,200  men 
had  undergone  vasectomies.  The  Journal  of  the  American 
Medical  Association , the  Chicago  Physicians’  Club,  the 
Southern  District  Medical  Society,  the  Chicago  Society  of 
Social  Hygiene  and  the  Chicago  Evening  Post  went  on 
record  supporting  the  “Indiana  plan”  and  similar  legisla- 
tion across  the  country.  According  to  the  Chicago  Tri- 
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bune,  “sterilization  of  defectives  and  habitual  criminals  is 
a measure  of  social  economy.”38-45 

According  to  Dr  Hart,  Director  of  the  Department  of 
Child-Helping  of  the  Russell  Sage  Foundation,  the  statis- 
tics on  sterilization  were  misleading.  By  his  own  tally,  In- 
diana physicians  performed  1 19  operations  in  1907-1908 
and  39  in  1 908-1 909.  None  occurred  in  the  following  two 
years.  Moreover,  according  to  Hart,  there  was  little  en- 
thusiasm to  implement  sterilization  in  those  states  such  as 
Connecticut,  Washington,  New  Jersey,  Iowa,  New  York, 
and  Nevada  where  the  legislation  was  already  in  force.46 

H.  C.  Sharp  claimed  to  have  kept  236  cases  of  vasecto- 
my under  postoperative  observation  and  determined  that 
there  had  been  no  atrophy  of  the  sexual  organs,  no  cystic 
degeneration,  and  no  disturbed  mental  or  nervous  condi- 
tion. Most  articles  that  reflected  on  the  positive  results  of 
vasectomy  referred  directly  to  Sharp’s  work  in  Indiana.  In 
his  published  papers,  Sharp  often  described  how  patients 
acquired  a “more  sunny  disposition,  [were]  brighter  of  in- 
tellect,” ceased  “excessive  masturbation”  and  demon- 
strated a “decided  increase  of  energy  and  well-being.”1-47 
As  a result  of  Sharp’s  postoperative  descriptions,  au- 
thors often  misattributed  the  results  of  castration  to  those 
of  vasectomy.  Physicians  who  performed  a vasectomy  of- 
ten spoke  of  the  patients’  lowered  sexual  desires  as  a result 
of  the  operation,  of  becoming  more  content,  having  fewer 
erections,  and  less  desire  for  masturbation.48  H.  E.  Jordan 
of  the  University  of  Virginia  described  one  “sexual  per- 
vert” as  having  gained  weight,  ceasing  his  “foul  practi- 
ces,” and  becoming  “cheerful  and  more  tractable.”  Al- 
though unsure  whether  the  result  stemmed  from  mental 
suggestion  or  some  indirect  effect  on  the  sex  glands,  Jor- 
dan concluded  that  vasectomies  often  achieved  the  effect 
of  castration  without  the  risk  or  inconvenience.27 

Following  the  reputed  success  of  the  Indiana  plan,  Cali- 
fornia legislated  its  own  act  on  April  26,  1909,  which  au- 
thorized the  asexualization  of  inmates  of  state  hospitals 
and  the  California  Home  for  the  Care  and  Training  of 
Feeble-Minded  Children  and  of  convicts  in  the  state  pris- 
ons. Unlike  the  Indiana  law,  which  placed  the  implemen- 
tation of  the  act  in  the  hands  of  a committee  of  two  sur- 
geons and  the  institution's  physician,  the  California  act 
required  the  superintendent  or  resident  physician  to  bring 
the  issue  before  the  general  superintendent  of  state  hospi- 
tals and  the  secretary  of  the  State  Board  of  Health.  More- 
over, the  California  act  included  individuals  who  commit- 
ted sexual  offenses  outside  the  United  States.  Neither 
Indiana  or  California  stipulated  exactly  what  operations 
should  be  performed,  preferring  as  California  did  to  sim- 
ply use  the  term  “asexualised.”  To  some  critics,  the  broad- 
ness of  the  term  allowed  operations  that  could  rob  the  pa- 
tients of  their  sexual  characteristics  rather  than  simply 
their  procreative  powers.29 

On  August  12,  1909,  the  state  legislature  of  Connecti- 
cut enacted  legislation  that  permitted  the  directors  of  the 
state  prison  and  the  superintendent  of  state  hospitals  for 
the  insane  to  appoint  surgeons  to  examine  individuals  for 
whom  procreation  would  be  “inadvisable.” 

Such  board  shall  examine  the  physical  and  mental  condition  of 
such  persons  and  their  record  and  family  history  so  far  as  the 
same  can  be  ascertained,  and  if  in  the  judgment  of  the  majority  of 
the  said  board  procreation  by  any  such  person  would  produce 


children  with  an  inherited  tendency  to  crime,  insanity,  feeble- 
mindedness, and  idiocy  or  imbecility,  and  there  is  no  probability 
that  the  condition  of  any  such  person  so  examined  will  improve  to 
such  an  extent  as  to  render  procreation  by  such  person  advisable, 
or  if  the  physical  or  mental  condition  of  any  such  person  will  be 
substantially  improved  thereby,  then  the  said  board  shall  appoint 
one  of  its  members  to  perform  the  operation  of  vasectomy  or  oo- 
phorectomy, as  the  case  may  be,  upon  such  person.29 

Two  years  later,  an  Iowa  law  went  into  effect  that  legal- 
ized the  prevention  of  procreation  of  certain  habitual 
criminals,  idiots,  feeble-minded  individuals,  imbeciles, 
drunkards,  drug  fiends,  epileptics,  syphilitics,  and  moral 
or  sexual  perverts  who  were  then  confined  in  state  institu- 
tions. The  law  authorized  the  operating  officer  in  each  of 
the  institutions  housing  these  classes  of  individuals  to  ex- 
amine their  respective  mental  and  physical  condition  and 
determine  whether  it  was  advisable  or  inadvisable  to  allow 
any  of  them  to  procreate.  Following  consultation  with  the 
parole  board  as  well  as  with  the  surgical  superintendent  of 
the  institution,  the  state  permitted  the  surgeon  to  perform 
a vasectomy  or  ligation  of  the  fallopian  tubes.41-49 

In  1912,  the  New  York  State  Senate  and  Assembly  cre- 
ated a board  of  examiners  consisting  of  three  individuals 
appointed  by  the  governor  (a  surgeon,  a neurologist,  and  a 
practitioner  of  medicine)  to  examine  the  feeble-minded, 
epileptic,  criminal,  and  other  defective  inmates  in  the 
state  hospitals  for  the  insane,  state  prisons,  reformatories, 
and  charitable  and  penal  institutions.  The  examination 
board  was  to  determine  which  persons  would  produce  off- 
spring that  would  inherit  a tendency  toward  crime  or  in- 
sanity. Those  so  judged  could  then  be  sterilized.50 

By  1913,  eight  states  had  passed  sterilization  laws 
which  authorized  or  required  surgical  sterilization  of  cer- 
tain classes  of  defectives  or  degenerates.  These  states  in- 
cluded Indiana  in  1907;  Connecticut,  Washington,  and 
California  in  1909;  Iowa,  Nevada,  and  New  Jersey  in 

TABLE  I.  Analysis  by  States  of  Sterilization  Laws  Enacted 
Prior  to  January  1,  1920* 


Indiana 

1907 

Washington 

1909 

California 

First  statute 

1909 

Second  statute 

1913 

Sterilization  provision  in  act  establishing 

Pacific  Colony 

1917 

Connecticut 

1909 

Nevada 

1911 

Iowa 

First  statute 

1911 

Second  statute 

1913 

Third  statute 

1915 

New  Jersey 

1911 

New  York 

1912 

Michigan 

1913 

Kansas 

First  statute 

1913 

Second  statute 

1917 

Wisconsin 

1913 

Nebraska 

1915 

Oregon 

1917 

South  Dakota 

1917 

* From  Laughlin  HH:  Eugenical  sterilization  in  the  United  States.  Social  Hy- 
giene 1920;  6:53 1 . 
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1911;  and  New  York  in  1912.  The  laws  permitted  steril- 
ization for  confirmed  criminals  in  all  of  the  states;  for  rap- 
ists in  five;  for  idiots,  imbeciles,  and  the  feeble-minded  in 
six;  for  the  insane  in  four;  and  for  epileptics  in  two.  In  all  of 
the  states,  the  decision  to  sterilize  was  the  responsibility  of 
a commission  or  board.  In  1914,  sterilization  bills  were 
before  the  New  Mexico,  Michigan,  Ohio,  and  Utah  legis- 
latures. In  Nevada  and  Washington,  the  laws  limited  ster- 
ilization to  individuals  judged  guilty  of  carnal  abuse  of 
females  under  the  age  of  ten  years  or  of  rape,  or  to  those 
who  were  judged  to  be  habitual  criminals.27 

The  sterilization  laws  were  held  constitutional  in  Cali- 
fornia and  Washington  but  declared  unconstitutional  in 
Wisconsin,  Connecticut,  New  York,  North  Dakota,  and 
Michigan.  Moreover,  an  additional  20  states  attempted 
but  failed  to  secure  sterilization  laws  through  their  legisla- 
tures. Of  the  1 2,  eight  were  in  the  South.  The  governors  of 
four  states — Pennsylvania,  Oregon,  Vermont,  and  Ne- 
braska— vetoed  sterilization  legislation  and,  in  Oregon, 
where  the  statute  was  subsequently  passed  and  approved, 
the  people  later  revoked  it  by  a referendum.51 

G.  Frank  Lydston,  MD,  professor  of  genitourinary  sur- 
gery at  the  medical  department  of  the  University  of  Illi- 
nois, became  one  of  the  most  vocal  apologists  among  phy- 
sicians for  the  sterilization  movement.  A prolific  writer  on 
a variety  of  social  topics,  he  attempted  to  demonstrate  the 
relationship  between  medicine,  the  individual,  and  the 
body  politic.  He  believed  that  the  study  of  sociology  devel- 
oped out  of  social  pathology  which,  in  turn,  revolved 
around  individual  pathology.  Beneath  all  social  ills,  he  ar- 
gued, lay  individual  and  social  degeneracy.  Degeneracy  in 
“physical  fibre”  preceded  degeneracy  in  morals.  Thus, 
measures  which  lessened  the  number  of  individuals  associ- 
ated with  degeneracy  directly  lessened  the  level  of  social 
problems.  “The  most  effective  attack  upon  degeneracy 
and  its  evil  social  brood,”  he  wrote,  “must  be  aimed  at  the 
reproductive  powers  of  defective  social  integers.  It  is  here 

TABLE  II.  Sterilization  Procedures  in  the  United  States, 
1894-1921* 


State 

No.  of 
Procedures 

California 

2558+ 

Connecticut 

27 

Indiana 

120 

Iowa 

49 

Kansas 

54 

Michigan 

1 

Nebraska 

155 

Nevada 

0 

New  Jersey 

0 

New  York 

42 

North  Dakota 

23 

Oregon 

127 

South  Dakota 

0 

Washington 

1 

Wisconsin 

76 

Total 

3233 

* Between  1894  and  1921,  some  3,233  operations  had  taken  place  under  the 
sterilization  laws  in  place  in  15  states.  Of  that  number,  the  feeble-minded  repre- 
sented 403,  the  insane  some  2,700  and  the  criminalistic  130. 

I The  State  Hospital  for  the  Insane  at  Patton  was  responsible  for  1,009  of  the 
cases. 

From  Eugenical  sterilization.  J Heredity  1923;  14:308-309. 


that  we  may  dam  the  tainted  social  streams  at  their  very 
sources.”52 

Like  others  before  him,  Lydston  praised  Indiana  for  its 
progressive  legislation  in  having  adopted  sex  mutilation  as 
a remedy  for  crime  and  degeneracy.  However,  Lydston 
did  not  credit  Sharp  with  the  so-called  “Indiana  plan.” 
Instead,  he  attributed  the  genesis  of  the  idea  of  asexuali- 
zation of  criminals  to  Gideon  Lincecum,  MD,  of  Texas, 
who  proposed  sterilization  to  the  Texas  State  Legislature 
in  the  late  1 870s  as  a substitute  for  capital  punishment.  As 
early  as  1893,  Lydston  himself  had  proposed  castration  as 
a solution  to  the  sexual  crimes  committed  by  southern 
blacks.  Again,  in  1905,  Lydston  presented  sterilization 
and  asexualization  in  both  sexes  as  a solution  for  social 
disease.  In  his  book  Diseases  of  Society , Lydston  argued 
that  most  of  the  crimes  against  society  were  “more  or  less 
remediable  by  castration  or  resection  of  the  vasa  deferen- 
tial and  the  Fallopian  tubes.”52-53 

According  to  Lydston,  society  “began  its  self-contami- 
nation at  the  marriage  license  window.”  There  the 
“stream  of  degeneracy”  first  started  its  movement  into  the 
social  system.  Accordingly,  he  found  it  difficult  to  accept 
that  so  important  a step  for  both  the  individual  and  the 
society  would  be  taken  without  any  seeming  regulation, 
control,  or  supervision  by  the  state.  In  other  words,  it  was 
the  marriage  license  that  set  in  motion  both  the  individual 
and  social  machinery  that  permitted  the  “manufacture  of 
degenerates.” 

The  license  window  is  the  place  where  the  honest  citizen  and  the 
criminal,  the  sane  and  the  insane,  the  diseased  and  the  healthy, 
the  pauper  and  the  millionaire,  the  learned  and  the  ignorant,  the 
intellectual  and  the  weak  minded,  may  meet  upon  common 
ground — providing  always  that  the  important  consideration  of 
the  license  fee  is  forthcoming.  The  criminal,  the  insane,  the  epi- 
leptic, the  syphilitic,  and  the  drunkard  are  here  authorized  by 
law  to  begin  the  procreation  of  their  kind,  the  number  of  their 
progeny  being  limited  entirely  by  the  volition  and  physical  capac- 
ity of  the  individuals  immediately  concerned.52 

Lydston  urged  that  states  authorize  marriages  on  the 
same  basis  that  life  insurance  companies  authorized  life 
policies,  ie,  that  certain  marriages  be  prohibited  as  “bad 
risks.”  Although  the  “sanitary  marriage”  was  probably 
“an  idealist’s  dream,”  Lydston  hoped  that  society  might 
eventually  insist  on  some  level  of  control  based  on  “ratio- 
nal scientific  principles.”  For  example,  society  might  con- 
sider it  a crime  for  persons  infected  with  active  stages  of 
venereal  disease  to  infect  innocent  persons  through  mar- 
riage.52-54-55 

Already,  wrote  Lydston,  the  state  had  insisted  on  some 
regulation  of  marriage.  This  included  laws  stipulating  the 
ages  of  candidates  for  matrimony,  prohibitions  on  consan- 
guineous marriages  (even  to  the  fourth  degree  of  consan- 
guinity), and  miscegenation.  It  therefore  seemed  inconsis- 
tent that  sentimental  objections  would  prohibit  further 
regulation  based  on  “proper  physical  qualifications.”  It 
also  seemed  inconsistent  to  Lydston  that  society  demand- 
ed examinations  and  licenses  for  engineers,  lawyers,  phy- 
sicians, dentists,  and  pharmacists  to  protect  the  public  yet 
held  back  from  similar  such  requirements  in  matrimony. 
For  Lydston,  marriage  should  be  governed  by  society  on 
“strictly  business  principles,  patterned  after  those  of  life 
insurance  companies,  in  the  management  of  which  senti- 
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ment  is  an  unknown  quantity.”  In  other  words,  prior  to  the 
issuance  of  a marriage  license,  the  parties  should  be  re- 
quired to  obtain  a certificate  regarding  their  “physical 
condition  from  a nonpolitical  and  therefore  nonpartisan 
board  of  medical  examiners.”  The  board,  consisting  of 
three  physicians,  should  consider  both  the  physical  and 
moral  qualifications  of  the  candidates.  Individuals  who  in 
the  face  of  unfavorable  medical  opinion  still  insisted  on 
marriage  could  do  so  provided  they  undergo  steriliza- 
tion.52 

Lydston  did  not  support  eugenics  for  the  human  race. 
The  comparison  between  scientific  breeding  of  animals 
and  of  man  yielded  artificial  qualities  that  could  prove 
disastrous.  Since  the  qualities  that  made  a “superior”  do- 
mestic animal  could  just  as  easily  produce  “abnormal” 
types  in  human  kind,  Lydston  urged  genuine  caution  in 
any  proposed  ameliorative  legislation. 

It  is  obvious  that  some  of  the  physically  unfit  are  of  great  value  to 
the  world,  and  if  bred  with  the  proper  “corrective”  blood  may 
possibly  reproduce  their  betters  in  physique  and  their  kind  in  val- 
ue. Many  a short-lived  genius  has  accomplished  wonders.  So 
many  geniuses  have  been  physically  or  morally  degenerate  that  it 
is  rather  easy  to  estimate  the  price  the  world  must  pay  for  its 
geniuses  and  the  price  the  genius  himself  must  pay  for  his  genius. 
Genius  is  largely  a loss  of  physical  and  psychic  balance.  Breed 
genius  to  genius  and,  as  I have  intimated,  where  the  union  is  not 
sterile  the  progeny  are  likely  to  be  few,  short-lived,  and  degener- 
ate. Not  only  do  physical  perfection  and  overtopping  genius  rare- 
ly go  together,  but  often  times  the  genius  is  a biological  sport. 
Breed  him  so  as  to  perfect  the  physical  man  and  we  insure  the  loss 
of  genius  in  his  progeny.  All  those  things  which  raise  man  in  the 
scale  of  intelligence,  beyond  a certain  point,  tend  in  general  to 
lower  him  from  the  standpoint  of  physical  animality.52 

Eugenics  Record  Office 

In  1914,  the  Eugenics  Record  Office  at  Cold  Spring 
Harbor  issued  a landmark  document  entitled  “Report  of 
the  Committee  to  Study  and  to  Report  on  the  Best  Practi- 
cal Means  of  Cutting  Off  the  Defective  Germ-Plasm  in 
the  American  Population.”  The  Committee  had  as  its  ex- 
pert advisors  Alexis  Carrel  of  the  Rockefeller  Institute  in 
medicine,  Alexander  F.  Chamberlain  of  Clark  University 
in  anthropology,  Steward  Paton  of  Princeton  University 
in  psychiatry,  H.  H.  Goddard  of  Vineland  Training 
School  in  psychology.  Judge  Warren  W.  Foster  from  the 
New  York  Court  of  General  Sessions  in  criminology, 
Franklin  H.  Giddings  from  Columbia  University  in  sociol- 
ogy, Robert  DeC.  Ward  from  Harvard  University  in  im- 
migration, Louis  Marshall  from  the  New  York  Bar  Asso- 
ciation in  law,  and  Newell  Dwight  Hillis  in  religion  and 
morals. 12(p5) 

The  report  originated  at  a meeting  of  the  Eugenics  Sec- 
tion of  the  American  Breeders'  Association  in  Palmer, 
Massachusetts,  in  May  191 1 . At  this  meeting,  the  Eugen- 
ics Section  passed  a resolution  commissioning  a study  on 
the  means  for  “cutting  off  the  defective  germ-plasm  in  the 
American  population.”  Under  the  chairmanship  of 
Bleecker  Van  Wagenen  of  New  York  City,  the  committee 
outlined  its  investigation,  named  experts  to  assist  in  its 
work,  and  presented  its  preliminary  report  to  the  First  In- 
ternational Eugenics  Congress  in  London  in  July  1912. 
The  committee  intended  to  investigate  “all  phases  of  the 
problem  of  cutting  off  the  supply  of  defectives”  and  to 


publish  data  that  seemed  applicable  to  the  issue.  The  com- 
mittee likewise  took  on  the  role  of  pointing  out  those  prac- 
tical means  available  for  “purging  the  blood  of  the  Ameri- 
can people  of  the  handicapping  and  deteriorating 
influences  of  these  anti-social  classes. ”l2(pp5  6) 

In  its  first  series  of  studies,  the  committee  focused  on 
the  issue  of  sterilization  as  a eugenic  means  of  protecting 
society  and  examined  it  from  a variety  of  viewpoints  in- 
cluding medicine,  physiology,  surgery,  biology,  thremma- 
tology, anthropology,  psychiatry,  psychology,  morals  and 
ethics,  woman’s  viewpoint,  criminology,  sociology,  politi- 
cal economy,  statistics,  law,  history,  public  affairs,  and 
international  cooperation.  From  the  very  beginning  the 
committee  relied  on  Charles  B.  Davenport,  the  resident 
director  of  the  Eugenics  Record  Office,  who  served  as  con- 
sultant throughout  its  deliberations. 12(pP8"9) 

The  remedies  the  committee  investigated  included  life 
segregation  (or  segregation  during  the  reproductive  peri- 
od), sterilization,  restrictive  marriage  laws,  eugenic  edu- 
cation, systems  of  matings  to  remove  defective  traits,  envi- 
ronmental changes,  polygamy,  euthanasia,  neo- 
Malthusianism,  and  laissez-faire.  The  committee 
unanimously  endorsed  life  segregation  as  “the  principal 
agent  used  by  society  in  cutting  off  its  supply  of  defec- 
tives.” On  the  other  hand,  the  committee  remained  unde- 
cided on  sterilization  and  proposed  that  the  state  sterilize 
individuals  only  as  a supporting  mechanism  to  the  “more 
important  feature  of  segregation. ”12(pP46  47>  While  the 
committee  did  not  give  much  credence  to  restrictive  mar- 
riage laws  and  customs,  it  did  place  considerable  impor- 
tance on  eugenic  education  of  both  the  public  and  of  pro- 
spective marriage  mates.  The  committee  likewise 
supported  the  use  of  “selective  forces”  to  control  mate  se- 
lection but  did  not  specifically  indicate  what  those  forces 
would  be.  Presumably  it  entailed  a greater  understanding 
of  the  principles  of  heredity  and  therefore  more  active  ef- 
fort to  control  mate  selection.  The  committee  discounted 
polygamy  on  account  of  the  sacredness  of  the  monoga- 
mous marriage  and  discounted  euthanasia-  despite  the 
Spartan  social  custom—  as  contrary  to  eugenic  principles. 
Finally,  the  committee  condemned  neo-Malthusianism 
since  it  failed  to  cut  off  the  supply  of  defectives  and  tended 
instead  to  adversely  affect  the  fecundity  of  the  better  clas- 

SCS.  ^ 54) 

The  committee  concluded  that  a successful  program  for 
“cutting  off  the  lower  levels  of  the  human  breeding  stock” 
ultimately  meant  encouraging  increased  fecundity  among 
the  better  classes  of  people,  or  what  the  committee  called 
“aristogenics.”  To  be  successful,  however,  eugenics  had  to 
become  part  of  America’s  “civic  religion,"  financed  by  the 
states.  “If  America  is  to  escape  the  doom  of  nations  gener- 
ally,” the  committee  observed,  “it  must  breed  good  Amer- 
icans. The  fall  of  every  nation  in  history  has  been  due  to 
many  causes,  but  always  chiefest  among  these  causes  has 
been  the  decline  of  the  national  stock. ”12(p59)-56 

Opposition 

The  proponents  of  sterilization  were  not  without  opposi- 
tion. Critics  objected  to  these  “esoteric  medical  practices” 
by  raising  ethical  aspects,  indicating  a lack  of  confidence 
in  the  “short-cuts  of  benevolent  despots,”  and  condemn- 
ing what  they  called  “compulsory  mutilation.”  Any  reme- 
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dy  to  the  problem  of  degeneracy  had  to  be  “scientifically 
sound,  legislatively  possible  and  administratively  practi- 
cable.” Not  the  least  of  the  problems  encountered  in  such 
legislation  would  be  the  certification  by  medical  men  of 
the  need  for  sexual  mutilation.  The  legal  obstacles  would 
be  enormous  and  the  time  consumed  in  judging  individual 
cases  heavy.3 

George  Bernard  Shaw  took  considerable  notice  of  the 
sterilization  efforts  and  regretted  that  the  scientific  and 
medical  communities  had  been  unable  to  define  “degener- 
ation” with  any  real  specification.  “If  we  abolished  the 
diseased  we  should  lose  a number  of  very  interesting  peo- 
ple,” he  wrote.  “Might  not  an  epileptic  fit  be  a misapplied 
form  of  useful  energy?  Many  ‘backward’  people  were 
criminal  only  on  account  of  our  deplorable  social  condi- 
tions; were  these  altered,  many  now  occupying  high  places 
would  be  snuffed  out.”3 

Geoffrey  Clarke,  MD,  a medical  officer  at  Banstead 
Asylum  in  England,  was  very  much  interested  in  defective 
heredity  and  the  study  of  eugenics.  Improvements  in  med- 
ical science  had  resulted  in  keeping  alive  the  weaklings  of 
society.  “By  patching  up  both  the  physically  and  mentally 
defective,”  he  wrote,  society  had  favored  “the  propagation 
of  the  unfit”  and  tended  as  a result  to  weaken  one  of  the 
basic  rules  of  nature  which  constantly  strived  for  the  “sur- 
vival of  the  fittest.”  Nevertheless,  Clarke  was  not  con- 
vinced that  society  was  ready  to  recommend  measures 
from  a eugenic  point  of  view.  For  one  thing,  increased  in- 
sanity had  been  a natural  result  of  advanced  civilization. 
“The  more  complicated  life  is  made,”  he  wrote, 

the  greater  will  be  the  number  who  fail  to  adapt  themselves  to  the 
increasing  complexity  of  their  environment.  Insanity  is  not  a def- 
inite disease,  but  a variation  from  the  average  mental  state;  there 
is  no  definite  line  between  sanity  and  insanity,  and  even  the  shad- 
owy line  that  exists  is  drawn  at  a different  level  according  to 
different  social  surroundings. 

In  effect,  he  found  no  reason  to  believe  that  lunacy  was 
increasing  out  of  proportion  to  society.57 

Clarke  likewise  doubted  whether  improvements  in  men- 
tal and  hygienic  science  actually  favored  the  survival  and 
multiplication  of  the  unfit,  thus  moving  society  toward 
some  level  of  national  deterioration.  Although  this  was  a 
widely  held  opinion  that  alarmists  continually  raised  in 
the  popular  press  as  well  as  the  scientific  journals,  Clarke 
believed  that  more  enlightened  treatment  of  diseases  had 
no  doubt  “improved  the  general  stock  of  the  country”  and 
kept  from  perishing  many  weak  and  delicate  children  who 
not  only  survived  but  grew  into  strong  and  healthy 
adults. 

The  arguments  based  upon  the  experience  and  methods  of  stock- 
breeders cannot  fairly  be  applied  to  human  beings.  Breeders  of 
pedigree  animals,  biologists,  and  experimenters  on  Mendelian 
and  other  lines  are  gradually  collecting  facts  and  formulating 
laws  of  inheritance;  they  teach  us  of  normal  and  abnormal  varia- 
tions, they  separate  the  hereditary  characters  from  those  due  to 
nurture  and  environment,  their  work  is  invaluable  to  the  student 
of  eugenics,  but  they  help  us  but  little  with  the  problem  of  insan- 
ity; they  shed  no  light  on  the  transmission  of  mental  qualities, 
and  are  concerned  purely  with  the  physical.  The  pedigree  heifer 
is  probably  a dement,  the  foxhound  is  a cheerful  imbecile,  the 
fleetest  racehorse  is  often  an  irritable,  dangerous  rogue.57 


The  real  question  in  Clarke’s  mind  was  whether  or  not 
there  was  sufficient  knowledge  regarding  the  transmission 
of  mental  disease  to  allow  the  state  to  say  to  certain  of  its 
citizens,  “thou  shalt  not  breed.”  He  doubted  there  was 
sufficient  scientific  evidence  to  justify  an  artificial  lower- 
ing of  the  numbers  of  the  insane  without  doing  an  injustice 
to  the  individual  and  his  rights.57  Clarke  was  not  con- 
vinced that  sterilization  would  materially  reduce  the  num- 
ber of  insane  people.  But  what  he  found  disconcerting  was 
the  popular  inclination  to  advocate  sterilization  without 
hard  evidence.  “If  the  overwhelming  figures  which  sup- 
port the  utility  of  vaccination  from  a national  public 
health  point  of  view  fail  to  convince  a large  body  of  anti- 
vaccinators that  it  is  justifiable  to  make  vaccination  com- 
pulsory, what  of  the  figures  in  support  of  sterilization?” 
The  truth  was,  he  believed,  that  there  were  insufficient 
statistics  on  insanity  to  justify  the  recommended  legisla- 
tion. Little  information  existed  in  the  accumulated  tables 
and  statistics  of  the  normal  relatives  or  offspring  of  the  so- 
called  degenerate.  As  a result,  most  asylum  statistics  were 
useless  for  purposes  of  addressing  the  critical  public  policy 
issues  of  the  day.57 

In  general,  critics  found  the  sterilization  laws  prema- 
ture, in  obvious  violation  of  the  Bill  of  Rights,  complicated 
by  inadequate  legal  classification  describing  persons  who 
should  be  subject  to  compulsory  sterilization,  and  actually 
encouraging  illicit  intercourse  and  spreading  venereal  dis- 
ease. Instead,  they  recommended  further  study  of  family 
histories,  of  insanity,  and  of  the  pathologic  alterations  of 
the  brain  that  accompanied  insanity.46  Charles  A.  Boston, 
a New  York  lawyer,  feared  that  the  effort  to  purify  the 
American  people  of  its  feeble-minded  would  place  “one 
more  nail  in  the  coffin  of  those  constitutional  safeguards 
which  have  been  the  political  cause  of  the  prosperity  of 
this  country  as  the  haven  of  the  oppressed  of  all  nations.” 
He  objected  to  making  one  tenth  of  the  population  the 
target  of  the  other  nine  tenths  by  curtailing  their  right  or 
privilege  to  have  offspring.  “I  cannot  conceive  that  the 
American  people,  whether  individually  they  have  defec- 
tive germ  plasm  or  not,  will  so  long  as  they  remain  a free 
people  tolerate  beneficent  decimation  by  sterilization.”  58 

Retrospect 

Important  as  it  is  to  recount  the  origins  of  the  early  ster- 
ilization movement  in  America,  there  is  good  reason  not  to 
judge  it  outside  the  context  of  the  age  which  gave  it  birth. 
This  is  because  America’s  interest  in  the  sterilization  of 
criminals  and  defectives  coincided  with  several  very  simi- 
lar or  connected  issues  in  the  press  and  professional  jour- 
nals— issues  that  tended  to  merge  with  and  reinforce  one 
another  in  the  popular  culture. 

The  first  issue  focused  on  the  Negro  and  his  supposed 
physical  and  mental  deterioration  since  emancipation. 
Statistics  gathered  from  the  1870  and  1880  census  re- 
ports, along  with  medical  studies  carried  out  during  and 
after  the  Civil  War,  suggested  that  the  black  population  in 
the  United  States  had  increased  incidences  of  insanity  as 
well  as  all  forms  of  debilitating  diseases  (particularly  tu- 
berculosis and  syphilis),  leading  the  majority  of  physi- 
cians, scientists,  and  social  scientists  to  conclude  that  the 
race  was  actually  dying  out.  Arguing  that  slavery  had  pro- 
tected the  Negro  in  a virtual  “hothouse"  environment 
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from  the  rigors  of  race  struggle,  they  theorized  that  eman- 
cipation had  forced  the  Negro  into  an  unequal  struggle 
with  superior  races  for  survival  of  the  fittest.59  63 

A second  related  issue  of  this  period  centered  on  the 
massive  immigration  of  peoples  from  southern  and  east- 
ern Europe  whose  customs,  laws,  and  even  physical  ap- 
pearance were  deemed  alien  to  “old  stock”  Americans. 
Studies  on  these  immigrants  frequently  referenced  their 
constitutional  inferiority  and  their  tendency  toward  a 
higher  incidence  of  disease,  insanity,  and  pauperism.64-66 
Tied  closely  to  the  issue  of  the  new  immigrant  was  the  all- 
consuming  fear  that  “old  stock”  Americans  were  not  re- 
plenishing themselves  at  the  same  rate  as  these  newer 
“breeds.”  With  this  recognition  came  the  belief  that 
“American”  customs  and  laws  would  face  extinction  or  at 
least  demonstrative  restructuring  as  more  immigrants 
washed  ashore  with  each  new  wave.67-69 

The  convergence  of  these  issues  in  the  late  19th  and 
early  20th  century  gave  added  meaning  and  substance  to 
the  concerns  raised  over  the  numbers  of  criminals  and  de- 
generates populating  prisons,  correctional  houses,  asy- 
lums, and  hospitals.  Seen  in  their  totality,  they  gave  cre- 
dence to  the  opinion  held  by  many  Americans  that  the 
traditional  laissez-faire  approach  to  the  problems  of  im- 
migration, degeneracy,  and  race  deterioration  no  longer 
seemed  moral  or  practical.  Instead,  American  society 
turned  to  interventionist  solutions — immigration  restric- 
tion, legalized  segregation,  and,  in  the  case  of  the  criminal 
and  defective  population,  sterilization.  In  this  context,  the 
sterilization  laws  conformed  with  much  of  the  action-ori- 
ented legislation  debated  and  discussed  at  the  turn  of  the 
century.  These  laws  also  represent  the  impact  that  heredi- 
tarian  ideas  had  on  American  life  and  institutions.  While 
the  nature-nurture  debate  did  not  end  with  a definitive 
triumph  of  the  hereditarian  point  of  view,  environmental 
arguments  played  a decidedly  secondary  role  during  these 
turbulent  years. 
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FROM  THE  LIBRARY 


SUPREME  COURT  OF  THE  UNITED  STATES  UPHOLDS  THE  VIRGINIA  STATUTE 
PROVIDING  FOR  THE  STERILIZATION  OF  MENTAL  DEFECTIVES 

The  recent  decision  of  the  Supreme  Court  of  the  United  States  in  the  case  of  Buck  vs.  Bell , upholding 
the  Virginia  statute  providing  for  the  sterilization  of  mental  defectives  under  careful  safeguards,  should 
arouse  interest  not  among  physicians  only,  but  with  all  persons  who  are  interested  in  the  problems  of 
eugenics  and  the  betterment  of  the  race.  It  should  be  of  special  interest  to  the  citizens  of  New  York 
State  where  a similar  statute  a few  years  ago  was  declared  unconstitutional,  and  then  repealed.  . . . 

The  procedure  provided  by  the  Virginia  statute  is  very  similar  to  that  of  the  repealed  New  York  law. 

The  Supreme  Court  made  short  work  of  the  attack  upon  the  constitutionality  of  this  statute,  and  in  an 
opinion  of  great  brevity  but  extreme  clarity,  Mr.  Justice  Holmes,  the  distinguished  son  of  the  distin- 
guished physician,  Oliver  Wendell  Holmes,  outlined  the  reasons  why  the  Virginia  law  should  be  upheld. 

“The  attack  is  not  upon  the  procedure  but  upon  the  substantive  law,”  declared  Mr.  Justice  Holmes. 
“It  seems  to  be  contended  that  in  no  circumstances  could  such  an  order  be  justified.  It  certainly  is 
contended  that  the  order  can  not  be  justified  upon  the  existing  grounds.  The  judgment  finds  the  facts 
that  have  been  recited  and  that  Carrie  Buck  'is  the  probable  potential  parent  of  socially  inadequate 
offspring,  likewise  afflicted,  that  she  may  be  sexually  sterilized  without  detriment  to  her  general  health 
and  that  her  welfare  and  that  of  society  will  be  promoted  by  her  sterilization,’  and  thereupon  makes  the 
order.  In  view  of  the  general  declarations  of  the  legislature  and  the  specific  findings  of  the  Court 
obviously  we  cannot  say  as  a matter  of  law  that  the  grounds  do  not  exist,  and  if  they  exist  they  justify  the 
result.  We  have  seen  more  than  once  that  the  public  welfare  may  call  upon  the  best  citizens  for  their 
lives.  It  would  be  strange  if  it  could  not  call  upon  those  who  already  sap  the  strength  of  the  state  for  these 
lesser  sacrifices,  often  not  felt  to  be  such  by  those  concerned,  in  order  to  prevent  our  being  swamped 
with  incompetence.  It  is  better  for  all  the  world,  if  instead  of  waiting  to  execute  degenerate  offspring  for 
crime,  or  to  let  them  starve  for  their  imbecility,  society  can  prevent  those  who  are  manifestly  unfit  from 
continuing  their  kind.  The  principle  that  sustains  compulsory  vaccination  is  broad  enough  to  cover 
cutting  the  fallopian  tubes.  . . . Three  generations  of  imbeciles  are  enough.” 

LLOYD  PAUL  STRYKER,  ESQ 
(NY  State  J Med  1927;  27:792-795) 
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CASE  REPORT 


Secondary  syphilis  in  a prepubertal  child 

Differentiating  condylomata  lata  from  condylomata  acuminata 


Acquired  perigenital  syphilis  in  prepu- 
bertal children  is  unusual.  When  it  oc- 
curs outside  the  newborn  period,  it  is 
usually  evidence  of  child  sexual 
abuse.1  3 Manifestations  of  secondary 
syphilis  may  also  be  confused  with  le- 
sions of  other  sexually  transmitted  dis- 
eases. We  describe  a case  of  secondary 
syphilis  in  a ten-year-old  boy,  in  which 
the  initial  lesion  was  originally  thought 
to  be  condylomata  acuminata. 

Case  Report 

A ten-year-old  boy  was  brought  to  the 
emergency  room  because  of  a perirectal 
mass  discovered  approximately  one  week 
prior  to  admission.  He  was  brought  to  a pri- 
vate physician  who  gave  him  a cream  of  un- 
known type,  which  did  not  decrease  the  size 
of  the  mass.  The  mass  was  somewhat  pain- 
ful, so  the  patient's  mother  brought  him  to 
the  emergency  room. 

The  perirectal  lesion  was  noted  to  be 
raised  and  somewhat  convoluted  (cauli- 
flower-like) in  appearance  with  a broad  base 
and  mild  keratinization,  resulting  in  a vene- 
real wart-like  lesion  (Fig  1).  The  pediatric 
emergency  room  physicians  thought  that  the 
lesion  was  most  likely  condylomata  acumin- 
ata (human  papilloma  virus  infection).  Be- 
cause condylomata  acuminata  in  the  peri- 
rectal region  is  presumed  to  be  a sexually 
transmitted  disease,  the  child  was  admitted 
to  the  hospital  under  Child  Protective  Ser- 
vice Supervision,  pending  an  investigation  of 
probable  sexual  abuse. 

The  social  history  revealed  that  the  child 
was  a good  student,  though  somewhat  of  a 
loner,  living  in  a stable  family  situation  with 
two  siblings.  He  had  no  history  of  medical 
illnesses  or  current  fever,  weight  loss,  or 
trauma,  and  denied  any  previous  skin  le- 
sions. Both  the  family  and  the  child  vehe- 
mently denied  sexual  abuse.  Cultures  for 
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FIGURE  1.  Raised,  venereal  wart-like  lesion 
measuring  6 X 4 cm  on  admission. 


gonorrhea  and  Microtrak  chlamydial  slides 
were  taken  from  the  rectum  and  urethra,  as 
well  as  a gonorrheal  culture  from  the  throat 
(and  these  were  all  later  reported  negative). 
A complete  blood  count  and  urinalysis  were 
unremarkable.  The  inpatient  attending  staff 
thought  that  the  lesion  was  somewhat  atypi- 
cal in  appearance,  but  condylomata  acumin- 
ata seemed  the  most  likely  diagnosis.  There- 
fore, an  excisional  biopsy  and  papilloma 
virus  typing  of  the  biopsy  specimen  was 
scheduled. 

On  the  second  day  of  admission,  the 
VDRL,  which  had  been  taken  as  part  of  the 
sexual  abuse  work-up,  was  reported  as  posi- 
tive. A treponemal  microhemagglutination 
test  (MHATP)  specific  for  Treponema  pal- 
lidum was  also  positive  with  a titer  of  1:32. 
An  attempted  dark-field  examination  of  the 
lesion  was  unsuccessful  due  to  the  insuffi- 
ciency of  the  specimen. 

Because  of  the  positive  MHATP,  the  pa- 
tient was  treated  with  2 million  units  of  ben- 
zathine penicillin  intramuscularly,  in  addi- 
tion to  a 2-g  oral  dose  of  ampicillin,  which 
had  been  given  in  the  emergency  room  at  the 
time  of  admission.  Twenty-four  hours  after 
the  penicillin,  the  lesion  on  the  buttock 
which  had  previously  been  6 X 4 cm  (Fig  1 ), 
had  involuted  by  two  thirds.  Within  48 
hours,  it  had  completely  disappeared.  A de- 
pigmented  area  remained  in  the  perirectal 
region  at  the  site  of  the  original  lesion  (Fig 
2). 

The  patient  was  presumed  to  have  had 
condylomata  latum,  and  was  treated  with  2 


FIGURE  2.  Lesion  48  hours  after  the  adminis- 
tration of  penicillin. 


g of  penicillin  intramuscularly  weekly  for  an 
additional  two  weeks  as  treatment  for  sec- 
ondary syphilis. 

Despite  being  asked  several  times,  the  pa- 
tient still  denied  sexual  abuse.  He  had  visit- 
ed Puerto  Rico  approximately  five  months 
prior  to  admission,  the  only  time  when  he 
was  away  from  parental  supervision.  His 
body  language  and  eye  contact  during  ques- 
tioning about  this  period  indicated  to  exam- 
iners that  there  was  a high  probability  that 
he  was  hiding  something  that  had  happened 
during  that  period.  The  patient  was  released 
in  the  custody  of  his  parents,  to  be  followed 
with  further  VDRL  titers  over  the  subse- 
quent months. 

Discussion 

This  case  illustrates  several  impor- 
tant points.  It  is  important  when  one 
sexually  transmitted  disease  is  found  in 
a child  to  test  for  all  possible  others.2 
The  work-up  should  always  include 
testing  for  gonorrhea  and  chlamydia  in 
vaginal  and  rectal  areas,  gonorrheal 
testing  of  the  throat,  wet  mounts  and 
Pap  smears  of  the  vagina  in  females, 
urinalysis,  urine  culture,  and  a screen- 
ing test  for  syphilis.  These  studies  pro- 
vide collaborative  information  if  fur- 
ther sexually  transmitted  disease  is 
found,  or  if  other  sites  of  carriage  are 
identified.  As  in  this  case,  the  failure  to 
identify  the  second  sexually  transmit- 
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ted  disease,  either  symptomatic  or 
asymptomatic,  could  have  serious  med- 
ical consequences.  Though  the  yaws- 
like transmission  of  syphilis  has  been 
documented,  genital  lesions  are  clearly 
not  likely  to  be  transmitted  by  any 
means  other  than  true  sexual  contact.2 

Condylomata  lata  can  look  very 
much  like  condylomata  acuminata 
when  presenting  in  the  perirectal  area. 
Classically,  condylomata  lata  are  de- 
scribed as  large,  soft,  flat-topped,  co- 
alescing papules  which  are  painless  and 
grayish-white  in  color.  However,  par- 
ticularly in  the  perirectal  region,  the  le- 
sions may  be  raised  well  above  the  skin 
and  convoluted  in  the  manner  of  condy- 
lomata acuminata  (see  reference  4 for 
best  picture).  The  rapid  disappearance 
of  lesions  after  the  administration  of 
benzathine  penicillin  was  diagnostic, 
though  it  would  have  been  useful  to 
have  obtained  a positive  dark-field  ex- 
amination. 

If  the  lesion  had  been  condylomata 
acuminata  and  not  syphilitic  in  origin, 
the  management  of  the  case  would  have 
been  the  same  except  for  the  adminis- 
tration of  penicillin.  Perirectal  condylo- 
mata acuminata  constitute  a sexually 
transmitted  disease2,5-7  unless  the  le- 
sions are  atypical  in  the  pattern  of  pre- 
sentation (ie,  not  truly  in  the  perirectal 
region,  but  rather  on  buttocks  or  in  but- 
tock creases).5-8  In  order  to  be  certain 
that  the  lesions  are  condylomata  acu- 
minata and  to  establish  the  medical/le- 
gal evidence,  it  is  suggested  that  all 


perirectal  and  perivaginal  condylomata 
acuminata  or  penile  condylomata  acu- 
minata in  children  be  at  least  partly  ex- 
cised, with  the  biopsy  specimen  being 
sent  both  for  pathologic  identification 
and  for  wart  viral  subtyping.5,7  Lesions 
of  condylomata  acuminata  are  caused 
only  by  specific  wart  virus  subtypes 
(primarily  nos.  6,  11,  18).5-7  The  find- 
ing of  these  wart  virus  subtypes  in  true 
perirectal  presentation  confirms  the  di- 
agnosis of  sexual  transmission  and  child 
sexual  abuse.  Of  course,  it  is  quite  pos- 
sible to  have  both  syphilis,  either  prima- 
ry or  secondary,  and  condylomata  acu- 
minata in  combination.  If  the  lesion  in 
this  case  had  not  disappeared  with  the 
administration  of  penicillin,  the  child 
would  have  been  treated  for  syphilis, 
and  a biopsy  of  the  lesion  would  still 
have  been  performed. 

Despite  medical  evidence  of  second- 
ary syphilis  and  the  fact  that  this  had  to 
be  a sexually  transmitted  disease,  the 
patient  steadfastly  refused  to  admit  to 
an  abusive  sexual  encounter,  though  in- 
terviewing revealed  a probable  geo- 
graphic location  for  such  an  episode. 
This  is  in  keeping  with  the  finding  that 
young  males  are  very  unlikely  to  reveal 
sexual  abuse  under  any  circumstances 
until  at  least  middle  adolescence.9  Phy- 
sicians must  be  very  alert  to  the  limita- 
tions of  interview  techniques  in  estab- 
lishing child  sexual  abuse,  especially  in 
young  males.  Failure  to  elicit  and  deal 
with  the  problem  may  result  in  signifi- 
cant guilt  feelings  and  other  negative 


sequelae.  Physicians  should  also  be  sus- 
picious of  unusual,  nonvesicular  cuta- 
neous lesions  in  children  and  should 
consider  drawing  a VDRL  for  second- 
ary syphilis  work-up  in  the  presence  of 
such  unusual  rashes.1 
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ESS  A Y REVIEWS 


“While  we  have  time,  let  us  do  good” 


Sometimes  God  Has  a Kid's  Face.  By  Bruce  Ritter,  OFM. 
121  pp.  New  York,  Covenant  House,  1988.  (paperback) 


No  human  being  has  a richer  experience  than  the  unlovely,  awk- 
ward girl  who  in  the  course  of  a few  months  turns  into  a beautiful 
young  maiden.  It  is  both  a glorious  surprise  and  a fulfilled  expec- 
tation. 

Isak  Dinesen  (Karen  Blixen)1 

And  no  human  being  can  have  so  devastating  an  experi- 
ence as  the  unloved,  naive  girl  or  boy  who  in  the  course  of  a 
few  short  months  turns  into  a drug  addict,  a prostitute,  a 
male  hustler,  a celluloid  captive  in  a porno  film,  a pander- 
er,  a petty  thief — or  any  combination  of  victim.  In  some 
ways  that,  too,  is  an  expectation  fulfilled,  but  it  holds 
nothing  glorious  in  it  at  all. 

The  saddest  irony  is  that  try  as  these  youths  might — 
degrade  themselves,  sell  themselves,  use,  be  used,  do  near- 
ly anything  on  the  streets  of  the  richest  nation  in  the  histo- 
ry of  mankind  in  order  just  to  survive — most  of  them  don’t 
succeed.  This  is  the  truth  Father  Bruce  Ritter,  OFM,  has 
learned  as  the  founder  of  Covenant  House,  the  most  fam- 
ous runaways’  refuge  in  America.  In  the  introduction  to 
this  short  volume  subtitled  “Letters  from  Covenant 
House,”  Father  Ritter  says: 

In  the  almost  20  years  of  our  existence  we  have  tried  our  best  to 
help  the  more  than  1 00.000  kids  we  have  taken  off  the  streets  into 
residence  in  our  programs.  We  believe  that  we  have  been  able  to 
help  about  one-third  make  it  back. 

The  rest?  I think  most  of  them  don't  make  it.  They  die 
young.  . . . Kids  don't  survive  very  long  on  the  street — at  least  in 
any  recognizably  human  way.  The  distortion  of  the  personality, 
the  erosion  of  character  are  swift  and  massive  and  almost  always 
irreversible. 

Even  the  ones  who  make  their  way  to  Covenant  House 
are  not  assured  of  longevity.  Father  Ritter  writes.  “Live 
Fast,  Die  Young,  Leave  a Beautiful  Corpse,”  has  been  a 
motto  of  the  devil-may-care  set  since  at  least  the  1920s, 
but  in  Father  Ritter’s  experience,  only  the  first  two 
phrases  are  true.  The  corpses  these  children  leave  behind 
are  anything  but  beautiful. 

Where  do  they  come  from,  these  street  kids?  Ultimate- 
ly, says  Father  Ritter,  they  are  the  byproducts  of  child 
abuse.  One  of  the  stories  Father  Ritter  tells  in  this  book  is 
about  an  1 1 -year-old  girl  and  her  two  brothers,  eight  and 
nine  years  old.  “Our  parents  beat  us  a lot,”  she  said.  “We 
had  to  leave.”  Another  boy  told  his  story:  “I  ran  away 
when  I was  14.  My  father  and  mother  were  alcoholics.” 
Other  stories  are  similar,  stepparents  who  beat,  ignored, 


mistreated;  foster  homes  that  gave  no  shelter;  biological 
parents  who  disappeared;  adults  who  used  their  size  and 
strength  and  callousness  to  subdue  kids  until  one  day  the 
children  just  could  not  accept  the  treatment  one  hour,  one 
minute  more,  and  ran  away,  seeking  something,  anything, 
better. 

In  Father  Ritter’s  eyes  what  they’re  looking  for  is  love. 

Kids  come  to  Covenant  House  because  they  have  no  place  to 
go.  Most  are  in  flight  from  deplorable  living  situations,  hungry 
and  very  scared.  Some  are  in  flight  from  themselves.  The  prob- 
lem is,  for  all  of  them,  very  simple:  Where  am  I going  to  sleep 
tonight?  Or  eat  tonight?  Who  will  take  care  of  me  tonight? 

In  a much  deeper  and  totally  unromantic  sense  the  question  is 
even  more  searing:  Who  will  love  me  and  care  about  me? 

Father  Ritter’s  personal  answer — as  evidenced  by  his  ac- 
tions since  1969  and  by  Covenant  House — has  been,  “I 
will,”  but  he  takes  no  special  credit  for  that.  In  describing 
his  first  contact  with  the  homeless  children  of  New  York 
he  says  he  took  them  in  because  “I  didn’t  have  the  guts  to 
kick  them  out  and  I couldn't  find  anyone  else  who  wanted 
them. . . .”  But  his  larger  answer  would  be  that  we  all  need 
to  take  care  of  these  children  because  “ [Each]  is  yours  and 
mine.  Like  it  or  not,  he  is  part  of  us.” 

Father  Ritter’s  volume  telling  the  stories  of  these  kids, 
these  parts  of  us,  recounts  the  history  and  mission  of  Cove- 
nant House.  But  underneath  the  day-by-day  story  of  Cov- 
enant House  and  some  of  its  boys  and  girls,  successes  and 
failures,  is  another  point,  another  anger. 

Father  Ritter  has  his  own  point  of  view,  a Christian  out- 
look that  seems  in  some  ways  out  of  step  with  modern 
America.  He  castigates  Dr  Ruth  Westheimer,  for  exam- 
ple, as  being  the  “high  priestess  of  hedonism,”  and  for 
fostering  “practically  unlimited  sex  anytime  ...  as  long 
as  they  use  contraceptives.”  He  calls  this  “insane  dri- 
vel”— even  though  many  sociologists  would  argue  that  if 
more  couples  knew  the  biological  facts  of  life  and  used 
contraceptives  then  there  would  probably  not  be  as  many 
abused  children  to  wind  up  at  Father  Ritter’s  doorstep. 

But  whether  or  not  one  agrees  with  every  statement  of 
Father  Ritter  (or  of  Dr  Ruth,  for  that  matter),  it  does  not 
detract  from  the  basic  message.  Which  is,  not  only  are 
these  children  all  part  of  us,  but  we  are  very  much  a part  of 
the  system  that  exploits  and  kills  them.  It  starts  on  an  indi- 
vidual basis,  with  parents  who  don't  care  about  their  chil- 
dren, who  beat,  maltreat,  denigrate,  and  abuse  them,  who 
drive  these  teenagers  out  into  the  streets  where  there  are 
other  predators  waiting  for  them. 

These  predators  are  the  sellers  of  drugs  and  the  sell- 
ers— and  buyers — of  sex. 
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When  you’re  14  and  15,  and  you  can’t  read  or  write  very  well, 
and  you  have  no  place  to  live,  and  it’s  cold  and  you’re  hungry  and 
you  have  no  marketable  skills,  you  market  yourself. . . . This  year 
we  expect  at  least  another  10,000  [Note:  This  figure  was  accu- 
rate in  the  late  1970s  when  this  sentence  was  originally  written; 
in  1989  the  figure  would  read  26,000]  beautiful  kids  to  come 
through  our  doors.  Most  of  them  will  have  been  involved,  on 
some  level,  with  the  [sex]  industry.  Most  of  them  call  it  making  a 
few  bucks.  I have  never  met  a young  prostitute,  girl  or  boy — and 
I’ve  met  hundreds — who.  . .did  not  start  out  as  a runaway. 

The  word  on  the  street  is,  says  Father  Ritter,  that  johns 
prefer  chickens — that  is,  kids. 

Hundreds  of  thousands  of  New  Yorkers  and  out-of-town  visitors 
patronize  the  sex  industry,  and  make  a lot  of  very  unwholesome 
people  very  rich.  There’s  no  mystery  why  we  have  a sex  industry. 
The  reasons  have  always  been  the  same:  greed  and  lust.  And  our 
inability  to  care  enough  about  what  happens  to  the  young  people 
who,  every  year,  become  enslaved  by  the  industry.  . . . 

Sex  has  become  a kind  of  entertainment,  he  argues,  which 
is  why  it’s  no  surprise  that  the  sex  industry  in  Times  | 
Square  is  contiguous  with  the  entertainment  industry  of 
Broadway.  He  writes,  “The  sex  business,  dominated  and 
controlled  by  organized  crime,  has  actually  formed  a con- 
tinuum with  the  entertainment  industry.  . . . And  we  seem 
to  want  it  that  way.”  Father  Ritter  poses  the  question, 
What  is  the  ethical  or  moral  or  qualitative  difference  be- 
tween spending  money  to  see  “Oh,  Calcutta!”  or  a porno 
flick,  and  he  answers  that  there  is  no  difference  at  all. 

Neil  Postman,  author  of  The  Death  of  Childhood , so- 
cial thinker  and  follower  of  Marshall  McLuhan,  points  to 
this  as  a larger  social  issue.  He  hypothesizes  that  “[Amer- 
ican] politics,  religion,  news,  athletics,  education  and 
commerce  have  been  transformed  into  congenial  adjuncts 
of  show  business,  largely  without  protest  or  even  much 
popular  notice.  The  result  is  that  we  are  a people  on  the 
verge  of  amusing  ourselves  to  death.”2 

As  an  industry,  this  particular  form  of  amusing  our- 
selves displays  all  the  excesses  of  America’s  other  indus- 
tries. It  is  profit-oriented  and  resource-wasteful.  It  preys 
upon  man’s  lower  nature,  manipulating  both  buyers  and 
sellers,  and  cowing  the  general  populace  into  accepting  its 
very  existence.  It  chews  up  raw  materials  and  then  dis- 
cards the  leftovers  when  they  no  longer  make  profits. 

And  the  raw  material,  says  Father  Ritter,  are  the  chil- 
dren— mostly  runaways,  but  some  unwilling  captives  as 
well — that  end  up  on  his  doorstep,  or  dead. 

It  doesn’t  take  long  to  murder  a child,  and  there  are  lots  of 
ways  to  do  it. . . . There’s  another  kind  of  death  my  kids  experi- 
ence. . . . Three  months  on  the  street  is  a very  long  time.  Six 
months  is  forever.  A year?  Then  they’re  just  breathing  in  and  out 
but  dead  inside.  The  poison  works  very  quickly. . . . 

In  the  beginning  they  can  still  make  distinctions  between  what 
they  are  inside  their  heads  and  what  they  do  with  their  bodies. 
But  after  100  or  500  or  1,000  johns  it  becomes  difficult,  and  then 
impossible  to  separate.  . . . Somewhere  along  the  process  a child 
dies.  He’s  been  murdered. 

This  is  a heinous  crime,  he  says,  and  we  do  little  or  nothing 
about  it,  because  of  “greed  and  lust,  and  our  sloth  and 
fear.  Who,  after  all,  wants  to  take  on  organized  crime? 
Our  politicians  certainly  don’t.  Our  law  enforcement 
groups  can  give  you  a thousand  reasons  why  they  can’t, 


either.  Our  prosecutors  and  our  judiciary  tell  us  they  have 
their  hands  tied.  And  everybody  has  a finger  to  point  at 
the  other  guy.” 

Father  Ritter  has  many  such  stories  to  tell,  stories  with 
enough  sorrow  and  terror  to  explain  why  he  is  sometimes 
bitter  at  civil  libertarians  who  defend  First  Amendment 
rights,  or  uphold  the  criminal's  rights  in  the  judicial  sys- 
tem, or  even  people  like  Dr  Ruth  Westheimer.  But  as  you 
read  his  book,  you  can  begin  to  wonder  about  Father  Rit- 
ter’s stance.  He  is  there,  in  the  trenches,  fighting  sin  every- 
day: “Sin,  in  the  concrete  on  Eighth  Avenue  and  42nd 
Street,  is  sin  in  the  X-rated  lives  of  children,  in  their  X- 
rated  eyes  and  X-rated  faces  and  their  X-rated  bodies. 
The  kids  are  sinners.  We  are  too,”  writes  Father  Ritter. 
But,  at  least  in  Sometimes  God  Has  a Kid’s  Face , Father 
Ritter  seems  too  cynical  to  entrust  society  with  cleaning 
up  these  sinners. 

God,  he  says  again  and  again,  will  care  for  these  chil- 
dren. When  faced  with  financial  problems  at  Covenant 
House  he  tells  us,  “That’s  God’s  problem.”  When  a cer- 
tain runaway  returns  time  and  again  to  Covenant  House 
only  to  be  unable  to  live  within  the  rules.  Father  Ritter 
wonders,  “Please  God,  can  I — should  I — write  [him]  off 
and  leave  [him]  to  Your  mercy?” 

And  yet,  what  is  that  mercy?  “Only  God,”  writes  Fa- 
ther Ritter,  “can  help  the  burned-out,  used-up  kids. . . . 
What  he  usually  does  is  help  them  die.”  That  seems  a cold 
way  to  view  these  dying  children.  It  makes  the  statement 
of  one  whom  Father  Ritter  could  not  hold  on  to  under- 
standable, in  a way.  “Your  God  is  okay,  I guess,”  he  said 
to  Father  Ritter,  “But  He’s  sure  not  part  of  anything  I've 
been  into.”  Isn’t  that  a cry  from  the  heart  that  can  be 
understood?  It's  a plea  to  do  something  to  stop  all  this,  and 
an  understanding  that  kindness  and  charity  are  not  in  and 
of  themselves  enough. 

This  is  perhaps  an  unfair  criticism.  Father  Ritter’s  book 
does  not  profess  to  be  a comprehensive  plan  for  solving  the 
problems  of  child  abuse,  runaways,  lack  of  adequate  pub- 
lic shelters,  prostitution,  lust,  and  greed.  In  fact,  Some- 
times God  Has  a Kid’s  Face  isn’t  really  a book  at  all. 

It  is  a chronological  collection  of  Father  Ritter’s  news- 
letters from  Covenant  House,  and  the  frank  purpose  of 
these  letters  is  to  raise  funds  to  keep  the  several  centers 
now  in  existence  going,  and  to  open  new  refuges  around 
the  United  States  as  needed.  The  stories  he  tells  are  scari- 
fying enough,  terrible  enough,  to  accomplish  this  purpose. 
Perhaps  that  is  more  than  enough  (and,  truthfully,  run- 
ning Covenant  House  is  far  nobler  and  more  useful  than 
writing  book  reviews). 

But  listen  carefully  to  a story  like  the  one  Father  Ritter 
tells  about  “Mark”  who  hitchhiked  2,000  miles  to  tell  Fa- 
ther Ritter  that  he  worked  as  a male  prostitute  for  a For- 
tune 500  corporation.  “I  had  a company  car  and  an  apart- 
ment and  took  care  of  corporation  clients.  They  would  fly 
me  all  over  the  country.  The  corporation  had  a representa- 
tive that  would  take  a portfolio  of  the  kids  in  their  stable, 
both  boys  and  girls,  to  their  clients.  We  didn’t  have  any 
clothes  on  in  the  photographs.  The  clients  could  pick  any- 
one they  wanted.  . . .”  Mark  was  pretty  popular,  but  he 
wanted  to  quit.  “I’m  afraid,”  he  told  Father  Ritter.  “They 
don’t  like  you  to  leave  them.”  Father  Ritter  told  Mark  to 
stay  with  them  at  Covenant  House,  and  he  would  be 
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helped;  but  the  next  morning  Mark  was  gone. 

This  story  raises  many  questions,  not  the  least  of  which 
is,  can  it  be  true?  Father  Ritter  has  evidence  here  of  a 
major  American  corporation  keeping  a stable  of  child 
prostitutes,  pimping  for  them,  threatening  them.  What 
has  he  done  with  the  evidence?  What  happened  to  Mark? 
Did  this  Fortune  500  firm  get  him  back — perhaps  right 
out  of  Covenant  House? — and  punish  him?  Why  hasn’t 
this  corporation  been  exposed  in  the  public  media? 

Reading  this  kind  of  story  makes  one  wish  that  Father 
Ritter  had  envisioned  a larger  purpose  in  publishing  his 
notes  from  Covenant  House,  had  had  more  of  the  Upton 
Sinclair  muckraker  in  him,  and  less  Mother  Theresa.  But 
this  is  a small  criticism  laid  next  to  the  enormous  gratitude 
owed  to  Father  Ritter  just  for  being  there,  for  caring 
enough,  for  having  the  guts  to  not  send  those  first  half- 
dozen  refugee  kids  away. 

In  his  conclusion  Father  Ritter  says,  “Kids  should  not 
be  bought  and  sold.  They  should  not  be  exploited.  It 
should  not  be  infinitely  dangerous  to  be  alone  and  home- 
less on  the  streets  of  our  cities.”  He  stresses  that  there 
must  be  “a  place  where  they  can  all  get  help.  And  [get 
help]  when  they  need  it:  before  it’s  too  late.”  This  is  the 
mission  of  Covenant  House;  and  it  should  be  the  mission 
of  us  all. 

“Dum  tempus  habemus,  operemur  bonum!”  (While  we 


have  time,  let  us  do  good)  was  the  final  injunction  of  St 
Francis.  Father  Ritter,  a Franciscan,  offers  it  as  a motto 
for  us  all.  In  an  epilogue  to  Sometimes  God  Has  a Kid’s 
Face  he  makes  suggestions  for  turning  those  words  into 
action.  Suggestion  number  six  is  well  worth  reprinting 
here: 

Pick  out  some  aspect  of  the  problem  of  exploited  kids  and  do 
something  about  it.  Join  or  start  a group.  Five  people  working 
together  can  accomplish  more  than  100  individuals  working 
alone.  Become  politically  streetwise.  There  are  no  great  myster- 
ies about  it:  politicians  respond  to  appropriate,  persevering  pres- 
sure. There  are  laws  that  need  changing  and  laws  that  need  pass- 
ing— 

Yes,  while  we  have  time,  let  us  do  good — but  let  us  start 
right  away,  for  the  children’s  hours  are  passing  quickly. 

BRIAN  QUINN 

Medical  Society  of  the  State  of  New  York 

[Sometimes  God  Has  a Kid’s  Face  can  be  obtained  from 
Covenant  House , 460  W 41st  St,  New  York,  NY  10036.  A S3 
donation  is  requested .] 

1.  Dinesen  I:  Tempests,  in  Anecdotes  of  Destiny.  New  York,  Random  House, 
1958,  p 82. 

2.  Postman  N:  Amusing  Ourselves  to  Death.  New  York,  Penguin  Books,  1985, 
p 3. 


Child  sexual  abuse 


Child  Sexual  Abuse:  A Handbook  for  Health  Care  and  Le- 
gal Professionals.  By  Diane  H.  Schetky,  MD,  and  Arthur 
H.  Green,  MD.  264  pp.  New  York,  Brunner/Mazel  Pub- 
lishers, 1988.  $27.50  (hardcover) 

In  this  book  the  authors — two  child  psychiatrists  and 
three  other  contributing  professionals — discuss  the  issues 
and  pathology  of  child  sexual  abuse  in  a most  appropriate 
developmental  context.  This  is  a particular  strength  of  this 
text.  They  also  give  an  excellent  overview  of  normal  psy- 
chosocial development — something  that  should  be  taught 
to  everyone — and  provide  a historical  perspective  of  the 
problem  and  discussion  of  the  relevant  literature  avail- 
able. The  book  is  divided  into  four  sections:  “Overview,” 
“Evaluation,”  “Legal  Issues,”  and  “Treatment  and  Pre- 
vention.” I found  the  chapters  on  the  clinical  and  physical 
evaluations  particularly  helpful  as  a guide  to  assessment 
of  individual  patients,  although  this  is  not  the  major  focus 
of  the  book  and  similar  information  can  be  found  in  newer 
pediatric  and  medical  text  and  manuals.  This  is,  however, 
an  excellent  guide  for  a sensitive  and  complete  workup 
which  is  mandatory  in  individual  patients. 

The  legal  issues  are  discussed,  including  laws  and  back- 
ground with  respect  to  child  pornography  and  prostitu- 
tion. Of  particular  interest  to  the  physician  is  the  child  as 
witness  and  the  physician  as  expert  witness.  These  sec- 


tions will  be  particularly  helpful  to  physicians  and  other 
health  care  workers  who  become  involved  in  such  cases, 
although  they  may  be  less  comprehensive  for  legal  profes- 
sionals than  for  medical  ones. 

The  chapter  discussing  true  and  false  allegations  of 
child  sexual  abuse  is  especially  worthwhile.  It  is  an  excel- 
lent preface  for  the  novice  health  professional  who  may  be 
asked  to  make  difficult  judgments  as  to  whether  or  not  a 
child  has  suffered  sexual  abuse.  The  reader  will  be  better 
able  to  deal  with  situations  in  clinical  practice  after  having 
read  this  book. 

The  section  on  treatment  of  sex  abuse  offenders  offers 
an  excellent  scientific  and  empathetic  approach  to  these 
disturbed  individuals.  The  appendix  provides  good  re- 
sources for  clinical  aids  to  diagnbsis  and  other  appropriate 
educational  materials. 

Child  abuse  has  been  an  increasingly  recognized  prob- 
lem in  the  United  States  for  the  past  several  decades, 
whereas  child  sexual  abuse  seems  to  be  a more  recently 
recognized  phenomenon,  with  new  sensationalism  in  the 
press  as  each  tragic  case  is  uncovered.  As  recently  as  1975 
a major  pediatric  textbook,  Nelson’s  Textbook  of  Pediat- 
rics (ed  10,  Vaughan  and  McKay,  eds,  Philadelphia,  W.B. 
Saunders),  did  not  mention  sexual  abuse  in  its  index  as  a 
separate  topic  but  rather  listed  it  as  a subheading  under 
child  abuse  with  a one-page  reference.  This  is  a seven-line 
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paragraph  which  indicates  that  sexual  exploitation  of  chil- 
dren is  probably  the  most  underdiagnosed  type  of  child 
abuse.  Similarly,  incest  did  not  appear  in  the  index  of  the 
1975  edition  but  is  widely  discussed  in  the  most  recent 
1987  edition  (ed  13).  To  be  sure,  this  reflects  a relatively 
uneducated  profession  in  the  1970s  and  a greater  appreci- 
ation of  this  problem  in  recent  years.  Although  incest  and 
its  taboo  are  well  recognized,  the  wider  pathology  of  sexu- 
al abuse  has  been  less  well  identified  and  studied. 

The  lay  press  now  abounds  with  daily  headlines  that 
somehow  continue  at  the  same  time  to  shock  and  anger  us, 
but  leave  us  with  a sense  of  frustration  at  our  inabilities  to 
deal  with  this  problem.  One  may  justifiably,  ask.  Is  this  a 
medical  problem  in  its  classic  sense  or  such  an  overwhelm- 
ing societal  or  social  problem  that  we  as  physicians  are 
unable  to  manage  it?  Like  other  newer  morbidities  of 
childhood  and  adolescence — eg,  drug  abuse,  violence,  sui- 
cide, homicide,  accidents,  eating  disorders,  etc — we  are 
confronted  not  with  a disease  confined  to  or  born  of  pover- 
ty and  destruction,  but  a disease  of  the  middle  and  afflu- 
ent classes  as  well.  To  wit:  The  tragedy  of  Lisa  Steinberg 
which  has  glared  in  the  lay  press  for  months. 

Child  abuse  and  sexual  abuse  are  also  seen  with  recur- 
rent frequency  in  poor  populations  as  well.  In  a traditional 
well  child  clinic  of  an  adoption  agency  in  New  York  City, 
which  over  the  years  has  largely  become  a foster  care 
agency,  not  a week  goes  by  that  we  do  not  see  victims  of 
childhood  sexual  and  other  forms  of  abuse.  Every  practi- 
tioner faces  such  patients  in  his/her  practice.  There  is  an 
urgent  need  for  physicians  to  become  more  conversant 
with  the  etiology  and  treatment  of  this  disease.  Clearly  the 
treatment  rests  with  physicians  and  other  professionals. 
The  immediate  prevention  of  repetitious  behavior  by  the 
perpetrators  of  this  disease  and  the  need  to  halt  the  inheri- 
tance of  this  legacy  in  the  next  generation  may  require  a 


broader  community  and  political  coalition  to  rid  our  soci- 
ety of  this  affliction.  Although  it  is  well  known  that  vic- 
tims of  child  abuse  are  more  prone  to  be  abusers  of  their 
own  children,  only  about  one  third  of  current  child  abusers 
were  abused  as  children  themselves.  For  this  high  risk 
group  preventive  interventions  and  strategies  should  be 
identified.  Providing  parents  and  children  with  help  in  en- 
hancing self-esteem  may  be  the  single  most  important  pre- 
ventive intervention.  Typically  abusers  and  those  abused 
have  poor  self-worth  and  self-image.  Classically  this  is 
seen  in  the  issue  of  teenage  pregnancy.  Teenage  pregnan- 
cy programs  are  good  places  for  adolescents  to  work  to- 
wards developing  parenting  skills  and  behaviors  that  may 
prevent  the  cycle  of  both  repeated  pregnancies  and  the 
abuse  of  the  children  born.  Evidence  clearly  suggests  that 
teenage  parents  are  at  a high  risk  for  abusing  their  chil- 
dren. Other  high  risk  populations  should  be  identified  and 
interventions  sought.  Mental  health  clinics,  the  courts, 
and  drug  abuse  treatment  and  prevention  programs  are 
some  examples  of  places  where  potential  abusers  may  be 
found.  Knowledge  of  child  abuse  and  sexual  abuse  should 
be  made  part  of  health  education  curricula  in  the  school 
systems  as  well. 

Child  Sexual  Abuse:  A Handbook  for  Health  Care  and 
Legal  Professionals  is  concise,  very  readable,  and  well  in- 
dexed so  that  it  becomes  a handy  reference  on  the  subject 
for  the  physician’s  library.  It  should  be  helpful  to  family 
physicians,  pediatricians,  psychiatrists,  and  other  mental 
health  professionals  interested  in  optimizing  the  physical 
and  mental  well  being  of  children  who  are  victims  of  sexu- 
al abuse.  Its  relatively  modest  price  should  also  encourage 
a wide  readership. 

I.  RONALD  SHENKER,  MD 
Schneider  Children's  Hospital 
New  Hyde  Park,  NY  1 1042 


MARCH  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  185 


LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted Jrom  the  October  1 98b  issue  oj  Epidemiology 
Notes  ( Vol . 3,  No.  10),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health,  Al- 
bany, NY. 


Cesarean  childbirth  in  New  York  State 

The  rate  for  cesarean  births  in  the  United  States  has 
risen  dramatically  since  1970.  In  1985,  the  rate  reached 
22.7%  of  all  births,  representing  the  highest  level  ever  ob- 
served for  the  delivery  of  newborns.1  In  contrast,  the  ce- 
sarean delivery  rate  during  the  1950s  was  approximately 
4%  and  rose  only  slightly  to  6%  by  1970.1-2  The  increase 
was  first  observed  during  1970-1978  when  the  cesarean 
rate  rose  to  15. 2%. 2 Figure  1 shows  a similar  pattern  for 
New  York  State.  The  rate  for  total  cesareans  in  1970  was 
6.6%  and  by  1 986  it  had  risen  to  24%.  The  rise  in  cesarean 
childbirth  is  closely  tied  to  the  decrease  in  the  use  of  other 
operative  procedures  (eg,  breech,  forceps,  version  and  ex- 
traction, etc).  These  procedures  steadily  declined  during 
1970-1986,  from  33%  to  6%,  while  cesareans  steadily  in- 
creased. 

Studies  suggest  that  dystocia,  fetal  distress,  breech  and 
other  malpresentation  were  possible  factors  for  the  in- 
crease in  cesarean  delivery  rates.  Another  important  fac- 
tor was  the  larger  number  of  women  eligible  for  a repeat 
cesarean,  a direct  result  of  the  increase  in  the  primary  ce- 
sarean rate.  In  the  1980s,  previous  cesarean  delivery  was 
cited  as  the  most  important  contributing  factor  to  the 
rise.3  In  the  state,  the  percentage  of  women  who  had  a 
previous  cesarean  and  a subsequent  noncesarean  delivery 
during  1 984- 1 986  was  only  7%.  This  indicates  that  cesar- 
ean deliveries  will  continue  to  increase  as  women  who  had 
a primary  cesarean  in  the  mid-1980s  approach  their  next 
pregnancy.  The  projected  cesarean  delivery  rate  in  the 
United  States  for  1990  is  28.8%;  for  the  year  2000  it  is 
expected  to  be  40.3%  if  present  trends  continue.4 

The  following  analysis  examines  various  maternal  and 
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FIGURE  1.  Percentage  of  live  births  by  method  of  delivery,  New  York 
State,  1970-1986.  "Other  operative  procedure"  includes  breech,  for- 
ceps, version  and  extraction,  etc. 


fetal  outcomes  during  1984-1986  in  New  York  State.  The 
overall  cesarean  rate  for  this  time  was  22.8%;  14.4%  pri- 
mary and  8.4%  repeat  cesarean  deliveries. 

Maternal  Characteristics 

The  cesarean  delivery  rate  was  found  to  increase  with 
increasing  maternal  age.  Mothers  aged  10-17  had  the 
lowest  rate  (14.7%);  mothers  aged  40  or  more  had  the 
highest  (33.4%).  The  increase  in  the  overall  rate  with  in- 
creasing maternal  age  was  associated  with  repeat  cesare- 
an sections.  The  primary  delivery  rate  remained  fairly 
constant  for  women  10  to  34,  but  repeat  cesareans  were 
increasingly  performed  in  relation  to  the  mother’s  age. 

The  cesarean  rate  increased  with  the  education  level  of 
the  mother,  except  for  the  group  with  the  lowest  level  of 
education  (1-8  years).  The  lowest  rate  (19.1%)  occurred 
in  mothers  with  9-1 1 years  of  education.  Mothers  with  16 
or  more  years  of  education  had  the  highest  rate  of  cesare- 
an deliveries  at  24.9%. 

Subtle  differences  were  observed  for  the  four  ethnic 
groups  examined:  whites,  blacks,  non-Hispanic  others 
(nonwhite,  nonblack)  and  Hispanics.  Blacks  were  shown 
to  have  a slightly  lower  overall  cesarean  delivery  rate 
(20.7%),  while  whites  had  the  highest  rate  at  23.6%. 

Women  with  very  low  birthweight  babies  (less  than 
1,500  grams)  had  the  highest  rate  for  cesarean  deliveries 
at  40.7%.  Women  with  high  birthweight  babies  (4,500+ 
grams)  and  low  birthweight  babies  (1,500-2,499  grams) 
had  rates  of  36.9%  and  31.3%  respectively.  These  figures 
compared  to  the  cesarean  rate  for  normal  birthweight  in- 
fants (2,500-4,499  grams)  at  21.9%. 

Complications  of  pregnancy  and  labor  were  analyzed 
through  birth  certificate  data.  Women  who  had  complica- 
tions of  pregnancy  had  an  overall  cesarean  delivery  rate  of 
41.1%  compared  to  21 .2%  for  women  having  no  complica- 
tions. The  cesarean  rates  associated  with  complications  of 
pregnancy  varied  from  28.7%  for  abnormal  uterine  bleed- 
ing in  the  first  trimester  to  68.7%  among  women  with  gen- 
ital herpes  affecting  the  pregnancy.  The  cesarean  rate  for 
women  having  complications  of  labor  was  54%,  compared 
to  9.6%  for  women  with  no  complications.  The  cesarean 
rate  associated  with  cephalopelvic  disproportion  (CPD) 
was  97.3%,  while  the  rate  associated  with  retained  placen- 
ta was  8.0%. 

Maternal/Fetal  Outcomes 

Outcomes  associated  with  infant  health  status  related 
to  the  birth  event  include  Apgar  score  and  infant  and  neo- 
natal mortality.  Length  of  hospital  stay  is  used  to  infer 
maternal  morbidity. 

For  cesarean  deliveries,  only  10.2%  of  hospital  stays 
were  fewer  than  five  days  as  compared  to  noncesarean  de- 
liveries at  91.5%.  Of  all  cesarean  deliveries,  32.5%  had  a 
hospital  stay  of  one  week  or  longer.  Only  2.6%  of  nonce- 
sarean deliveries  indicated  such  a prolonged  stay. 

Apgar  score  is  a composite  score  calculated  at  one  and 
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five  minute  intervals  after  birth.  It  is  based  on  observed 
heart  rate,  respiratory  effort,  reflex  irritability,  muscle 
tone  and  skin  color.  Low  scores  are  associated  with  neona- 
tal morbidity,  low  birthweight  and  neurological  abnor- 
malities at  one  year  of  age.5  Regardless  of  delivery  meth- 
od, the  majority  of  infants  had  high  one  minute  Apgar 
scores.  The  highest  percentage  of  infants  with  scores  be- 
tween 7 and  10  were  in  the  spontaneous  delivery  and  re- 
peat cesarean  delivery  groups  (93.7%  and  91.6%  respec- 
tively), while  primary  cesarean  delivery  births  had  a much 
lower  percentage  of  high  scores  (83.7%).  At  the  five  min- 
ute interval,  little  difference  existed  between  the  method 
of  delivery  groups  in  the  distribution  of  Apgar  scores.  In- 
fants delivered  by  repeat  cesarean  and  spontaneous  deliv- 
ery again  had  the  highest  scores,  98.0%  and  97.9%  respec- 
tively. Infants  delivered  by  primary  cesarean  had  only  a 
slightly  lower  percentage  of  96.0%.  Births  associated  with 
all  other  operative  delivery  procedures  were  at  the  inter- 
mediate level,  with  97.0%  having  high  scores. 

Infant  mortality  is  defined  as  death  during  the  first  year 
of  life.  The  highest  infant  mortality  rate  during  1 984— 
1985  was  observed  among  primary  cesarean  births  at  1 5.2 
per  1,000,  while  repeat  cesarean  births  had  the  lowest 
(eight  per  1,000).  Births  delivered  by  other  operative  pro- 
cedures had  an  infant  death  rate  of  13.0  per  1,000.  The 
rate  for  births  delivered  with  no  operative  procedure  was 
9.8  per  1,000.  When  birthweight  was  considered,  there 
were  significant  changes  in  the  infant  mortality  rates.  In- 
fants in  the  at-risk  group  (500-2,499,  4,500+  grams)  had 
a higher  mortality  if  delivered  by  operative  procedures 
other  than  cesarean  at  93.2  per  1,000.  Repeat  cesarean 
deliveries  had  an  infant  death  rate  of  47.2  per  1,000.  In- 
fants in  the  no-risk  group  (2,500-4,499  grams)  showed 
little  difference  in  infant  mortality  among  the  various  de- 
livery groups.  The  death  rates  ranged  from  3.4  per  1,000 
for  operative  procedures  other  than  cesarean  to  5.7  per 
1,000  for  primary  cesarean  deliveries. 

Neonatal  mortality  refers  to  deaths  that  occur  less  than 
28  days  after  birth.  These  deaths  account  for  approxi- 
mately 70%  of  all  infant  deaths.  The  highest  rate  was  ob- 
served for  primary  cesarean  births  at  11.1  per  1,000.  Re- 
peat cesareans  had  the  lowest  infant  mortality  rate  at  4.5 
per  1,000.  Among  at-risk  live  births,  operative  procedures 
other  than  cesarean  had  the  highest  neonatal  death  rate  at 
81.7  per  1,000.  Primary  cesarean  births  had  a rate  of  49 
per  1,000. 

This  article  was  adapted  from  Cesarean  Childbirth  in 
New  York  State:  A Statistical  Profile , published  by  the 
Information  Systems  and  Health  Statistics  Group.  A copy 
of  the  report  is  available  from:  Bureau  of  Information  Sci- 
ence and  Policy,  New  York  State  Department  of  Health, 
Empire  State  Plaza,  Corning  Tower,  Room  308,  Albany, 
NY  12237. 
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Prevention  of  perinatal  transmission  of 
hepatitis  B 

The  New  York  State  Department  of  Health  recently 
recommended  (Health  Series  Memorandum  88-81)  that 
all  pregnant  women  be  tested  for  evidence  of  hepatitis  B 
infection.  This  practice  will  allow  newborn  infants  at  risk 
for  acquiring  infection  in  the  perinatal  period  to  be  identi- 
fied and  treated.  Treatment  of  exposed  infants  prevents 
the  development  of  chronic  hepatitis  B infection. 

Hepatitis  B is  transmitted  by  contact  with  infected 
blood  or  body  fluids.  One  of  the  important  modes  of  trans- 
mission of  hepatitis  B is  from  chronically  infected  women 
to  their  newborn  children  at  the  time  of  birth  (perinatal 
transmission).  Approximately  half  of  the  infants  exposed 
to  the  virus  at  birth  will  become  infected,  but  the  infection 
rate  can  be  as  high  as  70-90%  if  the  mother  is  hepatitis  B 
core  antigen  positive.1’2  Among  infants  infected  at  birth, 
85-90%  will  become  chronic  hepatitis  B carriers.  The 
chronic  hepatitis  B carrier  state  can  persist  throughout 
life.  The  carrier  can  transmit  infection  to  others  and  has  a 
risk  of  approximately  25%  premature  mortality  from  cir- 
rhosis, chronic  active  hepatitis  or  primary  liver  cancer.3 

Perinatal  transmission  of  hepatitis  B can  be  prevented 
in  85-95%  of  cases  with  a series  of  immunizations  begin- 
ning as  soon  after  birth  as  possible.2  Hepatitis  B vaccine 
and  hepatitis  B immune  globulin  should  be  given  to  in- 
fants of  infected  mothers  within  12  hours  of  birth.  Addi- 
tional doses  of  hepatitis  B vaccine  are  given  at  one  and  six 
months  of  age.  The  timing  of  the  first  treatment  is  critical, 
as  the  efficacy  of  the  treatment  falls  off  markedly  after  48 
hours  of  life. 

Previous  recommendations  for  prevention  of  perinatal 
hepatitis  B transmission  focused  on  testing  of  high-risk 
women.  However,  several  recent  reports  published  in  the 
medical  literature  indicate  that  this  may  result  in  failure 
to  identify  50%  of  infected  women  whose  infants  are  in 
need  of  treatment.4  Additionally,  universal  testing  of 
pregnant  women  for  hepatitis  B has  been  suggested  to  be  a 
cost-effective  strategy.5 

The  rate  of  pregnant  women  carrying  hepatitis  B in 
New  York  State  is  estimated  to  be  1%.  Therefore,  approx- 
imately 2,500  infants  each  year  are  at  risk  of  contracting 
hepatitis  B infection  from  their  mothers  at  the  time  of 
birth.  The  New  York  State  Department  of  Health  has  is- 
sued the  following  specific  recommendations  which  have 
been  endorsed  by  the  New  York  State  Medical  Society 
and  the  state  chapters  of  the  American  College  of  Obstet- 
rics and  Gynecology  and  the  American  Academy  of  Pedi- 
atrics.6 These  recommendations  are  consistent  with  recent 
national  guidelines  on  perinatal  hepatitis  B prevention.4 

• All  pregnant  women  should  be  tested  for  hepatitis  B 
surface  antigen  (HBSAG)  during  the  first  prenatal 
visit  to  their  physician.  This  testing  should  be  done 
at  the  same  time  as  other  routine  prenatal  screening 
tests  (eg,  syphilis  serology).  The  test  should  be  re- 
peated late  in  pregnancy  if  acute  hepatitis  is  sus- 
pected, if  there  is  a history  of  hepatitis  exposure,  or 
if  the  women  engages  in  high  risk  activities.  These 
high  risk  activities  include  intravenous  drug  use, 
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having  multiple  sexual  contacts  and  frequent  occu- 
pational exposure  to  blood. 

• A pregnant  woman’s  HBSAG  status  must  be  known 
at  the  time  of  hospital  admission  for  delivery.  Re- 
sults from  prenatal  testing  for  HBSAG  should  be  re- 
corded prominently  in  the  mother’s  medical  chart. 
If  testing  has  not  been  performed  or  if  the  test  re- 
sults are  not  available,  HBSAG  testing  should  be 
done  as  soon  as  possible  after  admission.  Hospitals 
where  infants  are  delivered  should  make  test  results 
available  within  24  hours. 

• All  infants  born  to  HBsAG-positive  mothers  should 
receive  hepatitis  B immune  globulin  (HBIG  0.5ml) 
intrasmuscularly  (IM)  when  they  are  physiological- 
ly stable,  preferably  within  12  hours  of  birth.  The 
efficacy  of  HBIG  decreases  significantly  if  it  is  giv- 
en more  than  48  hours  after  birth.  These  infants 
should  also  receive  three  doses  of  hepatitis  B vac- 
cine. The  first  dose  (0.5ml  IM)  vaccine  should  be 
given  concurrently  with  HBIG  (at  a different  site) 
or  within  seven  days  of  birth.  Subsequent  doses 
should  be  given  one  and  six  months  after  the  first 
dose.  Hepatitis  B immunization  will  not  interfere 
with  routine  childhood  immunizations.  Infants  so 
treated  should  be  tested  for  HBSAG  and  its  antibody 
(anti-H  BJ  at  12-15  months  of  age  to  determine  the 
effectiveness  of  the  treatment.  In  the  unlikely  event 
that  the  infant  has  not  responded  to  immunization 
or  has  not  developed  hepatitis  B infection,  addition- 
al doses  of  hepatitis  B vaccine  may  be  considered. 

• Measures  must  be  taken  to  ensure  that  test  results 
are  communicated  to  the  physician  caring  for  the 
newborn  children  so  that  medical  follow-up  can  be 
carried  out. 

• Household  members  and  sexual  contacts  of  women 
identified  as  hepatitis  B carriers  during  the  prenatal 
screening  should  be  tested  for  susceptibility  to  hepa- 
titis B infection.  Those  contacts  found  susceptible 
should  be  immunized  with  hepatitis  B vaccine 
(three  doses  at  0,  1 and  6 months). 

The  New  York  State  Department  of  Health  is  develop- 
ing mechanisms  to  help  ensure  effective  follow-up  of  in- 
fants of  HBsAG-positive  mothers.  Limited  amounts  of 
hepatitis  B vaccine  will  be  available  for  follow-up  doses  at 
local  health  departments.  The  department  also  plans  to 
conduct  educational  activities  to  increase  public  and  pro- 
fessional awareness  of  the  importance  of  prenatal  hepati- 
tis B screening  and  of  providing  hepatitis  B vaccine  to  in- 
fants of  HBsAG-positive  mothers. 
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AIDS  among  New  York  State  children 

The  number  of  acquired  immune  deficiency  syndrome 
(AIDS)  cases  among  children  in  New  York  State  has 
grown  rapidly  since  1985.  By  September  30,  1988,  the 
New  York  State  Department  of  Health  had  received  378 
reports  of  AIDS  cases  in  New  York  State  residents  less 
than  13  years  of  age.  Figure  1 describes  these  pediatric 
cases  by  year  of  diagnosis.  Sixty-two  percent  of  these 
cases  have  been  diagnosed  since  the  beginning  of  1986. 
(Note:  there  was  incomplete  information  for  one  of  these 
cases,  and  it  was  not  included  in  the  analysis.)  Table  1 
describes  the  age,  sex  and  race/ethnicity  of  these  pediatric 
AIDS  cases.  Forty-eight  percent  were  diagnosed  prior  to 
age  one,  and  nearly  90%  were  diagnosed  by  age  four. 
However,  it  is  likely  that  many  children  who  were  infected 
at  birth  have  not  yet  developed  AIDS  because  of  a pro- 
longed incubation  period.  As  these  children  develop  AIDS 
at  older  ages,  the  age  distribution  of  cases  may  change. 
There  is  no  gender  predominance  in  the  frequency  of  diag- 
nosed cases.  Minorities  are  disproportionately  affected, 
with  over  90%  of  the  pediatric  AIDS  cases  occurring 
among  nonwhites.  Table  II  describes  the  most  predomi- 
nant opportunistic  diseases  diagnosed  among  children 
with  AIDS  in  the  state.  Pneumocystis  carinii  pneumonia 
(PCP)  and  lymphoid  interstitial  pneumonia  (LIP)  are  the 
most  common  diagnoses.  Ninety  percent  of  all  pediatric 
AIDS  cases  have  been  diagnosed  with  either  PCP  or  LIP. 
The  major  risk  factor  for  AIDS  among  children  in  New 
York  State  is  maternal  transmission  associated  with  intra- 
venous (IV)  drug  use  (Table  II).  A total  of  291  (77%) 
pediatric  AIDS  cases  can  be  linked  to  IV  drug  users  (IV- 
DUs);  63%  of  children  with  AIDS  were  born  to  mothers 
who  used  IV  drugs,  and  an  additional  14%  had  mothers 
whose  sexual  partners  used  IV  drugs.  Of  the  children 
whose  mothers  were  IVDUs,  54%  were  black,  37%  were 
Hispanic  and  8%  were  white  (data  not  shown). 

Table  III  describes  the  pediatric  AIDS  cases  by  county 


♦ 
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FIGURE  1.  New  York  State  pediatric  AIDS  cases  by  year  of  diagnosis; 
reporting  period  ending  September  30,  1988.  Data  for  the  last  12  months 
are  incomplete  (Source:  AIDS  Epidemiology  Program,  Division  of  Epide- 
miology, NYSDOH). 


188  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/MARCH  1989 


TABLE  I.  New  York  State  Pediatric  AIDS  Cases  by  Age, 
Sex,  and  Race 

(Data  through  September  30,  1988) 


Age  (years) 

New  York  City 
No.  (%) 

Rest  of  State 
No.  (%) 

Total 
No.  (%) 

<1 

169  (50.0) 

12  (30.8) 

181  (48.0) 

1-4 

137  (40.5) 

19  (48.7) 

156  (41.4) 

5-9 

31  (9.2) 

7 (18.0) 

38  (10.1) 

10-12 

1 (0.3) 

1 (2.6) 

2 (0.5) 

Sex 

Male 

169  (50.0) 

19  (49.0) 

188  (49.9) 

Female 

169  (50.0) 

20  (51.0) 

189  (50.1) 

Race 

White 

23  (6.8) 

12  (31.0) 

35  (9.3) 

Black 

197  (58.3) 

20  (51.3) 

217  (57.6) 

Hispanic 

117  (34.6) 

7 (18.0) 

124  (32.9) 

Other/unknown 

1 (0.3) 

0 (0.0) 

1 (0.3) 

of  residence  at  the  time  of  diagnosis.  New  York  City  ac- 
counts for  338  (90%)  of  the  pediatric  cases  in  the  state. 
This  is  similar  to  the  proportion  of  adult  cases  from  New 
York  City  (85%).  Within  the  city,  the  Bronx,  Brooklyn, 
and  Manhattan  account  for  285  (84%)  of  the  New  York 
City  cases.  Thirty-nine  (10.3%)  of  the  pediatric  AIDS 
cases  in  the  state  resided  outside  New  York  City.  Nassau, 
Suffolk  and  Westchester  counties  account  for  27  (69%)  of 
these  cases. 

Cumulative  mortality  among  pediatric  AIDS  cases  is 
high  (Table  II).  Sixty-five  percent  of  children  with  AIDS 
have  died,  compared  with  a 52%  mortality  rate  for  adult 
AIDS  cases  in  New  York  State.  Among  children,  mortal- 
ity is  inversely  related  to  age.  Seventy-nine  percent  of  chil- 
dren who  were  diagnosed  before  age  one  have  died,  where- 
as 55%  of  children  diagnosed  between  age  one  and  four 


TABLE  III.  New  York  State  Pediatric  AIDS  Cases  by 
County  of  Residence  at  Onset  of  Illness 
(Data  through  September  30,  1988) 


Number  of  Cases 

Percent  of  Cases 

New  York  City 

338 

89.7 

Bronx 

98 

26.1 

Kings 

105 

28.0 

New  York 

82 

21.7 

Queens 

43 

11.5 

Richmond 

8 

2.1 

Unknown  NYC  Residents 

2 

0.1 

Rest  of  State 

39 

10.3 

Dutchess 

1 

0.3 

Nassau 

6 

1.6 

Onondaga 

3 

0.8 

Orange 

1 

0.3 

Putnam 

1 

0.3 

Rensselaer 

1 

0.3 

Rockland 

3 

0.8 

Suffolk 

16 

4.3 

Sullivan 

1 

0.3 

Wayne 

1 

0.3 

Westchester 

5 

1.3 

Total 

377 

100.0 

have  died.  Mortality  is  similar  among  the  different  racial/ 
ethnic  groups:  7 1 % for  whites,  62%  for  blacks  and  67%  for 
Hispanics. 

AIDS  among  children  is  expected  to  continue  due  to  the 
prevalence  of  human  immunodeficiency  virus  (HIV)  in- 
fection among  IVDUs.  It  is  likely  that  minorities  will  con- 
tinue to  bear  a disproportionate  burden  of  pediatric  AIDS 
cases.  A major  share  of  the  Department’s  prevention  ef- 
forts are  directed  to  women  of  childbearing  age  and  to 
inner-city  populations. 


TABLE  II.  New  York  State  Pediatric  AIDS  Cases  by  Selected  Opportunistic  Disease,  Risk,  and  Vital  Status 

(Data  through  September  30,  1988) 

New  York  City  Rest  of  State  Total 

No.  (%)  No.  (%)  No.  (%) 


Disease* 


Pneumocystis  carinii  pneumonia  (PCP) 

168 

(49.7) 

14 

(35.9) 

182 

(48.3) 

Lymphoid  interstitial  pneumonia  (LIP) 

158 

(46.8) 

14 

(35.9) 

172 

(45.6) 

Bacterial  infections 

70 

(20.7) 

7 

(18.0) 

77 

(20.4) 

Mycobacterium  avium  complex  or  M Kanasii 

36 

(10.7) 

5 

(12.8) 

41 

(10.9) 

Esophageal  candidiasis 

34 

(10.1) 

6 

(15.4) 

40 

(10.6) 

Cytomegalovirus 

30 

(8.9) 

7 

(18.0) 

37 

(9.8) 

Risk 

Mother,  IVDU 

213 

(63.0) 

24 

(61.5) 

237 

(62.9) 

Mother,  sex  w/IVDU 

51 

(15.1) 

3 

(7.7) 

54 

(14.3) 

Mother,  born  in  Car-Afr  or  sex  w/person  born  in  Car-Afr 

22 

(6.5) 

2 

(5.1) 

24 

(6.4) 

Mother,  HIV+/AIDS  or  sex  w/person  HIV+/AIDS 

16 

(4.7) 

2 

(5.1) 

18 

(4,8) 

Blood  products 

11 

(3.3) 

5 

(12.8) 

16 

(4.2) 

Other/undetermined 

25 

(7.4) 

3 

(7.7) 

28 

(7.4) 

Vital  Status 

Dead 

218 

(64.5) 

25 

(64.1) 

243 

(64.5) 

Alive 

120 

(35.5) 

14 

(35.9) 

134 

(35.5) 

* For  disease  category,  numbers  indicate  total  frequency  of  opportunistic  diseases  diagnosed.  The  percent  column  reflects  the  percent  of  AIDS  cases  with  a given  opportu- 
nistic disease. 
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Ipecac  poisoning:  Know  the  symptoms  that  suggest  child 
abuse 

For  accidental  poisoning  in  children,  the  home  remedy 
of  choice  is  commonly  ipecac,  a safe  drug  for  inducing 
emesis.  However,  chronic  administration  of  ipecac  is  asso- 
ciated with  severe  adverse  effects  on  the  gastrointestinal, 
neuromuscular,  and  cardiovascular  systems,  and  is  an  eas- 
ily overlooked  form  of  child  abuse. 

McClung  et  al  ( Am  J Dis  Child  1988;  14:637-639)  re- 
ported on  three  children,  ages  8,  10,  and  21  months,  who 
were  victims  of  intentional  ipecac  poisoning.  The  children 
were  brought  for  treatment  of  recurrent  diarrhea  and 
vomiting.  Following  extensive  diagnostic  procedures  and 
therapeutic  approaches,  suspicions  of  ipecac  poisoning  led 
to  screening  tests  for  ipecac  and  confirmation  of  ipecac 
poisoning.  Separation  of  the  children  from  their  mothers 
led  to  immediate  cessation  of  symptoms. 

Emetine,  the  most  active  ingredient  of  ipecac,  can  re- 
main in  the  body  for  as  long  as  60  days  following  systemic 
administration.  “Toxicity  after  systemic  absorption  of 
emetine  is  cumulative  . . . .The  cardiac  manifestations  are 
the  most  dangerous.  They  include  initial  tachycardia  fol- 
lowed by  flattened  and  inverted  T waves  and  a prolonged 
QT  interval  on  the  electrocardiogram,  which  can  be  asso- 
ciated with  fulminant  cardiomyopathy  and  death  from 
cardiac  failure.” 

The  authors  presented  the  common  features  of  these 
patients  that  suggest  intentional  poisoning:  parents  were 
in  general  uncooperative  and  critical  of  the  treatment  of 
their  child;  children  were  under  two  years  of  age  and  ap- 
peared well  nourished;  the  pattern  of  vomiting  was  not 
suggestive  of  an  infectious,  anatomic,  or  metabolic  cause; 
vomiting  continued  throughout  the  hospital  stay,  yet  sub- 
sided on  separation  of  the  child  from  the  mother. 

Many  standard  laboratory  evaluations  do  not  test  for 
ipecac,  and,  because  the  drug  is  accepted  as  a treatment 
for  accidental  ingestion  of  poison,  the  potential  for  acute 
and  chronic  abuse  of  ipecac  may  be  overlooked.  The  au- 
thors concluded  with  the  recommendation  that  “toxicol- 
ogy laboratories  utilize  methods  that  include  ipecac  in 
their  screens  and  report  its  presence  in  all  samples  and 
that  physicians  who  suspect  chronic  vomiting  from  facti- 
tious causes  request  urine  screening  specifically  for  ipe- 
cac.” 

Clinical  picture  of  child  abuse  is  changing 

Increased  awareness  of  child  abuse  during  the  last  de- 
cade has  contributed  to  earlier  detection  of  abuse,  and 
more  openness  in  discussing  and  recognizing  sexual  abuse. 
Consequently,  more  younger  children  are  being  brought 
for  treatment  of  abuse,  and  the  physical  injuries  seen  are 
often  less  severe  than  the  multiple  fractures,  malnutrition, 
and  violent  sexual  abuse  that  was  more  common  several 
years  ago. 

Based  on  their  experience  with  abused  and  neglected 
children  from  1984  to  1986  in  an  outpatient  clinic,  Mar- 
shall, Puls,  and  Davidson  summarized  the  changing  spec- 
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trum  of  child  abuse:  “more  children  are  being  brought  for 
evaluation,  sexual  abuse  is  the  most  frequent  complaint 
and  most  often  involves  preschoolers,  and  more  clinically 
subtle  abuse  is  being  seen”  (Am  J Dis  Child 
1988;  142:664-667). 

Of  the  382  abused  and  neglected  children  who  com- 
prised this  study,  64%  were  girls.  Furthermore,  84%  of  the 
sexually  abused  children  were  girls.  Physical  abuse  was 
the  more  common  finding  among  boys.  Half  of  the  victims 
of  sexual  abuse  were  four  years  of  age  or  younger,  as  were 
the  majority  of  children  found  to  have  suffered  physical 
abuse  and  neglect. 

Child  abuse  is  much  less  likely  to  be  covered  up  or  ig- 
nored in  today’s  society.  Therefore,  victims  of  abuse  are, 
in  general,  being  identified  at  an  earlier  stage  of  long  term 
abuse.  Verbal  and  nonverbal  clues  that  indicate  sexual 
abuse  are  playing  an  increasingly  important  role  in  evalu- 
ating young  children.  Although  most  of  the  children  who 
were  evaluated  for  sexual  abuse  “had  a definite  history  of 
abuse,”  70%  of  these  patients  exhibited  no  abnormal  phys- 
ical or  laboratory  findings.  The  authors  stressed  that  the 
lack  of  physical  findings  in  no  way  rules  out  abuse.  Only 
five  of  the  382  children  evaluated  had  falsely  claimed  to  be 
victims  of  abuse.  Despite  the  absence  of  physical  damage 
or  disease,  victims  of  sexual  abuse  must  still  contend  with 
the  emotional  consequences  of  their  experiences. 

“The  new  spectrum  of  child  abuse  requires  less  acute 
medical  intervention;  . . . alternatives  to  hospitalization 
are  now  available  and  usually  more  desirable.”  In  fact,  the 
growing  number  of  child  abuse  cases  and  rising  health 
care  costs  have  led  to  an  increased  reliance  on  outpatient 
care  facilities  for  diagnosis  and  treatment  of  the  victims  of 
child  abuse. 

Health  care  practitioners  face  malpractice  charges  for 
failure  to  report  child  abuse 

In  all  but  six  states,  health  care  professionals  can  face 
criminal  prosecution  for  not  reporting  suspicions  of  child 
abuse  ( Dental  Management  1988;  28:32).  Recent  court 
rulings  have  now  opened  the  door  for  malpractice  liability 
charges  against  dentists  in  such  cases.  The  dentists  would 
then  be  “liable  for  any  further  harm  to  his  patient  whom 
he  suspected  may  have  been  a victim  of  child  abuse.” 

In  1 976,  a California  court  charged  an  emergency  room 
physician  with  malpractice  for  failing  to  file  a child  abuse 
report  on  an  1 1 -month-old  patient  with  a broken  leg.  The 
patient  was  subsequently  treated  for  extensive  injuries, 
and  the  second  physician’s  report  of  possible  child  abuse 
was  substantiated.  In  1984,  an  Illinois  jury  found  a physi- 
cian guilty  of  malpractice  for  not  having  diagnosed  and 
reported  a case  of  child  abuse.  Most  recently,  in  1987,  a 
woman  sued  her  father’s  psychiatrist  for  not  reporting 
that  his  patient  was  physically  and  mentally  abusing  the 
woman.  Although  the  court  dismissed  the  charges,  stating 
that  the  psychiatrist  had  not  acted  improperly  toward  the 
woman,  because  she  was  not  his  patient,  a Florida  District 
Court  of  Appeals  upheld  the  charges.  The  appeals  court 
based  its  ruling  on  Florida’s  mandatory  child  abuse  re- 
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porting  statute,  which  “provides  a civil  cause  of  action 
predicated  on  violation  of  its  provisions,  subject  to  proof 
that  the  violation  gave  rise  to  the  injury  sustained  by  a 
member  of  the  protected  class.” 

Training  pediatric  residents  to  recognize  and  manage 
child  abuse 

Health  practitioners  who  specialize  in  the  care  of  chil- 
dren identify  approximately  12%  of  all  reported  cases  of 
child  abuse.  As  the  incidence  of  child  abuse  increases,  pe- 
diatric health  care  professionals  must  intensify  their  ef- 
forts to  diagnose,  treat,  and  report  child  maltreatment. 
Howard  Dubowitz,  MD,  from  the  University  of  Maryland 
Medical  School,  has  stressed  the  importance  of  teaching 
programs  and  adequate  clinical  resources  in  improving 
the  competency  of  pediatric  residents  to  manage  cases  of 
child  abuse  ( Pediatrics  1988;  82:477-480). 

The  author  distributed  questionnaires  to  every  pediat- 
ric residency  program  in  the  United  States.  He  requested 
information  on  specific  features  of  the  hospital  and  resi- 
dency training  program,  the  frequency  and  types  of  child 
abuse  reports  prepared  by  the  hospital,  the  amount  and 
content  of  resident  training  in  child  abuse,  the  existence  of 
an  interdisciplinary  child  abuse  team,  and  the  respon- 
dents’ satisfaction  with  their  teaching  program  concern- 
ing child  abuse. 

Based  on  data  from  the  72%  of  questionnaires  that  were 
returned,  the  author  determined  that  the  median  amount 
of  training  in  child  abuse  was  eight  hours  in  the  first  and 
third  years  of  the  residency  programs  and  seven  hours  in 
the  second  year.  This  training  was  judged  to  be  “better 
than  adequate  in  27%  of  programs,  adequate  in  42%,  and 
less  than  adequate  in  30%. ” An  interdisciplinary  team 
formed  to  handle  cases  of  suspected  child  abuse  was  a 
component  of  8 1%  of  the  programs.  The  majority  of  these 
teams  included  a social  worker,  pediatrician,  and  a nurse, 
while  some  had  a child  psychiatrist  or  psychologist  and  a 
lawyer. 

Dubowitz  concluded  that  “although  there  are  many 
competing  areas  for  time  in  residency  programs,  it  ap- 
pears that  there  is  insufficient  training  in  the  area  of  child 
maltreatment.”  He  recommended  additional  educational 
programs,  perhaps  in  the  form  of  seminars  or  mini- 
courses, as  well  as  continuing  education  programs  for 
practicing  pediatricians. 

Future  effects  of  abuse  differ  from  child  to  child 

Abuse  of  a child,  whether  physical,  sexual,  or  emotion- 
al, leaves  the  child  with  lifelong  scars,  whether  visible  or 
not.  Recent  studies  suggest  that  approximately  one  third 
of  the  victims  of  child  abuse  will  themselves  become  abus- 
ers {NY  Times , January  24,  1989,  pp  Cl,  C6).  Although 
this  figure  is  lower  than  once  thought,  it  does  not  portray 
the  whole  picture — child  abuse  also  increases  the  proba- 
bility of  subsequent  problems  such  as  depression,  alcohol 
and  drug  abuse,  sexual  maladjustment,  and  multiple  per- 
sonality. 

Researchers  are  now  focusing  their  efforts  on  identify- 
ing the  factors  that  differentiate  those  abused  children 
that  grow  up  to  be  abusers  from  those  who  overcome  their 
traumatic  childhood.  “Key  factors  found  to  worsen  the 


long-term  impact  of  abuse  are:  abuse  that  started  early, 
abuse  that  lasted  for  a long  time,  abuse  in  which  the  perpe- 
trator had  a close  relationship  to  the  victim,  abuse  that  the 
child  perceived  as  particularly  harmful,  and  abuse  that 
occurred  within  a cold  emotional  atmosphere  in  the  fam- 
ily. These  factors,  researchers  say,  help  identify  which 
children  need  treatment  most  urgently.” 

The  emotional  support  of  a friend  or  relative  or  the  nur- 
turing environment  of  professional  therapy  appear  to  be 
important  in  dealing  with  the  experiences  of  child  abuse. 
These  relationships  can  help  the  victims  admit  that  the 
abuse  occurred,  resist  the  all  too  common  and  unhealthy 
response  of  blaming  themselves  for  the  abuse,  and  deal 
with  the  consequences  of  childhood  trauma. 

Public  disclosure  of  private  information  about  victims  of 
abuse 

The  Council  on  Child  and  Adolescent  Health  of  the 
American  Academy  of  Pediatrics  has  approved  a position 
statement  on  the  public  disclosure  of  information  about 
victims  of  child  abuse  and  their  families  ( Pediatrics 
1988;  82:387).  The  academy  contends  that  such  disclo- 
sures, particularly  with  regard  to  sexual  abuse,  have  re- 
sulted in  serious  harm  to  victims,  and  recommends  that 
“all  states  adopt  laws  forbidding  public  disclosure  in  the 
mass  media  of  information  that  identifies  victims  of  child 
abuse,  their  families,  and  perpetrators,  who  may  be  mi- 
nors, unless  ordered  by  a judge  who  has  jurisdiction,  as  in 
a dependency  hearing  or  in  the  trial  of  a perpetrator.”  In- 
formation should  be  disclosed  only  when  the  “public  inter- 
est in  the  case  is  already  great  . . . and  the  risk  of  harm  to 
the  child  is  small.”  The  academy  also  recommends  that 
the  media  “exercise  great  caution  in  publishing  any  infor- 
mation that  includes  the  names  of  victims  of  sexual  or 
physical  abuse.” 

American  Dental  Association  urges  dentists  to  become 
more  aware  of  child  abuse 

In  1987,  the  American  Dental  Association  (ADA)  re- 
ported that  dentists  were  not  making  a great  enough  effort 
to  diagnose  and  report  suspected  child  abuse  {Dental 
Management  1988;  28:33).  Although  5%  to  65%  of  all 
cases  of  child  abuse  involve  orofacial  injuries,  few  of  these 
cases  are  reported  by  dentists,  primarily  because  of  a fear 
of  getting  involved.  Other  reasons  cited  by  the  report  in- 
cluded “discomfort  in  confronting  parents,  lack  of  confi- 
dence in  the  child's  account  of  the  injuries,  and  reluctance 
to  disrupt  the  patient-dentist  relationship.” 

Recognizing  the  need  for  increased  training  and  expo- 
sure of  dentists  in  diagnosing  child  abuse,  the  ADA  in- 
cluded in  its  report  a description  of  the  most  prominent 
signs  and  symptoms  of  abuse:  “difficulty  in  walking, 
standing,  or  sitting;  an  apprehensive  or  overly  aggressive/ 
hyperactive  behavior;  unnatural  fear  of  a guardian;  winc- 
ing away  from  a hand  or  voice;  a vacant,  withdrawn  look 
to  eye  and  face  (as  if  they  had  given  up);  a child  who  is 
chronically  ill  for  no  good  reason;  or  just  something  that 
makes  the  child  different.” 

For  the  benefit  of  all  health  care  practitioners,  there  are 
child  abuse  telephone  hot  lines  in  all  50  states. 
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In  addition  to  these  listings , the  Journal  will  publish 
obituaries  written  by  physician  readers.  Inquiries  should 
first  be  made  to  the  Editor. 


Anthony  Thomas  Capello,  MD,  Albany. 
Died  December  4,  1988;  age  8 1 . Dr  Ca- 
pello was  a 1 937  graduate  of  Middlesex 
University  School  of  Medicine,  Wal- 
tham, Massachusetts.  He  was  a Fellow 
of  the  American  Academy  of  Family 
Physicians.  His  memberships  included 
the  New  York  State  Society  for  Medi- 
cal Research,  the  American  Occupa- 
tional Medical  Association,  the  Ameri- 
can Geriatrics  Society,  the  Medical 
Society  of  the  County  of  Albany,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Isadore  A.  Caputo,  MD,  Brooklyn.  Died 
December  8,  1988;  age  60.  Dr  Caputo 
was  a 1953  graduate  of  the  State  Uni- 
versity of  New  York  Health  Science 
Center  at  Brooklyn.  He  was  a Diplo- 
mate  of  the  American  Board  of  Internal 
Medicine.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings 
and  the  Medical  Society  of  the  State  of 
New  York. 

Joseph  T.  Cavaliere,  MD,  New  Hyde 
Park.  Died  December  17,  1988;  age  72. 
Dr  Cavaliere  was  a 1941  graduate  of 
the  New  York  Medical  College.  He  was 
a Fellow  of  the  American  College  of 
Surgeons  and  a Diplomate  of  the  Amer- 
ican Board  of  Ophthalmology.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  American 
Academy  of  Ophthalmology  and  Oto- 
laryngology, the  Nassau  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Edward  I.  D’Orsogna,  MD,  Bingham- 
ton. Died  November  26,  1988;  age  79. 
Dr  D'Orsogna  was  a 1935  graduate  of 
the  Facolta  di  Medicina  e Chirurgia 
dell’Universita  di  Bologna,  Bologna,  It- 
aly. He  was  a member  of  the  American 
School  Health  Association,  the  Broome 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Albert  Decker,  MD,  New  York.  Died 
November  27,  1988;  age  93.  Dr  Decker 
was  a 1920  graduate  of  the  New  York 
University  School  of  Medicine,  New 
York.  He  was  a Fellow  of  the  American 
College  of  Surgeons  and  the  American 
College  of  Obstetricians  and  Gynecolo- 


gists and  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology. 
He  was  a member  of  the  American  Fer- 
tility Society,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Armand  L.  DiFrancesco,  MD,  Buffalo. 
Died  November  16,  1988;  age  67.  Dr 
DiFrancesco  was  a 1949  graduate  of 
the  University  of  Western  Ontario  Fac- 
ulty of  Medicine,  London,  Ontario, 
Canada.  He  was  a Fellow  of  the  Ameri- 
can Psychiatric  Association  and  a Dip- 
lomate of  the  American  Board  of  Psy- 
chiatry and  Neurology.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Erie  and  the  Medical  Society 
of  the  State  of  New  York. 

Isadore  Earle  Gerber,  MD,  New  York. 
Died  December  21,  1988;  age  86.  Dr 
Gerber  was  a 1 926  graduate  of  the  Uni- 
versity of  Maryland  School  of  Medi- 
cine, Baltimore,  Maryland.  He  was  a 
Fellow  of  the  American  College  of  Phy- 
sicians and  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine  and  the 
American  Board  of  Pathology.  He  was 
a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  Pathologi- 
cal Society,  the  American  Association 
of  Pathologists  and  Bacteriologists,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Rebecca  Elisabeth  Gray,  MD,  Wantagh. 
Died  December  14,  1988;  age  35.  Dr 
Gray  was  a 1980  graduate  of  the  New 
York  Medical  College,  New  York.  She 
was  a member  of  the  Nassau  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Gordon  Lemont  Green,  MD,  Hunting- 
ton.  Died  August  15,  1988;  age  84.  Dr 
Green  was  a 1929  graduate  of  the  Loy- 
ola University  Stritch  School  of  Medi- 
cine, Maywood,  Illinois.  He  was  a 
member  of  the  Suffolk  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Hilbert  L.  Harris,  MD,  Syracuse.  Died 
November  22,  1988;  age  80.  Dr  Harris 
was  a 1934  graduate  of  the  State  Uni- 


versity of  New  York  Upstate  College  of 
Medicine,  Syracuse.  He  was  a Fellow  of 
the  American  College  of  Allergists  and 
the  American  College  of  Physicians 
and  a Diplomate  of  the  American 
Board  of  Internal  Medicine.  He  was  a 
member  of  the  New  York  Academy  of 
Medicine,  the  Onondaga  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

David  Abraham  Harrison,  MD,  Syra- 
cuse. Died  November  28,  1988;  age  92. 
Dr  Harrison  was  a 1 92 1 graduate  of  the 
State  University  of  New  York  Upstate 
College  of  Medicine,  Syracuse.  He  was 
a Fellow  of  the  American  College  of 
Chest  Physicians.  His  memberships  in- 
cluded the  New  York  Academy  of 
Medicine,  the  American  Thoracic  Soci- 
ety, the  Medical  Society  of  the  County 
of  Oneida,  and  the  Medical  Society  of 
the  State  of  New  York. 

Ralph  Jones,  MD,  Pocono  Lake,  Penn- 
sylvania. Died  November  18,  1988;  age 
70.  Dr  Jones  was  a 1 943  graduate  of  the 
University  of  Pennsylvania  School  of 
Medicine,  Philadelphia.  Dr  Jones  was  a 
Fellow  of  the  American  College  of  Phy- 
sicians and  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine.  He 
was  a member  of  the  American  Associ- 
ation for  Cancer  Research,  the  Medical 
Society  of  the  County  of  Niagara,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Seymour  Robert  Kaplan,  MD,  New 

York.  Died  September  20,  1988;  age 
66.  Dr  Kaplan  was  a 1945  graduate  of 
Duke  University  School  of  Medicine, 
Durham,  North  Carolina.  He  was  a 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology.  He  was  a 
member  of  the  American  Psychiatric 
Association,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Harry  Durwood  Kingsley,  MD,  Ft 

Pierce,  Florida.  Died  November  12, 
1988;  age  73.  Dr  Kingsley  was  a 1941 
graduate  of  the  University  of  Rochester 
School  of  Medicine-Dentistry,  Roches- 
ter. He  was  a Fellow  of  the  American 
College  of  Surgeons  and  a Diplomate  of 
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the  American  Board  of  Surgery.  He 
was  a member  of  the  New  York  Acade- 
my of  Medicine,  the  New  York  State 
Society  for  Medical  Research,  the 
Medical  Society  of  the  County  of  Mon- 
roe, and  the  Medical  Society  of  the 
State  of  New  York. 

Robert  W,  Kohn,  MD,  New  York.  Died 
July  24,  1988;  age  40.  Dr  Kohn  was  a 
1974  graduate  of  the  Cornell  Universi- 
ty Medical  College,  New  York.  He  was 
a Fellow  of  the  American  Board  of  Phy- 
sicians and  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine.  He 
was  a member  of  the  Medical  Society  of 
the  County  of  Westchester  and  the 
Medical  Society  of  the  State  of  New 
York. 

Joseph  Mario  Matturri,  MD,  Pelham 
Manor.  Died  December  13,  1988;  age 
77.  Dr  Matturri  was  a 1 937  graduate  of 
the  Facolta  di  Medicina  e Chirurgia 
dell’Universita  di  Roma,  Rome,  Italy. 
Dr  Matturri  was  a Fellow  of  the  Ameri- 
can College  of  Chest  Physicians.  His 
memberships  included  the  American 
Thoracic  Society,  the  American  Acade- 
my of  Family  Physicians,  the  American 
Geriatric  Society,  the  Bronx  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Thomas  McGarry,  MD,  Schenectady. 
Died  August  27,  1988;  age  68.  Dr 
McGarry  was  a 1951  graduate  of  the 
University  of  Vermont  College  of 
Medicine,  Burlington,  Vermont.  He 
was  a Fellow  of  the  American  College 
of  Anesthesiologists  and  a Diplomate  of 
the  American  Board  of  Anesthesiology. 
His  memberships  included  the  New 
York  State  Society  of  Anesthesiolo- 
gists, the  American  Society  of  Anesthe- 
siologists, Inc,  the  Medical  Society  of 
the  County  of  Schenectady,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Philip  Parillo,  MD,  Schenectady.  Died 
September  1,  1988;  age  81.  Dr  Parillo 
was  a 1935  graduate  of  the  Albany 
Medical  College  of  Union  University, 
Albany.  Dr  Parillo  was  a Fellow  of  the 
American  College  of  Gastroenterology. 
He  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  Schenectady  and 
the  Medical  Society  of  the  State  of  New 
York. 

Arthur  J.  Reissig,  MD,  Buffalo.  Died 
November  14,  1988;  age  92.  Dr  Reissig 
was  a 1921  graduate  of  the  State  Uni- 
versity of  New  York  at  Buffalo  School 


of  Medicine,  Buffalo.  He  was  a Diplo- 
mate of  the  American  Board  of  Internal 
Medicine.  His  memberships  included 
the  New  York  Academy  of  Medicine, 
the  American  Geriatrics  Society,  the 
Medical  Society  of  the  County  of  Erie, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Henry  Steven  Rubinstein,  MD,  Boca  Ra- 
ton, Florida.  Died  November  24,  1988; 
age  77.  Dr  Rubinstein  was  a 1939  grad- 
uate of  the  Deutsche  Univerzita  Medi- 
zinische  Fakulta,  Praha,  Czechoslova- 
kia. He  was  a Fellow  of  the  American 
College  of  Angiology.  His  member- 
ships included  the  American  Academy 
of  Family  Physicians,  the  American 
Geriatrics  Society,  the  Onondaga 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Peter  K.  Sabey,  MD,  Rochester.  Died 
November  30,  1988;  age  89.  Dr  Sabey 
was  a 1 925  graduate  of  the  Universitaet 
Leipzig  Medizinische  Fakultaet,  Saxo- 
ny, Germany.  His  memberships  includ- 
ed the  American  Ophthalmological  So- 
ciety, the  American  Academy  of 
Ophthalmology  and  Otolaryngology, 
the  Medical  Society  of  the  County  of 
Monroe,  and  the  Medical  Society  of  the 
State  of  New  York. 

John  J.  Sauer,  MD,  New  York.  Died  De- 
cember 4,  1988;  age  77.  Dr  Sauer  was  a 
1937  graduate  of  the  State  University 
of  New  York  Health  Science  Center  at 
Brooklyn.  He  was  a Fellow  of  the 
American  College  of  Surgeons,  a Qual- 
ified Fellow  of  the  International  Col- 
lege of  Surgeons,  and  a Diplomate  of 
the  American  Board  of  Ophthalmolo- 
gy. His  memberships  included  the  New 
York  Academy  of  Medicine,  the  New 
York  Pathological  Society,  the  New 
York  Ophthalmology  Society,  the 
American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Pan  American 
Association  of  Ophthalmology,  the 
American  Geriatrics  Society,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Wallace  M.  Sheridan,  MD,  New  York. 
Died  December  20,  1988;  age  80.  Dr 
Sheridan  was  a 1935  graduate  of  Har- 
vard Medical  School,  Boston.  He  was  a 
Fellow  of  the  American  College  of  Sur- 
geons and  a Diplomate  of  the  American 
Board  of  Surgery.  He  was  a member  of 
the  New  York  Academy  of  Medicine, 
the  Medical  Society  of  the  County  of 


Westchester,  and  the  Medical  Society 
of  the  State  of  New  York. 

Charles  Timothy  Sullivan,  MD,  Roches- 
ter. Died  December  5,  1988;  age  83.  Dr 
Sullivan  was  a 1932  graduate  of  the 
State  University  of  New  York  Upstate 
College  of  Medicine,  Syracuse.  He  was 
a Fellow  of  the  American  College  of 
Surgeons  and  a Diplomate  of  the  Amer- 
ican Board  of  Ophthalmology.  His 
memberships  included  the  American 
Academy  of  Ophthalmology  and  Oto- 
laryngology, the  Medical  Society  of  the 
County  of  Monroe,  and  the  Medical 
Society  of  the  State  of  New  York. 

Samuel  Waldman,  MD,  Floral  Park. 
Died  June  6,  1988;  age  79.  Dr  Wald- 
man was  a 1932  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a 
member  of  the  American  College  of 
Cardiology,  the  American  College  of 
Physicians,  the  American  College  of 
Chest  Physicians,  and  the  American 
College  of  Preventive  Medicine,  and  a 
Diplomate  of  the  American  Board  of 
Internal  Medicine.  His  memberships 
included  the  New  York  State  Society  of 
Internal  Medicine,  the  Clinical  Society, 
New  York  Diabetes  Association,  the 
New  York  Cardiological  Society,  the 
International  Society  of  Internal  Medi- 
cine, the  Pan  American  Medical  Asso- 
ciation, the  Academy  of  Psychosomatic 
Medicine,  the  American  Geriatrics  So- 
ciety, the  American  Society  of  Internal 
Medicine,  the  Medical  Society  of  the 
County  of  Kings,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Rudolf  Weil,  MD,  New  York.  Died  Sep- 
tember 26,  1988;  age  91 . Dr  Weil  was  a 
1922  graduate  of  the  Medizinische  Fa- 
kultaet, Albert  Ludwigs  Universitaet, 
Freiburg  im  Breisgau,  Baden-Wurt- 
temberg,  Germany.  He  was  a member 
of  the  New  York  County  Medical  Soci- 
ety and  the  Medical  Society  of  the 
State  of  New  York. 

Lewis  R.  Wolberg,  MD,  New  York.  Died 
February  3,  1988;  age  83.  Dr  Wolberg 
was  a 1930  graduate  of  the  Tufts  Uni- 
versity School  of  Medicine,  Boston.  He 
was  a Fellow  of  the  American  Psychiat- 
ric Association  and  a Diplomate  of  the 
American  Board  of  Psychiatry  and 
Neurology.  His  memberships  included 
the  Academy  of  Psychoanalysis,  the 
Academy  of  Psychosomatic  Medicine, 
the  Association  for  Advancement  of 
Psychotherapy,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 
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AUXILIARY  TO  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 


Barbara  Ramsdell 
President 


Marie  Rizzuto 
President-Elect 


The  Auxiliary  to  the  Medical  Society  of  the  State  of  New  York 

53rd  Annual  Convention 

President — Barbara  Ramsdell  (John  A.) 

President-Elect — Marie  Rizzuto  (Donald) 

Convention  Chairman — Gail  Murphy  (Gerald) 


April  6,  1989 
1:00  pm-4:00  pm 
2:30  pm-5:00  pm 

April  7,  1989 
8:00  am-4:00  pm 
8:00  am 

8:30  am-5:00  pm 


12:30  pm- 1:00  pm 
1:00  pm-2:30  pm 

2:30  pm-5:00  pm 


Registration,  Ballroom  Mezzanine 

AMSSNY  Board  of  Directors  Meeting, 
Algonquin  Room 


Registration,  Ballroom  Mezzanine 

Continental  Breakfast 
Boulevard  Room 

Opening  session  of  the  53rd  Annual 
Meeting  of  the  House  of  Delegates, 
Algonquin  Room 
Keynote  Speaker: 

Mary  Strauss  (Albert  J.,  Jr.) 
AMA  Auxiliary  President 

Past  Presidents’  Reception, 

Windsor  Room 

President’s  Luncheon  in  honor  of  Bar- 
bara Ramsdell  (John  A.) 

Windsor  Room 

House  of  Delegates  reconvenes, 
Algonquin  Room.  Voting  for 
AMSSNY  Nominating  Committee 
Delegates  to  the  1989  AMAA 
Annual  Convention. 


April  7,  1989 

5:00  pm-6:00  pm  Gavel  Club,  Algonquin  Room 


8:30  pm  AMA-ERF  Theatre  Benefit,  sponsored 

by  Monroe  County  Medical  Auxilia- 
ry, GeVa  Theatre: 

The  Italian-American 
Reconciliation 


April  8,  1989 
8:00  am- 10:00  am 

8:00  am 


8:30  am- 11:00  am 


Registration,  Ballroom  Mezzanine 

Continental  Breakfast, 

Windsor  Room 

53rd  Annual  Meeting  of  the  House  of 
Delegates  reconvenes,  Windsor 
Room 

Installation  of  the  1989-1990  Offi- 
cers 


Inaugural  Address: 

Marie  Rizzuto  (Donald  H.) 

1 1:00  am- 1:00  pm  AMSSNY  Board  of  Directors  Meeting, 
Algonquin  Room 


All  spouses  of  members  of  the  Medical  Society  of  the  State  of 
New  York  are  welcome  to  participate  in  the  activities  of  the  53rd 
Annual  Convention  of  the  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York. 

For  further  details  regarding: 

The  President’s  Luncheon — Friday,  April  7,  1989,  12:30  pm — 
and  the  Theatre  Benefit — Friday,  April  7,  1989,  8:30  pm.  Please 
contact  Gloria  Cassidy,  AMSSNY  Staff  Executive,  (516)  488- 
6100  (ext.  255). 


ATTENTION  PRIMARY  CARE  PHYSICIANS 
INCREASE  YOUR  SKILLS 
Accredited  16  Hours  AAFP,  AMA,  AOA  (Category  1) 


ATTEND  . . . Procedural  Skills  for  Primary  Care  Physicians  FEE:  $375 

LEARN  . . . Allergy  testing,  audiometry,  cryosurgery,  dermatologic  procedures,  flexible  sigmoidoscopy,  holter 
monitoring,  joint  injection  techniques,  nasopharyngoscopy,  pulmonary  function  testing,  vascular  flow  testing,  including 
an  introduction  to  colposcopy  and  office  ultrasonography. 

FEE  $375  LOCATIONS  - DATES 

PHOENIX  PHILADELPHIA  CLEVELAND  ST.LOUIS 

March  18-19,1 989  April  1 5-1 6,  1 989  May  6-7, 1 989  June  1 6-1 7, 1 989 


COLPOSCOPY  — CARDIAC  STRESS  TESTING 


(one  day  devoted  to  each  — attend  either  or  both) 

SPECIAL  PROGRAM  — NEW  ORLEANS  — APRIL  29-30,  1 989 

During  The  New  Orleans  Jazz  Festival  Week 
A FULL  DAY  WILL  BE  DEVOTED  TO  EACH  TOPIC,  WITH  BOTH  LAB  & LECTURE 
Tuition:  $295/program  ($525  if  registered  for  both  days) 


TAKE  A TAX  DEDUCTIBLE  VACATION 


Attend  A Medical  Malpractice  Risk  Management  Seminar  & Receive 
AMA  Category  1 CME  Credit  — Programs  Available  Weekly  At: 

Disney  World  • Steamboat  Springs,  CO  • North  Conway,  NH  • Nassau 
AND  5 CLUB  MED  VILLAGES  AT: 

Copper  Mtn,  CO  • Port  St.  Lucie,  FL  • Paradise  Island,  Bahamas 
Huatulco,  Mexico  • Punta  Cana,  Dominican  Republic 

CALL  Or  WRITE 

CURRENT  CONCEPT  SEMINARS  • 3301  Johnson  Street  • Hollywood,  Florida  33021 

(305)  966-1009  • (800)  225-0227+991-1911 

2 Day  Program:  $125.00  / 5 Day  Program:  $225.00  (Spouse  Free) 


Medical  Risk  Man- 
agement Advisory 
Corporation  provides 
healthcare  profes- 
sionals continuing 
educational  services 
including:  bi-annual  risk  management  seminars 
by  our  prominent  staff  of  advisors  including 
physicians,  dentists,  attorneys,  legislators,  health 
care  providers  and  risk  management  experts;  a 
quarterly  newsletter  updating  information  on 
licensing,  peer  review,  legislation  and  risk 
management  techniques:  group  discussions 
regarding  specific  areas  of  practice;  personal  and 
telephone  consultations.  For  further  information 
call  516-742-6100  or  write  to: 

Jemi  L.  Goodman,  Pres. 
MR  MAC 

100  Garden  City  Plaza 
Garden  City,  NY  11530 


MRMAC 

MEDICAL 

RISK 

MANAGEMENT 

ADVISORY 

CORP. 


N.Y.  State  Society  of  Pathologists 
20th  CME  Meeting 
N.Y.C. 

April  28th  - 30th,  1989 

Update  on  Breast  Gyn  and  Pediatric  Pathology 
Cytology  & Immunoperoxidase 

Dr’s  Oberman,  Robboy,  Fenoglio-Preiser,  Koss  & Joshi 

For  Information  Contact: 

Nathan  Taylor,  M.D. 

Rochester  General  Hospital 
Rochester,  N.Y.  14621 
716-338-4121 
or 

Ms.  Terry  Knudsen 
N.Y.  State  Society  of  Pathologists 
914-687-0955 


THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to  infection  in  smokers  and  older  adults 


Experience  counts 


Pulvules 


Cefaclor 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  mfluemae.  and 
Streptococcus  pyogenes  (group  A (3-hemolytic  streptococci) 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  cecior  shoulo  be  administered  cautiously  to  penicillin. 

SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Cecior  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Cecior  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy 
lactation,  and  infants  less  than  one  month  old  Cecior  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrhea)  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever)  1 5% 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Cecior  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%. 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  ot  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedicts  or  Fehling's 

solution  and  Clmitest1  tablets  but  not  with  Tes-Tape4  (glucose 
enzymatic  test  strip.  Lilly)  [oeioesu 

Additional  information  available  from  pv  23S1  amp 

Eli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina,  Puerto  Rico  00630 


© 1988  ELI  LILLY  AND  COMPANY  CR-501 2-8-849345 
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YOU  CAN  KEEP  THEM 
IN  BALANCE- 
YOUR  FAMILY  LIFE 
AND  YOUR 
MEDICAL  PRACTICE 


We'd  like  to  help  you  spend  more  time  with  your  family  yet 
receive  professional  satisfaction  from  your  medical  practice. 
As  a member  of  the  Air  Force  health  care  team,  you'll  be  able 
to  participate  in  our  group  practice  concept  which  will  free  you 
of  most  administrative  duties. 

Air  Force  benefits  are  also  very  attractive.  You  and  your  family 
will  enjoy  30  days  of  vacation  with  pay  each  year  plus  many 
more  Air  Force  advantages.  Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 


(914)  358-4586 


Before  you  invest  or  for  your  investment  protection  we 
are  members  of  the  International  Society  of  Appraisers 
and  New  England  Appraisers  Association. 


33  Route  59  West  Nyack,  NY  10960 


(914)  358-9594 


Let  Humana’s  Health  Care  Plan  fill  the  holes 
in  your  life.  Working  for  us  means  more  time  for 
yourself.  Because  we  offer  the  stability  of  one  of 
America’s  largest  health  care  operations,  stretch- 
ing from  coast  to  coast 


Our  Florida  HMO’s  give  internists  and 
practitioners  regular  hours.  You’ll  work  on  salary 
and  receive  generous  benefits.  And  you’ll  have 
career  opportunities  that  could  only  be  found  in  an 
organization  of  our  size. 


Ruth  Karp.. .the  professional  name  in  private  practice  sales. 
Let  the  professional  division  of  Ruth  Karp  Licensed  Real 
Estate  Broker  help  you  in  buying  or  selling  your  practice,  or 
locating  professional  space  on  Long  Island.  We  can  insure 
that  you  will  receive  personal  service  and  that  your  business 
will  be  held  in  the  strictest  confidence.  Please  contact  usat: 


Commercial  & Medical  Business  Brokerage 


You’ll  also  do  away  with  a lot  of  business 
headaches.  Planning  vacations  isn’t  a problem. 
There’s  limited  call,  and  our  patient  acuity  is  low. 


So  if  the  only  rounds  you  want  to  make  are 
on  the  golf  course,  just  call  Dayna  Chettouh  at 
(305)  623-5774,  or  send  CV  to:  1505  N.W.  167th 
St.,  Miami,  FL  33169.  EOE.  M/F. 


P.O.  Box  720,  Oyster  Bay,  NY  1 1 771 , (51 6)  922-1 31 9 


Humana 


Health  Care  Plans. 


A single-entity  muscle  relaxant 
for  prescribing  flexibility 


RARAFON  FORTE  DSC 

DOUBLE  STRENGTH  CHLORZOXAZONE 


Works  alone ...  Or  with  an  analgesic 


■ Now  with  500  mg  chlorzoxazone 
per  caplet — double  the  muscle 
relaxant  of  a PARAFON  FORTE® 
(chlorzoxazone  and  acetaminophen) 
tablet,  and  no  analgesic. 

■ Just  one  easy-to-swallow  caplet 
q.i.d.  may  encourage  compliance. 

■ Prompt,  effective  relief  with 
minimal  drowsiness.*  Clinical 
studies  have  shown  that  patients 
respond  by  the  end  of  24  hours 
following  initiation  of  therapy. 


Formulated  without  an  analgesic. 


for  maximum  treatment  flexibility. 


■ Can  be  used  with  the  analgesic  of 
your  choice,  according  to  the 
patient’s  need  for  pain  relief. 


■ Scored  caplet  permits  greater 
dosing  flexibility  for  patients 
requiring  lower  daily  doses. 


•Clinical  studies  have  shown  that  most  patients  remain  alert  when 
chlorzoxazone-containing  products  are  administered  at  recommended 
doses,  although  drowsiness  sometimes  occurs. 

Please  see  following  page  for  brief  summary 
of  Prescribing  Information. 


PARAFOM  ; 
FORT!,  DSC 


The  following  is  a brief  summary  only.  Before 
prescribing,  see  complete  prescribing  information  in 
PARAFON  FORTE  DSC  labeling. 
CONTRAINDICATIONS:  PARAFON  FORTE  DSC 
chlorzoxazone  is  contraindicated  in  patients  with  known 
intolerance  to  the  drug 

WARNINGS:  The  concomitant  use  of  alcohol  or  other 
central  nervous  system  depressants  may  have  an 
additive  effect.  Usage  in  Pregnancy.  The  safe  use  of 
PARAFON  FORTE  DSC  chlorzoxazone  has  not  been 
established  with  respect  to  the  possible  adverse  effects 
upon  fetal  development  Therefore,  it  should  be  used  in 
women  of  childbearing  potential  only  when,  in  the 
judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  risks. 

PRECAUTIONS:  PARAFON  FORTE  DSC  chlorzoxazone 
should  be  used  with  caution  in  patients  with  known 
allergies  or  with  a history  of  allergic  reactions  to  drugs  If  a 
sensitivity  reaction  occurs  such  as  urticaria,  redness,  or 
itching  of  the  skin,  the  drug  should  be  stopped.  If  any 
symptoms  suggestive  of  liver  dysfunction  are  observed, 
the  drug  should  be  discontinued 
ADVERSE  REACTIONS:  After  more  than  twenty-six 
years  of  extensive  clinical  use  of  chlorzoxazone-contain- 
ing products  in  an  estimated  thirty-two  million  patients,  it 
is  apparent  that  the  drug  is  well  tolerated  and  seldom  pro- 
duces undesirable  side  effects.  Occasional  patients  may 
develop  gastrointestinal  disturbances  It  is  possible  in  rare 
instances  that  chlorzoxazone  may  have  been  associated 
with  gastrointestinal  bleeding  Drowsiness,  dizziness, 
lightheadedness,  malaise,  or  overstimulation  may  be 
noted  by  an  occasional  patient  Rarely  allergic-type  skin 
rashes,  petechiae,  or  ecchymoses  may  develop  during 
treatment  Angioneurotic  edema  or  anaphylactic  reac- 
tions are  extremely  rare  There  is  no  evidence  that  the 
drug  will  cause  renal  damage  Rarely,  a patient  may  note 
discoloration  of  the  urine  resulting  from  a phenolic  metab- 
olite of  chlorzoxazone  This  finding  is  of  no  known  clinical 
significance.  Approximately  thirty-six  patients  have  been 
reported  in  whom  the  administration  of  chlorzoxazone- 
containing  products  was  suspected  as  being  the  cause 
of  liver  damage  In  one  case,  the  jaundice  was  subse- 
quently considered  to  be  due  to  a carcinoma  of  the  head 
of  the  pancreas  rather  than  to  the  drug  In  a second  case, 
there  was  no  jaundice  but  an  elevated  alkaline  phospha- 
tase and  BSP  retention  In  this  patient  there  was  a malig- 
nancy with  bony  and  liver  metastases  The  role  of  the 
drug  was  difficult  to  determine  A third  and  fourth  case 
had  cholelithiasis  Diagnosis  in  a fifth  case  was  submas- 
sive  hepatic  necrosis  possibly  due  to  abusive  use  of  the 
drug  for  approximately  one  year  The  remaining  cases 
had  a clinical  picture  compatible  with  either  a viral  hepati- 
tis or  a drug-induced  hepatitis.  In  all  these  latter  cases, 
the  drug  was  stopped,  and  with  one  exception,  the 
patients  recovered  It  is  not  possible  to  state  that  the  hep- 
atitis in  these  patients  was  or  was  not  drug-induced 
Full  directions  for  use  should  be  read  before  adminis- 
tering or  prescribing. 

For  information  on  symptoms  and  treatment  of  over- 
dosage, see  full  prescribing  information. 
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__  McNEIL 
# % PHARMACEUTICAL 

McNEIL  AB  INC  Spring  House  PA  19477 


952 


MSRP 

SAVE 


Grand  Opening 

Special! 


$ 18,034 

$ 4,03 5 


You  Pay  $ 13,999 


Add  only  tax  & 
tags.  Finance  or 
lease  avail,  for 
up  to  72  mo.  to 
qualified  buyers 


88  SPIDER  GRADUATE  Stk.  #AR101  Air  Conditioning 

Sales  • Leasing  • Service  • Parts = 


NEW  Factory  Authorized  Dealer 


240  Northern  Bird.,  Great  Neck  OPEN  SUNDAY  11-5 

( 3/10  mile  from  the  Queens  border)  (516)  829-6020 


PRACTICES  AVAILABLE  PRACTICES  AVAILABLE— CONT’D 


HOME/OFFICE  FOR  SALE— Monmouth  County, 
N.J.;  Internal  Medicine.  High  grossing  with 
low  overhead,  solid  patient  base,  excellent  lo- 
cation for  practice,  10  minutes  to  Riverview 
Medical  Center  and  Monmouth  Medical  Cen- 
ter, 2 examining  rooms,  doctor  is  retiring  after 
27  years  of  practice.  Home  is  a beautiful 
2 story  colonial  on  1.7  acres,  4 bedrooms, 
5 bathrooms,  pond  and  stream  in  backyard, 
close  to  schools.  Call  Epstein  Practice 
Brokerage,  Inc.  (201)  568-4933. 

HUNGARIAN  SPEAKING  PHYSICIAN  WANTED 

— Medical  practice  for  sale  in  New  York  City, 
N.Y.  Great  opportunity  for  physician  speaking 
a little  Hungarian.  (212)  779-8723. 

INTERNAL  MEDICINE — Board  Certified  Internist 
on  North  Shore  of  Long  Island  has  an  active  solo 
practice  for  sale.  Suitable  for  one  or  two  doc- 
tors. Fully  equipped.  Excellent  night  and 
weekend  coverage  system.  Will  stay  to  intro- 
duce. Terms  available.  Reply  Dept.  480  c/o 
NYSJM. 

GENERAL  PRACTICE  FOR  SALE,  Long  Island, 
Suffolk  County,  centrally  located,  14  years  old, 
low  downpayment.  Owner  moving  out  of  state. 
Please  call  (5 1 6)  736- 1 33 1 , Monday-Friday  be- 
tween 1 1 AM-5  PM. 

INTERNAL  MEDICINE  PRACTICE  FOR  SALE. 

Excellent  opportunity  for  a primary  care  physi- 
cian to  purchase  established  internal  medicine 
practice.  Prime  location  in  Bay  Shore,  Long 
Island,  and  situated  between  Southside  and 
Good  Samaritan  Hospitals.  High  gross  in- 
come. Will  introduce.  Terms  available.  Call: 
Gregory  H.  Nizich  at  R.  L.  Hirsh  Associates,  Ltd. 
(516)  665-0439. 


EXCEPTIONAL  OPPORTUNITY— MD.  Retiring 
Beautiful  home  with  adjoining  medical  office,  in- 
cluding general  practice,  for  sale.  Location:  In 
the  hub  of  Garden  City,  one  of  Long  Island’s 
most  prominent  communities.  Many,  many  ad- 
vantages for  both  family  and  practice.  For  de- 
tails call  (516)  747-5526  or  747-5525. 


PRACTICES  WANTED 


INTERNAL  MEDICINE  PRACTICE.  East  Indian 
doctor  looking  to  purchase  office  based  prac- 
tice. Medicare  and  private  only!  In  or  close  to 
Manhattan  and  transportation.  Reply  Dept. 
478  c/o  NYSJM. 


EQUIPMENT 


EQUIPMENT  LEASING— Special  Medical 

Program,  Conserve  Capital,  Expand  Credit 
Lines,  100%  Financing,  Low  Rates,  Quick  Ap- 
provals, Term  24  to  60  Months,  Equipment  Cost 
$2,000  to  $10  Million,  For  Personal,  Confiden- 
tial Service  Call  Interplex  Leasing  Corp.  at  (5 1 6) 
482-7340. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


PODIATRIST  with  established  office,  newly  deco- 
rated, has  two  rooms  available  for  sublease. 
Share  receptionist.  Queens,  (718)  464-9605. 
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MORE THAN 


PHYSICIANS  READ 
IMS  JOURNAL 


the 

physician 

sportsmedicine 

McGraw-Hill  Healthcare  Group 
4530  West  77th  Street 
Minneapolis,  Minnesota  55435 
(612)  835-3222 


the 

physician 


News  Cocaine  and  Cardiovascular  Events 

Are  Americans  Fit?  

Bowl-Game  Embolism  Sickle  Cell  Tran.  Exercise,  and  Altitude 

Contagious  Disease  in  Sport  

Transient  Osteoporosis  Stimulants  and  Athletic  Performance  (Part  1 of  2) 


Guest  Editorial  The  US  Navy  Seal  Team  Commitment  to  Fitness 

Drug  Testing  and  Moral  

Responsibility  Coed  Football  Hazards,  Implications,  and  Alternatives 


Hi 


REAL  ESTATE  FOR  SALE  REAL  ESTATE  FOR  SALE  MISCELLANEOUS— CONT’D 

OR  RENT— CON’D  OR  RENT— CON’D  


MANHATTAN'S  EAST  SIDE,  133  East  73rd  St.. 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000. 

THE  CONTINENTAL— Professional  Co-op  office 
space  for  sale.  70-20  108  St.  Premier;  presti- 
gious building  in  the  heart  of  Forest  Hills, 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A/C,  separate  professional  wing.  370 
or  1600  sq.  ft.  Call:  Mr.  Marvin  Weingart 

(718)  793-1081. 

FREE  CONDOMINIUM  CONVERSION  CONSUL- 
TATION. Convert  your  professional  building 
to  commercial  condominium  Maximize  your 
profit  potential!  Create  financial  flexibility!  For 
free  consultation  and  free  article  "Doctors  Go 
Condo",  contact:  Paul  Gellert,  President, 

Healthcare  Realty  Associates,  155  West  68th 
Street,  New  York,  NY  10023.  Phone  (212) 
724-7900. 

NEWLY  BUILT  OFFICE  FOR  RENT— 1 ,000  sq.  ft. 
Across  from  South  Side  Hospital,  Bay  Shore, 
(516)  665-4466.  Newly  Equipped  Office  for 
sublet,  1000  sq.  ft.  near  Brookhaven  Hospital, 
East  Patchogue,  (516)  654-3363. 


HUNTINGTON  HOME/OFFICE  4 bedroom  colo- 
nial, living  room,  dining  room,  eat  in  kitchen, 
family  room,  fireplace,  finished  basement,  new 
heating  system.  Separate  professional  office, 
waiting  room,  receptionist,  x-ray,  3 offices,  sep- 
arate maid’s  quarters.  Affluent  high  population 
density.  $330,000.  Call  Eileen  at  (516)  364- 
6460. 

HOME/OFFICE  FOR  SALE,  QUEENS  COUNTY, 

87-39  Palermo  Street,  Holliswood,  NY.  Fully 
equipped  6 room,  2 full  bath,  centrally  air-con- 
ditioned office  on  first  floor;  4-1/2  room  apart- 
ment with  large  rooms,  high  ceilings,  beautiful 
view  on  second  floor.  Price  $265,000.  Call 
(516)  829-1110. 

MEDICAL  OFFICE  SPACE  30  s (3rd  & Lexing- 
ton). Newly  renovated  will  customize,  $4000/ 
month,  2,500  sq.  ft.  Windowed  basement,  res- 
idency elevator  building,  separate  entrance.  3 
months  free  rent,  no  fee.  (516)  466-3333. 


MISCELLANEOUS 


SYMPOSIUM:  “SUBSTANCE  ABUSE  AND  THE 
IMPAIRED  WORKER”,  Sat.  June  3,  1989  at 
Rochester  Occupational  Center,  St.  Mary's 
Hospital,  Rochester,  NY.  Call:  (716)  464- 

3630  for  information/registration  brochure. 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S. 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N,  Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  110  E.  42nd 
Street,  NYC.  (212)  697-2950  or  evenings 
(914)  723-0799. 

MEDICAID  AUTOMATED  BILLING.  Increase 
your  paid  claims,  reduce  your  denied  and  pend- 
ing claims.  Specializing  in  OB/GYN  billing.  Call 
Joan  Murphy,  Medical  Information  Services,  6 
Gaffney  Lane,  Kinderhook,  NY  121106,  (518) 
758-9647. 

IF  YOU  GET  CITED  FOR  A QUALITY  ISSUE,  you 

have  only  one  chance  to  defend  yourself.  For 
the  best  defense,  call  URQA  Associates,  Ltd. 
URQA  provides  professional,  confidential  help 
to  physicians  cited  for  quality  issues.  Dr.  Clif- 
ford Weingarten,  Medical  Director  of  URQA, 
has  been  deeply  involved  with  utilization  review 
and  quality  assurance  for  the  past  15  years. 
Working  with  a team  of  medical  professionals 
from  both  sides  of  the  review  process,  URQA 
offers  sound  advice  and  experienced  represen- 
tation to  doctors  who  have  been  cited  unjustly. 
(516)  427-1234;  427-7651. 
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Offering  New  York  State  Physicians  the  Broadest 
Claims-Made  Professional  Liability  Coverage 


OUR  UNIQUE  PROGRAM  INCLUDES... 


■ SELECTIVE 
UNDERWRITING 

■STATEWIDE  DISTRICT 
REPRESENTATIVES 

■ GROUP  PRACTICE 
COVERAGE 

■ NEW  DOCTOR  & 
PART-TIME  RATES 


A preferred  risk  group 

Knowledgeable  and  sensitive  to 
physicians’  concerns 


Aware  of  the  special  needs  and  unique 
situations  of  our  fellow  professionals 


■ AND  MORE.... 

FOR  ADDITIONAL  INFORMATION  CONTACT 

PHYSICIANS  RECIPROCAL  INSURERS 


111  East  Shore  Road,  Manhasset,  New  York  11030 
212/936-3050  • 516/365-6690  • TOLL  FREE  800/632-6040 


MISCELLANEOUS— CONT’D 


MEDICAL  TYPING  AND  TRANSCRIPTION  BY 
MAIL:  Tapes  mailed  to  us  are  returned  rapidly. 
Improve  your  documentation,  reduce  overhead 
and  maximize  your  time  by  dictating  your  re- 
ports for  transcription.  We  are  fast  and  profes- 
sional. We  understand  your  need  for  quality — 
satisfaction  guaranteed.  Med-Scribe,  Inc.,  215 
Alexander  Street,  Rochester,  NY  (716)  262- 
3668. 

LAW  FIRM  SPECIALIZING  IN  HEALTH  CARE 
REPRESENTATION  of  physicians,  medical  so- 
cieties, and  hospital  medical  staffs,  involving 
matters  such  as  defense  of  Medicaid /Medi- 
care allegations  of  abuse  (civil  and  criminal), 
audits,  professional  conduct,  structuring  of 
professional  corporations,  sale  and  purchase 
of  medical  practices,  equitable  distribution  of 
physician  licenses  in  matrimonial  actions,  pen- 
sions. Lifshutz  & Polland,  P.C.,  One  Madison 
Avenue,  New  York,  New  York  1 00 1 0,  2 1 2-2 1 3- 
8484. 

BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 

MACINTOSH  OFFICE  MANAGEMENT  SYSTEM. 

Healthcare  Communications  has  1000  installa- 
tions nationwide.  Electronic  Claims  now  avail- 
able for  MediMac™.  Multiple  fee  schedules,  in- 
surance, billing,  aged  accounts,  day  sheets, 
deposit  slip,  and  more  than  30  other  reports. 
Custom  reports  and  mail  merges  are  easy!  In- 
office training  available.  Network  option.  The 
Macintosh  computer  is  easier  to  learn!  Market- 
ing Consultant:  Anne  Ephraim,  (914)  628- 

4709. 


MISCELLANEOUS— CONT’D 


AVOID  IRS  PENSION  PENALTY  TAXES  on  Plan 
reversions  and  excess  accumulations.  Former 
IRS  pension  plan  specialist  and  revenue 
agent — Coordinate  pension  distributions  with 
estate  planning.  IRS  approval  for  plan  termina- 
tions, initial  IRS  qualifications  and  TRA  1986 
Amendments.  Annual  Administration  and  ac- 
tuarial certifications.  Professional  practice 
agreements,  dissolutions,  estate  planning  and 
probate.  No  insurance  required — References 
upon  request — Wachstock  & Dienstag  Attor- 
neys at  Law,  122  Cutter  Mill  Road,  Great  Neck, 
NY  11021  (516)  773-3322. 


COLLECTIONS:  Avoid  collection  agencies. 

Deal  directly  with  experienced,  qualified  collec- 
tion attorneys.  Sensitive  to  the  needs  of  health 
care  providers.  Discreet,  effective,  profes- 
sional service.  Levenberg  & Badner,  114  Old 
Country  Road,  Mineola,  NY  11501,  (516)  248- 
8900. 


PROFESSIONAL  MISCONDUCT  ATTORNEYS. 

William  L.  Wood,  Jr.,  formerly  Executive  Direc- 
tor of  the  New  York  State  Office  of  Professional 
Discipline  and  Anthony  Z.  Scher,  formerly  Di- 
rector of  Prosecutions.  Our  recent  tenure  as 
chief  enforcement  officers  for  the  regulation  of 
New  York  State's  one-half  million  licensed  pro- 
fessionals has  given  us  experience  which  allows 
us  to  represent  physicians  in  professional 
misconduct  proceedings,  malpractice,  license 
restoration,  controlled  drug  proceedings,  insur- 
ance company  reimbursement  disputes,  pur- 
chase and  sale  of  professional  practices  and  all 
other  matters  affecting  the  professional  lives 
and  careers  of  practitioners.  Wood  & Scher, 
Attorneys  at  Law.  One  Chase  Road,  Scarsdale, 
New  York  10583.  Telephone  (914)  723-3500 


MISCELLANEOUS— CONT’D 


GERALD  GOLDBERG,  CPA-ATTORNEY,  formerly 
with  IRS,  announces  his  availability  to  prepare 
taxes  and  plan  under  changing  tax  environ- 
ment, accounting,  tax  appeals,  legal  represen- 
tation on  practice  transfers,  employment  and 
partnership  agreements.  Manhattan  and  Long 
Island  offices.  (2 1 2)  967- 1 404  and  (5 1 6)  565- 
6260. 


2V  STAT  STAT  STAT  STAT  STAT  STAT— 

Diagnostic/therapeutic  software,  covering  the 
knowledge  of  69  specialties.  Updated  medical 
algorithms  at  your  fingertips!!!!  Only  $5,857.00 
for  complete  turnkey  system  (software,  knowl- 
edge base/69  Specialties,  AT  computer 
w/80MB  HD,  EGA  monitor  and  card,  printer 
and  40MB  backup).  2 V STAT,  2480  Windy  Hill 
Road,  Suite  201,  Marietta,  GA  30067  Call 
Dongbong  Kim,  M.D.  at  1-800-228-STAT. 


BUYERS.  Before  you  spend  your  money  on  a 
classic  or  antique  auto,  use  our  service.  We 
appraise  at  your  location  or  ours,  includes  en- 
gine, trans.,  f&r  axles,  sheetmetal,  interior, 
paint,  bright  metal,  needed  repairs,  availabil- 
ity of  parts.  We  have  been  collectors  and  re- 
storers for  over  30  years.  Our  clients  include 
banks,  insurance  companies,  attorneys  and 
just  plain  folks.  We  only  appraise  what  we 
see  (no  photos).  East  Coast  Antique  & Clas- 
sic Auto  Appraisers,  268  Old  Mill  Road,  West 
Nyack,  NY  1 0994.  Phone  (9 1 4)  358-9594  or 
(914)  358-4586. 
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MISCELLANEOUS— CONT’D 


HAVE  YOU  BEEN  CONTACTED  BY  THE  OFFICE 
OF  PROFESSIONAL  MEDICAL  CONDUCT?  If 

affirmative,  contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to  as- 
sisting. advising  and  defending  physicians  and 
professional  misconduct  processings,  issues  re- 
lating to  chemical  dependence  and  restoration 
of  medical  licenses — with  extensive  trial  and 
administrative  experience — formerly  Assistant 
Chief  of  Prosecution  and  Deputy  Director  of 
Prosecution  for  New  York  State's  Office  of  Pro- 
fessional Discipline  (the  state  agency  responsi- 
ble for  regulating  NYS's  31  licensed  profes- 
sions), and  as  an  Assistant  District  Attorney  in 
Nassau  County.  Susan  Kaplan,  Esq.,  165 
West  End  Avenue,  Suite  27P,  New  York,  NY 
10023 

PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD's  for  over  10  years.  Toll-free  (800) 
241-6905. 

PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General's  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum,  Esq.,  3 
Barker  Avenue,  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours,  (212)  621-7776-24  hours. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  portable  x-rays  and  portable  osteo- 
porosis bone  densitometry  screening.  NYC 
and  suburbs.  Schedule  weekly/bi-weekly  in 
your  office  or  visits  to  your  patient’s  home. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  No  lead  shielding  need- 
ed for  x-rays.  University  Radiology  Service, 
(212)  534-3669  or  (718)  339-5363. 

ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Med- 
icaid Fraud  Control  and  Alain  M.  Bourgeois, 
Esq.,  former  Acting  Justice,  Supreme  Court  of 
the  State  of  New  York.  Bourgeois  & Ruck,  1 0 1 
Park  Avenue,  New  York,  New  York  10178 
Telephone  212-661-8070. 

1989  CME  CRUISE/CONFERENCES  on  Medico- 
legal Issues  & Risk  Management — Caribbean, 
Mexico,  Alaska/Canada,  China/Orient,  Scan- 
dinavia/Russia, Mediterranean,  Black  Sea, 
Trans  Panama  Canal.  Approved  for  24-28 
CME  Category  1 Credits  (AMA/PRA)  and 
AAFP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in  compli- 
ance with  IRS  requirements.  Information:  In- 
ternational Conferences,  189  Lodge  Ave..  Hun- 
tington Station,  NY  11746.  (800)  521-0076  or 
(516)  549-0869. 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon5  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  L34  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon ® 1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 
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of  Therapeutics  6th  ed  , p 176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  128: 

45-47, 1982. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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MEDICAL 


UIPMENT  CORP. 


A Subsidiary  of  47th  Photo  Inc. 


Your  single  source  for  a complete  line  of 
diagnostic  medical  instruments 


( continued  from  p 10 A) 
ing  Obstetrician-Gynecologist.  Kiawah 
Island  Resort,  Kiawah.  Contact:  Amer- 
ican College  of  Obstetricians  and  Gy- 
necologists, 409  1 2th  St,  SW,  Washing- 
ton, DC  20024-2188.  Tel:  (800)  533- 
8811. 


Monitoring 


Easy  to  uSf 
most  of  all- 
No  timing, 
cleaning  re 
than  an  o' 


A FIRST  IN 


EDICAL  HISTORY! 


ES-1000P 

Ultrasonic 
blood-flow 
detector 


SMART  OOP 

The  world's  smallest  affordable 
hand-held  digital  vascular 
doppler  with  built-in  printer. 


DEL  MAR 
AT3-C 

The  world's  smallest  3-channel  inter 
pretive  12  lead  ECG  machine 


AUTO  TYMP 

The  Grason  Stadler  GSI  28A  performs  tym- 
panometry. ipsilateral/contralateral  reflex  testing 
plus  screening  audiometry 


KODAK 
EKTACHEM 
DT  SYSTEM 

The  only  dry-chemistry  desktop 
analyzer  to  use  hospital  proven 
technology 


MULTISPIRO 
S A/100 

Advanced  Diagnostic  Spirometry 
Assures  superior  accuracy  and  pru- 
dent hygiene 


Above  our  Photo/Electronics  Store  at 

116  Nassau  Street,  NYC  10038 

To  order  or  for  more  information  in  NY  State  call  1-212-732-3370 

srsr  1 -800- 522-4747 

•Leases  rates  are  based  on  36  |**60)  monthly  payments  Tax  & freight  additional  where  applicable 


AROUND  THE  WORLD 


ITALY 

Apr  30-May  5.  Magnetic  Resonance 
Imaging:  An  International  Symposium 
in  Venice  and  Florence,  Italy.  27  Cat  I 

Credits.  Contact:  Dawne  Ryals,  Ryals 
& Associates,  PO  Box  1925,  Roswell, 
GA  30077-1925.  Tel:  (404)  641-9773. 

SWITZERLAND 

Apr  8-16.  Children  at  Risk:  An  Inter- 
disciplinary Health  Conference.  20  Cat 

I Credits.  Hotel  de  La  Paix,  Lausanne. 
Contact:  Ann  J.  Boehme,  CMP,  Asso- 
ciate Director  for  Continuing  Educa- 
tion, Long  Island  Jewish  Medical  Cen- 
ter, 400  Lakeville  Rd,  New  Hyde  Park, 
NY  11042.  Tel:  (718)  470-8650.  □ 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE  ◄ 

SOMETHING  THAT  WILL... 


ROCHE 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 
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nizatidine 


increases  in  serum  salicylate  levels  were  seen  when  nizatidine, 
administered  concurrently 


AXID® 

nizatidine  capsules 

Brief  Summary 

Consult  the  package  literature  lor  complete  information 
Indications  and  Usage:  And  is  indicated  for  up  to  eight  weeks  tor  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 
Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h s after  healing  of  an  active  duodena)  ulcer  The  consequences 
of  continuous  therapy  with  And  for  longer  than  one  year  are  not  known 
Contraindication:  And  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
Hrreceptor  antagonists 

Precautions:  Genera/  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  excreted  pnmanty  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patents  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  ntzabdme  is  metabolized  in  the  liver  In  patents  with  normal 
renal  functon  and  uncomplicated  hepatc  dysfuncton,  the  dispositon  of  mzatdme 
is  similar  to  that  in  normal  subiects 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Mufbsbx*  may 
occur  dunng  therapy  with  nizatdine 

Drug  Interactions  - No  mteractons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam.  lidocaine.  phenytom.  and  warfann  Axid 
does  not  inhibit  the  cytochrome  P-450-lmked  drug-metabolizing  enzyme  system, 
therefore,  drug  mteractons  mediated  by  mhibiton  of  hepatc  metabolism  are  not 
expected  to  occur  In  patents  given  very  high  doses  (3,900  mg)  of  aspmn  daily, 
i.  1 50  mg  b i d . was 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  tmes  the 
recommended  daily  therapeutc  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enteiochromaffin-like 
(ECL)  cells  in  the  gastnc  oxyntc  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day.  about  330  tmes  the  human 
dose)  showed  marginally  statstcally  significant  increases  in  hepatc  carcinoma 
and  hepatc  nodular  hyperplasia  with  no  numencal  increase  seen  in  any  of  the  other 
dose  ijroups  The  rate  of  hepatc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevahons)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  tmes  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potental  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potental 
genetc  toxicity,  including  bactenal  mutahon  tests,  unscheduled  DNA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberraton 
tests,  and  a micronucleus  test 

In  a two-generation,  pennataJ  and  postnatal  fertility  study  in  rats,  doses  ot 
ntzabdme  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproducbon 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect,  but  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  admimstrabon  to  pregnant  New  Zealand  White  rabbits, 
mzabdine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  ft  produced  ventncular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus  mere  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  ft  is  also  not  known  whether  mzabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capacity  Nizabdme  should  be 
used  dunng  pregnancy  only  if  the  potenbal  benefit  justifies  the  potenbal  nsk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0  1%  of  the  administered  oral  dose  of  mzabdine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrabons  Caubon  should  be  exercised  when  admims- 
tenng  mzabdine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  ot  adverse  events  and  laboratory 
test  abnormalibes  are  also  similar  to  those  seen  in  other  age  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposibon  of  mzabdine  Elderly  pabents  may  have 
reduced  renal  funcbon 

Adverse  Reactions:  Clinical  tnals  of  mzabdine  included  almost  5,000  pabents 
given  mzabdine  in  studies  of  varying  durabons  Domesbc  placebo-controlled  trials 
included  over  1 ,900  pabents  given  mzabdine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  the  domesbc  placebo-controlled  tnals,  sweabng  (1%  vs 
0 2%).  urbcana  (0  5%  vs  < 0 01%),  and  somnolence  (2  4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  mzabdine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
mzabdine 

Hepatic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
[AST],  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 
possibly  or  probably  related  to  mzabdine  In  some  cases,  there  was  marked 
elevabon  of  SGOT,  SGPT  enzymes  (greater  than  500 IU/L)  and.  in  a single  instance. 
SGPT  was  greater  than  2.000  IU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalibes  in  placebo-treated 
pabents  All  abnormalibes  were  reversible  after  disconbnuabon  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  contusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  tnals  showed 
no  evidence  of  anbandrogemc  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomasba  occurred 
Hematoloaic  - Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
treated  with  Axid  and  another  H?-receptor  antagonist  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integumental  - Sweabng  and  urbcana  were  reported  significantly  more  fre- 
quently in  mzabdine-  than  in  placebo-treated  pabents  Rash  and  exfoliative  dermab- 
bs  were  also  reported 

Hypersensitivity  - As  with  other  H-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  admimstrabon  of  mzabdine  have  been  reported  Because  cross-sen- 
sibvrty  in  this  class  of  compounds  has  been  observed,  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensitivity  reacbons  (eg,  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Other  - Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia,  fever,  and  nausea  related  to  mzabdine  admimstrabon  have  been 
reported 


Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 

Signs  and  Symptoms  - There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  mzabdine  have  exhibited 
cholinergic -type  effects,  including  lacnmabon,  saltvabon.  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  ma/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  3u1 
mg/kg  and  232  mg/kg  respectively 

Treatment  - To  obtain  up-to-date  informabon  about  the  treatment  ot  overdose,  a 


good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbeis 
of  certified  poison  control  centers  are  listed  in  the  Physicians  Desk  Reference 


(PDR)  In  managing  overdosage,  consider  the  possibility  of  mutbple  drug  over- 
doses, interacbon  among  drugs,  and  unusual  drug  kinebcs  in  your  pabent 
If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitonng  and  supportive  therapy  Renal  dialysis  for 
lour  to  six  hours  increased  plasma  clearance 
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nizatidine 

Enhances  compliance 
and  convenience 


Patients  appreciate  Axid , 300  mg, 

in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = 100) 1 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time - 

at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 

promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  available  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


Additional  intormation  available  to  the 
profession  on  request 


1 . Data  on  file,  Lilly  Research  Laboratories 
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HELPING  TO  ACHIEVE 
THE  FOUR  GOALS  OF 
ANTIHYPERTENSIVE  THERAPY... 


CARDIZEMSR 


(diltiazem  HCDSS^Si? feMe 
For  hypertension 


Controls  blood  pressure2  6 


Maintains  well- 


2-6 


Helps  prevent  end-organ  complications7  8 
Helps  reduce  cardiovascular  risks2  5 9 


0930A9 


Please  see  brief  summary  of  prescribing  informafion  on  nexf  page 


Starting  Dosage: 


90  mg  bid* 

Also  Available: 
120-mg  capsules 

‘Dosage  must  be  adjusted  to  each 
patient’s  needs,  starting  with  60  to  120 
mg  twice  daily. 


BRIEF  SUMMARY 
CARDIZEM  SR 
(diltiazem  hydrochloride) 

Sustained  Release  Capsules 
CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus  syndrome  except 
in  the  presence  of  a functioning  ventricular  pacemaker,  (2)  patients  with  second- 
or  third-degree  AV  block  except  in  the  presence  of  a functioning  ventricular 
pacemaker,  (3)  patients  with  hypotension  (less  than  90  mm  Hg  systolic), 
(4)  patients  who  have  demonstrated  hypersensitivity  to  the  drug,  and  (5)  pa- 
tients with  acute  myocardial  infarction  and  pulmonary  congestion  documented 
by  x-ray  on  admission. 

WARNINGS 

1 , Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory  periods  without 
significantly  prolonging  sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome.  This  effect  may  rarely  result  in  abnormally  slow  heart  rates 
(particularly  in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (nine  of  2,  111  patients  or  0.43%)  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive  effects  on  cardiac  conduc- 
tion. A patient  with  Prinzmetal's  angina  developed  periods  of  asystole  (2  to 
5 seconds)  after  a single  dose  of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative  inotropic  effect 
in  isolated  animal  tissue  preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction  in  cardiac  index  nor 
consistent  negative  effects  on  contractility  (dp/dt)  An  acute  study  of  oral 
diltiazem  in  patients  with  impaired  ventricular  function  (election  fraction 
24%  ± 6%)  showed  improvement  in  indices  of  ventricular  function  without 
significant  decrease  in  contractile  function  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  (diltiazem  hydrochloride)  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  limited.  Caution  should  be 
exercised  when  using  this  combination 

3 Hypotension.  Decreases  in  blood  pressure  associated  with  CARDIZEM  therapy 
may  occasionally  result  in  symptomatic  hypotension. 

4 Acute  Hepatic  Injury  Mild  elevations  of  transaminases  with  and  without 
concomitant  elevation  in  alkaline  phosphatase  and  bilirubin  have  been 
observed  in  clinical  studies.  Such  elevations  were  usually  transient  and 
frequently  resolved  even  with  continued  diltiazem  treatment.  In  rare  in- 
stances. significant  elevations  in  enzymes  such  as  alkaline  phosphatase. 
LDH,  SGOT,  SGPT,  and  other  phenomena  consistent  with  acute  hepatic  injury 
have  been  noted.  These  reactions  tended  to  occur  early  after  therapy  initiation 
(1  to  8 weeks)  and  have  been  reversible  upon  discontinuation  of  drug  therapy 
The  relationship  to  CARDIZEM  is  uncertain  in  some  cases,  but  probable  in 
some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabolized  by 
the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  monitored  at  regular  mter- 
•vals.  The  drug  should  be  used  with  caution  in  patients  with  impaired  renal  or 
hepatic  function.  In  subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  of  diltiazem  were  associated  with  hepatic  damage. 
In  special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher  in  rats 
were  associated  with  histological  changes  in  the  liver  which  were  reversible  when 
the  drug  was  discontinued.  In  dogs,  doses  of  20  mg/kg  were  also  associated  with 
hepatic  changes;  however,  these  changes  were  reversible  with  continued  dosing 
Dermatological  events  (see  ADVERSE  REACTIONS  section)  may  be  transient 
and  may  disappear  despite  continued  use  of  CARDIZEM  However,  skin  eruptions 
progressing  to  erythema  multiforme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported.  Should  a dermatologic  reaction  persist,  the  drug  should  be 
discontinued. 

Drug  Interaction  Due  to  the  potential  for  additive  effects,  caution  and  careful 
titration  are  warranted  in  patients  receiving  CARDIZEM  concomitantly  with  any 
agents  known  to  affect  cardiac  contractility  and/or  conduction  (See  WARNINGS.) 
Pharmacologic  studies  indicate  that  there  may  be  additive  effects  in  prolonging 
AV  conduction  when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

As  with  all  drugs,  care  should  be  exercised  when  treating  patients  with 
multiple  medications.  CARDIZEM  undergoes  biotransformation  by  cytochrome 
P-450  mixed  function  oxidase.  Coadministration  of  CARDIZEM  with  other  agents 
which  follow  the  same  route  of  biotransformation  may  result  in  the  competitive 
inhibition  of  metabolism.  Oosages  of  similarly  metabolized  drugs,  particularly 
those  of  low  therapeutic  ratio  or  in  patients  with  renal  and/or  hepatic  impairment. 


CARDIZEM SR 

(cliltazern  HCI)  SS8 
For  hypertension 


release 


EFFECTIVE  MONOTHERAPY 
WITH  HIGH 
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may  require  adjustment  when  starting  or  stopping  concomitantly  administered 
CARDIZEM  to  maintain  optimum  therapeutic  blood  levels. 

Beta-blockers;  Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually  well 
tolerated,  but  available  data  are  not  sufficient  to  predict  the  effects  of  concomi- 
tant treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction 
abnormalities. 

Administration  of  CARDIZEM  (diltiazem  hydrochloride)  concomitantly  with 
propranolol  in  five  normal  volunteers  resulted  in  increased  propranolol  levels  in 
all  subjects  and  bioavailabilityof  propranolol  was  increased  approximately  50% 
If  combination  therapy  is  initiated  or  withdrawn  in  conjunction  with  propranolol, 
an  adjustment  in  the  propranolol  dose  may  be  warranted.  (See  WARNINGS.) 

Cimetidine;  A study  in  six  healthy  volunteers  has  shown  a significant  increase 
in  peak  diltiazem  plasma  levels  (58%)  and  area-under-the-curve  (53%)  after  a 
1-week  course  of  cimetidine  at  1,200  mg  per  day  and  diltiazem  60  mg  per  day 
Ranitidine  produced  smaller,  nonsignificant  increases  The  effect  may  be  me- 
diated by  cimetidine's  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  diltiazem  Patients 
currently  receiving  diltiazem  therapy  should  be  carefully  monitored  for  a change 
in  pharmacological  effect  when  initiating  and  discontinuing  therapy  with  cimeti- 
dine An  adjustment  in  the  diltiazem  dose  may  be  warranted 

Digitalis;  Administration  of  CARDIZEM  with  digoxm  in  24  healthy  male  sub- 
jects increased  plasma  digoxm  concentrations  approximately  20%  Another 
investigator  found  no  increase  in  digoxm  levels  in  12  patients  with  coronary 
artery  disease  Since  there  have  been  conflicting  results  regarding  the  effect  of 
digoxm  levels,  it  is  recommended  that  digoxm  levels  be  monitored  when  initiat- 
ing, adjusting,  and  discontinuing  CARDIZEM  therapy  to  avoid  possible  over-  or 
under-digitalization.  (See  WARNINGS ) 

Anesthetics:  The  depression  of  cardiac  contractility,  conductivity,  and  auto- 
maticity  as  well  as  the  vascular  dilation  associated  with  anesthetics  may  be 
potentiated  by  calcium  channel  blockers.  When  used  concomitantly,  anesthetics 
and  calcium  blockers  should  be  titrated  carefully. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 24-month  study  in 
rats  and  a 21-month  study  in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial  tests  No  intrinsic  effect  on 
fertility  was  observed  in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  conducted  in  mice, 
rats,  and  rabbits.  Administration  of  doses  ranging  from  five  to  ten  times  greater 
(on  a mg.  kg  basis)  than  the  daily  recommended  therapeutic  dose  has  resulted  in 
embryo  and  fetal  lethality  These  doses,  in  some  studies,  have  been  reported  to 
cause  skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was  some 
reduction  in  early  individual  pup  weights  and  survival  rates  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore,  use 
CARDIZEM  in  pregnant  women  only  if  the  potential  benefit  justifies  the  potential 
risk  to  the  fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human  milk.  One  report  suggests 
that  concentrations  in  breast  milk  may  approximate  serum  levels.  If  use  of 
CARDIZEM  is  deemed  essential,  an  alternative  method  of  infant  feeding  should 
be  instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to  date,  but  it 
should  be  recognized  that  patients  with  impaired  ventncular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded  from  these  studies. 

The  adverse  events  described  below  represent  events  observed  in  clinical  studies 
of  hypertensive  patients  receiving  either  CARDIZEM  Tablets  or  CARDIZEM  SR 
Capsules  as  well  as  experiences  observed  in  studies  of  angina  and  during  market- 
ing The  most  common  events  in  hypertension  studies  are  shown  in  a table  with 
rates  in  placebo  patients  shown  for  companson.  Less  common  events  are  listed  by 
body  system;  these  include  any  adverse  reactions  seen  in  angina  studies  that  were 
not  observed  in  hypertension  studies  In  all  hypertensive  patients  studied  (over 
900),  the  most  common  adverse  events  were  edema  (9%),  headache  (8%). 
dizziness  (6%).  asthenia  (5%).  sinus  bradycardia  (3%),  flushing  (3%),  and  1 AV 
block  (3%)  Only  edema  and  perhaps  bradycardia  and  dizziness  were  dose  related 
The  most  common  events  observed  in  clinical  studies  (over  2,100  patients)  of 
angina  patients  and  hypertensive  patients  receiving  CARDIZEM  Tablets  or 
CARDIZEM  SR  Capsules  were  lie,  greater  than  1%)  edema  (5  4%),  headache 
(4  5%),  dizziness  (3  4%).  asthenia  (2  8%),  first-degree  AV  block  (1.8%),  flushing 
(1.7%).  nausea  (1.6%).  bradycardia  (1.5%),  and  rash  (1.5%). 


DOUBLE  BLIND  PLACEBO  CONTROLLED 
HYPERTENSION  TRIALS 

Adverse 

Diltiazem 
N=315 
# pts  (%) 

Placebo 
N=211 
# pts  (%) 

headache 

38  (12%) 

17  (8%) 

AV  block  first  degree 

24  (7  6%) 

4 (1.9%) 

dizziness 

22  (7%) 

6 (2.8%) 

edema 

19(6%) 

2 (0.9%) 

bradycardia 

19(6%) 

3 (1.4%) 

ECG  abnormality 

13(41%) 

3 (1  4%) 

asthenia 

10  (3.2%) 

1 (0.5%) 

constipation 

5(16%) 

2 (0  9%) 

dyspepsia 

4(13%) 

1 (0.5%) 

nausea 

4(1.3%) 

2 (0.9%) 

palpitations 

4 (13%) 

2 (0.9%) 

polyuria 

4 (1  3%) 

2 (0  9%) 

somnolence 

4(1.3%) 

alk  phos  increase 

3(1%) 

1 (0  5%) 

hypotension 

3(1%) 

1 (0  5%) 

insomnia 

3(1%) 

1 (0.5%) 

rash 

3 (1%) 

1 (0.5%) 

AV  block  second  degree 

2 (0  6%) 

In  addition,  the  following  events  were  reported  infrequently  (less  than  1%)  or 
have  been  observed  in  angina  trials.  In  many  cases,  the  relation  to  drug  is 
uncertain 

Cardiovascular  Angina,  arrhythmia,  bundle  branch  block,  tachycardia,  ven- 
tricular extrasystoles,  congestive  heart  failure,  syncope 
Nervous  System:  Amnesia,  depression,  gait  abnormality,  hallucinations,  ner- 
vousness, paresthesia,  personality  change,  tinnitus,  tremor, 
abnormal  dreams. 

Gastrointestinal;  Anorexia,  diarrhea,  dysgeusia,  mild  elevations  of  SGOT,  SGPT. 

and  LDH  (see  hepatic  warnings),  vomiting,  weight  increase, 
thirst 

Dermatological  Petechiae,  pruritus,  photosensitivity,  urticaria 
Other  Amblyopia,  CPK  increase,  dyspnea,  epistaxis,  eye  irritation, 

hyperglycemia,  sexual  difficulties,  nasal  congestion,  noctuna, 
osteoarticular  pain,  impotence,  dry  mouth. 

The  following  postmarketing  events  have  been  reported  infrequently  in  pa- 
tients receiving  CARDIZEM  alopecia,  gingival  hyperplasia,  erythema  multiforme, 
and  leukopenia  Definitive  cause  and  effect  relationship  between  these  events 
and  CARDIZEM  therapy  cannot  yet  be  established 
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for  healthful  dietary  decision-making! 

Just  give  us  a call  today  to  find  out  more. 
And  ask  for  your  free  copy  of  “Exploring  Meat 
& Health,”  an  indispensable  guidebook  for 
anyone  concerned  with  diet  and  nutrition! 

The  New  York  Beef  Industry  Council . . . 
Your  prime  source  for  healthy  beef  information! 


Beef  Hot  Line 

1-800-292-NYBC 

New  York  Beef  Industry  Council 
RD 1,  Box  85  Rome,  New  York  13440 
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MEETINGS  AND 
LECTURES 


Where  do  you  go 
when  you  need  to  know 
more  about  your 
senior  patients? 


The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 


MAY  1989 

AROUND  THE  STATE 


ALBANY 

May  4-5.  The  Use  of  the  Saphenous 
Vein  In-Situ  as  an  Arterial  Bypass.  Al- 
bany Medical  College  & Desmond 
Americana  Inn.  May  5.  AIDS  Confer- 
ence. Marriott  Hotel.  May  18.  Derma- 
tology Teaching  Day.  Contact:  Diane 
M.  Martin,  Office  of  CME,  Albany 
Medical  College,  47  New  Scotland 
Ave,  Albany,  NY  12208.  Tel:  (518) 
445-5828. 


SENIOR 


PATIENT 


Well  take  good  care  of  you. 


Coming  in  the  May/June  issue: 

■ Why  one  nursing  home  and  not  another? 

■ Helping  patients  with  hearing  problems 

■ How  hard  should  we  try  to  get  older  patients 
to  stop  smoking? 

■ Caring  for  diabetic  foot  ulcers 


Read  Every  Issue  from  Cover  to  Cover! 


BRONX 

May  24.  The  History  of  Drug  Abuse  and 
Narcotic  Control.  Contact:  Mark  L. 
Taff,  MD,  President,  New  York  Society 
of  Forensic  Sciences,  1 30  Gold  PI,  Mal- 
verne,  NY  11565.  Tel:  (516)  887-4691. 


MANHATTAN 

May  1-5.  Surgical  Neuroangiography. 

36  Cat  I Credits.  NYU  Medical  Cen- 
ter. Contact:  NYU  Medical  Center 
Post-Graduate  Medical  School,  550 
First  Ave,  New  York,  NY  10016.  Tel: 
(212)  340-5295. 

May  5.  Rehabilitation  of  the  Elderly. 

Beth  Israel  Medical  Center.  Contact: 
Beverley  R.  Baptiste,  Medical  Educa- 
tion, Beth  Israel  Medical  Center,  First 
Ave  at  E 16th  St,  New  York,  NY 
10003.  Tel:  (212)  420-2849. 

May  12.  The  Impact  of  Transplantation 
on  Nursing  Practice.  NYU  Medical 
Center.  Contact:  NYU  Medical  Center 
Post-Graduate  Medical  School,  550 
First  Ave,  New  York,  NY  10016.  Tel: 
(212)  340-5295. 

May  18-20.  Fourth  International  Sym- 
posium. Vascular  Surgery  1989.  24  Cat 

I Credits.  New  York  Marriott  Marquis. 
Contact:  Ann  J.  Boehme,  CMP,  Asso- 
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VASOTEC 


(ENALAPRJL  MALEATE I MSD) 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
palientsIreatedwithACEinhibitors.  including  VASOTEC  In  suchcases.  VASOTEC  should  be  promptly  discontinuedand the 
patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the  laceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  mL  to  0.5  mL),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRATION  ) Patients  at 
risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  tollowing  conditions  or  characteristics:  heart  failure,  hyponatremia, 
ingh-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adiustments  (See  PRECAUTIONS.  Drug  Interactions  and  ADVERSE  REAC- 
TIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  ol  treatment  and  whenever  the  dose  ot  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  if  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ot  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neutropenia! Agranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  trequently  in  patients  with  renal  impairment,  especially  if  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Peribdic  monitoring  ol  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 


Precautions:  General  Impaired  Renal  Function  As  a consequence  ol  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  lunction  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunction  should  be  monitored  during  the  lirst 
few  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ol  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3.8%  ot  patients,  but  was  not  a cause  lor  discontinuation 

Risk  (actors  tor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  it  at  all.  with  VASOTEC  (See  Drug  Interactions .) 

Surgery/Aneslhesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  lor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  tollowing  the  lirst  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes.  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  tew  days  of  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 

pressure  because  of  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g . sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  sale  and  effective  use  of  this  medication  It  is  not  a disclosure  of  all  possible  adverse  or  intended 
effects. 

Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  therapy  with 
enalapril  The  possibility  ot  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ot  treatment  with  enalapril  It  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  alter  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  ot  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxm  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g . spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Theretore.  il  concomitant  use  ot  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 
VASOTEC 

Lithium  A tew  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  of  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently. 


Pregnancy- Category  C There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  the  maximum  human  dose)  Fetoloxicity.  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ot  1 mg/kg/day  or 
more.  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ot  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  tound  to  cross  the  placenta  tollowing  administration  ol  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be 
used  during  pregnancy  only  il  the  potential  benelit  justifies  the  potential  risk  to  the  tetus 
Nursing  Mothers  Milk  in  lactatmg  rats  contains  radioactivity  tollowing  administration  ot  '<C  enalapril  maleate  II  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10.000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  tound  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  2987  patients 

Hypertension.  The  most  Irequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%).  dizziness 
(4  3%).  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1.4%).  nausea  (14%),  rash  (14%).  cough  (1.3%).  orthostatic  effects  (1.2%).  and  asthenia  (11%) 

Heart  Failure  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%),  hypotension  (6.7%),  orthostatic  effects  (2  2%).  syncope  (2.2%),  cough  (2  2%).  chest  pain  (21%).  and  diarrhea 
(2.1%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  tatigue  (18%).  headache  (18%).  abdominal  pain  (16%).  asthenia  (1 6%),  orthostatic  hypo- 
tension (1.6%),  vertigo  (1.6%).  angina  pectoris  (1.5%),  nausea  (1 3%),  vomiting  (1.3%),  bronchitis  (13%),  dyspnea 
(13%).  urinary  tract  infection  (1 3%),  rash  (13%),  and  myocardial  mlarction  (1.2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction,  rhythm  distur- 
bances. atrial  fibrillation,  palpitation 

Digestive.  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous/Psychiatric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Bronchospasm,  rhinorrhea.  asthma,  upper  respiratory  infection 

Skin  Herpes  zoster,  pruritus,  alopecia,  Hushing,  photosensitivity 

Other  Muscle  cramps,  hyperhidrosis.  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  of  therapy. 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0.5%  ol  patients 
tollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  of  therapy 
in  01%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  ot  therapy  in  1 9%  ol  patients  with  heart  failure. 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  for  discontinuation  in  12%  of  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  01%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests:  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  il  possible,  be  discon- 
tinued tor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS.)  It  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  tor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  the  end  of  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Ad/ustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  >30  mlVmin  (serum  creatinine  ot  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mlimin  (serum  creatinine  s*3  mg/dL),  the  first  dose  is  2.5  mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily. 

Heart  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daily.  After  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  II  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
ol  hypotension  The  appearance  of  hypotension  after  the  initial  dose  of  VASOTEC  does  not  preclude  subsequent  carelul 
dose  titration  with  the  drug,  following  effective  management  ot  the  hypotension  The  usual  therapeutic  dosing  range  lor 
the  treatment  of  heart  lailure  is5  to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg.  Once-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing.  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV).  patients  were 
treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Etlects ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Ad/ustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  lailure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL.  therapy  should  be  initiated  at  2 5 mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS, Drt/g/nfe/ac/!Or».)Thedosemaybeincreasedto2.5mgb  id  .then  5 mg  b.  I d and  higher 
as  needed,  usually  at  intervals  of  four  days  or  more,  it  at  the  time  ol  dosage  adjustment  there  is  not 
excessive  hypotension  or  significant  deterioration  ot  renal  function  The  maximum  daily  dose  is  40  mg 
For  more  detailed  information,  consult  your  MSD  representative  or  see  Prescribing  Intormation.  Merck 
Sharp  & Dohme,  Division  ol  Merck  & Co.,  Inc.,  West  Point.  PA  19486  jevsientaisj 
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The  age  old  challenge.  How  do  you  keep  down  the 
time  it  takes  to  keep  up  to  date? 

The  answer  is  simple. 

You  do  it  with  CONSULTANT. 

CONSULTANT  SOLVES  THE  PROBLEM  OF 
INFORMATION  VS.  TIME.  Period.  The  key: 
CONSULTANTS  unique  editorial  format— EVERYTHING 
YOU  NEED  TO  KNOW,  FROM  CLINICAL  ADVICE  TO 
COST  CONTAINMENT,  in  a quick,  readable,  style. 

And  since  CONSULTANT’S  contributors  are  physician 
authors,  SOME  OF  THE  BRIGHTEST  NAMES  IN 


MEDICINE  ARE  AVAILABLE  FOR  FREE  CONSULTATION. 

Such  as  Henry  Black,  Yale  University  School  of  Medicine; 

Faith  Fitzgerald,  University  of  California  School  of  Medicine 
at  Davis;  Dale  Murphy,  Akron  (Ohio)  City  Hospital; 

Frank  Myers,  College  of  Osteopathic  Medicine,  Athens,  Ohio; 
David  Nash,  University  of  Pennsylvania;  Robert  Rakel, 

Baylor  College  of  Medicine;  Edward  Shahady,  University  of 
North  Carolina  School  of  Medicine. 

THIS  MONTH,  PICK  UP  THE  INFORMATION  YOU  NEED. 
PICK  UP  SOME  TIME  GETTING  IT.  PICK  UP  CONSULTANT. 
CONSULTANT.  Value — cover  to  cover. 


Consultant 


The  Journal  of  Respiratory  Diseases  • The  Journal  of  Critical  Illness  • The  Journal  of  Musculoskeletal  Medicine 
Cliggott  Publishing  Co.  • 55  Holly  Hill  Lane  • Box  4010  • Greenwich,  CT  06830  • (203)  661-0600  • (212)  993-0440 
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I— I PHYSICIANS  RECIPROCAL  INSURERS 


Offering  New  York  State  Physicians  the  Broadest 
Claims-Made  Professional  Liability  Coverage 


OUR  UNIQUE  PROGRAM  INCLUDES... 


■ SELECTIVE 
UNDERWRITING 

■STATEWIDE  DISTRICT 
REPRESENTATIVES 

■ GROUP  PRACTICE 
COVERAGE 

■ NEW  DOCTOR  & 
PART-TIME  RATES 

■ AND  MORE.... 


A preferred  risk  group 

Knowledgeable  and  sensitive  to 
physicians’  concerns 


Aware  of  the  special  needs  and  unique 
situations  of  our  fellow  professionals 


FOR  ADDITIONAL  INFORMATION  CONTACT 

PHYSICIANS  RECIPROCAL  INSURERS 

111  East  Shore  Road,  Manhasset,  New  York  11030 
212/936-3050  • 516/365-6690  • TOLL  FREE  800/632-6040 


Classified 

Advertising 


PHYSICIANS  WANTED 


NORTHERN  NEW  YORK— Directorship,  full-time 
and  part-time  emergency  department  positions 
available  in  scenic  community  with  1 2,000  volume 
emergency  department.  Full  malpractice  insur- 
ance provided.  Benefit  package  available.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Rd.,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  1-800-632-3496  in  Michigan. 


WESTERN  NEW  YORK— Seeking  full-time  physi- 
cians residency  trained  in  emergency  medicine 
or  primary  specialty  for  32,000  volume  emer- 
gency department.  Sign-up  bonus  offered. 
Benefit  package  available  and  full  malpractice 
insurance  coverage  provided.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49694;  1-800- 
253-1795  or  1-800-632-3496  in  Michigan. 


WESTERN  NEW  YORK:  Seeking  director,  full- 
time and  part-time  emergency  department  phy- 
sicians for  moderate  volume  127  bed  hospital 
located  between  Buffalo  and  Rochester.  Ex- 
cellent compensation,  full  malpractice  insur- 
ance coverage  and  benefit  package  available. 
Contact:  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Rd.,  Room  42,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


PHYSICIANS  WANTED— CONT’D 


NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 
and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided,  and 
optional  benefit  package.  Contact:  Emergen- 
cy Consultants,  Inc.,  2240  S.  Airport  Rd.,  Room 
42,  Traverse  City,  Ml  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496. 

INTERNIST  BE/BC:  North  Shore  Internal  Medi- 
cine, PC  is  seeking  an  energetic  general  inter- 
nist to  enjoy  the  benefits  of  a rapidly  expanding 
practice.  New  office  close  to  hospital.  Michi- 
gan State  Medical  School  Campus.  Send  re- 
sume to  2420  First  Avenue  South,  Escanaba, 
Ml  49829  (906)  786-1563. 


PHYSICIANS — Provider  Placement  Services  spe- 
cializes in  the  relocation  of  physicians  through- 
out the  U.S.,  with  special  emphasis  in  the  south- 
east. Currently,  we  have  several  hospitals/ 
clinics/groups  with  openings.  All  fees  paid  by 
employer.  All  inquiries  kept  in  strict  confi- 
dence. No  obligation.  Send  C.V./ Resume  to: 
PPS,  Attn:  Mr.  Scott.  2221  University  Blvd., 
W . Jacksonville,  FL  32217,  or  call  toll  free 
1-800-848-8772. 


INTERNIST  (PRIMARY  CARE)  FOR  JULY  1989: 

BC/E,  to  join  multispecialty  group  practice. 
Position  is  located  at  site  housing  4 internists, 
which  is  part  of  larger  19-internist  department. 
Shared  call  with  competitive  salary  and  benefit 
package.  The  Department  is  affiliated  with  Uni- 
versity teaching  hospital  and  residency  pro- 
gram. Mail  resume  to  Patricia  Hosking, 
GVGHA,  1800  Hudson  Ave.,  Rochester,  NY 
14617.  EOE,  M/F. 


PHYSICIANS  WANTED— CONT’D 


THERE'S  A JOB  FOR  YOU  IN  A SUMMER 
CAMP — Physicians  needed  for  300  camps  in 
the  Northeast.  Contact  the  American  Camping 
Association,  43  West  23  St,  Dept.  (JM),  N.Y., 
N.Y.  10010,  1-800-777-CAMP. 

RESIDENCY  TRAINED  FP  to  join  three  ABFP 
members.  Full  family  practice  including  OB. 
Women  encouraged  to  apply.  Suburban  Roch- 
ester, NY,  Hilton  Health  Care,  279  East  Avenue, 
Hilton,  NY,  14468.  716-392-9100  collect. 

INTERNIST  to  join  a thriving  practice  in  central 
New  York  college  community.  Excellent  cover- 
age, hospital  and  outdoor  recreational  opportu- 
nities. Established  31  years.  Cornell  and  Syra- 
cuse Universities  nearby.  Reply  Dept.  479  c/o 
NYSJM. 

WANTED:  Assistant  Surgeon /House  physician 
for  cardiovascular  and  thoracic  surgical  service. 
Heart  Center  at  St.  Vincent  Charity  Hospital  and 
Health  Center.  Reply  to:  Cardio-Vascular  Sur- 
geons, Inc.,  2322  East  22nd  Street,  Suite  #208, 
Cleveland,  OH  44115-3176.  Excellent  salary 
and  benefits. 

DIAGNOSTIC  RADIOLOGIST,  immediate  opening 
to  join  two  other  Radiologists  in  a large,  multi- 
specialty group  practice,  serving  four  outpatient 
offices  in  Rochester,  New  York.  State-of-the- 
art,  Toshiba  fluoroscopy,  ATL  ultrasound  & 
LoRad  mammography  equipment.  Ultra- 
sound, mammography,  and  CT  experience 
preferable.  32,000  exams/yr.  Please  contact 
Dennis  S.  Moss,  M.D.,  Rochester  Medical 
Group  Associates,  P.C.,  Radiology  Depart- 
ment, 800  Carter  Street,  Rochester,  New  York 
14621,  (716)  338-1400  x4096.  EOE/MF. 
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THE  POWER  TO  PREVENT 
SUBSTITUTIONS  FOR  THE  ONLY 
ZERO-ORDER  ORAL  THEOPHYLLINE 
IS  RIGHT  IN  YOUR  HANDS. 
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THEO-DUR 


(theophylline  anhydrous) 

There’s  no  substitute 
for  success. 

Please  see  following  page  for  brief  summary  of  prescribing  information. 
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PHYSICIANS  WANTED  — CONT’D 


THEO-DUR 

THEOPHYLLINE  (Anhydrous) 

Sustained  Action  Tablets 

INDICATIONS:  THEO-DUR  is  indicated  for  relief  and/or  prevention  of  symptoms  of  asthma  and  for  reversible  broncho 
spasm  associated  with  chronic  bronchitis  and  emphysema 

CONTRAINDICATIONS  THEO-DUR  is  contraindicated  in  individuals  who  have  shown  hypersensitivity  to  theophylline 
or  any  of  the  tablet  components 

WARNINGS:  Status  asthmaticus  should  be  considered  a medical  emergency  and  is  defined  as  that  degree  of  broncho- 
spasm  which  is  not  rapidly  responsive  to  usual  doses  of  conventional  bronchodilators  Optimal  therapy  for  such 
patients  frequently  requires  both  additional  medication,  parenterally  administered,  and  close  monitoring  preferably  in 
an  intensive  care  setting 

Although  increasing  the  dose  of  theophylline  may  bring  about  relief,  such  treatment  may  be  associated  with  toxicity 
The  likelihood  of  such  toxicity  developing  increases  significantly  when  the  serum  theophylline  concentration  exceeds 
20  mcg/ml  Therefore,  determination  of  serum  theophylline  levels  is  recommended  to  assure  maximal  benefit  without 
excessive  risk 

Serum  levels  above  20  mcg/ml  are  rarely  found  after  appropriate  administration  of  recommended  doses  However,  in 
individuals  in  whom  theophylline  plasma  clearance  is  reduced  lor  any  reason,  even  conventional  doses  may  result  in 
increased  serum  levels  and  potential  toxicity  Reduced  theophylline  clearance  has  been  documented  in  the  following 
readily  identifiable  groups  1)  patients  with  impaired  renal  or  liver  function.  2)  patients  over  55  years  of  age,  particularly 
males  and  those  with  chronic  lung  disease,  3)  those  with  cardiac  failure  from  any  cause,  4)  neonates,  and  5)  those 
patients  taking  certain  drugs  (macrolide  antibiotics  and  cimetidme)  Decreased  clearance  of  theophylline  may  be 
associated  with  either  influenza  immunization  or  active  infection  with  influenza 
Reduction  of  dosage  and  laboratory  monitoring  is  especially  appropriate  in  the  above  individuals  Less  serious  signs 
of  theophylline  toxicity  (i.e.  nausea  and  restlessness)  may  occur  frequently  when  initiating  therapy,  but  are  usually 
transient,  when  such  signs  are  persistent  during  maintenance  therapy,  they  are  often  associated  with  serum  concen- 
trations above  20  mcg/ml  Unfortunately.  howevervserious  side  effects  such  as  ventricular  arrhythmias,  convulsions  or 
even  death  may  appear  as  the  first  sign  of  toxicity  without  any  previous  warning  Stated  differently:  serious  toxicity  is 
not  reliably  preceded  by  less  severe  side  effects 

Many  patients  who  require  theophylline  may  exhibit  tachycardia  due  to  their  underlying  disease  process  so  that  the 
cause/effect  relationship  to  elevated  serum  theophylline  concentrations  may  not  be  appreciated 
Theophylline  products  may  cause  dysrhythmia  and/or  worsen  pre-existing  arrhythmias  and  any  significant  change  in 
rate  and/or  rhythm  warrants  monitoring  and  further  investigation 
The  occurrence  of  arrhythmias  and  sudden  death  (with  histological  evidence  of  necrosis  of  the  myocardium)  has 
been  recorded  in  laboratory  animals  (minipigs,  rodents  and  dogs)  when  theophylline  and  beta  agonists  were  adminis- 
tered concomitantly,  although  not  when  either  was  administered  alone  The  significance  of  these  findings  when 
applied  to  human  usage  is  currently  unknown 

PRECAUTIONS.  THEO-DUR  TABLETS  SHOULD  NOT  BE  CHEWED  OR  CRUSHED 

General:  Theophylline  half-life  is  shorter  in  smokers  than  in  non-smokers.  Therefore,  smokers  may  require  larger  or 
more  frequent  doses  Morphine  and  curare  should  be  used  with  caution  in  patients  with  airway  obstruction  as  they 
may  suppress  respiration  and  stimulate  histamine  release  Alternative  drugs  should  be  used  when  possible  Theophyl- 
line should  not  be  administered  concurrently  with  other  xanthine  medications  Use  with  caution  in  patients  with  severe 
cardiac  disease,  severe  hypoxemia,  hypertension,  hyperthyroidism,  acute  myocardial  injury,  cor  pulmonale,  congestive 
heart  failure,  liver  disease,  in  the  elderly  (especially  males)  and  in  neonates  In  particular,  great  caution  should  be  used 
in  giving  theophylline  to  patients  with  congestive  heart  failure  Frequently,  such  patients  have  markedly  prolonged  the- 
ophylline serum  levels  with  theophylline  persisting  in  serum  for  long  periods  following  discontinuation  of  the  drug  In- 
dividuals who  are  rapid  metabolizers  of  theophylline,  such  as  the  young,  smokers,  and  some  non-smoking  adults,  may 
not  be  suitable  candidates  for  once-daily  dosing  These  individuals  will  generally  need  to  be  dosed  at  12  hour  or  some- 
times 8 hour  intervals.  Such  patients  may  exhibit  symptoms  of  bronchospasm  near  the  end  of  a dosing  interval,  or 
may  have  wider  peak-to-trough  differences  than  desired 

Use  theophylline  cautiously  in  patients  with  history  of  peptic  ulcer  Theophylline  may  occasionally  act  as  a local  irri- 
tant to  the  6.1.  tract  although  gastrointestinal  symptoms  are  more  commonly  centrally  mediated  and  associated  with 
serum  drug  concentrations  over  20  mcg/ml 

Information  for  Patients.  The  physician  should  reinforce  the  importance  of  taking  only  the  prescribed  dose  and  time 
interval  between  doses  THEO-DUR  tablets  should  not  be  chewed  or  crushed  When  dosing  THEO-DUR  on  a once  daily 
(q24h)  basis,  tablets  should  be  taken  whole  and  not  split  As  with  any  controlled-release  theophylline  product,  the  pa- 
tient should  alert  the  physician  if  symptoms  occur  repeatedly,  especially  near  the  end  of  the  dosing  interval 
DRUG  INTERACTIONS  Drug-Drug  Toxic  synergism  with  ephedrme  has  been  documented  and  may  occur  with  some 
other  sympathomimetic  bronchodilators.  In  addition,  the  following  drug  interactions  have  been  demonstrated 
Drug  Effect 

Theophylline  with  lithium  carbonate  Increased  excretion  of  lithium  carbonate 

Theophylline  with  propranolol  Antagonism  of  propranolol  effect 

Theophylline  with  cimetidme  Increased  theophylline  blood  levels 

Theophylline  with  troleandomycm.  erythromycin  Increased  theophylline  blood  levels 

Drug -Food  THEO-DUR  100  mg  Sustained  Action  Tablets  have  not  been  adequately  studied  to  determine  whether  their 
bioavailability  is  altered  when  given  with  food  Available  data  suggest  that  drug  administration  at  the  time  of  food  in- 
gestion may  influence  the  absorption  characteristics  of  theophylline  controlled-release  products  resulting  in  serum 
values  different  from  those  found  after  administration  in  the  fasting  state. 

A drug-food  effect,  if  any.  would  likely  have  its  greatest  clinical  significance  when  high  theophylline  serum  levels  are 
being  maintained  and/or  when  large  single  doses  (greater  than  13  mg/kg  or  900  mg)  of  a controlled-release  theophyl- 
line product  are  given 

THEO-DUR  (200.  300.  and  450  mg)  Sustained  Action  Tablets  The  rate  and  extent  of  absorption  of  theophylline  from 
THEO-DUR  200  mg,  300  mg.  and  450  mg  tablets  when  administered  fasting  or  immediately  after  a moderately  high  fat 
content  breakfast  is  similar 

Drug-Laboratory  Test  Interactions:  When  plasma  levels  of  theophylline  are  measured  by  spectrophotometric 
methods,  coffee,  tea,  cola  beverages,  chocolate,  and  acetaminophen  contribute  falsely  high  values 
Carcinogenesis.  Mutagenesis,  and  Impairment  of  Fertility  Long  term  animal  studies  have  not  been  performed  to 
evaluate  the  carcinogenic  potential,  mutagenic  potential,  or  the  effect  on  fertility  of  xanthine  compounds 
Pregnancy.  Category  C-Ammal  reproduction  studies  have  not  been  conducted  with  theophylline  It  is  not  known 
whether  theophylline  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction  capaci- 
ty Xanthines  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  It  has  been  reported  that  theophylline  distributes  readily  into  breast  milk  and  may  cause  adverse  ef 
fects  in  the  infant  Caution  must  be  used  if  prescribing  xanthine  to  a mother  who  is  nursing,  taking  into  account  the 
risk-benefit  of  this  therapy 

Pediatric  Use  Safety  and  effectiveness  of  THEO-DUR  administered 

1 Every  24  hours  in  children  under  12  years  of  age.  have  not  been  established 

2 Every  12  hours  in  children  under  6 years  of  age,  have  not  been  established 

ADVERSE  REACTIONS  The  most  consistent  adverse  reactions  are  usually  due  to  overdose  and  are 

1 Gastrointestinal  nausea,  vomiting,  epigastric  pain,  hematemesis.  diarrhea 

2 Central  nervous  system  headaches,  irritability,  restlessness,  insomnia,  reflex  hyperexcitability,  muscle  twitching, 
clonic  and  tonic  generalized  convulsions. 

3 Cardiovascular  palpitation,  tachycardia,  extrasystoles,  flushing,  hypotension,  circulatory  failure,  ventricular  ar- 
rhythmias 

4 Respiratory  tachypnea 

5 Renal  albuminuria,  increased  excretion  of  renal  tubular  and  red  blood  cells,  potentiation  of  diuresis 

6 Other  rash,  hyperglycemia  and  inappropriate  ADH  syndrome 

OVERDOSAGE  Management  If  potential  oral  overdose  is  established  and  seizure  has  not  occurred 
A Induce  vomiting 

B Administer  a cathartic  (this  is  particularly  important  if  sustained-release  preparations  have  been  taken) 

C Administer  activated  charcoal 
If  patient  is  having  a seizure 
A Establish  an  airway 
B Administer  oxygen 

C Treat  the  seizure  with  intravenous  diazepam.  01  to  03  mg/kg  up  to  10  mg 
D Monitor  vital  signs,  maintain  blood  pressure  and  provide  adequate  hydration 
Post  Seizure  Coma 
A Maintain  airway  and  oxygenation 

B If  a result  of  oral  medication,  follow  above  recommendations  to  prevent  absorption  of  the  drug,  but  intubation  and 
lavage  will  have  to  be  performed  instead  of  inducing  emesis,  and  the  cathartic  and  charcoal  will  need  to  be 
introduced  via  a large  bore  gastric  lavage  tube 

C Continue  to  provide  full  supportive  care  and  adequate  hydration  while  waiting  for  drug  to  be  metabolized  In  gener- 
al. the  drug  is  metabolized  sufficiently  rapid  so  as  not  to  warrant  consideration  of  dialysis,  however  if  serum  levels 
exceed  50  mcg/ml  charcoal  hemoperfusion  may  be  indicated 
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STAFF  PHYSICIANS:  Two  staff  physician  posi- 
tions are  open  in  the  growing  Medical  Division  of 
the  nation’s  largest  proprietary  alcohol  and 
chemical  dependency  facility.  Dually  licensed 
for  alcoholism  and  substance  abuse  services, 
Conifer  Park  is  a modern  facility  on  a campus 
setting,  centered  in  a quiet  area  bounded  by 
Saratoga  Springs,  the  Adirondack  Mountains 
and  the  State  Capital  which  is  the  site  of  Albany 
Medical  College.  Contact:  Robert  D.  O’Con- 
nor, M.D.,  F.A.C.P.,  Medical  Director,  Conifer 
Park,  150  Glenridge  Rd.,  Scotia,  NY  12302, 
(518)  399-6446. 

ANESTHESIOLOGIST:  BC/BE  to  organize  and 

staff  Obstetrical  Anesthesia  Department,  fee  for 
service,  guaranteed  income  for  first  two  years  at 
medium-sized  voluntary  hospital  in  excellent 
community  in  New  York,  Metropolitan  area. 
Position  available  immediately.  Please  reply 
with  complete  C.V.  to  Rockville  Anesthesia 
Group,  165  North  Village  Avenue,  Suite  207, 
Rockville  Centre,  NY  11570. 

CAMP  WAYNE,  N.E.  Pennsylvania,  2%  hrs  from 
N.Y.C.  Physician  and  R.N.'s  needed  for  1,  2 or 
4 weeks.  6/29-7/29/89.  Professional  staff, 
nurses,  private  lake,  tennis,  arts,  sports,  family 
accommodations.  516-889-3217,  or  write  12 
Allevard  St.,  Lido  Beach,  N.Y.  11561. 


POSITIONS  WANTED 


AFFORDABLE  LOCUM  TENENS  AVAILABLE. 

Experienced  board-certified  pediatrician  avail- 
able. C.V.  and  references  on  request.  Hourly 
fee  plus  expenses.  California,  Pennsylvania, 
Maryland,  New  York  and  Utah.  Call  Robert  col- 
lect (805)  485-4160. 


PRACTICES  AVAILABLE 


HOME  WITH  ATTACHED  OFFICE,  Monmouth 
County,  N.J.  Internal  medicine,  family  prac- 
tice, low  overhead,  25  year  patient  base,  5 min- 
utes to  hospital.  Home  has  5 bedrooms,  4 
bathrooms,  excellent  condition.  Call  (201) 
566-4539  after  9 P.M. 


INTERNAL  MEDICINE— Board  Certified  Internist 
on  North  Shore  of  Long  Island  has  an  active  solo 
practice  for  sale.  Suitable  for  one  or  two  doc- 
tors. Fully  equipped.  Excellent  night  and 
weekend  coverage  system.  Will  stay  to  intro- 
duce. Terms  available.  Reply  Dept.  480  c/o 
NYSJM. 


EQUIPMENT 


MEDICAL  OFFICE  FURNITURE.  Examination/ 
EKG  tables  with  or  without  drawers,  desks,  phy- 
sician's scales  (Detecto).  Like  new.  Consider- 
able discount  prices.  Nassau  County.  Call 
(516)  868-4070. 


IF  YOU  RUN  A BUSINESS,  ONE  FINGER 
CAN  TELL  YOU  HOW  MUCH  ISON  HAND. 


Marine  Midland  is  proud  to  bring  you  MARINELEADERf  the  innovative 
PC  package  that  puts  business  banking  at  your  fingertips. 

No  long  lines.  No  sitting  on  hold.  No  running  around.  No  bankers’  hours. 

With  MarineLeader,  you  get  convenient,  cost-effective  service, 

24  hours  a day.  From  any  IBM  PC  or  compatible,  you  can  see  your  daily 
account  balances.  You  can  see  when  checks  have  cleared.  You  can  transfer 
funds.  And  that’s  just  the  beginning. 

Call  us  for  a free  demonstration  at  / IVW^RIINIE 

1-800-752-0552.  And  let  us  show  |^dfj  MIDLAND 
you  how  ManneLeader  can  give  your  BANK 

business  a hand.  Let’s  work  it  out  together. 


APRIL  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  15A 


1989  ANNUAL  CME  ASSEMBLY 

Medical  Society  of  the  State  of  New  York 
The  New  York  Hilton,  New  York  City 
September  15-16, 1989 

"CASE  MANAGEMENT  AND  CLINICAL  CARE  DILEMMAS" 
FRIDAY,  SEPTEMBER  15 

8:30  a. m. -9:30  a.m.  Medical  Technology,  Nassau  A 


9:30a.m. -12:30p.m. 

Gastroenterology/Colon  & Rectal  Surgery,  Sutton  Center 
Computers  in  Medicine,  Nassau  A 

Occupational  & Environmental  Health/Family  Practice,  Murray  Hill  B 
Physical  Medicine  & Rehabilitation,  Murray  Hill  A 
Medical  Liability  Mutual  Insurance  Company,  Sutton  South 

2:00  p.m.-5:00  p.m. 

Chest  Diseases/Radiology,  Sutton  Center 
Cardiovascular  Diseases,  Sutton  South 

American  Medical  Women's  Association/Orthopaedic  Surgery  Society, 
Murray  Hill  A 
Neurology,  Nassau  A 
Neurosurgery,  Murray  Hill  B 

Emergency  Medicine/Critical  Care,  Nassau  B 

SATURDAY,  SEPTEMBER  16 

8:30  a.m. -9:30  a.m.  Medical  Technology,  Murray  Hill  B 


9:30a.m. -12:30  p.m. 

Substance  Abuse,  Sutton  North 

Internal  Medicine  (All  Day),  Sutton  Center 

Neurology/Ophthalmology  (All  Day),  Beekman  Parlor 

Psychiatry  (All  Day),  Nassau  B 

Obstetrics  & Gynecology/Urology,  Murray  Hill  A 

General  Surgery,  Sutton  South 

Dermatology/Plastic  Reconstructive  Surgery,  Nassau  A 

Allergy  & Immunology,  Sutton  North 

2:00  p.m. -5:00  p.m. 

Internal  Medicine  (All  Day),  Sutton  Center 
Neurology/Ophthalmology  (All  Day),  Beekman  Parlor 
Psychiatry  (All  Day),  Nassau  B 
Pediatrics/Forensic  Medicine,  Sutton  North 

Otolaryngology/Neurosurgery/Plastic  Reconstructive  Surgery,  Sutton  South 
Plastic  Surgery,  Regent  Parlor 

CME  CREDITS: 

The  Medical  Society  of  the  State  of  New  York  is  accredited  by  the 
Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  CME 
for  physicians.  The  Medical  Society  of  the  State  of  New  York  designates 
all  CME  activities  in  this  CME  Assembly  as  meeting  the  criteria  for 
Category  1 of  the  AMA,  PRA.  The  credits  are  enumerated  for  each  session. 

□ 
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Mandatory  Medicare  assignment 


The  Medical  Society  of  the  State  of  New  York  (MSSNY) 
prevailed  in  1987  and  1988  in  its  efforts  to  prevent  the 
imposition  of  mandatory  Medicare  assignment.  However, 
the  struggle  is  far  from  over.  The  New  York  Statewide 
Senior  Council  has  made  mandatory  Medicare  assign- 
ment a high  legislative  objective  for  1989. 

If  Massachusetts  Governor  Michael  Dukakis  had  been 
elected  to  the  presidency,  the  issue  may  very  well  have 
been  settled  at  the  national  level,  even  though  Congress 
has  already  rejected  mandatory  assignment.  Now,  it  is 
likely  that  each  state  will  have  to  deal  with  the  issue. 

Physicians  in  New  York  State  and  the  Medical  Society 
of  the  State  of  New  York  have  mounted  a very  strong 
campaign  against  this  legislation.  Our  opposition  involves 
two  levels.  First,  we  have  attacked  the  bill  itself  as  inequi- 
table to  physicians,  nonresponsive  to  legitimate  senior  citi- 
zen needs,  and  possibly  extremely  counterproductive  to 
the  extent  that  it  will  exacerbate  system  access  rather  than 
resolve  it.  We  have  steadfastly  opposed  any  linkage  to  li- 
censure. 

We  have  also  pointed  out  the  already  high  rate  of  as- 
signment acceptance  (80%)  by  New  York  State  physi- 
cians. We  have  actively  pursued  a voluntary  assignment 
acceptance  program:  our  “VAAP”  program,  for  which 
more  than  16,000  physicians  have  signed  up.  We  have  re- 
iterated our  commitment  to  assuring  that  no  senior  is  de- 
nied care  because  of  financial  difficulty.  We  have  offered 
to  work  with  seniors  to  address  the  real  problems  with 
Medicare  coverage  which  clearly  include  the  areas  of  cat- 
astrophic illness  and  long  term  institutional  coverage. 

We  have  tried  to  point  out  the  rigorous  statutory  and 
regulatory  physician  fee  controls  already  present  in  Medi- 
care at  the  federal  level.  We  have  pointed  out  that  this  is  a 
complex  federal  program  and  that  modifying  it  on  a state 
by  state  basis  is  bound  to  aggravate  an  already  confusing 
bureaucratic  process. 

We  have  repeatedly  asked  seniors,  who  justify  assign- 
ment at  least  partially  on  the  basis  of  inadequate  financial 
means,  why  they  adamantly  refuse  to  consider  a means 
test.  We  have  pointed  out  that  the  new  catastrophic  pro- 
gram under  Medicare  contains  a means  test,  albeit  one 
based  on  premium  payments. 

Whatever  the  merit  of  the  argument  that  Medicare  is 


not  adequately  responsive  to  senior  needs  (and  we  agree 
much  must  be  done  to  improve  the  system),  we  will  contin- 
ue to  resist  the  attempt  represented  by  mandatory  assign- 
ment to  simply  shift  the  seniors’  problems  with  Medicare 
to  physicians.  We  at  the  MSSNY  are  regularly  meeting 
with  all  of  the  involved  parties.  These  include  not  only  rep- 
resentatives of  senior  groups  and  involved  government  of- 
ficials, but  other  interested  groups  as  well.  Recently  sever- 
al meetings  were  held  with  representatives  of  Governor 
Cuomo.  We  continue  to  try  to  resolve  this  problem. 

The  danger  of  mandatory  assignment  looms  great  in 
1989.  New  York  State  is  in  very  serious  financial  difficul- 
ty. Major  state  and  federal  tax  reform  has  produced  a po- 
tential budget  shortfall  as  high  as  $2  billion.  Obviously 
there  is  not  going  to  be  a great  deal  of  public  money  for 
Governor  Cuomo  to  put  into  public  programs  in  1989.  He 
is  up  for  re-election  in  1990.  Mandatory  assignment  legis- 
lation, if  he  can  produce  it  for  the  seniors,  gives  a huge 
voting  bloc  its  number  one  priority  without  costing  the 
state  one  nickel!  This  is  truly  a politician’s  dream.  Fur- 
thermore, the  major  leadership  changes  in  the  state  sen- 
ate, with  the  retirement  of  Senate  Majority  Leader  War- 
ren Anderson,  raise  many  questions  about  the  role  that  we 
can  expect  that  body  to  take  in  blocking  mandatory  as- 
signment. However,  the  change  in  senate  leadership  pro- 
vides us  with  a great  opportunity  for  developing  new  and 
stronger  relationships  with  the  senate. 

In  1988  the  senate  chose  not  to  take  up  mandatory  as- 
signment. However,  the  senate  did  prepare  a bill  that 
might  have  been  introduced  if  the  assembly  had  passed  its 
bill.  The  draft  senate  bill  contained  an  elaborate  “means 
test”  which  in  all  likelihood  would  have  been  rejected  by 
seniors. 

The  1989  session  of  the  legislature  convened  during  the 
first  week  of  January.  Before  it  concludes,  more  than 
10,000  legislative  proposals  will  have  been  introduced.  A 
very  large  number  of  these,  perhaps  10%  or  more,  will  in- 
volve health  issues.  Medical  liability,  mandatory  assign- 
ment, Medicaid,  workers’  compensation,  private  insur- 
ance coverages,  the  allied  health  professions,  infectious 
waste,  AIDS,  relicensure  of  physicians,  and  quality  assur- 
ance initiatives  are  but  some  of  the  many  issues  that  will 
be  discussed  in  the  senate  and  in  the  assembly  and  in  the 
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governor’s  office.  Additionally,  the  state  departments  of 
social  services,  insurance,  and,  of  course,  health  will  be 
acting  every  day  on  issues  that  affect  the  professional  lives 
of  physicians. 

Physicians  must  become  involved  both  organizationally 
and  individually.  Basic  changes  in  the  profession  are  oc- 
curring within  the  arena  of  government.  Moreover,  the 
great  majority  of  legislative  and  regulatory  issues  are  not 
specialty-specific.  They  affect  the  entire  profession. 

At  the  direction  of  the  MSSNY’s  leadership,  the  Divi- 
sion of  Governmental  Affairs  has  organized  a group  of 
specialty  society  lobbyists  to  work  together  in  Albany  on 
the  issues  that  confront  all  of  us.  We  are  truly  encouraged 
by  this  new  joint  undertaking.  This  group  will  continue  to 
meet  on  a regular  basis  throughout  the  session  to  enhance 
communication  and  orchestrate  strategy.  Mandatory 


The  tale  of  Ondine:  A curse,  a 


Ancient  as  well  as  modern  fables  and  myths  have  enchant- 
ed readers,  each  story  finding  a way  to  offer  a moral,  or  a 
touch  of  humor  as  the  narrative  draws  to  a close.  Amidst 
the  fantasy  of  such  tales,  however,  a shimmer  of  reality 
sometimes  comes  through.  A common  and  intriguing  ex- 
ample of  physiologic  reality  is  found  in  the  descriptions  of 
altered  patterns  of  both  breathing  and  sleep. 

The  giant  in  “Jack  in  the  Beanstalk”  has  been  well  de- 
scribed as  the  prototype  of  the  sufferer  of  an  obstructive 
breathing  disorder  with  obesity-hypoventilation.1  Be- 
tween his  shouts  of  “Fee-Fi-Fo-Fum,”  the  grouchy  and 
grossly  obese  giant  would  spend  his  time  sleeping,  snoring, 
and  rocking  in  a somnolent  state.  In  contrast,  Snow 
White,  who  suffered  from  a more  prolonged  somnolence, 
was  tricked  into  eating  an  apple  laced  with  poison.  She 
awoke  only  when  a prince  kissed  her  as  she  coughed  out  a 
piece  of  retained  apple.2  While  a part  of  the  picture  would 
seem  to  be  a reversal  of  airway  obstruction,  the  malignant 
narcotic  effects  of  the  fruit  are  clearly  attributed  to  the 
occult  poison.  A barbiturate  with  resultant  coma  would 
resemble  death  and  could  possibly  be  the  offending  drug. 

Sleeping  Beauty  drifted  into  a similar  comatose  state 
after  pricking  her  finger  on  a spindle  and  slept  for  100 
years,  until  the  curse  expired  as  a rescuing  prince  ap- 
peared to  awaken  her.3  Rip  Van  Winkle,  a “thirsty  soul,” 
also  had  difficulty  with  prolonged  sleep.  He  quaffed  an 
excessive  amount  from  a keg  of  liquor  and  slept  for  20 
years  in  an  alcoholic  stupor,  albeit  of  prodigious  dura- 
tion.4 And,  more  recently,  Joe,  the  wonderfully  fat  boy  of 
The  Pickwick  Papers , so  typified  the  obese  patient  with 
sleep  apnea  and  hypoventilation  that  he  gave  rise  to  the 
term  “Pickwickian”  to  describe  that  special  type  of  sleep 
disorder.5-6 

Of  all  the  charming  stories  relevant  to  sleep  and  breath- 
ing, the  most  intriguing  may  still  be  the  story  of  the  water- 


Medicare  assignment  is  among  the  most  important  issues 
being  dealt  with  by  this  new  group. 

We  must  not  let  those  who  do  not  share  our  commit- 
ment to  an  enhanced  health  care  system  divide  us,  pick  us 
apart,  and,  having  done  so,  overwhelm  us  with  their  own 
agendas.  We  must  remain  united  in  these  difficult  times. 
It  is  well  to  remember  that  “tough  times  do  not  last,  but 
tough  people  do!” 

DONALD  F.  FOY 
Executive  Vice-President 

GERARD  L.  CONWAY,  JD 
Director 

Division  of  Governmental  Affairs 
Medical  Society  of  the  State  of  New  York 
Lake  Success,  NY  1 1042 


kiss,  a clasp,  and  a comment 


nymph,  Ondine,  and  the  vivid  curse  that  bears  her  name. 
The  legend  of  Ondine  has  been  traced  back  as  far  as  Para- 
celsus, where  a female  water  spirit,  the  Undine,  acquired  a 
soul  through  marriage.  (Some  versions  also  required  the 
Undine  to  bear  a child  to  obtain  a soul.)  The  tale  was 
picked  up  and  modified  by  de  la  Motte-Fouque  into  a sto- 
ry, “Undine,”  which  was  so  popular  that  it  was  turned  into 
an  opera,  a ballet,  and  subsequent  prose  works  by  other 
authors.  These  tell  of  the  mermaid,  or  Undine,  daughter 
of  a water  prince,  who  marries  a mortal,  the  questing 
knight,  Count  Huldbrand.  The  count  brings  her  to  his  cas- 
tle but  then  rekindles  a relationship  with  his  former  lover, 
Bertalda,  and  rejects  Undine.  While  Bertalda  is  sailing  on 
the  Danube,  a water  spirit  snatches  a necklace  from  her 
which  had  been  a gift  from  the  count.  Undine  also  sur- 
faces from  the  river  and  offers  a more  beautiful  necklace 
to  the  count.  Huldbrand,  in  anger,  curses  Undine,  com- 
mands her  to  return  to  the  water,  and  then  marries  Ber- 
talda, believing  himself  rid  of  Undine.  At  their  wedding 
ceremony,  when  Bertalda  opens  a water  fountain,  Undine 
comes  forth  and  Huldrand  is  reminded  of  his  faithless- 
ness. He  dies  with  Undine’s  “kiss”  on  his  lips.  The  play 
version  of  Giraudoux  portrays  Ondine’s  father,  the  king  of 
the  water  spirits,  as  requiring  the  death  of  Hans  (Huld- 
brand) for  his  faithlessness.  The  “curse”  of  Hans  means 
that  during  one  moment  of  inattention,  he  would  forget  to 
see,  move,  hear,  or  breathe.  He  “died  because  breathing 
bored  him.”7  A final  version  of  the  tale  of  Ondine  includes 
her  embrace  of  this  mortal  man,  fatally  squeezing  his  last 
breath  away.8-9 

Several  authors  of  articles  on  Ondine’s  curse  have  erred 
as  to  her  sex,  occupation,  subject  of  the  curse,  or  details  of 
the  myth.  Poor  Ondine  was  even  blamed  for  having  ut- 
tered the  curse  or  committing  the  infidelity.7  It  is  no  won- 
der, with  all  the  confusion,  that  one  commentator  has,  in 
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jest,  recommended  that  the  eponym  be  applied  most  cor- 
rectly to  “death  from  vigorous  kissing  and  clasping,  pref- 
erably by  a nymph.”10 

Physicians,  too,  have  found  another  use  for  this  tale  of 
the  sudden  cessation  of  breathing.  The  first  application  of 
the  eponym  “Ondine’s  curse”  in  the  medical  literature 
was  in  1962,  when  Severinghaus  and  Mitchell1 1 described 
three  patients  with  prolonged  periods  of  apnea  even  when 
awake,  who  nevertheless  retained  the  capability  of  hyper- 
ventilating on  command.  In  each  of  these  cases,  the  onset 
of  the  disorder  involved  surgery  to  the  high  cervical  spinal 
cord  or  brain  stem.  Artificial  respiration  was  needed,  as 
sleep  apnea  occurred  in  all.  One  patient  ultimately  died  in 
apnea  and  two  survived.  Damage  to  the  medullary  carbon 
dioxide  chemoreceptors  was  suspected.11 

Normal  autonomic  and  voluntary  control  of  respiration 
is  mediated  by  two  separate  neural  mechanisms.  These 
interconnected  impulses  are  regulated  by  a series  of  posi- 
tive and  negative  feedback  loops  which  innervate  the  in- 
spiratory muscles  of  respiration  while  inhibiting  the  expi- 
ratory muscles,  and  vice  versa. 

Autonomic  respiration  is  stimulated  by  a rhythmic  dis- 
charge of  neurons  in  the  medullary  pattern  generator  (the 
respiratory  center).  This  discharge  is  spontaneous,  but 
modified  by  chemical  stimuli  such  as  hypercapnea  via  in- 
creased hydrogen  ion  concentration  in  the  cerebral  spinal 
fluid,  and  by  hypoxemia  or  acidemia  via  the  carotid  and 
aortic  bodies.  Non-chemical  stimuli  may  also  affect 
breathing  via  afferents  from  inflation  and  deflation  lung 
receptors,  via  afferents  for  sneezing,  coughing,  swallow- 
ing, and  yawning,  and  from  arterial,  atrial,  ventricular, 
and  pulmonary  baro-receptors. 

The  respiratory  center  comprises  at  least  two  groups  of 
inspiratory  neurons,  both  located  in  the  medulla.  Dorso- 
medially  in  the  nucleus  tractus  solitarius  (NTS)  is  the  set 
which  supplies  the  rhythmic  drive  to  the  contralateral 
phrenic  neurons;  and  ventrally  and  laterally  is  the  second 
group  comprising  two  divisions.  One  division  seems  to  be 
mainly  concerned  with  laryngeal  and  bronchial  skeletal 
muscle  activity  as  well  as  bronchomotor  control.  The  sec- 
ond division  is  near  the  nucleus  retroambiguous  (NRA) 
and  drives  the  intercostal  and  expiratory  muscles.  It  ap- 
pears as  if  the  NTS  sets  the  respiratory  pattern  as  well  as 
drives  the  diaphragms,  as  these  neurons  send  axons  to  the 
NRA;  but  no  axons  connect  the  NRA  to  the  NTS.  Neu- 
rons in  the  nucleus  parabrachialis  medialis  (NPBM)  of 
the  pons  also  have  a regulatory  effect  on  neuron  thresh- 
olds and  are  involved  with  the  characteristic  prolonged  in- 
spiratory pauses  of  apneustic  breathing.  This  effect  is 
overcome  with  time,  suggesting  that  the  NPBM  is  not  es- 
sential for  the  genesis  of  phasic  respiratory  activity. 

Voluntary  breathing,  especially  necessary  in  those  pa- 
tients afflicted  with  Ondine’s  curse,  is  regulated  by  neu- 
rons located  in  the  cerebral  cortex,  sending  impulses  di- 
rectly to  the  respiratory  motor  neurons  via  the 
corticospinal  tracts.12-13 

Although  the  initial  descriptions  of  Ondine’s  curse  in- 
cluded mostly  adults  with  a form  of  alveolar  hypoventila- 
tion after  birth,  the  term  was  soon  expanded  to  include  the 
pediatric  age  group  with  a report  of  alveolar  hypoventila- 
tion from  a congenital  defect  in  the  central  control  of 
automatic  respiration.14  Despite  the  alveolar  hypoventila- 


tion while  asleep,  these  patients’  arterial  blood  gas  levels 
were  normal  while  they  were  awake.  With  reduced  re- 
sponsiveness to  inhaled  carbon  dioxide,  retention  of 
carbon  dioxide  ensued. 

Idiopathic  hypoventilation  has  also  been  associated 
with  aganglionosis  of  the  colon  (Hirschsprung  disease).  A 
developmental  deficit  of  stem  serotonergic  nerve  cells  in 
these  regions  of  the  gastrointestinal  plexus  and  the  lower 
brain  stem  has  been  proposed  as  the  causative  factor.1516 

An  additional  case  of  brainstem  dysfunction  manifest- 
ing as  Ondine’s  curse  followed  a near  drowning  episode. 
Postmortem  neuropathologic  findings  one  year  after  near 
drowning  demonstrated  only  brain  stem  defects  in  the  nu- 
cleus ambiguous,  nucleus  retroambiguous,  and  the  nucle- 
us of  the  solitary  tract.17  Finally,  in  addition  to  bilateral 
medullary  damage  to  the  respiratory  neurons,  a unilateral 
medullary  infarct  may  acutely  compromise  automatic  res- 
piration as  well.18  Accordingly,  it  would  seem  that  Ondine’s 
curse  may  arise  from  such  disparate  causes  as  brain  stem 
trauma,  surgery,  hypoxia-ischemia,  infarction,  or,  rarely, 
as  a congenital  phenomenon. 

Although  breathing  is  normally  an  automatic  process 
with  impulses  from  the  brainstem,  the  cortex  has  the  ca- 
pacity to  override  these  respiratory  centers  when  volun- 
tary control  is  wanted.  Breath  holding,  so  common  in  in- 
fants below  the  age  of  two  years,  or  hyperventilation  are 
examples  of  such  voluntary  control.  A form  of  forced  hy- 
perventilation before  submergence  in  swimming  is  also 
well  known  and  may  lead  to  apneic  episodes  with  some- 
times tragic  consequences.  The  body  depletes  carbon  di- 
oxide by  rapid  respiration  and  while  the  swimmer  is  un- 
derwater for  a period  of  time,  hypoxia  may  cause  loss  of 
consciousness  before  the  respiratory  center  is  able  to  inter- 
vene to  trigger  a breath.  Ondine’s  curse,  in  contrast,  is  a 
case  of  a loss  of  automatic  breathing.  Although  some  au- 
thors have  classified  Ondine’s  curse  as  a primary  or  idio- 
pathic hypoventilation  syndrome,19-20  this  is  not  so  clearly 
the  case. 

Alveolar  hypoventilation  encompasses  a number  of  dif- 
ferent disorders  which  result  in  an  elevation  of  the  arterial 
carbon  dioxide  blood  gas  tension.  Decreased  peripheral 
chemoreceptor  drive,  peripheral  motor  neuron  disease, 
muscular  diseases,  chest  wall  deformities,  and  obstructive 
airway  disease  are  principal  causes  of  alveolar  hypoventi- 
lation. A decreased  central  drive  may  also  cause  alveolar 
hypoventilation  and  may  be  associated  with  drugs  (seda- 
tives, barbiturates),  metabolic  alkalosis,  myxedema,  and 
neurologic  disease  (encephalitis).21  Over  the  past  decade, 
descriptions  of  patients  with  obesity-hypoventilation  and 
sleep  apnea  have  been  added  to  the  list  of  disturbances 
responsible  for  hypercapnea.  When  the  etiology  of  alveo- 
lar hypoventilation  is  not  clear,  and  pulmonary  function 
studies  are  normal,  the  term  primary  alveolar  hypoventi- 
lation is  commonly  used. 

In  this  issue  of  the  Journal , Colp  and  associates20  rekin- 
dle our  thoughts  concerning  Ondine’s  curse.  A 69-year- 
old  patient  is  thought  to  have  a defect  in  central  respira- 
tory drive  following  abdominal  surgery,  recurrent 
pneumonias,  and  prolonged  ventilator  care.  Although  the 
causative  mechanism  for  this  breathing  disturbance  is  not 
clear,  hypoxia,  transient  ischemia,  or  hypotension  may 
have  resulted  in  limited  compromise  to  the  central  medul- 
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lary  center  responsible  for  automatic  breathing.  The  pa- 
tient demonstrated  hypoventilation  and  hypercapnea,  al- 
though the  presence  of  obstructive  sleep  apnea  afterwards 
may  have  led  to  his  carbon  dioxide  retention.  In  their  dis- 
cussion, the  authors  allude  to  the  fact  that  Ondine’s  curse 
may  be  synonymous  with  idiopathic  hypoventilation.  We 
believe,  however,  that  the  two  terms,  Ondine’s  curse  and 
idiopathic  pulmonary  hypoventilation,  are  most  likely 
separate  entities. 

It  would  seem  that  Ondine’s  curse,  with  decreased  cen- 
tral drive,  is  a subset  of  the  larger  disorder  of  central  alve- 
olar hypoventilation.  In  Ondine’s  curse,  respiratory  drive 
and  arterial  blood  gases  are  essentially  normal  while  the 
patient  is  awake,  and  the  patient  can  hyperventilate  on 
command  if  periods  of  apnea  are  present.  During  sleep, 
hypoventilation  and  apnea  occur  from  impaired  automat- 
ic brainstem  respiratory  control,  mechanisms  which  oth- 
erwise allow  for  spontaneous  breathing  during  sleep.  Pa- 
tients with  primary  alveolar  hypoventilation,  in  contrast 
to  those  with  Ondine’s  curse,  manifest  chronic  alveolar 
hypoventilation  during  the  day,  which  is  exaggerated  at 
night.  By  the  time  this  disorder  is  detected,  the  clinical 
manifestations  of  chronic  hypoxemia  and  even  polycythe- 
mia are  already  evident. 

We  applaud  Dr  Colp  and  coworkers  for  treading  into 
the  wilderness  of  confusion  surrounding  the  use  of  the  ep- 
onym  of  Ondine’s  curse.  We  should  try,  however,  to  en- 
courage appropriate  restriction  of  the  reference  to  this 
somewhat  maligned  and  misused  nymph  in  so  many  dif- 
ferent conditions. 

Whether  Ondine  kissed  or  clasped  her  husband  to  death 
depends  on  the  version  of  the  tale,  and  one  can  never  know 
who  cursed  whom.  Any  good  myth  or  fable  has  its  point  or 
moral,  and  Ondine’s  story  certainly  revolves  around  the 
concept  of  faithfulness.  We,  as  physicians,  should  try  to 
assure  fidelity  to  the  myth,  Ondine’s  good  name  and  repu- 
tation, and  apply  the  eponym  of  Ondine’s  curse  only  to 
those  features  with  which  it  was  initially  described,  name- 
ly as  a failure  of  automatic  respiration  during  sleep.  Let  us 


not  hold  our  breath  waiting  for  exactitude  and  constancy 
to  be  applied  to  this  condition. 
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ABSTRACT.  New  York  City,  with  six  medical  schools  and 
an  elaborate  emergency  medical  system,  would  appear  to  be 
a locale  with  optimal  resources  for  coronary  care.  To  assess 
coronary  care  facilities  and  practices,  a comprehensive 
questionnaire  was  prepared  by  a multidisciplinary  commit- 
tee and  submitted  to  72  hospitals.  Seventy-nine  percent  (57/ 
72)  responded,  including  all  medical  school  affiliated  hospi- 
tals and  41  of  the  45  with  more  than  300  beds.  Twenty-nine 
percent  (16/55)  did  not  have  a coronary  care  unit  separate 
from  a general  intensive  care  unit.  Thirty-three  percent  (18/ 
55)  of  coronary  care  units  were  designed  before  1970.  Al- 
though 85%  (46/54)  of  the  coronary  care  units  had  a 1:2 
registered  nurse  per  patient  ratio  during  days,  only  43%  (23/ 

54)  maintained  this  ratio  at  night.  Central  monitoring  was 
available  in  all  hospitals,  but  only  40%  (21/52)  indicated  24- 
hour  continuous  monitor  observation.  Forty-five  percent  (25/ 

55)  had  cardiac  catheterization  facilities,  and  43%  (24/56) 
had  an  intra-aortic  balloon  available.  Forty-six  percent  (26/ 
57)  of  coronary  care  units  transferred  post-myocardial  in- 
farction patients  to  non-monitored  general  beds.  Fifty-eight 
percent  (31/53)  offered  dietary  counseling  to  patients,  and 
33%  (18/54)  had  an  inpatient  cardiac  rehabilitation  pro- 
gram. Thus,  New  York  City  hospitals  demonstrate  a marked 
variability  in  coronary  care  unit  facilities  and  practices  and  a 
substantial  number  of  hospitals  deviate  from  published  rec- 
ommendations for  coronary  care  units. 

(NY  State  J Med  1989;  89:199-205) 

The  development  of  closed-chest  techniques  for  cardiopul- 
monary resuscitation  heralded  the  contemporary  era  of 
coronary  care.1  Because  the  outcome  of  resuscitative  ef- 
forts is  exquisitely  time  dependent,  mobile  life  support 
systems,  heart  care  stations,  and  intensive  care  units  have 
been  developed  for  the  expeditious  diagnosis,  treatment, 
and  prevention  of  catastrophic  coronary  events.  Although 
the  original  goals  of  such  medical  care  systems  were  con- 
ceptually simple,  monitoring  patients  and  treating  ar- 
rhythmias,2 advances  in  medical  technology  and  science 
have  led  to  a substantial  broadening  of  their  purview.  He- 
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modynamic  measurements,  coronary  thrombolysis,  and 
attempts  at  limiting  myocardial  injury  now  fall  within  the 
scope  of  the  coronary  care  unit.3  Computerized  monitor- 
ing systems,  highly  specialized  nurse  practitioners  and 
technologists,  and  comprehensive  health  care  teams  are 
also  available  in  many  hospitals  for  the  treatment  and  re- 
habilitation of  patients  with  coronary  disease.  These 
changes  have  not,  however,  been  made  without  criticism. 
Overuse  of  expensive  technology,  unnecessary  procedures 
and  testing,  the  use  of  still  unproven  treatments,  as  well  as 
the  impersonal  and  insensitive  care  that  a technology-ori- 
ented environment  might  engender  are  concerns  that  have 
been  raised.4  Despite  differences  in  perceptions  of  the  val- 
ue of  these  changes,  consensus  recommendations  for  opti- 
mal care  have  been  developed. 

New  York  City,  with  six  medical  schools  and  an  elabo- 
rate emergency  medical  system,  would  appear  to  be  a lo- 
cale with  optimal  resources  for  coronary  care.  To  deter- 
mine whether  coronary  care  facilities  and  practices  in  this 
city  are  indeed  consistent  with  consensus  recommenda- 
tions, a multidisciplinary  committee  was  established  by 
the  American  Heart  Association,  New  York  City  Affili- 
ate (AHA  NYCA).  The  committee  prepared  a compre- 
hensive questionnaire,  based  in  part  on  the  recommenda- 
tions of  the  Joint  Commission  on  Accreditation  of 
Hospitals  (JCAH)5  and  those  of  the  Coronary  Heart  Dis- 
ease Study  Group  of  the  Intersociety  Commission  for 
Heart  Disease  Resources  (ICHDR),6  and  submitted  it  to 
72  hospitals.  This  article  reports  the  major  findings  of  the 
survey.  (Further  details  may  be  obtained  from  the  Ameri- 
can Heart  Association,  New  York  City  Affiliate.) 

Methods 

The  AHA  NYCA,  as  part  of  a long  range  goal  “to  assess  cur- 
rent standards  for  treatment  of  coronary  heart  disease,”  estab- 
lished a coronary  care  committee.  This  multidisciplinary  group 
comprised  board-certified  cardiologists,  a physician  with  exper- 
tise in  preventive  and  rehabilitative  cardiology,  a coronary  care 
unit  nurse,  a nutritionist,  a bioengineer,  a health  care  administra- 
tor, and  an  epidemiologist.  To  accomplish  its  task  of  determining 
the  state  of  coronary  care  facilities  and  practices  in  New  York 
City,  the  committee  designed  a comprehensive  questionnaire. 

Questionnaire.  The  questionnaire  was  divided  into  five  parts: 
bioengineering,  medical  policies  and  practices,  nursing,  nutri- 
tion, and  cardiac  rehabilitation.  Members  of  the  committee  pre- 
pared questions  in  their  area  of  expertise  using  the  recommenda- 
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tions  of  the  JCAH  and  those  of  the  ICHDR  as  a guide.  All 
questions  were  reviewed  by  the  entire  committee.  A medical  soci- 
ologist with  expertise  in  the  questionnaire  format  and  an  epide- 
miologist were  consulted.  The  questionnaire  was  trial-tested  in 
committee  members’  hospitals.  The  questionnaire  in  its  final 
form  was  separated  into  five  parts,  each  having  its  own  colored 
paper,  and  consisting  of  1,048  questions. 

Distribution.  The  questionnaire  was  sent  to  the  72  New  York 
City  hospitals  listed  in  Health  Facilities  in  Southern  New 
York.1  Of  the  72  hospitals,  46  had  been  designated  as  Emergency 
Heart  Care  Stations  (EHCS).  Hospitals  having  this  designation 
had  voluntarily  met  the  standards  of  the  AHA  NYCA  for  emer- 
gency cardiac  care  and  had  received  site  visits  by  members  to 
certify  that  those  standards  were  being  met. 

The  questionnaires  were  mailed  to  the  coronary  care  unit  di- 
rector of  each  hospital.  An  accompanying  letter  requested  that 
each  section  be  completed  by  those  persons  in  the  hospital  best 
able  to  do  so.  The  chief  of  cardiology  was  advised  of  the  question- 
naire and  was  asked  to  ensure  that  it  was  completed.  To  acquaint 
hospitals  with  the  purpose  of  the  questionnaire  and  to  assist  them 
in  completing  it,  a conference  was  held,  which  was  attended  by 
representatives  of  31  New  York  City  hospitals. 

Response.  The  questionnaires  were  sent  to  the  hospitals  in 
October  1983;  January  1 , 1985,  was  set  as  the  deadline  for  return 
of  completed  questionnaires.  Twenty-three  hospitals  completed 
the  questionnaire  in  response  to  the  original  mailing.  To  obtain  a 
larger  sample,  letters  and  telephone  calls  by  members  of  the  com- 
mittee were  made  to  the  coronary  care  unit  directors  requesting 
return  of  the  completed  questionnaire.  At  the  cut-off  date,  58  of 
the  72  hospitals  had  returned  the  questionnaire.  However,  one 
questionnaire  was  deemed  “unusable,”  and  one,  although  com- 
pleted, did  not  identify  the  hospital.  The  responses  of  this  ques- 
tionnaire were  included  in  the  tabulation  of  data,  but  not  in  the 
comparative  analyses.  Thus,  79%  (57  of  72)  of  the  hospitals  com- 
pleted the  questionnaire.  Table  I shows  the  distribution  of  the 
responding  hospitals  by  bed  number,  hospital  type,  and  EHCS 
certification  status. 


Results 

Biomedical  Engineering.  Seventy-one  percent  (39/55)  of  the  cor- 
onary care  units  (CCUs)  were  freestanding  units,  that  is,  not  part  of 
a larger  intensive  care  unit  (ICU).  Fifteen  percent  (8/55)  were  lo- 
cated in  a surgical  ICU  and  16%  (9/55)  in  a medical  ICU.  Sixty- 
eight  percent  (37/55)  of  the  CCUs  were  designed  between  1966  and 
1980,  with  33%  (18/55)  having  been  designed  between  1966  and 


TABLE  I.  Hospitals  Responding  to  the  Survey 


No.  of  Hospitals 

Percent 

Size 

Number  of  beds 

<300 

15 

27 

>300  and  <600 

20 

36 

>600 

21 

37 

Total 

56 

100 

Type 

Municipal* 

11 

20 

University+ 

7 

12 

Non-university  voluntary 

32 

57 

Proprietary* 

4 

7 

Veterans* 

2 

4 

Total 

56 

100 

Emergency  heart  care  station  certification 

Emergency  heart  care  station 

42 

75 

Nonemergency  heart  care  station 

14 

25 

Total 

56 

100 

* Member  of  New  York  City  Health  and  Hospital  Corporation. 

f A major  teaching  hospital  of  one  of  the  six  New  York  City  medical  schools. 

• Not  used  in  comparative  analysis  because  of  insufficient  numbers. 


TABLE  il.  Coronary  Care  Unit  Beds  and  Services 


Coronary  Care  Unit  Beds 

1-3  beds  4-6  beds  7-9  beds  10-12  beds  >12  beds 
2%  (1/41)  32%  (13/41)  34%  (14/41)  17%  (7/41)  15%  (6/41) 

Cardiovascular  Services  for  Coronary  Care  Unit 

Available 


Services 
Fluoroscopy 
Cardiac  catheterization 
Echocardiography 
Nuclear  medicine 
Cardiac  surgery 


Available 

76% (42/55) 
45%  (25/55) 
82%  (45/55) 
80% (44/55) 
24%  (13/55) 


24  hours  a day 

58%  (32/55) 
29%  (16/55) 
36%  (20/55) 
18%  (10/55) 
22%  (12/55) 


1970.  Twenty  percent  (1 1/55)  of  the  CCUs  had  undergone  renova- 
tions that  required  changes  in  building  structure  since  their  original 
construction,  while  40%  (22/55)  of  responding  hospitals  planned  to 
renovate  their  units.  The  number  of  beds  in  units  that  served  only  as 
a CCU  is  shown  in  Table  II.  In  53%  (29/55)  of  the  CCUs  the  nurse 
could  view  all  patients  directly  from  a nurses’  station.  Closed  circuit 
television  was  used  for  patient  observation  in  35%  (19/55),  in  lieu  of 
direct  patient  observation. 

The  cardiovascular  services  available  to  CCU  patients  are  shown 
in  Table  II.  Sixty  percent  (33/55)  of  the  respondents  had  a room  for 
invasive  procedures  in  or  near  the  CCU.  Fluoroscopy  could  be  per- 
formed in  the  CCU  itself  in  53%  (29/55)  of  the  facilities,  x-ray  in 
85%  (47/55),  echocardiographic  examinations  in  62%  (34/55),  and 
nuclear  medicine  scans  in  25%  (14/55).  In  87%  (48/55)  of  the  units 
there  was  a monitor  permanently  assigned  to  each  bed.  Of  these 
monitors,  58%  (28/55)  were  equipped  with  strip  chart  recorders. 
Central  station  monitoring  was  present  in  98%  (54/56)  of  the  units. 

Medical  Practices  and  Policies.  Admission  Policies.  Ninety-six 
percent  (55/57)  of  hospitals  listed  specific  criteria  for  admission  to 
the  CCU.  The  criteria  are  shown  in  Table  III.  As  is  also  shown  in 
Table  III,  the  medical  house  staff  was  responsible  for  approving  ad- 


TABLE  III.  Admissions  by  Diagnostic  Criteria,  Approval, 
and  Killip  Classification 


No.  of  Percent 


Admission  Diagnostic  Criteria 

Responding  Hospitals  Yes 

No 

Documented  or  suspected  acute  MI 

55 

100 

0 

Unstable  angina  pectoris 

54 

100 

0 

Cardiac  arrhythmias 

55 

98 

2 

Pacemaker  malfunction 

53 

96 

6 

Patients  requiring  hemodynamic 
monitoring 

50 

94 

6 

Pulmonary  edema 

51 

84 

16 

Elective  cardioversions 

54 

80 

20 

Post-cardiac  arrest 

54 

94 

6 

Patients  on  respirators 

49 

39 

61 

Approval  of  Admissions 

Intern 

Resident 

Cardiac  fellow 

Service  attending 

Private  attending 

Director 


Approves  Routine 
Admissions* 

0 

41 

18 

10 


Ultimate  Authorization 
for  Admission 

0 

7 

6 

9 

3 

39 


Distribution  of  Admissions  to  CCU  by  Killip  Classification 
No.  of  Hospitals  % Patients 


Killip  Class 

I 

II 

III 

IV 


Responding^ 

54 
56 

55 
54 


0-25%  26-50% 

6 26 

18  34 

48  7 

53  1 


51-75%  76-100% 

20  2 

4 0 

0 0 

0 0 


* In  some  hospitals  approval  for  admission  could  be  made  by  more  than  one 
individual. 

f Two  hospitals  did  not  indicate  numbers  for  Killip  I and  II  and  one  did  not  for 
Killip  III. 
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missions  to  the  cardiac  care  unit  in  most  hospitals;  however,  only 
1 4%  of  responders  (8/57)  indicated  that  the  private  attendings  could 
approve  routine  admission  on  their  own,  and  5%  (3/57)  listed  the 
private  doctor  as  having  ultimate  authority  for  admission  to  the  unit. 
Table  III  also  shows  the  distribution  of  patients  with  acute  myocar- 
dial infarction  by  Killip  classification.  Of  admissions  to  the  unit,  the 
majority  were  either  Killip  Class  I or  Killip  Class  II. 

Fifty-one  percent  (29/57)  of  the  hospitals  indicated  that  when 
CCU  beds  were  full,  patients  with  acute  myocardial  infarction  could 
be  sent  to  a medical  intensive  care  unit,  42%  (24/57)  to  a combined 
medical/surgical  intensive  care  unit,  16%  (9/57)  to  a progressive  or 
intermediate  cardiac  care  unit,  12%  (7/57)  to  a respiratory  care 
unit,  24%  (14/57)  to  a monitored  bed  on  the  general  medical  floor, 
and  42%  (24/57)  to  a holding  area.  Only  one  hospital  admitted  pa- 
tients with  acute  myocardial  infarctions  to  non-monitored  beds  on  a 
general  medical  ward  (2%).  Twenty-eight  percent  (16/57)  of  hospi- 
tals transferred  patients  with  acute  myocardial  infarction  to  other 
hospitals,  whereas  70%  (40/57)  did  not. 

Duration  of  stay  and  transfers  from  CCU.  Lengths  of  stay  in  the 
CCU  for  patients  admitted  with  an  acute  or  suspected  myocardial 
infarction  are  shown  in  Table  IV.  Forty  percent  (23/57)  of  hospitals 
reported  that  on  discharge  from  the  CCU,  patients  were  transferred 
to  a progressive  or  intermediate  care  unit;  14%  (8/57)  to  a moni- 
tored bed  on  a general  medical  floor;  and  46%  (26/57)  to  non-moni- 
tored beds  on  a general  medical  floor. 

Standing  orders.  Sixty-eight  percent  (39/57)  of  hospitals  had 
standing  orders  for  patients  admitted  to  the  CCU.  Table  V presents 
activities  permitted  in  the  CCU  and  the  diagnostic  tests  that  were 
part  of  the  standing  orders  in  these  39  hospitals.  The  following  were 
the  routine  medications  ordered:  85%  (33/39)  stool  softeners;  59% 
(23/29)  tranquilizers  such  as  diazepam;  56%  (22/39)  sleep  medica- 
tions; and  87%  (34/39)  nasal  oxygen.  Only  10%  (4/39)  of  the  hospi- 
tals administered  intravenous  (IV)  heparin  on  their  standing  orders, 
while  an  additional  41%  (16/39)  had  standing  orders  for  subcutane- 
ous heparin.  Five  percent  (2/39)  of  hospitals  had  standing  orders  for 
sodium  warfarin. 

Medications.  Eighty-four  percent  (48/57)  of  the  hospitals  used 
prophylactic  lidocaine.  This  survey,  however,  did  not  discriminate 
whether  the  lidocaine  was  given  only  to  high-risk  patients  or  to  all 
patients  with  suspected  myocardial  infarction. 

For  an  uncomplicated  myocardial  infarction,  56%  (32/57)  of  the 
hospitals  routinely  administered  heparin,  whereas  44%  did  not. 
Most  of  the  hospitals  that  administered  heparin  gave  it  subcutane- 
ously; 51%  (29/57)  gave  routine  subcutaneous  heparin.  Of  the  25 
hospitals  that  did  not  routinely  administer  heparin,  52%  (13/25) 
gave  heparin  to  patients  with  either  large  anterior  wall  myocardial 
infarctions  or  myocardial  infarctions  complicated  by  congestive 
heart  failure. 

Availability  of  Laboratory  Tests.  Isoenzymes.  Creatine  kinase 
isoenzyme  determinations  were  available  in  all  institutions  respond- 
ing to  this  question  (56/56),  while  lactic  dehydrogenase  isoenzymes 
were  available  in  84%  (48/56).  Isoenzymes  were  performed  on  a 


TABLE  IV.  Duration  of  Stay 


Type  of  Patient 


No.  of 
Hospitals 
Responding 


Median 
Length  of 

Stay  (Days) 


Actual 
Length  of 

Stay  (Days) 

3 4 5 5+ 


Uncomplicated 
non  Q-wave  myo- 
cardial infarction 

57 

3 

34 

11 

11  1 

Uncomplicated  Q- 
wave  myocardial 
infarction 

57 

4 

17 

20 

18  2 

Stable  patient  with 
chest  pain,  but 
without  myo- 
cardial infarction 

57 

4 

12 

22 

20  3 

TABLE  V.  Standing  Orders 

No.  of  Hospitals  Percent 


Responding 

Yes 

No 

Activities 

Chair  rest  when  stable 

39 

74 

26 

Feed  self 

39 

77 

23 

Wash  self 

39 

54 

46 

Bedside  commode 

39 

74 

26 

Stand  to  void 

37 

43 

57 

Antiembolic  stockings 

38 

39 

61 

Limitation  on  visitors 

39 

90 

10 

Diagnostic  tests 

Complete  blood  count 

39 

100 

0 

Erythrocyte  sedimentation 

39 

54 

46 

rate 

Urinalysis 

39 

97 

3 

SMA-18  chemistry  screen 

39 

100 

0 

Cardiac  isoenzymes 

39 

100 

0 

Prothrombin  time 

39 

85 

15 

Partial  thromboplastin  time 

39 

71 

29 

Arterial  blood  gases 

38 

39 

61 

Chest  x-ray 

38 

100 

0 

Electrocardiogram 

38 

100 

0 

routine  basis  in  36%  (20/56)  hospitals,  only  if  these  enzymes  were 
elevated  in  55%  (31/56),  and  only  if  specifically  requested  in  9%  (5/ 
56). 

Serum  drug  concentrations.  Serum  drug  concentrations  were 
available  for  lidocaine  in  70%  (38/54),  for  quinidine  in  96%  (54/ 
56),  for  procainamide  in  96%  (54/56),  and  for  digoxin  in  100%  (56/ 
56)  of  respondents. 

Waiting  time  for  results.  Waiting  times  for  obtaining  laboratory- 
results  are  summarized  in  Table  VI.  Waiting  times  for  results  of 
enzymes  and  isoenzymes  tended  to  be  considerably  longer  on  week- 
ends and  holidays. 

Special  Procedures.  Primary  responsibility  for  invasive  proce- 
dures is  shown  in  Table  VII.  Temporary  pacemakers  and  Swan- 
Ganz  catheters  were  inserted  mainly  by  cardiology  fellows,  arterial 
lines  mainly  by  medical  residents,  and  intra-aortic  balloon  pumps  by 
cardiology  attendings. 

Temporary  pacemakers.  Forty  percent  (23/50)  of  hospitals  re- 
sponding routinely  used  fluoroscopy  for  temporary  pacemaker  inser- 
tion. The  subclavian  vein  was  the  most  commonly  used  route  in  58% 
(32/55)  of  hospitals,  the  internal  jugular  in  15%  (8/55),  the  femoral 
vein  in  7%  (4/55),  and  the  antecubital  vein  in  2%  (1/55).  In  18% 
(10/55)  of  hospitals  two  or  more  routes  were  used  with  equal  fre- 
quency. 

In  patients  with  an  acute  anterior  wall  myocardial  infarction,  the 
presence  of  a new  right  bundle  branch  block  pattern  (RBBB)  and 
either  left  anterior  or  posterior  fascicular  block  pattern  was  consid- 
ered an  indication  for  prophylactic  pacing  by  98%  (54/55)  of  those 
hospitals  responding.  Pacing  was  indicated  in  the  presence  of  a new 
RBBB  in  59%  (29/49)  of  hospitals,  of  a new  left  bundle  branch 
block  pattern  (LBBB)  in  71%  (37/52)  of  hospitals,  and  of  a new 
bundle  branch  block  pattern  and  first  degree  atrioventricular  (A-V) 
block  in  92%  (49/53)  of  hospitals. 

In  stable  patients  with  inferior  wall  myocardial  infarction  none  of 
the  54  hospitals  responding  considered  Mobitz  I A-V  block  an  indi- 
cation for  prophylactic  pacing.  In  contrast,  58%  (32/55)  of  hospitals 
considered  Mobitz  II  A-V  block  an  indication  for  prophylactic  pac- 
ing, and  51%  (28/55)  of  hospitals  considered  third  degree  A-V  block 
an  indication  for  prophylactic  pacing  in  stable  patients  with  acute 
inferior  myocardial  infarction. 

Hemodynamic  monitoring.  Sixty-Five  percent  (36/55)  of  hospi- 
tals responding  indicated  there  was  sufficient  equipment  for  every 
patient  to  undergo  hemodynamic  monitoring  with  a Swan-Ganz 
catheter.  The  main  indications  for  insertion  of  Swan-Ganz  catheters 
in  patients  with  acute  myocardial  infarction  included  hypotension  or 
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TABLE  VI.  Waiting  Time  for  Results  of  Serum  Enzyme  Determinations  and  Drug  Concentrations  for  Blood  Drawn  on 

Weekdays  vs  Weekends  and  Holidays 


Serum  Enzymes/ 
Drug  Concentrations 

No.  of  Hospitals 
Responding 

Median  Waiting 
Time  (hr) 

0-6 

7-12 

Waiting  Time  (hr) 
13-24 

25-48 

48+ 

Weekdays 

Creatine  kinase 
(total) 

56 

9.5 

21 

14 

18 

3 

— 

Creatine  kinase 
(isoenzymes) 

56 

14.8 

10 

15 

18 

10 

3 

Serum  glutamic 
oxaloacetic 
transaminase 

56 

9.8 

19 

16 

19 

2 

Lactic  dehydrogenase 
(total) 

55 

9.8 

19 

15 

19 

2 

— 

Lactic  dehydrogenase 
(isoenzymes) 

47 

19.3 

7 

9 

13 

13 

5 

Lidocaine 

37 

31.2 

4 

4 

7 

13 

9 

Procainamide 

53 

34.6 

5 

6 

8 

18 

16 

Quinidine 

54 

33.8 

5 

6 

8 

21 

14 

Digoxin 

Weekends/Holidays 

56 

26.2 

7 

7 

13 

20 

9 

Creatine  kinase 
(total) 

56 

15.4 

13 

13 

9 

9 

12 

Creatine  kinase 
(isoenzymes) 

52 

26.4 

3 

8 

14 

16 

21 

Serum  glutamic 
oxaloacetic 
transaminase 

55 

19.2 

10 

13 

8 

12 

12 

Lactic  dehydrogenase 
(total) 

55 

19.2 

2 

13 

8 

11 

13 

Lactic  dehydrogenase 
(isoenzymes) 

49 

48+ 

5 

1 

16 

25 

cardiogenic  shock,  95%  (53/56);  acute  mitral  regurgitation  or  ven- 
tricular septal  defect,  91%  (51/56);  severe  congestive  heart  failure, 
88%  (49/56);  and  suspected  right  ventricular  infarction  77%  (43/ 
56).  Mild  heart  failure  (Killip  11)  was  an  indication  in  16%  (9/56), 
uncomplicated  large  anterior  wall  in  4%  (4/56),  most  anterior  wall 
Mis  in  2%,  and  most  Mis  in  2%. 

The  maximum  number  of  days  that  a Swan-Ganz  catheter  was 
permitted  to  remain  in  a patient  before  being  removed  or  replaced 
varied.  Of  the  53  hospitals  responding,  two  allowed  a maximum  of 
two  days,  17  allowed  three  days,  15  allowed  four  days,  and  19  per- 
mitted five  or  more  days. 

Intra-aortic  balloon  pump.  Forty-three  percent  (24/56)  of  hos- 
pitals responding  had  an  intra-aortic  balloon  pump  in  their  CCU. 
Ninety-two  percent  (22/24)  used  the  percutaneous  approach,  and 
8%  (2/24)  used  a surgical  approach  as  the  preferred  method  for 
insertion  of  the  intra-aortic  balloon  pump.  Ninety-two  percent  (22/ 
24)  of  hospitals  considered  ischemic  pain  unresponsive  to  medical 
therapy,  acute  mitral  regurgitation,  or  ventricular  septal  defect 
complicating  acute  myocardial  infarction  to  be  indications  for  intra- 
aortic balloon  insertion.  Eight-eight  percent  (2 1 /24)  considered  car- 
diogenic shock  an  indication  for  its  insertion. 

Miscellaneous  Data.  Therapy  with  intracoronary  streptokinase 


was  available  in  67%  (18/27)  of  hospitals  responding,  and  percuta- 
neous transluminal  coronary  angioplasty  in  48%  (13/27).  (Intrave- 
nous thrombolytic  therapy  had  not  yet  been  approved  for  use  in 
acute  myocardial  infarction  at  the  time  the  survey  was  completed.) 

Record  Keeping.  Seventy-six  percent  (41/54)  of  hospitals  had  a 
method  for  recording  statistics  in  their  CCUs.  Eight  percent  (4/50) 
used  a computer  to  store  data. 

Nursing.  Monitoring.  Although  100%  (53/53)  of  the  respon- 
dent CCUs  and  90%  ( 1 8/20)  of  the  post  coronary  care  units  (PCUs) 
had  24-hour  central  monitoring  capabilities,  only  40%  (21/53)  of 
the  CCUs  and  33%  (6/18)  of  the  PCUs  had  someone  physically 
present  at  the  central  monitor  24  hours  a day.  In  93%  (41/44)  of  the 
CCUs  and  94%  (15/16)  of  the  PCUs,  monitor  observers  were  as- 
signed other  responsibilities  including  answering  telephones,  chart- 
ing, and  supervision. 

Staffing.  Most  of  the  CCUs  met  the  standard  of  a 1 :2  or  a 1:3 
nurse/patient  ratio.  However,  the  ratio  appeared  to  be  adjusted  by 
shift  hours  rather  than  by  patient  needs  (Table  VIII).  Of  the  respon- 
dent institutions,  only  51%  (26/51)  of  the  CCUs  met  the  standard  of 
12  direct  registered  nurse  (RN)  care  hours  per  patient  day  (Table 
IX). 

On  shifts  when  the  RN-to-patient  ratio  decreased,  the  expectation 


TABLE  VII.  Primary  Responsibility  for  Invasive  Procedures 


Procedure 

Total  No. 
Responding 

Cardiology 

Fellow 

Medical 

Resident 

Full-time 

Cardiologist 

Voluntary 

Attending 

Cardiac 

Surgeon 

Temporary  pacemaker 

56 

31  (55%) 

1 (2%) 

16  (29%) 

8 (14%) 

Swan-Ganz  catheter 

53 

28  (53%) 

7 (13%) 

13  (25%) 

5 (9%) 

Arterial  line 

53 

12  (23%) 

29  (55%) 

8 (15%) 

4 (7%) 

Intra-aortic  balloon 

27 

— 

— 

19  (70%) 

1 (4%) 

7 (26%) 

pump 
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TABLE  VIII.  Staffing  Patterns  on  Coronary  Care  Units: 


TABLE  X.  Utilization  of  Allied  Health  Personnel:  Percent 
of  Units  Utilizing  Nurses’  Aides  and  Unit  Clerks  by  Shift 


Registered  Nurse/Patient  Ratio 

Coronary  Care  Unit 

Post-Coronary  Care  Unit 

Shift 

1:1 

1:2 

1:3 

1:4 

Nurses’  Aide 

Unit  Clerk 

Nurses’  Aide 

Unit  Clerk 

Days 

0%  (0/52) 

85%  (44/52) 

13%  (7/52) 

2%  (1/52) 

Days 

69% 

87% 

65% 

70% 

Evenings 

0%  (0/52) 

61%  (32/52) 

37%  (19/52) 

2%  (1/52) 

(34/69) 

(46/53) 

(15/23) 

(16/23) 

Nights 

0%  (0/49) 

47%  (23/49) 

45%  (22/49) 

8%  (4/49) 

Evenings 

51% 

62% 

57% 

39% 

(25/49) 

53% 

(33/53) 

(13/23) 

(9/23) 

Nights 

27% 

52% 

0% 

would  be  an  increase  in  allied  personnel  to  assist  with  patient  care.  In 
actuality,  the  number  of  allied  personnel  also  decreased  on  the  eve- 

(26/49) 

(14/52) 

(12/23) 

(0/23) 

ning  and  night  shifts  (Table  X).  Thus,  as  shown  in  Tables  VIII,  IX, 
and  X,  CCUs  had  adequate  staffing  on  the  day  and  evening  shift, 
but  on  the  night  shift  there  was  a reduction  in  RN  services  and  also  a 
reduction  in  support  services. 

Organization  and  Operation.  The  responsibility  for  operations  of 
CCU  and  PCU  was  multidisciplinary,  with  input  from  the  director 
of  cardiology,  66%  (36/54);  the  director  of  CCU,  83%  (45/54); 
nursing  administration,  88%  (48/54);  and  the  head  nurse,  72%  (39/ 
54).  Ninety-six  percent  (51/53)  of  the  CCUs  had  a quality  assur- 
ance program.  Participation  was  multidisciplinary  as  follows:  94% 
(48/51),  head  nurse;  88%  (45/51),  nursing  administration;  73% 
(37/51),  director  of  CCU;  53%  (27/51),  director  of  cardiology;  63% 
(32/51),  RN  staff;  and  12%  (6/51),  house  staff. 

Standing  Orders.  RNs  assigned  to  CCU  and  PCU  must  be  re- 
sponsible for  the  initiation  of  treatment  in  cardiovascular  emergen- 
cies. Ninety-one  percent  (48/54)  of  the  CCUs  and  74%  (14/19)  of 
the  PCUs  had  standing  orders  to  permit  RNs  to  defibrillate  patients 
in  the  absence  of  a physician.  In  88%  (48/54)  of  the  CCUs  and  84% 
( 1 6/ 1 9)  of  the  PCUs,  RNs  could  administer  intravenous  (IV)  medi- 
cations according  to  a predetermined  protocol.  Seventy-seven  per- 
cent (42/54)  of  RNs  in  CCUs  and  48%  (11  /23)  in  PCUs  were  al- 
lowed to  start  IVs.  Even  though  New  York  State  laws  do  not  permit 
licensed  practical  nurses  (LPNs)  to  add  medications  to  IV  solutions, 
to  initiate  IV  medicated  fluids,  or  to  change  bottles/bags  to  different 
medicated  fluids,  5%  (3/54)  of  the  CCUs  allowed  LPNs  to  perform 
such  activities  in  the  absence  of  a physician. 

Nutrition.  The  information  provided  by  the  dietary  staff  of  the 
hospitals  surveyed  was  often  incomplete.  It  would  appear,  however, 
that  very  little  nutrition  education  or  standardization  of  nutrition 
care  is  incorporated  into  the  recovery  program  of  the  patient  with 
MI.  Fifty-eight  percent  (31/53)  of  the  hospitals  surveyed  had  one 
registered  dietitian  permanently  assigned  to  the  CCU  at  least  on  a 
part-time  basis.  Eleven  percent  (6/53)  utilized  students  or  dietary 
interns  for  nutrition  support  in  their  CCU.  The  chief  dietitian  or 
director  of  food  service  in  most  hospitals  was  responsible  for  writing 
dietary  procedures.  One  hospital  responded  that  a medical  board/ 
nutrition  committee  was  responsible  for  establishing  dietary  proto- 
cols. Fifty-eight  percent  (3 1 /53)  of  the  hospitals  indicated  that  each 
patient  in  the  CCU  was  counseled  by  a registered  dietitian.  In  those 
hospitals  in  which  patients  were  not  regularly  counseled  by  a regis- 

TABLE  IX.  Coronary  Care  Unit — Post-Coronary  Care  Unit 
Patient  Care  Hours 

Total  hours  of  direct  nursing  care/day  by  a registered  nurse 

4 hours  4-6  hours  7-10  hours  12  hours 

CCU  0%  (0/51)  22%  (11/51)  27%  (14/51)  51%  (26/51) 

PCU  5%  (1/20)  55%  (11/20)  20%  (4/20)  20%  (4/20) 

Total  nursing  care  hours* 

4 hours  4-6  hours  7-10  hours  11-13  hours 

CCU  0%  (0/50)  6%  (3/50)  30%  (15/50)  64%  (32/50) 

PCU  10%  (2/20)  45%  (9/20)  15%  (3/20)  30%  (6/20) 


tered  dietitian,  6%  (3/53)  were  counseled  by  dietitians  who  were 
registry  eligible,  47%  (25/53)  by  a nurse,  and  21%  (11/53)  by  a 
physician.  Hospitals  varied  in  their  post-myocardial  infarction  diet 
protocols.  For  example,  a sodium-restricted  diet  ranged  from  500 
mg  in  one  hospital  to  2 g in  another.  In  other  cases,  hospitals  re- 
sponded that  cholesterol  and  fat  were  modified  without  giving  spe- 
cific values. 

In  55%  (29/50)  of  the  hospitals,  patients  were  counseled  routinely 
by  a registered  dietitian  while  they  were  in  PCU.  Ninety-two  per- 
cent of  the  hospitals  stated  that  educational  materials  were  available 
and  distributed  to  patients  and  their  families.  The  source  of  these 
materials  varied  from  excerpts  from  hospital  diet  manuals,  informa- 
tion from  the  American  Heart  Association,  and  materials  prepared 
by  private  corporations. 

Twenty-three  percent  (12/50)  of  the  hospitals  responded  that  pa- 
tients were  seen  by  a registered  dietitian  after  discharge  from  the 
hospital.  The  majority  of  hospitals  providing  follow-up  care  saw  pa- 
tients every  other  or  every  third  month.  In  most  instances,  patients 
were  seen  individually  rather  than  in  groups,  and  only  five  hospitals 
had  a formal  outpatient  nutrition  education  program. 

Cardiac  Rehabilitation.  Thirty-three  percent  (18/54)  of  hospi- 
tals that  responded  had  a formal  cardiac  rehabilitation  program. 
Seventeen  of  18  programs  had  a salaried  director.  Twelve  of  the  18 
were  directed  by  a physician,  five  by  a nurse,  and  one  by  a social 
worker.  Nine  of  the  physician  directors  were  cardiologists,  and  three 
were  psychiatrists.  The  person  responsible  for  patient  education  was 
the  CCU  nurse  in  ten  hospitals,  a nurse  practitioner  in  four,  a medi- 
cal nurse  in  two,  and  a health  educator  in  two.  In  1 3 programs,  cardi- 
ac rehabilitation  began  in  the  CCU,  whereas  in  five  it  began  in  the 
PCU  or  in  the  general  medical  ward.  All  1 8 programs  educated  per- 
sons individually.  Thirteen  programs  also  had  family  discussions, 
and  14  had  group  classes.  Audiovisual  aids  were  used  in  all  pro- 
grams. Fifteen  programs  had  a written  protocol  of  progressive  am- 
bulatory exercise  after  discharge  from  the  CCU.  Fourteen  of  the 
programs  systematically  treated  smoking,  hypertension,  elevated 
cholesterol,  and  obesity.  Twelve  programs  treated  Type  A behavior. 
Twelve  programs  had  a specific  dietitian  assigned  to  their  cardiac 
rehabilitation  programs.  Twelve  programs  had  a physical  therapist. 
Discussions  were  held  in  1 7 of  the  programs,  either  as  group,  individ- 
ual, or  family  sessions.  Four  programs  made  electrocardiograms 
available  to  their  patients  at  the  time  of  discharge  from  the  hospital, 
and  four  programs  taught  cardiopulmonary  resuscitation  to  family 
members.  Eight  programs  referred  patients  to  outpatient  exercise 
programs. 

Comparative  Analyses.  As  expected,  the  larger  hospitals  and  the 
university  hospitals  tended  to  have  more  high  technology  related  ser- 
vices. Of  interest,  being  designated  an  EHCS  did  not  ensure  that  the 
CCUs  of  those  hospitals  would  be  more  likely  to  comply  with  JCAH 
or  ICHDR  recommendations.  Moreover,  hospital  size,  type,  loca- 
tion or  relationship  to  a medical  school  did  not  appear  to  influence 
compliance. 


* In  calculating  total  nursing  care  hours  the  following  staff  are  included: 


Head  nurse 
Assistant  head  nurse 
Licensed  practical  nurse 
Nurses’  aide 
Unit  clerk 


CCU 

52%  (28/54) 
41%  (22/54) 
15%  (8/54) 
30%  (16/54) 
4%  (2/54) 


PCU 

25%  (5/20) 
35%  (7/20) 
20%  (4/20) 
25%  (5/20) 
10%  (2/20) 


Discussion 

The  results  of  a questionnaire  distributed  to  72  hospi- 
tals in  New  York  City  by  the  AHA  NYCA  demonstrated 
a substantial  variability  in  the  facilities  and  practices  of 
coronary  care  for  those  hospitals  that  responded.  Differ- 
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ences  do  not  appear  to  be  explained  by  hospital  size,  type, 
location,  or  relationship  to  one  of  the  six  medical  schools 
in  the  city.  Overall,  hospitals  appear  to  be  most  closely 
compliant  with  the  recommendations  of  the  JCAH5  and 
ICHDR6  in  the  areas  of  biotechnology  and  medical  care, 
and  least  likely  to  satisfy  those  recommendations  for  pa- 
tient education  and  rehabilitative  services.  Moreover, 
there  exists  a substantial  departure  from  the  ideal  that 
hospitals  provide  optimal  nursing  care  and  laboratory  ser- 
vices 24  hours  a day. 

While  CCUs  appeared  to  be  strongest  in  their  biotech- 
nical  resources,  even  here  there  was  a substantial  depar- 
ture from  the  optimum.  Twenty  percent  of  hospitals  did 
not  have  a freestanding  CCU.  Moreover,  one  third  of 
units  had  been  designed  before  1 970.  Use  of  the  computer 
is  still  limited.  Forty-five  percent  of  hospitals  indicated 
that  they  had  computer-assisted  arrhythmia  detection 
systems;  however,  only  15%  had  computer  software  for  a 
“patient  management  system."  Moreover,  only  8%  used  a 
computer  for  record  keeping. 

Because  it  is  not  feasible,  or  even  desirable,  for  all  hos- 
pitals to  have  a full  range  of  cardiology  services,  hospitals 
that  do  not  offer  cardiac  surgery  must  be  able  safely  to 
transport  critically  ill  patients.  For  some  such  patients,  an 
intra-aortic  balloon  support  may  be  required.  Yet,  only 
42%  of  hospitals  indicated  that  they  had  this  device. 
Moreover,  those  hospitals  that  had  intra-aortic  balloons 
tended  to  be  those  that  offered  cardiac  surgery.  Thus,  the 
ability  to  stabilize  severely  compromised  patients  before 
transfer  to  cardiac  surgery  centers  within  New  York  City 
is  limited. 

The  major  role  of  the  CCU  remains  the  recognition  and 
treatment  of  cardiac  arrhythmias.2  However,  only  40%  of 
CCUs  had  someone  continuously  observing  the  central 
monitor  24  hours  a day.  Since  computer  back-up  for  ar- 
rhythmia detection  was  present  in  only  45%  of  CCUs  and 
electrocardiograph  recall  in  65%,  there  exists  a substan- 
tial departure  from  the  ideal  that  all  patients  be  continu- 
ously monitored  for  arrhythmia  detection. 

The  registered  nurse  with  expertise  in  coronary  care  re- 
mains the  paramount  health  care  professional  in  the 
CCU.  She  must  be  trained  to  recognize  and  treat  cardiac 
emergencies.  But,  also,  she  must  provide  the  human  sup- 
port for  patients  confronted  with  a catastrophic  illness  in  a 
high  technology,  and  frequently  isolated,  environment.  To 
meet  these  needs,  a ratio  of  one  nurse  to  every  two  patients 
and  1 2 hours  of  direct  nurse-patient  care  is  recommended. 
This  survey  indicates  that  85%  of  CCUs  indeed  have  a 
one-to-two  ratio  on  the  day  shift.  However,  the  percentage 
satisfying  this  recommendation  decreased  to  61%  on  the 
evening  shift  and  was  only  47%  on  the  night  shift.  More- 
over, only  51%  of  CCUs  indicated  that  12  hours  of  direct 
registered  nursing  care  were  provided.  Not  only  was  the 
number  of  registered  nurses  likely  to  fall  off  after  the  day 
shift,  but  the  availability  of  experienced  registered  nurses 
and  the  assistance  of  allied  health  professionals  was  less 
likely  on  evening  shifts  and  least  likely  at  night. 

Post  coronary  care  follow-up  was  the  area  of  greatest 
deficiency  identified  by  the  questionnaire.  Despite  contin- 
ued risk  of  an  untoward  event  following  myocardial  in- 
farction after  the  coronary  care  unit  period,  46%  of  hospi- 
tals transferred  patients  directly  from  the  CCU  to 


unmonitored  medical  wards.  Nutritional  counseling  was 
available  in  only  58%  of  hospitals.  In  fact,  only  38%  had  a 
special  diet  for  post-myocardial  infarction  patients.  Also, 
only  38%  offered  any  formal  inpatient  cardiac  rehabilita- 
tive program. 

The  reliability  of  data  derived  from  a questionnaire  is 
dependent  on  the  number  responding  and  the  accuracy  of 
the  responses.  Four  out  of  five  hospitals  that  received  the 
questionnaire  responded.  The  distribution  of  the  respond- 
ing hospitals  was  representative  of  those  that  received  the 
questionnaire  as  to  size,  location,  and  type  of  hospital.  A 
review  by  the  committee  failed  to  disclose  a pattern  that 
might  suggest  that  the  nonresponding  hospitals  were  sub- 
stantially different  from  those  responding.  Also,  even 
though  one  might  expect  that  the  care  and  time  given  to 
completing  the  questionnaire  varied  among  hospitals, 
similar  responses  to  identical  questions  in  different  sec- 
tions, which  were  completed  by  different  respondents  at 
the  hospital,  tended  to  show  a consistency  of  answers,  sug- 
gesting that  the  data  reported  at  least  reflected  the  beliefs 
of  the  respondents.  Thus,  within  the  inherent  limitations 
of  the  questionnaire  methodology,  this  report  would  ap- 
pear to  reflect  the  state  of  coronary  care  in  New  York  City 
hospitals  during  the  period  of  the  review. 

The  findings  of  this  questionnaire  must  also  be  viewed 
in  the  context  of  the  economic  conditions  of  the  hospitals 
surveyed.  Many  New  York  City  hospitals  were  having  fi- 
nancial difficulties  at  the  time  of  the  study.  The  expense  of 
medical  high  technology,  the  marked  increase  in  labor 
costs  during  the  past  decade,  the  prevalence  of  a relatively 
large  body  of  nonpaying  patients  in  New  York  City,  the 
delays  in  third  party  reimbursement  with  its  attendant  ef- 
fects on  “cash  flow,”  and  the  cost  of  administering  pro- 
grams that  must  respond  to  a marked  increase  in  govern- 
mental regulation  are  factors  that  have  contributed  to  the 
economic  plight  in  which  some  hospitals  found  them- 
selves. Moreover,  this  report  was  completed  before  the  di- 
agnosis-related grouping  of  payments  to  hospitals  for 
Medicare  patients  was  introduced  in  New  York  State  or 
the  emphasis  on  outpatient  treatment  had  begun.  These 
recently  imposed  economic  factors  are  likely  further  to  in- 
crease the  fiscal  difficulties  of  many  hospitals.  Thus,  while 
the  recommendations  of  JCAH  and  ICHDR  for  optimal 
medical  care  are  clearly  desirable,  these  expectations  may 
not  be  realistic  in  the  setting  of  the  medical  economics 
prevalent  in  New  York  City  at  this  time. 

In  summary,  these  results  suggest  that,  overall,  there  is 
a sharp  departure  from  optimum  care  as  defined  by  the 
recommendation  of  ICHDR  and  JCAH  for  coronary  care 
in  the  hospitals  of  New  York  City.  While  most  facilities 
generally  meet  the  physical  plant  requirements,  this  sur- 
vey suggests  that  many  are  antiquated  and  lack  state-of- 
the-art  equipment;  in  particular,  use  of  computer  technol- 
ogy is  limited.  Although  almost  all  CCUs  satisfy  the  basic 
requirements  for  continuous  electrocardiographic  moni- 
toring systems,  most  CCUs  do  not  have  someone  available 
24  hours  each  day  to  identify  arrhythmias.  Basic  nursing 
care  generally  meets  recommendations  on  the  day  shift. 
This,  however,  falls  off  substantially  during  evening  and 
night  shifts.  Also,  relatively  few  hospitals  have  adequate 
programs  directed  at  risk  factor  modification,  nutritional 
counseling,  and  cardiac  rehabilitation.  Not  surprisingly, 
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this  survey  would  support  the  notion  that  optimal  coro- 
nary care  is  most  likely  in  the  daytime  of  weekdays  and 
least  likely  on  holiday  nights. 
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Diagnosis  of  stress-related  hyperprolactinemia 

Evaluation  of  the  hyperprolactinemia  rest  test 

Ozgul  Muneyyirci-Delale,  md;  Dov  Goldstein,  md;  Francisco  I.  Reyes,  md 


ABSTRACT.  It  remains  controversial  whether  two  or  three 
random  estimations  of  prolactin  (PRL)  concentration  obviate 
the  need  for  special  testing  to  rule  out  stress-related  hyper- 
prolactinemia. In  order  to  clarify  this  issue,  we  measured 
PRL,  cortisol,  and  growth  hormone  (GH)  in  serial  blood  sam- 
ples obtained  under  resting  conditions  (HPR  test)  in  70  wom- 
en who  had  had  high  PRL  levels  in  two  or  more  random  blood 
samples.  Twenty  out  of  70  women  were  found  to  have  stress- 
related  hyperprolactinemia,  and  11  of  the  20  would  have 
been  misdiagnosed  by  using  only  three  random  samples. 
Cortisol  levels  from  the  HPR  test  indicated  stress-related  pi- 
tuitary adrenal  reactivity  in  all  groups,  including  the  idiopath- 
ic (N  = 30)  and  prolactinoma  (N  = 20)  groups.  However, 
PRL  secretion  in  response  to  stress — a downward  trend  as  a 
function  of  time — was  evident  only  in  the  stress-related  hy- 
perprolactinemia group.  These  results  suggest  that  a limited 
HPR  test  (ie,  serial  PRL  determinations  at  0,  30,  and  60  min) 
is  a valuable  and  simple  measure  to  identify  stress-related 
hyperprolactinemia  in  order  to  avoid  diagnostic  pitfalls  and 
unnecessary  treatment. 

(NY  State  J Med  1989;  89:205-208) 

Man,  like  other  vertebrates,  reacts  to  physical  and  psycho- 
logical stressors  by  releasing  prolactin  (PRL),  as  well  as 
adrenocorticotropin  (ACTH)  and  growth  hormone  (GH) 
from  the  anterior  pituitary  gland.1  The  secretory  response 
of  these  hormones  to  acute  stressful  events  is  similar:  a 
prompt  but  transient  rise  in  circulating  hormone  levels. 
However,  the  increase  in  cortisol,  secondary  to  ACTH  re- 
lease, is  the  most  consistent  reaction  to  stress.  Transient 
hyperprolactinemia  appears  to  be  a common  finding  in 
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women  who  attend  infertility  or  general  gynecologic  clin- 
ics.2'3 Koninckx2  found  high  PRL  levels  in  1 9%  and  24%  of 
infertile  patients  following  the  interview  or  the  gynecolog- 
ic examination,  respectively.  We  and  others  have  also  not- 
ed a frequent  occurrence  of  apparently  stress-related  hy- 
perprolactinemia following  clinical  examination  in 
patients  with  reproductive  disorders.4’5  To  avoid  misdiag- 
nosis in  women  with  initial  moderate  hyperprolactinemia, 
Koninckx2  suggested  that  measuring  PRL  in  serial  blood 
samples  obtained  during  a 45-minute  period  would  identi- 
fy transient  hyperprolactinemia  due  to  stress.  On  the  oth- 
er hand,  Moult  et  al,5  who  studied  a large  and  diverse 
group  of  patients  of  both  sexes,  concluded  that  random 
sampling  PRL  determinations  were  sufficient  to  rule  out 
stress-related  hyperprolactinemia. 

We  sought  to  discern  which  method  (PRL  determina- 
tions in  blood  samples  collected  either  randomly  or  serial- 
ly under  resting  conditions)  is  more  sensitive  for  diagnosis 
of  stress-related  hyperprolactinemia.  We  studied  a group 
of  patients  with  oligo-ovulation  or  anovulation  who 
showed  high  serum  PRL  levels  (>20  ng/mL)  at  the  initial 
visit.  We  also  simultaneously  measured  other  stress-relat- 
ed hormones,  such  as  cortisol  and  GH.  for  a more  com- 
plete evaluation  of  stress  reactivity  in  these  patients. 

Patients  and  Methods 

The  total  population  in  this  study  included  70  women  with 
oligo-ovulation  or  anovulation.  They  ranged  in  age  from  1 7 to  44 
years  (mean  ± SE,  30  ± 4 years)  and  had  had  serum  PRL  levels 
greater  than  20  ng/mL  in  two  consecutive  blood  samples  taken 
one  to  two  weeks  apart  (“random  sampling").  Their  clinical  pre- 
sentations included  oligo-  or  amenorrhea,  galactorrhea,  infertil- 
ity, and/or  hyperandrogenism.  Pituitary  and  hypothalamic  le- 
sions were  ruled  out  through  hypocycloidal  polytomography  or 
computed  tomography  (CT)  scanning.  There  were  no  patients 
with  hypothyroidism  or  renal  insufficiency,  nor  any  with  drug- 
related  hyperprolactinemia,  and  no  postmenopausal  patients 
were  included. 
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Serial  blood  sampling  (hyperprolactinemia  rest  (HPR)  test) 
was  conducted  with  the  patient  in  supine  or  sitting  position  isolat- 
ed in  a quiet  room.  Patients  were  allowed  a light,  low-protein 
meal  more  than  two  hours  prior  to  testing.  An  indwelling  cathe- 
ter with  heparin  lock  was  inserted  into  a brachial  vein,  and  three 
to  six  blood  samples  were  taken  at  15  to  30  minute  intervals. 
Serum  samples  were  frozen  at  — 20°C  until  assayed  for  hormone 
determinations.  PRL  and  GH  serum  concentrations  were  ana- 
lyzed by  radioimmunoassay  (RI  A)  using  commercial  kits  (Diag- 
nostic Products  Corp,  Los  Angeles,  Calif)-  In  our  hands,  the  in- 
traassay and  interassay  variabilities  were  5.0%  and  6.6%  for 
PRL,  and  7.0%  and  7.4%  for  GH,  respectively.  Cortisol  was  also 
measured  by  RIA  according  to  a previously  described  method6; 
intraassay  and  interassay  variation  coefficients  were  both  5.3%. 
All  individual  patient  samples,  except  for  the  pretest  ones,  were 
measured  in  the  same  assay  run. 

Comparison  of  age  and  parity,  as  well  as  pretest  PRL  and  ini- 
tial HPR  test  values  (“random  samples”)  among  the  three 
groups  of  patients  was  carried  out  by  one-way  analysis  of  vari- 
ance; differences  were  assessed  by  a multiple  range  test  (Stu- 
dent-Newman  Keuls  procedure).  Differences  in  PRL,  GH,  and 
cortisol  levels  at  different  times  during  the  HPR  test  within  each 
patient  group  were  analyzed  by  multiple  analysis  of  variance 
(MANOVA)  and  the  Student’s  paired  t-test  with  Bonferroni  ad- 
justment utilizing  SPSS  software.  Correlations  among  PRL, 
GH,  and  cortisol  value  trends  within  and  between  groups  were 
evaluated  by  regression  analysis,  setting  confidence  limits  to  the 
r value  using  the  Z-transformation.7  All  results  were  expressed  as 
the  mean  ± standard  error  unless  noted  otherwise. 

Results 

Patients  were  categorized  into  three  groups  according  to  a priori 
determined  criteria:  radiologic  evidence  of  sellar  mass  and /or  serum 
PRL  concentrations  >200  ng/mL  = prolactinoma;  negative  radio- 
logic  findings  and  PRL  levels  <200  ng/mL  = idiopathic  or  stress- 
related  hyperprolactinemia;  persistent  high  PRL  levels  during  the 
HPR  test  = idiopathic  hyperprolactinemia;  and  downward  trend 
with  normalization  of  PRL  levels  (<20  ng/mL)  with  time  during 
the  HPR  test  = stress-related  hyperprolactinemia. 

The  prolactinoma  group  included  20  patients  (age,  31.5  ± 1.9 
years;  range,  19-44  years;  parity,  1.0  ± 0.5;  range,  0-5)  with  radio- 
logic  evidence  of  a pituitary  tumor  ( 1 5 microadenomas  and  five  ma- 
croadenomas). Two  patients  underwent  surgery,  and  a microprolac- 
tinoma was  found  in  both.  This  group  showed  the  highest  serum 
PRL  levels  (213  ± 29  ng/mL;  range,  25-1,196  ng/mL). 

The  idiopathic  hyperprolactinemia  group  included  30  patients 
(30.5  ± 1 .5  years;  range,  1 7-46  years;  parity,  0.7  ± 0.3;  range,  0-3) 
without  radiologic  abnormality.  Their  initial  circulating  PRL  levels 
(61  ± 9 ng/mL;  range,  23-156  ng/mL)  were  persistently  elevated 
during  the  HPR  test. 

The  stress-related  hyperprolactinemia  group  consisted  of  20  pa- 
tients who  showed  negative  radiologic  findings  (28.0  ± 0.9  years; 
range,  21-33  years;  parity,  0.5  ±0.1;  range,  0-4).  Their  pretest  hy- 
perprolactinemia (32  ± 2 ng/mL;  range,  26-69  ng/mL)  disap- 
peared at  or  during  the  HPR  test.  There  were  significant  differences 
among  the  three  groups  in  regard  to  age  and  parity. 

Mean  serum  PRL  levels  (Fig  1)  were  significantly  different  (p  < 
0.01 ) among  the  three  groups  before  (pretest  I and  II)  and  through- 
out testing.  In  the  stress-related  hyperprolactinemia  group,  pretest 
mean  PRL  concentrations  were  higher  (p  < 0.01)  than  mean  HPR 
test  values  at  all  times.  Also,  in  the  same  group,  the  mean  PRL  level 
at  time  zero  was  significantly  higher  than  at  60-90  minutes.  Mean 
circulating  PRL  concentrations  during  testing  were  20  ng/mL  or 
lower,  except  for  time  zero.  Indeed,  nine  out  of  20  patients  with 
stress-related  hyperprolactinemia  showed  normal  PRL  levels  at  the 
initiation  of  testing,  and  by  60  minutes  all  patients  were  euprolactin- 
emic.  In  contrast,  mean  serum  PRL  concentrations  in  the  prolactin- 
oma and  idiopathic  hyperprolactinemia  groups  showed  neither  a 
downward  trend  during  the  HPR  test  nor  a difference  between  pre- 
test and  test  values.  All  serum  PRL  values  from  each  patient  in  these 
two  groups  remained  elevated  throughout  testing. 
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FIGURE  1.  Mean  ± SE  serum  PRL  levels  in  women  with  prolactinoma  (N 
= 20),  and  idiopathic  (N  = 30)  and  stress-related  (N  = 20)  hyperprolactin- 
emia before  (pretest  I and  II)  and  during  the  HPR  test.  Differences  (*p  < 
0.01)  are  in  relation  to  time  zero  values.  (Mean  PRL  values  among  groups 
were  also  significantly  different — p < 0.01 — at  all  times.) 


The  HPR  test  serum  cortisol  levels  of  all  three  groups  are  shown  in 
Fig  2.  Cortisol,  like  GH,  was  not  measured  in  pretest  serum  samples. 
There  was  no  significant  difference  in  mean  cortisol  levels  among 
the  three  groups  throughout  testing.  The  cortisol  pattern  showed  a 
downward  trend  to  reach  a final  value  significantly  lower  than  the 
zero  value  in  all  groups.  At  zero  time,  high  serum  cortisol  concentra- 
tions (greater  than  20  /ug/dL)  were  found  in  four  patients  with  pro- 
lactinoma, and  in  three  patients  from  each  of  the  other  two  groups. 
In  all  these  cases,  cortisol  values  fell  within  normal  levels  with  time. 

Mean  serum  GH  levels  showed  no  significant  differences  among 
the  three  groups  during  the  HPR  test  (Fig  3).  Following  a small 
peak  at  15  min,  GH  levels  declined  slightly  thereafter,  however,  no 
significant  differences  were  found  in  relation  to  initial  values  in  any 
group.  High  initial  GH  concentrations  (greater  than  5 ng/mL)  were 
found  in  three  patients  with  prolactinoma,  in  six  with  idiopathic  hy- 
perprolactinemia, and  in  two  with  stress-related  hyperprolactine- 
mia. As  in  the  case  of  cortisol  and  PRL  levels,  these  high  GH  con- 
centrations normalized  with  time  during  the  HPR  test. 

A significant  positive  correlation  (p  < 0.01)  was  found  only  be- 
tween PRL  and  cortisol  values  during  the  HPR  test  in  the  stress- 
related  hyperprolactinemia  group,  but  not  in  the  other  two  groups. 
The  PRL-cortisol  trend  correlation  in  the  stress  group  was  found  to 
be  significantly  different  (p  < 0.001)  in  relation  to  that  of  the  idio- 
pathic group,  but  not  to  that  of  the  prolactinoma  group.  There  were 
no  significant  correlations  between  GH  and  other  hormone  values. 

Discussion 

These  results  show  that  stress-related  hyperprolactine- 
mia is  common  among  other  hyperprolactinemic  condi- 
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FIGURE  2.  Mean  ± SE  serum  cortisol  levels  in  women  with  prolactin- 
oma, and  idiopathic  and  stress-related  hyperprolactinemia  during  the  HPR 
test.  Differences  (*p  < 0.01)  are  in  relation  to  time  zero  values. 
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FIGURE  3.  Mean  ± SE  serum  GH  levels  in  women  with  prolactinoma, 
and  idiopathic  and  stress-related  hyperprolactinemia  during  the  HPR  test. 


tions  in  oligo-ovulatory  or  anovulatory  women  with  or 
without  galactorrhea.  These  findings  also  suggest  that  the 
HPR  test  may  be  an  effective  measure  for  the  diagnosis  of 
this  transient,  nonpathologic  form  of  hyperprolactinemia, 
as  proposed  by  Koninckx.2  Twenty  out  of  70  patients 
(28%)  who  had  shown  initially  high  serum  PRL  levels  in 
two  random  consecutive  blood  samples  were  found  to  be 
euprolactinemic  by  the  HPR  test.  Nine  of  these  patients 
showed  normal  circulating  PRL  concentrations  at  the  ini- 
tiation of  the  test.  In  other  words,  a third  random  PRL 
determination  would  still  have  misdiagnosed  1 1 patients 
whose  initial  hyperprolactinemia  was  stress-related. 
Thus,  contrary  to  the  suggestion  expressed  by  others,5  two 
or  three  consecutive  random  serum  PRL  level  determina- 
tions diminish  but  do  not  obviate  the  need  for  an  HPR  test 
to  rule  out  stress-related  hyperprolactinemia. 


As  expected,8-9  patients  with  prolactinoma  showed  the 
highest  circulating  PRL  concentrations,  and  they  were 
followed  by  the  idiopathic  hyperprolactinemia  group. 
There  were  no  significant  changes  in  mean  PRL  levels 
during  the  HPR  test  in  both  groups.  Moreover,  individual 
serum  PRL  levels  did  not  reach  normal  concentrations  in 
any  patient  with  idiopathic  or  tumoral  hyperprolactine- 
mia. 

Cortisol  release  is  the  most  consistent  endocrine  re- 
sponse to  stressful  events.1  Indeed,  in  all  three  hyperpro- 
lactinemic groups,  the  mean  serum  cortisol  levels  declined 
significantly  during  the  HPR  test.  The  finding  of  lower 
cortisol,  as  well  as  PRL  levels,  with  time  during  the  HPR 
test  most  likely  represents  the  dissipation  of  an  initial 
stress-related  pituitary  reaction.  The  significant  correla- 
tion between  PRL  and  cortisol  values  during  the  HPR  test 
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in  the  stress-related  but  not  in  the  other  hyperprolactine- 
mic groups  reinforces  this  contention.  A similar  stress  ef- 
fect on  GH  secretion,  that  is,  initial  high  values  followed 
by  declining  levels,  was  evident  only  in  a few  patients.  This 
dissociation  in  endocrine  response  to  physical  and  psycho- 
logical stressors  has  been  found  before  in  both  animals 
and  man.10-11 

Increase  in  release  of  PRL,  and  also  GH  and  cortisol, 
can  result  from  diverse  kinds  of  physical  and  psychologi- 
cal stressors.1’11  The  major  determinant  for  the  stress-re- 
lated increased  PRL  release  in  these  hyperprolactinemic 
patients  was  probably  psychological  in  nature.  A transient 
rise  in  serum  PRL  levels  has  been  found  in  women  with  no 
apparent  anxiety  in  anticipation  of  a major  event  like  sur- 
gery.11 Likewise,  experimental  mental  distress  produced 
an  increment  in  PRL  secretion  in  young  women.12  A simi- 
lar response  occurred  following  interview  in  infertile  pa- 
tients.2’3 

Aside  from  emotional  distress,  physical  stressors  might 
also  have  contributed  to  the  stress-related  hyperprolactin- 
emia in  some  cases.  Pelvic  and  breast  examinations  may 
inconsistently  cause  a discrete  rise  in  circulating  PRL  lev- 
els.2’10 Similarly,  in  some  individuals,  venipuncture,  par- 
ticularly if  painful,  also  affects  PRL,  as  well  as  GH  and 
cortisol  levels.13-15  The  individual  endocrine  reactivity  ap- 
pears to  be  related  to  a behavioral  trait  as  well  as  to  experi- 
ence— “anxious”  and  “anxious — not  engaged”  patients 
showed  dissimilar  endocrine  responses  to  cardiac  cathe- 
terization, but  no  reaction  occurred  among  “depressed 
and  calm”  patients.16  Decreased  or  absent  endocrine  re- 
sponses have  been  found  to  develop  with  repeated  cathe- 
terization or  other  stimuli,  suggesting  adaptation.15’17  In- 
deed, the  decline  in  circulating  PRL  levels  in  these 
patients  from  the  initial  visit  to  the  time  of  testing  could 
have  been  the  result  of  adaptation.  It  is  noteworthy  that 
chronic  anxiety  does  not  effect  increased  PRL  release.18 
The  mechanism  of  acute  stress-related  PRL  release  is  not 
clear.  Recent  experimental  studies  suggest  that  stress  trig- 
gers PRL  release  mainly  through  activation  of  PRL-re- 
leasing  substances,  such  as  vasoactive  intestinal  peptide 
and  polypeptide  histidine  isoleucine-27,  and  secondarily 
by  attenuation  of  dopamine  secretory  activity.19 

Transient  hyperprolactinemia  can  be  secondary  to  fac- 
tors other  than  physical  or  psychological  stressors.  Inges- 
tion of  a protein-rich  meal  stimulates  PRL  release,  which 
occasionally  results  in  mild,  short-lasting  hyperprolactin- 
emia.21’22 Postprandial  elevation  in  cortisol  and  GH  levels 
has  also  been  described.20-21  Sometimes,  the  normal  epi- 
sodic PRL  secretory  bursts  reach  beyond  the  upper  nor- 
mal limit  of  circulating  PRL  levels.5  Thus,  sampling  at  the 
time  of  a PRL  pulse  may  also  be  misleading. 

It  is  unlikely  that  a sporadic,  mild  elevation  in  circulat- 
ing PRL  levels,  as  seen  in  stress-related  hyperprolactine- 
mia, disturbs  reproductive  function.  For  example,  in  par- 
tial lactators,  the  large  magnitude,  suckling-dependent 
PRL  release  bursts  fail  to  maintain  anovulation,  frequent- 
ly leading  to  conception.23  Further,  pregnancy  has  been 
reported  to  occur  with  relative  frequency  in  hyperprolac- 
tinemic patients.24  On  the  other  hand,  it  has  been  claimed 
that  intermittent,  mild  rises  of  serum  PRL  levels  negative- 
ly affect  fertility.25  Other  findings,  however,  contradict 
this  claim.26 


Stress-related  hyperprolactinemia  is  a common  event 
which,  in  the  majority  of  cases,  can  be  identified  by  two  or 
three  random  serum  PRL  determinations.5  An  HPR  test 
is,  however,  needed  to  further  identify  an  important  group 
of  patients  with  stress-related  hyperprolactinemia  who 
show  mild  to  moderately  elevated  PRL  levels  (>20-<100 
ng/mL)  in  two  to  three  consecutive  random  samples. 

In  summary,  an  HPR  test  limited  to  three  blood  sam- 
plings for  only  PRL  determination  at  0,  30,  and  60  min 
should  suffice  to  diagnose  stress-related  hyperprolactine- 
mia and  to  help  avoid  diagnostic  pitfalls  and  unnecessary 
treatment. 
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SPECIAL  ARTICLES 


Periodic  physician  recredentialing  proposed  in 

New  York  State 

Alfred  Gellhorn,  md,  Martin  Cherkasky,  md 


Usually  reliable  authorities  have  attributed  to  Adam  the 
following  comment  while  pausing  under  an  apple  tree  in 
the  Garden  of  Eden,  “Eve,  we  are  living  in  a period  of 
transition.”  It  was  true  for  Adam  and  Eve  and  it  is  abun- 
dantly true  for  us  in  the  health  care  professions.  There  are 
many  manifestations  of  this.  In  a recent  editorial  in  the 
New  England  Journal  of  Medicine , Reiman  character- 
ized the  last  50  years  of  American  medicine  as  comprising 
three  revolutionary  periods.1  These  included  the  Era  of 
Expansion,  in  which  biomedical  knowledge  increased  at 
an  exponential  rate,  medical  specialties  proliferated,  and 
the  production  of  physicians  was  doubled  by  increasing 
medical  school  output  and  licensing  foreign  medical  grad- 
uates. This  period  from  the  end  of  World  War  II  to  the 
mid-1970s  was  followed,  Reiman  proposes,  by  the  Revolt 
of  the  Payers,  or  the  Era  of  Cost  Containment.  This  period 
is  familiar  to  all  deliverers  of  health  care  and  represents  a 
struggle  which  is  likely  to  continue  for  the  foreseeable  fu- 
ture. Reiman,  however,  suggests  that  a new  revolution  is 
now  in  the  making,  the  Era  of  Assessment  and  Account- 
ability. The  editorial  was  stimulated  by  a special  article  in 
the  same  issue  of  the  New  England  Journal  of  Medicine 
by  Roper  and  his  colleagues2  from  the  Health  Care  Fi- 
nancing Administration  entitled  “Effectiveness  in  health 
care:  An  initiative  to  evaluate  and  improve  medical  prac- 
tice.” This  important  policy  statement  begins  a coopera- 
tive program  between  the  Department  of  Health  and  Hu- 
man Services,  health  care  providers,  researchers,  medical 
educators,  private  purchasers,  and  consumer  groups  to  as- 
sess the  effectiveness  of  health  care.  Among  its  many  pos- 
sibilities are  improved  guidelines  for  medical  practice. 

Initiative  for  Physician  Recredentialing 

Of  particular  pertinence  to  the  above  was  a public  pro- 
nouncement in  1986  by  Governor  Mario  Cuomo  of  New 
York  that  there  would  be  periodic  recredentialing  of  phy- 
sicians for  the  license  to  practice  medicine  in  the  state.3 
This  proposal  is  a part  of  an  overall  program  to  maintain  a 
high  quality  of  medical  care  in  the  state  and  was  a logical 
follow-up  of  the  administration’s  medical  malpractice  law 
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New  York  Department  of  Health,  Corning  Tower,  The  Governor  Nelson  A. 
Rockefeller  Empire  State  Plaza,  Albany,  NY  12237. 


which  was  approved  by  the  legislature  in  1985. 4 This  lat- 
ter law  emphasizes  quality  of  care  for  hospitalized  pa- 
tients through  mandatory  incident  reporting  of  adverse 
events  which  are  unexpected  in  the  natural  history  of  an 
illness,  increased  monitoring  by  the  quality  assurance 
committees  of  adverse  patient  outcomes,  and  ultimate  re- 
sponsibility of  the  governing  boards  of  hospitals  for  all  as- 
pects of  hospital  care.5  In  considering  the  unique  step  of 
physician  recredentialing  by  a state,  there  are  other  con- 
siderations which  indicate  that  this  is  a timely  move  with 
national  implications. 

History  of  Physician  Licensure 

Physician  recredentialing  may  not  be  accepted  with  en- 
thusiasm by  the  medical  profession.  It  is  to  be  noted,  how- 
ever, that  medical  licensure  as  a mechanism  to  assure  the 
public  that  it  will  be  well  served  by  a physician  also  had  a 
stormy  course  in  America.  First  attempted  in  Massachu- 
setts in  1649,  it  failed  to  provide  assurance  of  uniformity 
of  knowledge  and  skills  in  physicians  and  was  abandoned. 
Other  attempts  were  made  by  other  states  but  it  was  not 
until  1846  that  the  Medical  Society  of  the  State  of  New 
York  (MSSNY)  called  for  a national  convention  for  the 
purpose  of  elevating  the  standard  of  medical  care  in  the 
United  States.6  The  American  Medical  Association 
(AMA)  was  created  as  a result  of  that  meeting  and  in 
1883  the  AMA  recommended  that  state  medical  boards 
develop  licensing  examinations.7  By  the  turn  of  the  centu- 
ry, almost  all  states  had  passed  legislation  requiring  the 
use  of  such  examinations.  Subsequently,  the  Federation  of 
State  Medical  Boards  (1912)  and  the  National  Board  of 
Medical  Examiners  (1915)  were  established  to  provide  a 
voluntary  national  certification  process  for  the  initial  li- 
cense to  practice  medicine.  Medical  specialty  certification 
adopted  by  a few  specialties  in  the  early  1900s  multiplied 
rapidly  following  the  explosion  of  fundamental  and  ap- 
plied knowledge  after  World  War  II  so  that  now  there  are 
23  specialties  which  require  examinations  for  designation 
as  a board-certified  specialist. 

Progress  in  Medicine  and  Medical  Licensure 

The  rapidity  and  magnitude  of  advances  in  medical  sci- 
ence with  attendant  clinical  applications  challenges  the 
initial  assumption  that  the  primary  medical  license  or  spe- 
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cialty  board  certification  provides  lifetime  assurance  of 
continuing  knowledge  and  skills.  In  order  to  maintain  the 
specialty  board  certification,  for  example,  17  of  the  23 
medical  specialty  boards  have  already  initiated  or  have 
planned  a requirement  for  recertification  at  intervals  of 
seven  to  ten  years.  Another  recognition  of  the  attrition  in 
medical  knowledge  is  the  expectation  that  all  physicians 
would  participate  in  continuing  medical  education  either 
through  individual  effort  or  organized  conferences  and 
courses,  and  for  some  states,  this  is  mandated  for  mainte- 
nance of  the  medical  license.  Continuing  medical  educa- 
tion is  undoubtedly  valuable  and  necessary,  but  in  the  ab- 
sence of  validation  of  the  putative  beneficial  effect,  it  fails 
to  provide  the  necessary  objective  assurance  that  it  pre- 
vents professional  obsolescence  and  that  appropriate  stan- 
dards of  medical  care  are  being  maintained. 

The  medical  care  system  in  the  United  States  can  with 
good  justification  claim  that  it  is  of  high  quality.  Despite 
this  positive  view,  there  are  indications  that  not  all  is  well. 
The  malpractice  crisis  saps  the  trust  in  the  patient-physi- 
cian relationship  with  unnecessary  and  even  hazardous 
defensive  medical  practices,  with  escalating  malpractice 
insurance  premiums  which  lead  to  incremental  health 
care  costs,  and  with  inadequate  understanding  by  patients 
of  the  limitations  of  medicine.  There  is  also  clear  evidence 
of  inadequacies  among  physicians  as  manifested  by  signif- 
icant variation  in  the  utilization  of  operations  and  proce- 
dures among  comparable  populations  which  are  not  expli- 
cable by  variations  in  the  health  needs  of  the  patients.  An 
example  documented  recently  in  New  York  was  the  vari- 
able frequency  of  surgical  procedures  in  the  elderly  from 
one  county  to  another  which  could  not  reasonably  be  ac- 
counted for  by  variation  in  medical  indications.8 

These  facts,  together  with  public  sophistication  and  the 
recognition  that  physicians,  like  airline  pilots  who  also 
make  critical  decisions  affecting  life  and  limb,  have  a re- 
sponsibility to  provide  periodic  assurance  that  their 
knowledge  base  is  current.  It  was  to  this  end  that  the  gov- 
ernor requested  the  commissioner  of  health  and  the  chan- 
cellor of  the  board  of  regents  to  appoint  an  advisory  com- 
mittee on  physician  recredentialing. 

The  New  York  State  Advisory  Committee  on 
Physician  Recredentialing 

The  committee,*  appointed  in  the  spring  of  1987,  had 
broad  representation  of  medical  practitioners,  medical 
educators,  public  representation,  members  of  the  state 
medical  society,  national  organizations  involved  in  medi- 

'Members  of  the  New  York  State  Advisory  Committee  on  Physician  Recreden- 
tialing: Arthur  Aufses,  MD,  Mt  Sinai  Medical  Center;  Bertrand  M.  Bell.  MD.  Al- 
bert Einstein  College  of  Medicine;  Robert  Biblo,  Health  Insurance  Plan;  Valerie 
Burke,  MD,  Queens  Hospital/South  Jamaica  Community  Health  Center;  Martin 
Cherkasky,  MD,  Board  of  Regents;  John  A.  Finkbeiner,  MD.  Medical  Society  of  the 
State  of  New  York;  Julius  W.  Garvey,  MD,  Queens  Clinical  Society:  Alfred  Gell- 
horn,  MD.  New  York  State  Department  of  Health;  Stanley  L.  Grossman,  MD.  Mid- 
Hudson  Surgical;  Nathaniel  Hurst,  MD.  Park  Hope  Nursing  Home;  Donald  Langs- 
ley,  MD,  American  Board  of  Medical  Specialties;  Marvin  Lieberman,  PhD,  New 
York  Academy  of  Medicine;  David  Mesches,  MD,  New  York  Medical  College; 
John  P.  Naughton,  MD.  State  University  of  New  York  at  Buffalo;  Lloyd  F.  Novick, 
MD.  New  York  State  Department  of  Health;  Richard  N.  Pierson,  MD,  St  Luke’s 
Roosevelt;  Joseph  T.  Post.  MD,  New  York  Academy  of  Medicine;  John  T.  Prior, 
MD,  Empire  State  Peer  Review  Organization;  Linda  Randolph,  MD,  New  York 
State  Department  of  Health;  Lawrence  Scherr,  MD,  American  College  of  Physi- 
cians; Judith  Simmons,  MD.  New  York  State  Department  of  Health;  William  A. 
Stewart,  MD,  Board  for  Professional  Medical  Conduct;  Anthony  P.  Tartaglia,  MD, 
Albany  Medical  Center  Hospital;  Robert  Voile,  PhD,  National  Board  of  Medical 
Examiners. 


cal  certification,  and  state  government.  At  the  outset,  it 
was  recognized  that  the  charge  to  develop  recredentialing 
for  appropriate  standards  of  medical  practice  is  not  synon- 
ymous with  certification  of  medical  competence.  The  lat- 
ter concept  describes  a comprehensive  quality  which  in- 
cludes knowledge,  skills,  psychosocial  relationships  to 
patients,  and  mature  judgment  and  there  are  no  tests  of 
competence  which  have  been  validated.  The  recommen- 
dations9 for  recredentialing  in  New  York  are  a first  ap- 
proximation to  an  additional  quality  assurance  mecha- 
nism in  medicine  and  include  many  of  the  identified 
components  of  competence.10 

There  are  implicit  and  explicit  guidelines  which  were 
adopted  by  the  advisory  committee: 

• The  standards  of  medical  practice  to  be  used  in  re- 
credentialing would  be  defined  and  publicized  wide- 
ly and  the  evaluation  of  the  individual  physician’s 
compliance  would  be  examined  prospectively,  not 
retrospectively. 

• The  process  of  recredentialing  is  to  be  educational, 
not  punitive. 

• The  evaluations  are  to  be  done  by  peers. 

• The  outcome  of  the  evaluations  is,  if  necessary,  to  be 
remediation,  not  the  loss  of  the  license  to  practice 
medicine. 

• There  are  to  be  multiple  options  for  the  recreden- 
tialing process. 

• Before  formal  implementation  of  recredentialing, 
there  would  be  validation  of  the  proposed  proces- 
ses. 

The  criteria  for  recredentialing  are  necessarily  differ- 
ent from  those  which  must  be  met  at  the  time  of  initial 
medical  licensure.  For  the  latter  it  is  appropriate  to  deter- 
mine the  cognitive  knowledge  of  the  applicant  in  the  broad 
fields  of  biomedical  science  and  clinical  medicine.  Subse- 
quently, physicians  differentiate  into  a variety  of  clinical 
disciplines  and  modes  of  activity  to  meet  the  health  needs 
of  the  public.  The  recredentialing  is  not  designed  to  deter- 
mine the  physician’s  knowledge  of  all  aspects  of  medicine, 
but  rather  to  determine  whether  his/her  current  practice 
meets  appropriate  standards.  This  will  be  achieved  by  pro- 
viding ample  educational  material  about  which  it  is  rea- 
sonable to  expect  doctors  to  be  knowledgeable  and  to  vali- 
date that  by  testing;  by  peer  review  of  performance 
through  precise  protocols;  and  by  utilizing  the  specialty 
board  recertification  process  where  appropriate. 

At  the  present  time,  all  physicians  in  New  York  are  re- 
quired to  register  at  three-year  intervals  for  a revalidation 
of  the  medical  license.  This  is  a formality  and  merely  re- 
quires the  completion  of  a form  and  payment  of  a registra- 
tion fee.  It  is  proposed  that  the  recredentialing  process  be 
temporally  related  to  registration  at  nine-year  intervals 
rather  than  three  years.  This  conveniently  falls  within  the 
intervals  of  recertification  by  the  specialty  boards  (seven 
to  ten  years). 

The  general  mechanisms  for  recredentialing  which 
have  been  proposed  include  specialty  board  certification 
or  recertification,  cognitive  and  clinical  problem  solving 
testing,  and  peer  review  according  to  specified  protocols. 
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Every  physician  will  have  the  option  of  selecting  one  of  the 
three  methods. 

Specialty  board  certification  and  recertification  is  stan- 
dard for  those  who  meet  the  eligibility  requirements.  Ta- 
ble I indicates  the  current  status  of  specialty  board  recerti- 
fication. 

Cognitive  and  clinical  problem  solving  testing,  another 
suggested  mechanism  for  recredentialing,  is  now  in  an 
early  stage  of  development.  Cooperation  of  the  Federation 
of  State  Medical  Boards  Licensing  Examination  (FLEX) 
Board  and  the  National  Board  of  Medical  Examiners 
(NBME)  is  an  essential  and  much  desired  component  of 
this  option.  These  two  organizations  have  been  ap- 
proached to  develop  a unique  examination  for  those  prac- 
ticing general  adult  or  pediatric  medicine.  The  examina- 
tion, it  has  been  proposed,  will  be  four  to  six  hours  in 
length  and  will  be  designed  to  indicate  areas  of  knowledge 
or  clinical  problem  solving  deficiencies  that  require  reme- 
diation. A syllabus  and/or  suggested  reading  will  be  avail- 
able for  refresher  study  prior  to  the  examination.  This,  as 
well  as  other  proposed  recredentialing  means,  will  be  vali- 
dated by  pre-trial. 

In  addition  to  specialty  board  recertification,  or  a cog- 
nitive problem  solving  practice  oriented  test,  there  is  a 
third  option  which  will  be  developed.  This  is  a peer  review 
of  a physician’s  patient  record  according  to  a precise  pro- 


tocol.  The  objective  criteria  for  hospital-based  and  office- 
based  practitioners  are  being  developed.  The  review  of 

TABLE  1.  Current  Status  of  Specialty  Board 
Recertification 

Specialty 

Current  Future  No 

Requirement*  Requirement  Requirement 

Allergy  and 

1989 

immunology 

Anesthesiology 

X 

Colon  and  rectal 

X 

surgery 

Dermatology 

1991 

Emergency  medicine 

X 

Family  practice 

X 

Internal  medicine 

1990 

Neurological  surgery 

X 

Nuclear  medicine 

1992 

Obstetrics  and 

X 

gynecology 

Ophthalmology 

1992 

Orthopaedic  surgery 

X 

Otolaryngology 

1989 

Pathology 

X 

Pediatrics 

1988 

Physical  medicine 

1993 

and  rehabilitation 

Plastic  surgery 

X 

Preventive  medicine 

X 

Psychiatry  and 

X 

neurology 

Radiology 

X 

Surgery 

X 

Thoracic  surgery 

X 

Urology 

X 

* The  requirement  for  recertification  does  not  apply  to  those  who  have  already 
received  a no-time-limited  board  certificate.  For  such  persons,  voluntary  recertifi- 
cation is  available. 


physicians’  hospital  or  office  records  permits  assessment 
of  a broad  range  of  the  elements  that  determine  the  quali- 
ty of  the  practice  of  medicine.  Although  a precise  protocol 
for  the  evaluation  of  office  records  is  being  developed,  the 
committee  identified  the  requirements  for  such  an  instru- 
ment: 

• The  protocol  must  be  sensitive  to  variation  in  the 
practice  profiles  of  the  physician  population, 

• The  model  developed  must  be  credible  to  physicians 
and  nonphysicians,  and 

• The  record  evaluation  must  incorporate  peer  review 
by  appropriate  professionals. 

Systems  have  been  developed  for  office  record  review 
such  as  that  used  by  the  American  Board  of  Family  Prac- 
tice in  its  recredentialing  process  or  the  Ontario  College  of 
Physicians  and  Surgeons.  A possible  approach  to  the  re- 
view of  patients’  office  records  is  outlined  in  Table  II. 

The  general  purposes  of  the  review  of  office-based  phy- 
sicians’ records  would  be  to  evaluate  the  following: 

• Information  gathering  skills 
— interview 

— physical  examination 
— laboratory  and  other  diagnostic  procedures 

• Ability  to  use  information  to: 

— formulate  hypotheses 

TABLE  II.  Review  of  Office  Records  of  Adult  Patients 

I.  Legibility 

II.  History 

The  reason  the  patient  seeks  medical  advice 

The  history  should  embody  the  facts  of  medical  significance 

to  the  present  complaints 

The  past  history,  medications,  family  history,  social  and 
occupational  history,  and  system  review  should  be  recorded 
when  relevant  to  the  present  illness  or  in  an  initial  general 
work-up 

III.  Physical  Examination 

Physical  signs  are  the  objective  and  verifiable  marks  of 
pathology  whose  significance  is  enhanced  when  they  confirm 
a functional  or  structural  change  evidenced  by  the  history 
Although  attention  is  directed  by  the  history  to  the  organ 
or  system  or  part  of  the  body,  the  examination  should  extend 
to  all  parts  of  the  body,  in  a systematic  procedure,  except 
in  a specialty  work-up 

All  investigations  of  the  body  are  a part  of  the  physical 
examination  such  as  with  the  ophthalmoscope, 
sphygmomanometer,  percussion  hammer,  etc. 

IV.  Provisional  Diagnosis 

V.  Instrumental  and  Laboratory  Examinations 

The  selection  of  laboratory  and  other  diagnostic  procedures 
should  be  clearly  justified  by  the  findings  to  date.  Every 
procedure  that  does  not  have  a specific  purpose  contributory 
to  the  management  of  the  patient’s  illness  is  wasteful  of  time, 
money,  and/or  safety 

Appropriate  screening  or  preventive  measures  (Pap  smear, 
immunizations,  etc.) 

VI.  Diagnosis  and  Formulation  of  a Management  Plan 

VII.  Action  Taken 

Therapy,  consultations,  etc. 

VIII.  Follow-Up 

Including  telephone  responses 
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— solve  problems 

• Knowledge  base  and  ability  to  use  knowledge 

• Management 
— diagnosis 
— treatment 

— patient  education 
— follow-up  plan 
— follow  up 

By  selecting  particular  diagnostic  categories,  evidence 
of  physicians’  recognition  of  important  preventive  medi- 
cine procedures  can  be  ascertained,  such  as,  for  example, 
Pap  exfoliative  cytology  in  women  or  rectal  examination 
in  men  or  immunization  information  in  children  (Table 
III).  Physicians’  approaches  to  difficult  diagnostic  prob- 
lems can  be  evaluated  and  the  pertinence  of  follow-up  vis- 
its noted.  Peer  review  would  be  carried  out.  The  recording 
in  the  chart  of  telephone  consultations  with  patients  could 
be  another  measure  of  continuity  of  care. 

Communication  with  the  major  specialty  societies  indi- 
cates that  many  have  or  are  in  the  process  of  developing 
standards  of  medical  practice.  It  is  possible  that  such  stan- 
dards of  practice  can  be  used  for  the  peer  review  of  the 
records  of  hospital-based  physicians.  Discussions  of  this 
approach  are  in  progress  with  the  Council  of  Medical  Spe- 
cialty Societies  and  with  New  York  State  specialty 
groups.  An  alternative  to  this  preferred  methodology  is 
described  in  the  advisory  committee  report. 

Purposes  of  Recredentialing 

The  public  interest  will  be  best  served  by  improvements 
in  available  medical  services,  and  recredentialing  is  di- 
rected to  this  purpose.  The  aim  of  the  process  described  is 
educational,  not  punitive.  To  this  end,  full  information  on 
the  protocol  for  hospital  recredentialing,  on  the  examina- 
tions which  may  be  selected  for  recredentialing,  and  on 
the  methods  for  office  medical  record  review  will  be  wide- 
ly publicized  to  the  medical  profession.  It  is  expected  that 
the  methods  selected  for  evaluation  will  provide  an  accu- 
rate indication  of  particular  deficiencies.  It  was  also  pro- 
posed by  the  Committee  that  approved  programs  for  cor- 
rection of  deficiencies  be  developed  and  made  readily 
available  to  those  judged  to  be  in  need  of  remediation. 
State  and  national  groups,  expert  in  this  area,  have  been 
consulted. 

The  Advisory  Committee  on  Physician  Recredentialing 
recognized  that  this  action  by  New  York  State  is  unique 

TABLE  III.  Basic  Components  of  a Pediatric  Record 

Summary  of  major  diagnoses  and  problems 
Family  configuration  and  health  history 
Social  history 

Past  history  including  birth,  illnesses,  review  of  systems 
Nutritional  history 

Developmental  history  and/or  school  adjustment 

Physical  examination 

Treatment  plan  (anticipatory  guidance) 

Progress  notes 
Immunization  record 

Vision,  hearing,  tuberculin,  and  laboratory  screening  tests 
Growth  charts 
Consent  for  treatment 


and  without  guiding  precedents.  The  committee  recom- 
mended that  before  implementation,  appropriate  pilot  ex- 
periments be  performed  to  validate  the  various  instru- 
ments proposed  for  recredentialing.  This  will  be  a time 
consuming  process  which  may  require  two  years  for  com- 
pletion. 

The  Report  of  the  New  York  State  Advisory  Commit- 
tee on  Physician  Recredentialing:  Phase  One:  General 
Principles,  Proposed  Process,  Recommendations  was 
transmitted  to  the  chancellor  of  the  board  of  regents  and 
the  commissioner  of  health  in  January  1988.  Since  its  sub- 
mission, an  expert  committee,  consisting  of  active  practi- 
tioners in  the  major  specialties  and  a representative  of  the 
American  Osteopathic  Association,  has  met  with  repre- 
sentatives of  the  National  Board  of  Medical  Examiners 
and  the  FLEX  Board  to  discuss  possible  test  instruments. 
A similar  committee  has  begun  the  development  and  re- 
view of  the  peer  review  protocols.  After  the  test  instru- 
ments have  been  developed,  there  will  be  a validation  pro- 
cess with  a randomly  selected  group  of  volunteer 
physicians  who  will  take  the  tests  and  provide  a critical 
assessment.  Before  final  implementation,  the  recreden- 
tialing process  must  be  approved  by  the  board  of  regents 
of  the  state  education  department  and  the  state  legislature 
as  well. 

Discussion 

Despite  the  probable  interval  of  two  years  or  more  be- 
tween the  Phase  One  report  on  physician  recredentialing 
and  the  possible  time  of  implementation,  the  reactions  of 
physicians,  organized  medicine,  national  organizations 
and  the  public  have  been  instructive  and  revealing.  The 
formal  responses  of  individual  physicians  both  in-state 
and  out-of-state  as  well  as  the  American  Medical  Associa- 
tion, the  Medical  Society  of  the  State  of  New  York,  and 
the  New  York  County  Medical  Society  have  been  largely 
negative.  The  reasons  have  included  reservations  with  re- 
gard to  the  need  for  such  recredentialing  for  the  vast  ma- 
jority of  physicians,  questions  regarding  the  pertinence  of 
cognitive  tests  as  a measure  of  competence,  views  that  this 
activity  represents  uncalled  for  interference  of  govern- 
ment in  the  practice  of  medicine,  and  charges  that  the  pro- 
posal to  recredential  physicians  threatens  the  public  confi- 
dence in  doctors.  Since  the  criticisms  expressed  in  no  way 
reflect  the  objectives  of  the  advisory  committee,  it  is  im- 
portant to  respond  to  them. 

The  statement  by  physicians  that  recredentialing  is  un- 
necessary because  most  physicians  keep  their  knowledge 
and  skills  current  is  a reasonable  presumption  and  there- 
fore there  should  be  no  anxiety  about  demonstrating  that 
this  is  a fact.  Physicians  have  a responsibility  to  their  pa- 
tients and  to  the  public  at  large  to  provide  objective  reas- 
surance of  their  current  knowledge  and  skills.  The  financ- 
ing of  medical  care  is  now  accomplished  largely  through 
taxation.  Medicare  and  Medicaid  constitute  a significant 
source  of  physicians’  income.  The  Subcommittee  on  Health 
of  the  House  Ways  and  Means  Committee  of  the  US  Con- 
gress is  drafting  legislation  to  be  introduced  in  the  next 
congress  which  would  require  recertification  of  all  physi- 
cians for  Medicare  reimbursement  eligibility.  Each  time  a 
physician  utilizes  a hospital,  the  likelihood  is  great  that 
capital  expenditures  have  been  made  possible  by  tax  dol- 


212  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/APRIL  1989 


lars.  The  public  accountability  of  the  medical  profession  is 
an  obligation  which  should  be  accepted  without  demur. 

It  has  been  argued  by  physicians  that  they  would  not 
object  to  recredentialing  if  it  were  also  required  of  other 
health  professionals,  and  lawyers  and  other  skilled  groups. 
Although  recredentialing  of  other  professions  may  be  a 
good  idea,  it  is  not  relevant  to  the  issue  of  physician  recre- 
dentialing which  stands  by  itself  as  an  appropriate  mecha- 
nism of  public  reassurance. 

In  discussions  of  recredentialing  with  physicians,  it  has 
been  argued  that  cognitive  testing  is  not  a mechanism  for 
measuring  competence.  As  was  pointed  out  in  the  report 
and  earlier  in  this  communication,  competence  is  a many 
faceted  characterization  which  includes  knowledge  and 
skills,  judgment  developed  through  experience,  psychoso- 
cial skills,  and  an  understanding  of  variations  in  human 
physiology  and  behavior.  There  are  no  objective  tests  for 
competence  although  it  is  possible  that,  with  time,  correla- 
tions between  the  types  of  testing  proposed  in  the  recre- 
dentialing report,  which  include  components  of  clinical 
competence,  and  the  recognition  of  competent  physicians 
will  provide  a closer  approximation  than  now  exists.  In  the 
meantime,  it  should  be  apparent  to  the  medical  profession 
that  the  sort  of  tests  proposed  are  analogous  to  the  medical 
licensure  examinations  which  have  always  been  accepted 
as  valid  for  the  practice  of  medicine  or  those  that  are  used 
in  the  certification  of  a specialist.  Is  it  not  inconsistent  to 
recognize  the  validity  of  these  and  question  the  appropri- 
ateness of  similar  measures  for  recredentialing? 

The  issue  of  undue  intrusion  of  government  into  the 
practice  of  medicine  does  not  appear  to  be  substantial. 
The  advisory  committee  making  the  recommendations 
consisted  of  largely  physicians.  The  testing  mechanisms 
are  being  developed  by  physicians,  and  the  appeal  process 
outlined  in  the  report  is  to  physicians.  Government  is  rep- 
resentative of  the  public  and  it  too  has  a responsibility  to 
provide  quality  assurance  of  medical  care.  Thus  the  medi- 
cal profession  and  government  are  of  necessity  joint  part- 
ners in  recredentialing. 


It  has  been  suggested  by  some  that  the  recredentialing 
of  physicians  threatens  public  confidence  in  the  profes- 
sion. The  response  of  the  public  would  appear  to  allay  that 
concern  completely.  Individual  citizens,  citizen  organiza- 
tions, and  newspaper  and  radio  editorials  have  been  uni- 
formly supportive.1 1-16  Other  states  and  the  US  Congress 
have  also  expressed  interest.  In  fact,  it  would  appear  likely 
that  if  the  medical  profession  endorsed  recredentialing  in 
principle  pending  the  development  of  the  specific  meth- 
ods, it  would  markedly  increase  the  confidence  and  re- 
spect of  the  public  and  might  win  public  support  for  re- 
form of  malpractice  litigation.  This  action  merits  serious 
consideration. 
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Quality  education  is  essential  for  quality  health  care 

Charles  D.  Sherman,  Jr,  md 


Quality  health  care  is  directly  related  to  quality  medical 
education.1  For  centuries,  the  medical  profession  has  held 
this  concept  as  one  of  medicine’s  most  important  credos. 
In  this  article  I outline  what  the  medical  profession  in 
America  has  done  to  amplify  that  concept,  note  our  cur- 
rent position,  and  suggest  future  actions.  I conclude  with  a 
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short  statement  outlining  why  this  whole  mechanism  of 
education  for  quality  control  should  remain  a voluntary 
one  of  the  profession,  and  that  imposition  of  an  outside 
“recredentialing  bureaucracy”  by  our  State  Health  De- 
partment would  be  detrimental  for  the  profession  and  the 
public. 

Early  Efforts  in  Medical  Education  in  the 
United  States 

In  the  frontier  days  of  America  very  few  trained  physi- 
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cians  “braved  the  new  world.”  Anyone  could  claim  to  be  a 
doctor — and  all  sorts  of  people  did.  Slowly  a small  cadre 
of  physicians  trained  in  Europe  arrived  and  took  appren- 
tices. Then  “medical  schools”  developed — mostly  propri- 
etary, mostly  didactic,  supplementing  the  practical  ap- 
prenticeships. In  the  1840s  New  York  physicians  were 
instrumental  in  forming  the  American  Medical  Associa- 
tion (AMA)  primarily  because  of  a felt  need  for  setting 
higher  standards  for  education  at  the  national  level.2  In 
the  1890s  the  founding  of  Johns  Hopkins  set  the  highest 
standards  of  all — one  even  had  to  have  a college  degree  to 
be  admitted.  The  great  watershed  in  US  medical  educa- 
tion came  with  the  Flexner  report  in  1 9 1 03  which  recom- 
mended high  standards  for  all  schools,  including  a four- 
year  curriculum.  Within  a short  time  over  half  the  schools 
closed. 

One  of  the  side  effects  of  this  upheaval  in  medical  edu- 
cation was  an  unfortunate  one  for  organized  medicine.  Up 
until  that  time  all  of  the  leaders  of  the  medical  profession 
at  large  were  also  leaders  in  the  AMA.  After  the  Flexner 
report,  with  the  marked  emphasis  on  upgrading  the  quali- 
ty of  medical  school  education,  many  of  the  leaders  of 
American  medicine  concentrated  upon  improving  their 
medical  schools  and  did  not  participate  nearly  so  actively 
in  organized  medicine.  Indeed,  it  is  not  unfair  to  say  that 
during  the  1 920s  and  1930s  academia  tended  to  look  down 
on  those  physicians  who  remained  active  in  the  American 
Medical  Association. 

Current  Standards  and  Accreditation  for 
US  Medical  Schools 

In  addition  to  setting  standards  for  medical  school  edu- 
cation, an  increasingly  sophisticated  system  of  accredita- 
tion has  been  established  to  make  certain  that  those  stan- 
dards are,  in  fact,  met.  The  most  recent  revisions  of  these 
standards  were  made  in  1985. 4 Today  each  school  is  sur- 
veyed periodically  by  a high  powered  team  representing 
the  AMA  and  the  Association  of  American  Medical  Col- 
leges (AAMC). 

To  prepare  for  the  accreditation  survey  each  medical 
school  is  required  to  do  an  extensive  “self-study”  which  is 
then  used  as  part  of  the  survey  team’s  evaluation  after  a 
four-day  visit  to  the  school  critically  reviewing  every  ele- 
ment that  might  have  an  impact  on  medical  student  edu- 
cation. The  survey  team  reports  are  further  reviewed  by 
some  50-60  reviewers  prior  to  final  recommendations  by 
the  Liaison  Committee  for  Medical  Education.  Even  the 
best  schools  do  not  escape  some  recommendations  for  im- 
provement. 

Residency  Training  and  Board  Certification 

From  the  1920s  through  the  1950s  the  development  of 
the  specialty  societies  and  specialty  boards  was  a very  im- 
portant factor  in  setting  the  standards  for  internship  and 
residency  training  and  for  developing  site  visits  by  “resi- 
dency review  committees”  to  ensure  that  the  standards 
that  had  been  promulgated  were  followed.  Both  the 
AMA’s  Council  on  Medical  Education  and  the  American 
Medical  College  of  Surgeons  were  instrumental  in  this  de- 
velopment.5 

Although  the  medical  schools  and  the  specialty  societ- 
ies and  boards  initially  concentrated  almost  exclusively  on 


educational  and  scientific  matters,  in  the  1960s  they  be- 
latedly began  to  recognize  that  socioeconomics  and  “the 
environment”  in  which  medicine  is  practiced  are  just  as 
important  for  patient  care  as  is  the  strict  attention  to  edu- 
cation itself,  and  both  groups  began  to  develop  policies 
and  actions  in  the  socioeconomic  field  (although  some- 
times at  odds  with  the  concerns  of  organized  medicine). 
Parenthetically,  it  is  interesting  to  note  that  today  25-35% 
of  the  budgets  of  medical  schools  come  from  the  profes- 
sional fees  earned  by  their  faculties.6  Because  of  this  the 
schools  have  just  as  much  concern  for  adequate  fees  for 
services  rendered  as  does  the  practitioner.  Also  one  should 
note  that  from  the  very  beginning  the  concepts  of  learning 
through  working  with  patients  and  of  increasing  responsi- 
bility under  supervision  have  been  unique  features  of 
American  medical  education. 

We  cannot  allow  our  state  government  to  damage  this 
crucial  element  in  the  learning  process  because  of  its  zeal 
to  accommodate  to  a highly  publicized  unfortunate  event 
in  one  of  our  hospitals. 

Continuing  Medical  Education 

During  the  last  half  of  the  20th  century  there  has  been 
such  an  explosion  in  information  that  knowledge  has  dou- 
bled every  few  years.  Much  of  what  one  learned  in  medical 
school  was  out  of  date  within  a decade  or  so  after  leaving 
formal  educational  programs.  While  medicine  had  always 
been  considered  a profession  where  “lifetime  learning  was 
vital  to  the  care  of  the  patient,”  it  has  become  even  more 
important  to  try  to  ensure  that  physicians  keep  up  to  date 
as  much  as  possible  after  leaving  their  residency  training 
programs.  Continuing  medical  education  is  personal  and 
self-directed.  Bill  Ruhe,  then  an  AMA  vice-president, 
showed  a few  years  ago  that  physicians  feel  their  most 
important  continuing  medical  education  is  derived  from 
reading  books  and  journals.7  Nevertheless,  more  formal- 
ized continuing  medical  education  (conferences,  courses, 
and  seminars)  has  been  developed,  and  attention  paid  to 
attempts  to  improve  the  standards  in  continuing  medical 
education  just  as  has  been  accomplished  in  medical  school 
education  and  residency  training.8  Although  we  now  have 
a national  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME),  many  of  us  feel  that  these  more 
formalized  programs  at  the  national  level  are  only  a rela- 
tively small  and  less  important  part  of  all  the  things  that 
the  profession  does  to  keep  up  to  date.  There  are  now  sev- 
eral national  organizations  committed  to  a variety  of  ac- 
tivities in  continuing  medical  education,  and  one  of  the 
most  important  of  these  is  the  Alliance  for  Continuing 
Medical  Education  (ACME).  The  ACME  was  organized 
by  a New  York  physician,  Dr  William  Felch,  who  has 
been  its  executive  director  since  its  inception,  and  it  is  now 
headed  by  another  New  York  physician,  Dr  Richard  Pier- 
son. Thus  New  York  continues  to  take  a leading  role  in 
medical  education.  Many  consider  CME  the  most  impor- 
tant part  of  medical  education,  since  it  lasts  the  several 
decades  of  a physician’s  practicing  career. 

Hospital  Quality  Control  and  Educational 
Methods 

In  today’s  world,  the  educational  programs  at  the  hospi- 
tal level  are  one  of  the  most  important  ways  in  which  we 
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guarantee  quality  care  of  the  public.  These  include,  but 
are  not  limited  to:  death  and  complications  conferences  to 
analyze  problems  that  occur  and  devise  means  of  prevent- 
ing them  in  the  future;  chart  reviews  so  that  each  hospital 
case  is  reviewed  after  discharge  for  inadequacies  or  for 
additional  data  needed  to  complete  the  chart  (any  prob- 
lems identified  are  referred  back  for  action);  and  tissue 
committees  to  make  sure  that  the  indications  for  surgery 
correspond  to  the  pathological  specimens  resected.  In  ad- 
dition, each  specialty  and  almost  every  subspecialty  in  the 
hospital  has  frequent  conferences  covering  special  cases 
and  subjects  of  interest  in  their  field.  Special  lectures, 
symposia,  courses,  and  other  educational  programs  are  or- 
ganized. Hospital  directors  of  continuing  medical  educa- 
tion have  been  appointed  in  many  hospitals  to  help  the 
educational  programs  of  the  entire  institution.  Quality  as- 
surance departments  are  now  standard  in  most  hospitals 
and  use  a variety  of  methods  to  ensure  quality  care. 

Just  as  with  medical  schools  and  with  residency  training 
programs,  the  process  of  setting  standards  for  hospitals 
and  ensuring  those  standards  are  adhered  to  has  been  de- 
veloped voluntarily  by  the  medical  profession  which 
formed  the  Joint  Commission  on  Accreditation  of  Health- 
care Organizations  (JCAHO)  for  this  purpose.  While  this 
process  remains  important,  the  JCAHO  today  is  trying  to 
go  one  step  further  and  evaluate  outcomes,  to  make  even 
more  certain  that  all  patients  receive  quality  care. 

Other  Quality  Control  Measures 

In  recent  years  we  have  developed  professional  peer  re- 
view organizations  (PROs)  all  over  the  country  and  have 
identified  clinical  care  standards  for  patients  with  each 
kind  of  illness.  Specialized  physician  reviewers  audit  cases 
that  have  been  selected  for  review  by  less  sophisticated 
personnel.  The  concept  is  to  identify  in  more  detail  exactly 
what  quality  care  means  and  to  take  a variety  of  actions  to 
ensure  that  each  patient  gets  such  care.  Sanctions  of  phy- 
sicians are  made  in  a few  instances,  although  the  general 
approach  is  an  educational  rather  than  a punitive  one.  Re- 
medial action  may  be  required.  Some  physicians  may  be 
referred  to  other  agencies  for  further  review.  In  New  York 
State  this  PRO  for  Medicare  patients  is  organized  under 
the  aegis  of  the  Medical  Society  of  the  State  of  New  York 
(MSSNY)  and  is  one  of  its  largest  activities.  It  is  impor- 
tant to  note  that  this  process  includes  review  of  office 
based  physicians. 

Physicians  are  required  by  law  to  report  misconduct  of 
their  peers  to  New  York  State’s  Office  of  Professional  Med- 
ical Conduct  (OPMC).  All  reimbursement  systems  have 
increasingly  sophisticated  quality  control  mechanisms  so 
that  payments  are  not  made  for  inappropriate  care. 

The  AMA  and  the  Federation  of  State  Medical  Boards 
have  organized  a nationwide  reporting  system  for  serious 
infractions,  adverse  licensing  actions,  etc. 

The  MSSNY  has  a Committee  for  Physicians’  Health 
to  identify  and  treat  physicians  with  substance  abuse  or 
mental  health  problems.  These  activities  are  being  extend- 
ed into  medical  schools. 

Factors  Beyond  Physician  Control  That 
Affect  Patient  Care 

It  is  quite  clear  that  our  profession  has  set  standards  for 


education  and  training  that  translate  into  the  best  medical 
care  in  the  world.  And  we  continue  to  fine  tune  all  of  these 
things  that  are  necessary  for  such  care.  But  there  are  other 
factors  that  affect  the  quality  of  patient  care  and  many  of 
these  relate  to  the  role  of  government.  Three  of  these  are 
illustrative:  First  and  foremost,  appropriate  changes  in 
our  life  style,  individually  and  collectively,  would  make  a 
greater  impact  on  improving  our  health  than  all  other 
health  activities  combined.  Yet  we  spend  a fraction  of  1% 
of  the  health  budget  on  health  education  in  our  schools 
and  health  promotion  in  adults.  We  must  demand  that  our 
state  government  do  a better  job.  Problems  related  to 
drug,  alcohol,  and  tobacco  use  take  a huge  toll  on  our  peo- 
ple (especially  the  young)  and  use  up  a large  portion  of  our 
health  resources. 

Second,  the  bureaucracy  surrounding  Medicaid  and 
Medicare  has  become  stifling.  With  each  successive  set  of 
rules  and  regulations  to  close  smaller  and  smaller  loop- 
holes physicians  are  more  and  more  restricted  in  trying  to 
deliver  quality  care.  All  of  us — government,  physicians, 
and  patients — are  spending  so  much  time  and  effort  on 
paperwork  and  process  that  patient  care  often  takes  sec- 
ond place.  Major  overhauls  are  desperately  needed.  The 
MSSNY  is  joining  the  AMA  to  fight  for  such  changes. 

Third,  we  need  a large  number  of  new  nursing  home 
beds  and  chronic  care  facilities  at  a cost  we  can  afford. 
Large  numbers  of  older  people  remain  in  acute  care  hospi- 
tals, sometimes  for  over  a year,  because  there  aren’t  any 
alternatives  for  them.  Chronic  care  beds  are  simply  not 
available.  Rules  and  regulations  are  such  that  it  costs  al- 
most as  much  to  build  and  maintain  a nursing  home  bed  as 
it  does  for  a hospital  bed.  The  huge  spectre  of  AIDS  loom- 
ing over  us  compounds  the  problem  of  ensuring  an  ade- 
quate number  of  beds  and  other  resources.  We  will  contin- 
ue to  urge  state  government  to  correct  this  huge  deficit. 

However,  there  are  other  important  failures  of  govern- 
ment in  relation  to  health,  particularly  with  respect  to  the 
health  needs  of  minorities:  Many  of  our  patients  do  not 
have  enough  education  to  understand  how  to  utilize  the 
medical  care  system  available  to  them;  many  patients  are 
sick  because  of  inadequate  nutrition;  we  treat  victims  of 
rat  bites,  lead  poisoning,  and  crime,  and  then  send  them 
back  to  the  ghetto  for  repeat  performances;  we  develop 
high  technology  medical  care  but  do  not  ensure  that  it  is 
available  to  everyone — millions  of  Americans  have  no  in- 
surance at  all. 

In  summary,  adequate  education,  adequate  nutrition, 
adequate  housing  in  a low  crime  environment,  adequate 
income  for  the  necessities  of  life  including  health  insur- 
ance are  all  essential  for  good  health.  The  medical  profes- 
sion cannot  ensure  all  these  things.  Government  must  take 
a leading  role  to  set  the  stage  so  these  problems  are  over- 
come. 

In  this  context  I would  like  to  comment  on  the  New 
York  State  Department  of  Health’s  plan  for  the  “recre- 
dentialing”  of  physicians.  As  I have  demonstrated,  the 
profession  itself  has  continuously  developed  and  refined 
many  mechanisms  for  quality  control.  The  huge  and  vital 
difference  is  that  now  the  Department  of  Health  wants  to 
have  control  of  this  process  and,  therefore,  control  of  the 
profession.  The  Department  of  Health  wants  to  develop  a 
state  bureaucracy  to  be  able  to  search  out  and  identify  the 
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smallest  criticism  (whether  valid  or  not)  for  each  individ- 
ual physician  and  to  use  this  information  for  its  own  pur- 
poses. To  try  to  achieve  100%  perfection  by  requiring  in- 
creasingly stringent  rules  and  regulations  would 
strangulate  the  profession.  The  Medical  Society  of  the 
State  of  New  York  and,  indeed,  all  the  physicians  in  New 
York  will  simply  not  tolerate  such  control.  We  already 
have  many  mechanisms  to  identify  errant  physicians,  and 
they  should  be  penalized  appropriately;  but  to  stifle  the 
profession  with  an  extremely  expensive  and  time  consum- 
ing bureaucratic  morass  makes  no  sense  at  all. 

Shall  we  refuse  to  deal  with  the  commissioner?  Of 
course  not!  Our  state  government  has  a huge  stake  in  the 
health  of  the  public.  We  must  continue  to  interact  but  we 
cannot  become  subservient  to  authoritarian  bureaucratic 
control.  Let  us  demand  that  the  commissioner  and  state 
government  turn  from  trying  to  dictate  how  doctors 
should  practice  medicine  and  expend  more  efforts  in  the 
other  areas  that  have  a huge  impact  on  the  health  of  our 
citizens. 

So  What  of  the  Future? 

We  must  continue  to  fine  tune  our  system  of  medical 
education  in  directions  that  further  guarantee  quality 
care.  The  report  of  the  Council  on  Medical  Education, 
“Future  Directions  for  Medical  Education,”  lists  some  42 
such  recommendations.5 

The  MSSNY  needs  to  work  more  closely  with  the  spe- 
cialty medical  societies  to  give  them  support  for  their  sci- 
entific meetings,  other  educational  programs,  and  to  de- 
velop pilot  projects  for  quality  care. 

The  MSSNY  needs  to  collaborate  with  our  14  medical 
schools  to  strengthen  continuing  medical  education  pro- 


jects in  their  regions,  to  collect  information  on  educational 
needs,  to  identify  system  and  individual  failures,  and  to 
devise  solutions  to  problems  found,  including  remedial 
programs. 

The  MSSNY  needs  to  combine  forces  with  the  Hospital 
Association  of  New  York  State  to  further  strengthen  edu- 
cational and  quality  control  mechanisms  in  our  hospitals, 
which  is  probably  the  single  most  important  focus  we 
have — that  is  where  the  real  action  is. 

Since  costs  considerations  are  forcing  us  more  and  more 
to  practice  outside  the  hospital,  we  need  to  devise  better 
self-instructional  and  other  educational  methods  for  phy- 
sicians in  their  own  offices. 

And  finally,  to  do  all  of  these  things  the  MSSNY  must 
strengthen  its  education  division. 

I believe  we  can  do  all  these  things.  We  must  do  all  these 
things  if  we  are  to  retain  control  of  our  profession. 
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Professional  medical  discipline:  An  overview 

Charles  J.  Vacanti,  md 


This  oft  quoted  line,  “Physician  heal  thyself,”  from  the 
gospel  of  Luke  is  used  to  remind  the  medical  profession  of 
its  great  responsibility  to  maintain  a high  degree  of  profes- 
sionalism and  discipline  within  its  ranks  to  ensure  that  the 
public  will  receive  high  quality  medical  care.  During  the 
19th  century  in  New  York  State,  medical  societies  grant- 
ed, and  at  times  revoked,  licenses  to  practice  medicine. 
Since  the  turn  of  the  century  in  New  York,  the  board  of 
regents  has  been  charged  with  the  ultimate  responsibility 
for  regulating,  disciplining,  and  otherwise  insuring  the 
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competence  of  all  who  practice  medicine  and  are  licensed 
under  Title  8 of  the  Official  Compilation  of  Rules  and 
Regulations  of  the  State  of  New  York. 

In  actual  practice,  the  New  York  State  Board  of  Re- 
gents regulates  the  practice  of  medicine  by  first  approving 
all  educational  programs  that  lead  to  a degree  in  medi- 
cine. Next  they  issue  licenses  to  applicants  who  have  dem- 
onstrated their  competence  in  a manner  prescribed  by  the 
regents  (ie,  board  examinations).  Licenses  are  currently 
registered  triennially,  but  as  a general  rule,  once  a person 
has  been  granted  a license  to  practice  medicine,  that  li- 
cense is  valid  for  life  unless  action  is  taken  by  the  state  for 
reasons  of  misconduct.  Finally,  the  board  of  regents  over- 
sees all  who  practice  medicine  and  disciplines  those  who 
are  proved  guilty  of  professional  misconduct. 
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The  State  Board  for  Professional  Medical 
Conduct 

Title  II-A  of  the  Public  Health  Law,  enacted  in  1975, 
directed  the  creation  of  a State  Board  for  Professional 
Medical  Conduct  which  assumed  from  the  board  of  re- 
gents the  responsibility  for  investigating  all  complaints 
against  physicians  and  conducting  initial  disciplinary  pro- 
ceedings. This  same  Public  Health  Law  (§  230),  which 
has  been  amended  several  times  by  the  legislature  since 
1975,  created  the  Office  of  Professional  Medical  Conduct 
within  the  State  Department  of  Health.  In  its  current 
form,  § 230  authorizes  the  investigation  of  any  complaints 
of  medical  misconduct;  describes  the  process  whereby  the 
charges  of  medical  misconduct  are  heard;  mandates  the 
reporting  of  misconduct  by  licensed  providers  and  admin- 
istrators of  licensed  facilities;  authorizes  the  Committee 
for  Physicians’  Health  of  the  Medical  Society  of  the  State 
of  New  York;  provides  a mechanism  for  the  temporary 
surrender  of  the  license  of  an  incapacitated  physician;  and 
authorizes  the  Commissioner  of  Health  in  cases  of  immi- 
nent danger  to  the  public  to  summarily  suspend  a physi- 
cian’s license  for  a finite  period  of  time  during  which  a 
hearing  will  take  place. 

It  is  through  the  professional  discipline  process,  as  de- 
lineated in  this  law,  that  a sanction  may  be  taken  against  a 
physician’s  license.  And  that  is  the  only  way  a license  to 
practice  medicine  in  the  State  of  New  York  may  be  limit- 
ed or  revoked. 

The  principal  definitions  of  medical  misconduct  in  the 
State  of  New  York  are: 

• practicing  the  profession  fraudulently,  beyond  its 
authorized  scope,  with  gross  negligence  or  with 
gross  incompetence  on  a particular  occasion,  or  neg- 
ligence or  incompetence  on  more  than  one  occasion; 

• practicing  the  profession  while  the  ability  to  prac- 
tice is  impaired  by  alcohol,  drugs,  physical  disabil- 
ity, or  mental  disability; 

• being  convicted  of  committing  an  act  constituting  a 
crime  under  New  York  State  or  federal  law,  or  the 
law  of  another  jurisdiction  and  which,  if  committed 
in  this  state,  would  have  constituted  a crime  under 
New  York  State  law; 

• failing  to  make  available  to  another  physician,  upon 
a patient’s  request,  x-rays  or  records  prepared  for 
and  paid  for  by  the  patient; 

• willfully  making  or  filing  a false  report,  or  failing  to 
file  a report,  required  by  law,  or  inducing  another 
person  to  do  so; 

• ordering  excessive  tests  or  treatment; 

• abandoning  or  neglecting  a patient  in  need  of  imme- 
diate care. 

The  Board  for  Professional  Medical  Conduct  is  a group 
of  volunteer  public  servants,  approximately  180  physician 
and  lay  members  from  all  areas  of  the  state,  appointed  by 
the  commissioner  of  health  with  the  approval  of  the  gover- 
nor. The  physician  members  are  appointed,  by  law,  only 
upon  “recommendations  made  by  the  Medical  Society  of 
the  State  of  New  York,  the  New  York  State  Osteopathic 


Society,  the  New  York  Academy  of  Medicine,  county 
medical  societies,  any  organization  of  physicians  licensed 
to  practice  in  the  state  and  the  Hospital  Association  of 
New  York  State.”  Approximately  three  quarters  of  the 
members  of  the  board  are  practicing  physicians  in  various 
specialties  from  around  the  state.  All  board  members  ful- 
fill several  responsibilities.  The  physician  members  assist 
in  the  preliminary  review  of  completed  investigations  to 
determine  if  sufficient  evidence  or  information  has  been 
uncovered  that  would  warrant  a formal  hearing.  This  is 
done  by  means  of  an  investigative  committee  of  the  board 
which  is  convened  approximately  twice  a month  to  review 
complaints/cases  in  order  to  determine  the  appropriate 
disposition. 

The  Process  of  Determining  Professional 
Misconduct 

Once  it  is  determined  that  allegations  of  misconduct 
warrant  a hearing,  the  case  is  forwarded  to  the  Office  of 
Counsel  where  there  is  a separate  Professional  Medical 
Conduct  Bureau  which  handles  only  professional  medical 
conduct  proceedings.  An  attorney  is  given  the  case  to  pre- 
pare charges  which  incorporate  the  state’s  evidence.  The 
physician  respondent  is  then  given  an  opportunity  to  de- 
fend himself  or  herself  before  a second  committee  of  the 
board  (two  physicians  and  one  lay  member)  which  is  con- 
stituted to  hear  the  case.  This  hearing  committee  of  the 
board  hears  both  the  state’s  evidence  and  the  physician’s 
defense.  The  committee  makes  findings  of  fact,  draws 
conclusions,  and  recommends  a penalty  if  charges  are  sus- 
tained. 

The  hearing  process  varies  and  may  last  from  one  day  to 
several  days.  Hearings  are  complex  administrative  and  le- 
gal proceedings  which  are  vigorously  contested  because 
often  the  physician’s  license  is  at  stake.  This  process,  be- 
cause it  must  afford  the  respondent  full  protection  and  due 
process  under  the  law,  is  often  lengthy.  It  may  be  spread 
out  over  several  months  or  even  years  due  to  scheduling 
difficulties  and  other  delays. 

At  the  conclusion  of  the  hearing,  the  hearing  committee 
issues  a report  incorporating  its  findings  and  its  recom- 
mendations. The  entire  case,  including  transcripts  of  the 
hearing  and  all  of  the  exhibits  that  have  been  accepted  as 
evidence,  are  forwarded  to  the  commissioner  of  health 
who,  in  turn,  reviews  the  entire  record  and  makes  an  inde- 
pendent recommendation.  The  case  is  then  forwarded 
with  the  board  hearing  committee  report,  the  commission- 
er’s report,  and  all  the  transcripts  and  exhibits  to  the  New 
York  State  Board  of  Regents,  which,  through  its  own  pro- 
cedures, reviews  the  case,  affords  the  physician  another 
opportunity  to  be  heard,  and  ultimately  makes  the  final 
decision  on  the  guilt  or  innocence  of  the  physician  and  the 
penalty  to  be  imposed. 

The  process  from  the  reception  of  a complaint  to  a final 
resolution  by  the  regents  is  lengthy  and  cumbersome,  in- 
volving five  stags  of  review.  This  process  is  summarized  in 
Table  I.  There  are  approximately  55,000  licensed  physi- 
cians in  the  state  of  New  York.  However,  not  all  currently 
practice  or  reside  within  the  state.  In  1987,  3,429  com- 
plaints were  received  by  the  Office  of  Professional  Medi- 
cal Conduct.  These  resulted  in  297  final  disciplinary  ac- 
tions (see  Table  II). 
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TABLE  I.  The  Process  of  Professional  Medical  Discipline 
in  New  York  State 

A Complaint  is  reviewed  to  determine  if  there  are  issues  that  war- 
rant an  investigation.  The  investigation  may  consist  of  personal  in- 
terviews, obtaining  documents,  including  medical  records,  and  con- 
sultation with  medical  experts. 

The  completed  Investigation  is  reviewed  by  supervisors  and  medical 
staff.  If  there  is  no  evidence  of  misconduct,  the  case  is  closed. 

A Committee  of  the  Board  for  Professional  Medical  Conduct  re- 
views all  cases  where  there  is  possible  misconduct  and  recommends 
whether  a hearing  is  warranted,  or  the  case  is  closed. 

A Department  of  Health  attorney  prepares  a Notice  of  Hearing  and 
Statement  of  Charges  which  describes  the  substance  of  the  alleged 
misconduct. 

The  Hearing  provides  the  physician,  with  his/her  attorney,  an  op- 
portunity to  present  witnesses  and  evidence  on  his  or  her  own  behalf. 
The  hearing  is  before  a committee  of  two  physicians  and  a lay  mem- 
ber of  the  Board  for  Professional  Medical  Conduct  and  an  adminis- 
trative law  judge  which  makes  the  Findings  as  to  whether  the  evi- 
dence supports  the  charges  and  recommends  a penalty,  if 
appropriate. 

The  Commissioner  of  Health  reviews  the  case  and  makes  his  recom- 
mendation. 

The  New  York  State  Board  of  Regents  makes  the  final  decision  on 
all  physician  misconduct  cases.  The  Regents  may  order: 

• Revocation; 

• Suspension  (wholly  or  in  part); 

• Restriction  of  a license; 

• Censure  and  reprimand; 

• Probation; 

• 100  hours  of  public  service; 

• A fine  of  up  to  $10,000  per  violation; 

• A course  of  education  or  training;  or 

• Dismissal  of  the  case. 


Sources  of  Complaints 

Patients  and  their  families  are  the  most  frequent  source 
of  complaints.  However,  reports  from  hospitals  and  physi- 
cians are  the  most  fruitful.  The  New  York  State  Public 
Health  Law  mandates  that  all  persons  licensed  pursuant 
to  the  Education  Law,  and  administrators  of  all  Article  28 
licensed  institutions,  report  information  which  reasonably 
appears  to  show  that  a physician  is  guilty  of  professional 
misconduct.  Hospitals  must  report  the  suspension,  restric- 
tion, termination,  or  curtailment  of  training,  employment, 
association,  or  professional  privileges  or  denial  of  certifi- 
cation of  completion  of  training  of  an  individual  for  rea- 
sons related  to  alleged  mental  and  physical  impairment, 
incompetence,  malpractice,  or  misconduct,  or  impairment 
of  patient  safety  or  welfare.  Facilities  must  also  report  res- 
ignation by  a physician  to  avoid  imposition  of  disciplinary 
measures  and  the  receipt  of  information  which  indicates 
that  a licensee  has  been  convicted  of  a crime. 

Impaired  Physicians 

The  Impaired  Physicians  Program  was  established  to 


TABLE  II.  Activities  of  the  New  York  State  Office  of 
Professional  Medical  Conduct,  1987 


Activity 

Number 

Complaints  received 

3,429 

Completed  investigations 

3,380 

Cases  referred  for  hearing 

254 

Cases  referred  for  warning 

87 

Final  disciplinary  actions 

297 

Surrender 

20 

Revocation 

79 

Suspension 

150 

Censure  and  reprimand 

29 

Censure,  reprimand,  and  probation 

4 

Community  service 

1 

No  further  action 

2 

Dismiss 

12 

Total 

297 

Temporary/permanent  surrenders  of  medi- 
cal license 

33 

divert  physicians  suffering  from  alcoholism  and/or  drug 
abuse  to  rehabilitation  and  treatment  as  opposed  to  the 
lengthy  disciplinary  process.  The  Office  of  Professional 
Medical  Conduct  works  with  the  Medical  Society  of  the 
State  of  New  York  which  operates  an  intervention,  refer- 
ral, and  monitoring  program  for  impaired  physicians.  The 
law  permits  impaired  physicians  to  temporarily  surrender 
their  medical  license,  undergo  rehabilitation,  and  apply 
for  restoration  of  the  license  once  recovery  has  occurred. 
A board  committee  conducts  a hearing  at  which  the  physi- 
cian presents  evidence  or  proof  of  rehabilitation,  and  the 
committee  recommends  to  the  commissioner  of  health 
whether  the  license  should  be  restored.  Once  the  license  is 
restored,  the  physician  is  monitored  for  a minimum  of  two 
years.  Monitoring  consists  of  reports  of  random  blood 
samples  or  urinalysis,  and  reports  from  a supervising  phy- 
sician who  monitors  the  practice.  Drug  abuse  accounts  for 
the  majority  of  identified  impaired  physicians.  It  appears 
that  physician  and  hospital  staff  colleagues  are  much 
more  reluctant  to  confront  or  report  physicians  who  have 
problems  with  alcohol.  It  is  the  goal  of  the  Office  and  the 
Board  for  Professional  Medical  Conduct  and  the  Medical 
Society  of  the  State  of  New  York  to  raise  the  awareness 
and  consciousness  of  hospital  administrators,  trustees, 
and  physicians  to  the  problem  of  the  impaired  physician 
and  the  options  for  treatment  available. 

Summary 

The  new,  current  process  of  professional  medical  disci- 
pline in  New  York  State  is  effective  but  cumbersome.  The 
complexities  associated  with  defining  and  proving  profes- 
sional misconduct  together  with  the  necessary  due  process 
provisions  of  the  current  law  result  in  a time  consuming 
process.  There  is  room  for  improvement.  It  is  clearly  in  the 
interests  of  the  medical  profession  to  have  a strong,  visible, 
viable,  and  effective  program  of  professional  medical  dis- 
cipline. 
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Concentrating  on  the  problem  physician:  Perspectives  in 

medical  discipline 

Bryant  L.  Galusha,  md 


The  Federation  of  State  Medical  Boards  is  the  national 
organization  of  medical  licensing  and  disciplinary  boards 
and  is  made  up  of  the  medical  boards  of  all  states,  the 
District  of  Columbia,  Guam,  the  Virgin  Islands,  and 
Puerto  Rico.  Eleven  of  the  16  independent  osteopathic 
medical  boards  are  also  members.  Additionally,  the  Cana- 
dian provincial  medical  licensing  authorities  are  affiliate 
members.  At  the  direction  of  the  member  boards  and  on 
behalf  of  the  people  they  serve,  the  federation  contributes 
significantly  to  the  effectiveness  and  integrity  of  the  medi- 
cal licensing  and  disciplinary  systems  in  the  United 
States,  systems  which  are  essential  components  of  medical 
quality  and  physician  accountability. 

It  would  be  difficult  to  overemphasize  the  importance 
of  the  challenge  the  professional  liability  crisis  presents 
American  medicine.  It  may  seem  a profound  irony  that  in 
these  closing  decades  of  the  20th  century,  in  the  face  of  the 
remarkable  accomplishments  and  incredible  potential  of 
medicine,  there  is,  simultaneously,  a growing  emphasis  on 
questions  of  professional  incompetence  and  impairment. 
Yet  more  surprising  would  be  the  absence  of  such  concern 
in  view  of  the  ever-increasing  complexity  of  medical  sci- 
ence and  its  essential  role  in  modern  life,  and  in  view  of  the 
fact  that  health  care  is  recognized  as  one  of  the  nation’s 
biggest  businesses  by  consumer  groups,  government,  in- 
surance firms,  labor,  the  media,  and  others.  The  problems 
of  liability  in  an  increasingly  litigious  environment  plague 
and  often  threaten  to  destroy  not  only  physicians  and  hos- 
pitals— early  victims — but  virtually  every  element  of  the 
national  community,  from  banks  to  the  Boy  Scouts  and 
from  architects  to  ice  rinks.  Defense  costs  are  often  ob- 
scene and  threaten  to  destroy  the  very  concept  of  justice. 
Insurance  premiums  are  confiscatory  and  insurance  itself 
is  virtually  unavailable  for  many.  Adverse  judgments  are 
often  financial  death  sentences  for  individuals  and  organi- 
zations. This  crippling  situation  demands  the  attention  we 
all  give  it.  As  Dr  Samuel  Johnson  said  in  the  1 8th  century, 
“When  a man  knows  he  is  to  be  hanged ...  it  concentrates 
his  mind  wonderfully.”  Heaven  knows,  medicine  is  con- 
centrating today! 

It  would  be  easy  to  point  out  all  that  is  good  and  fine  in 
American  medicine,  to  cite  the  hundreds  of  thousands  of 
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skilled,  conscientious,  and  dedicated  physicians  who  serve 
the  American  people  so  well,  and  to  bewail  the  faults  of  a 
system  which  appears  to  have  lost  its  sense  of  balance  in 
pursuit  of  a strangely  distorted  and  retributive  form  of 
justice.  But  the  liability  crisis,  severe  as  it  has  become, 
cannot  be  allowed  to  obscure  the  painful  reality  that  there 
are  physicians  whose  practice  of  medicine  is,  for  whatever 
reason,  unprofessional,  improper,  and  incompetent. 

Physicians  are  all  too  human,  they  are  a part  of  Every- 
man, as  subject  to  his  frailty  as  to  his  nobility.  We  would 
have  them  no  other  way.  But  the  privilege  of  practicing 
medicine  demands  of  physicians  an  obligation  far  beyond 
the  ordinary,  a fact  so  simple  that  it  is  too  easily  forgotten 
by  some.  Negligence,  ignorance,  deliberate  disregard  for 
professional  responsibility,  deficiencies  in  skill  and  knowl- 
edge, greed — these  are  the  ingredients  of  true  malpractice 
and  they  deny  the  physician’s  obligation.  It  is  far  too  sim- 
plistic to  say  that  the  solution  to  the  present  malpractice 
problem  is  to  end  malpractice.  Human  error  is  inevita- 
ble—the  poor  result  will  occur  despite  the  finest  efforts  of 
the  brightest  and  best.  And  the  law  will  see  to  it  that  re- 
dress is  made.  The  end  of  the  medical  malpractice  prob- 
lem, legally,  can  only  be  achieved  by  ending  medical  prac- 
tice itself. 

Medical  licensing  and  disciplinary  boards  are  charged 
by  the  people,  acting  through  their  elected  representa- 
tives, with  the  duty  of  preventing  admission  to  the  practice 
of  medicine  of  those  unfit  under  law  to  assume  that  privi- 
lege and  of  taking  judicious  and  appropriate  action 
against  those  whose  practice  fails  to  fulfill  the  fundamen- 
tal requirements  of  the  law.  And  while  the  language  of  the 
law  may  differ  from  one  jurisdiction  to  another,  the  intent 
is  always  the  same;  to  protect  the  public  from  the  unpro- 
fessional, improper,  and  incompetent  practice  of  medi- 
cine. In  granting  licenses  and  performing  disciplinary 
functions,  boards  must  be  active  partners  with  several  vol- 
untary agencies  in  a complex  process  of  quality  assurance, 
a process  that  includes,  in  addition  to  evaluation  of  candi- 
dates for  licensure,  the  accreditation  of  educational  insti- 
tutions, certification  procedures,  and  peer  review. 

The  responsibility  of  medical  licensing  and  disciplinary 
boards  to  protect  the  public  must  begin  at  the  time  of  orig- 
inal licensure.  Surely,  it  is  easier  and  far  cheaper  to  deny 
initial  licensure  to  an  unqualified  or  unfit  physician  than 
to  revoke  or  limit  a license  once  given.  To  short  the  licens- 
ing process  betrays  public  trust  and  predictably  will  result 
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in  increased  disciplinary  problems  and  costs.  Such  an  ap- 
proach, one  that  emphasizes  the  remedy  of  discipline  over 
the  prevention  of  sound  licensing,  is  patently  illogical. 
There  are  those  applicants  who  present  false  credentials — 
effective  verification  procedures  are  essential.  There  are 
medical  school  faculties  and  residency  program  directors 
who  will  rubber-stamp  a candidate  rather  than  point  out 
even  serious  problems  to  a board — precise  evaluations  at 
all  levels  of  the  educational  process  are  required  and  the 
boards,  in  an  appropriate  way,  should  have  access  to  such 
information.  In  fact,  the  federation  advocates  a form  of 
limited,  educational  license  for  residency  training,  in  part 
to  stimulate  a more  effective  review  and  evaluation  system 
prior  to  the  application  for  full  licensure.  Indications  of 
trouble  may  well  be  available  in  the  public  record  as 
well — court  records,  etc.  Candidates  should  also  be  re- 
viewed against  the  records  of  other  states — mobility  can 
be  an  effective  smokescreen.  And  licensing  authorities 
should  not  neglect  the  value  of  the  personal  interview  in 
triggering  recognition  of  potential  problems. 

Endorsement 

In  this  same  vein,  the  federation  is  urging  that  medical 
boards  require  written  clinical  examinations,  such  as  the 
federation’s  new  Special  Purpose  Examination  (SPEX), 
for  those  physicians  who  seek  licensure  by  endorsement  of 
another  state’s  license  and  who  are  eight  to  ten  years  away 
from  any  other  testing  approved  by  the  medical  board  to 
which  the  physician  is  making  application.  Some  states 
now  have  this  policy  and  the  federation  hopes  all  will 
adopt  it  to  assure  that  physicians  who  leave  their  estab- 
lished practice  and  peer  review  environments  to  enter  new 
jurisdictions  have  maintained  their  qualifications  over 
time.  The  SPEX,  a one-day  examination,  is  also  appropri- 
ate for  re-examination  of  specific  physicians  for  whom  a 
licensing  board  determines  the  need  for  a current  demon- 
stration of  medical  knowledge.  It  should  be  stressed  that 
SPEX  is  not  designed  or  intended  as  a routine  competency 
examination  for  all  physicians  for  relicensure  or  periodic 
license  reregistration. 

Altogether,  boards  should  do  all  in  their  power  to  li- 
cense only  those  who  are  able  and  willing  to  practice  medi- 
cine with  reasonable  skill  and  safety.  Prevention  is  prefer- 
able to  remedy. 

The  development  of  a strong  state  licensing  examina- 
tion in  the  FLEX,  the  growth  of  sophisticated  information 
systems  such  as  the  federation's  Physician  Disciplinary 
Data  Bank,  the  newly  developed  Special  Purpose  Exami- 
nation, improved  medical  practice  acts  in  many  jurisdic- 
tions, better  communication  among  boards,  and  more, 
have  marked  a steady  progress  in  what  was  once  a per- 
functory licensing  process.  But,  unfortunately,  this  is  not 
the  best  of  all  possible  worlds,  and  licensure,  by  examina- 
tion or  endorsement,  is  not  always  what  we  would  have  it 
be,  while  some  physicians,  once  licensed,  fail  to  maintain 
the  professionalism  they  first  bring  to  practice — a prob- 
lem nothing  short  of  clairvoyance  may  ever  effectively  re- 
solve. 

Disciplinary  Activities  of  Boards 

The  granting  of  a medical  license  is  only  the  beginning 
of  the  medical  board’s  responsibilities.  Equally  important 


is  the  board’s  obligation — its  duty — to  exercise  the  au- 
thority vested  in  it  to  protect  the  public  from  unqualified, 
unfit,  and  impaired  physicians — to  identify  those  physi- 
cians through  the  systematic  review  of  meaningful  mark- 
ers and  indicators  of  performance  and  fitness,  to  act 
against  them  in  accord  with  law,  and  to  prevent  their  un- 
detected movement  from  one  jurisdiction  to  another.  This 
is  a formidable  task  that  must  be  pursued  diligently  while 
not  interfering  needlessly  with  the  practice  of  medicine  by 
the  overwhelming  majority  of  capable  and  fine  physi- 
cians. 

The  need  to  identify  possible  problem  physicians  is  fun- 
damental to  the  work  of  the  boards.  Never  easy,  the  task  is 
almost  impossible  if  a board  must  act  in  an  information 
vacuum.  The  so-called  conspiracy  of  silence  among  physi- 
cians has  been  no  myth,  but  clearly  it  is  dying  away  in  the 
face  of  today’s  realities.  It  was  never  an  option,  in  any 
case.  It  was  only  a self-destructive  denial  of  professional- 
ism. The  most  elemental  understanding  of  self-interest 
dictates  that  the  unfit  practitioner  should  be  identified 
and  appropriately  dealt  with  in  order  to  protect  the  public 
as  well  as  the  integrity  of  the  profession. 

Mandatory  Reporting 

To  answer  the  need  of  the  boards  for  information  identi- 
fying the  possible  problem  physician,  most  states  have  en- 
acted legislation  requiring  that  such  information  be  re- 
ported to  the  boards  by  certain  persons,  institutions,  and 
organizations.  Though  these  compulsory  reporting  laws 
vary  from  state  to  state,  they  usually  require  reports  by 
health  care  facilities,  liability  insurance  carriers,  and  indi- 
vidual licensees.  They  may  also  require  reports  from 
courts,  law  enforcement  agencies,  and  medical  societies. 
With  the  exception  of  individual  licensees  required  to  re- 
port apparent  violations  by  colleagues,  reporting  laws  usu- 
ally involve  informing  the  medical  boards  of  specific  for- 
mal disciplinary  or  legal  actions.  However,  in  situations  in 
which  a physician  withdraws  from  a medical  staff  while 
under  review  for  disciplinary  reasons,  that  fact  may  also 
have  to  be  reported,  as  it  should  be.  Essential  to  manda- 
tory reporting  is  protection  for  those  who  report.  When 
acting  in  good  faith,  they  must  be  assured  immunity  at 
both  state  and  federal  levels.  Similar  protection  must  ex- 
tend to  medical  board  members,  staffs,  and  committees 
and  to  all  those  engaged  or  assisting  in  the  process  of  le- 
gitimate professional  peer  review.  Equally  important, 
however,  is  the  legal  protection  of  the  accused  physician, 
who  must  be  assured  of  due  process  and  must  be  shielded 
from  harassment. 

The  federation  actively  encourages  these  mandatory 
laws.  The  federation’s  Guide  to  the  Essentials  of  a Mod- 
ern Medical  Practice  Act  states  this  position  clearly.1  A 
licensing  and  disciplinary  board  can  be  no  stronger  than 
the  statute  on  which  it  is  built.  The  statute,  usually  re- 
ferred to  as  the  Medical  Practice  Act,  is  the  foundation.  If 
it  is  weak,  the  board  will  be  weak.  The  federation  has 
placed  strong  emphasis  on  improving  and  modernizing 
medical  practice  acts.  The  Guide , revised  every  three 
years,  has  played  an  important  role  in  this  effort.  In  fact, 
the  1985  edition  of  the  Guide  has  been  instrumental  in  the 
partial  or  complete  revision  of  the  practice  acts  of  at  least 
23  states — a notable  achievement.  The  1988  edition  pre- 
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dictably  will  have  further  positive  influence  over  the  next 
several  years. 

License  Reregistration 

Many  boards  have  now  adopted  more  effective  license 
reregistration  rules  to  require  the  filing  of  a form  on  which 
the  licensee  must  report  any  sanctions  taken  against  him 
or  her  during  the  reregistration  period,  usually  one  to 
three  years.  The  number  of  states  in  which  a physician 
could  simply  mail  in  a check  to  reregister  a license  is  de- 
creasing noticeably,  as  it  should.  Boards  are  coming  to 
recognize  that  reregistration  represents  a specific  moment 
in  time  when  each  licensee  should  be  reviewed  in  a system- 
atic way.  This  enhancement  of  reregistration,  coupled 
with  a strong  federation  effort  advocating  a system  of  re- 
view based  on  currently  available  markers  or  indicators  of 
possible  performance  or  fitness  problems,  is  leading  to  the 
identification  of  more  problem  physicians  while  not  bur- 
dening the  vast  majority  of  able  physicians  with  needless 
and  time-consuming  procedures. 

Markers  and  Indicators 

The  markers  and  indicators  of  possible  performance  or 
fitness  problems  include,  among  others,  disciplinary  ac- 
tions by  other  states,  adverse  privileging  actions  by  hospi- 
tals, other  sanctions  springing  from  peer  review  processes, 
and  malpractice  judgments  and  awards.  In  the  majority  of 
states,  these  markers  (referred  to  as  red  flags  by  many 
boards)  are  presently  being  made  available  through  man- 
datory reporting  laws  and  from  other  sources  such  as  the 
federation's  Physician  Disciplinary  Data  Bank  which  in 
its  present  state  of  sophistication  is  indeed  a powerful  cre- 
dentialing  aid  for  both  medical  boards  and  hospitals. 
When  this  information  is  combined  with  required  self-re- 
porting  on  licensure  reregistration  forms,  boards  have 
available  a coherent  approach  to  identifying  possible 
problem  physicians  by  revealing  significant  events  or, 
more  likely,  patterns  of  events  indicating  questionable 
performance  or  fitness.  Once  identified,  physicians  who 
present  concerns  to  the  medical  boards  can  be  more  pre- 
cisely evaluated  through  informal  interviews,  physical 
and/or  mental  examinations,  cognitive  and/or  skills  ex- 
aminations, practice  profile  investigations,  etc.  In  the 
federation’s  view,  if  the  medical  boards  are  properly  fund- 
ed to  implement  the  markers  and  indicators  system  and  if 
enforceable  mandatory  reporting  is  universally  adopted, 


effort  will  be  concentrated  where  it  belongs — on  those 
who  have  demonstrated  inadequate  professional  ability  or 
fitness. 

I have  not  yet  alluded  to  elaborate  and  costly  systems 
for  evaluating  the  competence  (or  standard  of  practice)  of 
all  physicians  in  the  process  of  licensure  reregistration  or 
periodic  relicensure.  First,  I seriously  doubt  that  is  possi- 
ble. Competence,  as  simple  as  the  word  seems,  is  an  ele- 
gantly complex  concept  that  defies  our  limited  assessment 
capabilities.  Second,  it  is  not  economically  justified — the 
cost  benefit  ratio  of  the  effort,  flawed  in  any  case,  would 
be  terribly  skewed.  Third,  I do  not  believe  it  is  necessary  in 
order  to  achieve  the  purpose  of  protecting  the  public. 
Years  ago,  during  the  trial  of  Willie  Sutton — that  intelli- 
gent, debonair,  and  highly  successful  bank  robber — the 
presiding  judge,  with  obvious  reverence,  asked,  “Mr.  Sut- 
ton, with  all  of  your  talents  and  grace,  why  in  the  world 
did  you  rob  banks?”  As  many  of  you  recall,  Willie  imme- 
diately replied,  “Because,  judge,  that’s  where  the  money 
is!”  And  so  it  is  with  this  issue — if  we  are  striving  to  identi- 
fy the  problem  physician,  we  have  to  look  where  he  or  she 
is  to  be  found — not  at  the  whole  universe  of  physicians. 
Look  for  the  signs  of  incompetence,  not  competence. 

The  federation  has  followed  the  work  of  the  New  York 
Advisory  Committee  on  Physician  Recredentialing  with 
great  interest  for  good  reason.  Clearly,  the  committee  was 
given  a difficult  task  and  attempted  to  address  its  respon- 
sibility. The  members  of  the  committee  in  accepting  this 
daunting  challenge  certainly  deserve  the  respect  of  the 
medical  community  and  the  citizens  of  the  state.  Appreci- 
ating as  I do  the  effort  that  went  into  the  committee  re- 
port, I wish  it  were  possible  for  me  to  accept  the  proposals 
it  presents.  But  I cannot.  I shall  not  detail  my  concerns. 
My  worst  fear,  which  I believe  to  be  a valid  one,  is  that  if 
these  proposals  go  forward,  the  total  effort  may  degener- 
ate into  a mass  testing  system  keyed  to  the  lowest  common 
denominator.  Even  worse,  it  could  possibly  deceive  the 
people  of  New  York  State  for  a time  into  believing  they 
are  actually  protected  from  incompetence  and  turn  atten- 
tion away  from  effective  methods  the  state  could  be  using 
to  identify  those  who  are  incompetent.  That  would  be  a 
tragic  irony. 
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POSITION  PAPERS 


Position  paper  of  the  Medical  Society  of  the  State  of  New 
York  on  physician  recredentialing 


The  Report  of  the  New  York  State  Advisory  Commit- 
tee on  Physician  Recredentialing  entitled  “Phase  One: 
General  Principles,  Proposed  Process,  Recommenda- 
tions” was  released  in  January  of  1988.  The  Medical  Soci- 
ety of  the  State  of  New  York  does  not  endorse  this  report 
or  its  recommendations. 

Historically,  quality  assurance  (optimal  patient  care) 
and  physician  competency  have  been  the  foundations 
upon  which  the  policies  and  positions  of  the  MSSNY  have 
been  developed.  Over  the  past  decade,  the  assurance  of 
quality  and  maintaining  of  competence,  a responsibility 
which  rightly  belongs  within  the  purview  of  the  profession 
(all  professions),  has  been  gradually  assumed  to  a large 
extent  by  agencies  external  to  the  profession.  Perhaps  well 
intentioned,  the  regulatory  mechanisms  developed  by 
these  external  agencies  have  had  a deleterious  effect  on 
the  delivery  of  medical  care  but  have  had  little  impact  on 
physician  clinical  performance. 

The  MSSNY  agrees  with  the  statement,  made  on  sever- 
al occasions  in  the  report,  that  the  recredentialing  process 
broadly  outlined  in  the  report  “is  not  designed  to  measure 
medical  competence.”  Indeed  the  report  does  little  more 
than  discuss  those  well  known  methods  used  to  evaluate 
those  various,  individual  components  which  taken  collec- 
tively are  used  to  define  knowledge  and  cognitive  skills, 
not  performance. 

We  agree  with  the  report  that  there  does  not  exist  a 
single  methodology  for  measuring  competency  and  agree 
that  employment  of  a combination  of  methodologies  to 
measure  competency  would  be  logistically  and  economi- 
cally unrealistic.  The  evaluation  of  competence  in  the 
health  professions  has  not  yet  reached  maturity.  Measure- 
ment of  changes  in  practice  as  a consequence  of  additional 
education,  assessment  of  the  validity  of  examinations  and 
the  determination  of  goals  for  competence  are  all  neces- 
sary parts  of  the  ongoing  development  of  competence  eval- 
uation. 

As  stated  in  the  beginning  of  this  statement,  MSSNY  is 
committed  to  quality  assurance  and  maintaining  compe- 
tence of  health  professionals.  However,  we  do  not  need 
further  government  intrusion  to  do  what  already  is  being 


done.  Accordingly,  the  MSSNY  subscribes  to  the  follow- 
ing recommendations  of  the  “Health  Policy  Agenda  for 
the  American  People.” 

• Health  professionals  are  individually  responsible  for 
maintaining  their  competence  and  for  participating 
in  continuing  education;  all  health  professionals 
should  be  engaged  in  self-selected  programs  of  con- 
tinuing education.  In  the  absence  of  other  financial 
support,  individual  health  professionals  should  be  re- 
sponsible for  the  cost  of  their  own  continuing  educa- 
tion. 

• Professional  schools  and  health  professions  organiza- 
tions should  develop  additional  continuing  education 
self-assessment  programs,  should  prepare  guides  to 
continuing  education  programs  to  be  taken  by  practi- 
tioners throughout  their  careers  and  should  make  ef- 
forts to  ensure  that  acceptable  programs  of  continu- 
ing education  are  available  to  practitioners. 

• Health  professions  organizations  and  faculty  of  pro- 
grams of  health  professions  education  should  develop 
standards  for  competence.  Such  standards  should  be 
reviewed  and  revised  periodically. 

• When  reliable  and  cost-effective  means  of  assessing 
continuing  competence  are  developed,  they  should  be 
required  for  continued  practice. 

This  should  be  done  without  government  interference 
or  control. 


This  position  paper  was  adopted  by  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  (MSSNY)  at  its 
April  1988  meeting. 

The  MSSNY  is  closely  monitoring  the  developments  generat- 
ed by  the  report  of  the  New  York  State  Advisory  Committee  on 
Physician  Recredentialing.  In  addition , it  is  preparing  a com- 
parative analysis  of  the  positions  stated  by  other  interested  par- 
ties. An  ad  hoc  committee  has  been  appointed  by  the  president 
of  the  MSSNY  to  develop  standards  for  the  assessment  of  com- 
petence that  are  consistent  with  the  MSSNY ’ s position  state- 
ment. 
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Position  statement  of  the  Hospital  Association  of  New  York 
State  on  the  Report  of  the  New  York  State  Advisory 
Committee  on  Physician  Recredentialing 


The  January  1988  Report  of  the  New  York  State  Advi- 
sory Committee  on  Physician  Recredentialing  contains  a 
series  of  recommendations  to  institute  a physician  “recre- 
dentialing” system  in  New  York  State.  The  Report  rec- 
ommends that  physicians  be  “recredentialed”  once  every 
nine  years  as  a condition  of  continued  eligibility  to  prac- 
tice medicine.  Under  the  proposed  system,  a physician 
could  select  one  of  three  “recredentialing”  options:  (a) 
submit  evidence  of  specialty  recertification  by  a national 
specialty  board;  (b)  pass  a new,  State-administered  exam- 
ination; or  (c)  submit  evidence  of  successful  completion  of 
a peer  review  process  using  hospital  recredentialing  and 
reappointment  processes  (for  physicians  with  significant 
hospital  inpatient  practices)  or  a medical  records  review 
(for  physicians  with  primarily  office-based  practices). 

The  Hospital  Association  of  New  York  State 
(HANYS)  endorses  the  principle  that  the  periodic  evalu- 
ation of  the  standards  of  a physician’s  practice,  to  deter- 
mine competency  for  continued  practice,  should  be  en- 
couraged. Such  a process  promotes  the  provision  of 
quality  care  to  which  all  of  our  member  institutions  are 
committed.  Whether  the  process  proposed  by  the  Adviso- 
ry Committee,  or  any  process,  will  achieve  the  Report’s 
stated  goal  of  “.  . . prevention  of  medical  errors”  is  an 
unanswered  question. 

In  proposing  a “recredentialing”  system,  the  Report 
raises  numerous  complex  questions  involving  1)  regula- 
tory authority  to  implement  the  system,  2)  confusing  defi- 
nitional terms,  3)  potential  imposition  of  conflicting  pur- 
poses on  existing  hospital  recredentialing  activities,  and  4) 
questionable  testing  procedures.  Each  of  these  issues  is 
discussed  below. 

Statutory  Authority 

Included  in  Appendix  1 of  the  Advisory  Committee’s 
Report  is  an  opinion  by  the  General  Counsel  of  the  De- 
partment of  Health  that  the  Board  of  Regents  currently 
possesses  the  statutory  authority  to  adopt  regulations  to 
“. . . require  the  periodic  re-examination  of  physicians’ 
credentials  as  part  of  its  authority  to  supervise  the  licens- 
ing and  practice  of  medicine.” 

It  is  clear,  however,  that  the  “recredentialing”  system 
as  presently  proposed  is  not  authorized  by  statute.  In  addi- 
tion to  lacking  statutory  authority,  the  proposal  advances 
a system  which  conflicts  with  existing  statutes  in  many 
fundamental  respects.  In  order  to  implement  the  proposal, 
legislative  amendment  to  the  Education  Law  will  be  nec- 
essary to  overcome  the  many  statutory  barriers  which  pre- 


vent regulatory  implementation.  The  following  is  an  anal- 
ysis of  existing  statutory  provisions. 

Under  the  Education  Law,  the  privilege  to  practice  is 
granted  based  on  satisfaction  of  two  conditions:  obtention 
of  a license  and  maintenance  of  registration.  The  question 
of  statutory  authority  involves  an  analysis  of  each  of  these 
components  since  the  two  together  are  the  basis  for  the 
privilege  to  practice.  Failure  to  satisfy  either  may  properly 
be  grounds  for  loss  of  the  privilege. 

Subdivision  1 of  section  6502  of  the  Education  Law 
states:  “A  license  shall  be  valid  during  the  life  of  the  hold- 
er unless  revoked,  annulled  or  suspended  by  the  Board  of 
Regents.”  Thus,  it  is  clear  that  once  obtained,  a license  is 
valid  for  life  absent  a revocation,  annulment  or  suspension 
by  the  Board.  Could  the  Board  use  the  proposed  “recre- 
dentialing” process  to  suspend,  annul  or  revoke  a license? 

The  Education  Law  specifies  how  and  under  what  cir- 
cumstances the  Board  of  Regents  may  take  action  against 
a licensee.  Section  6511  provides  that  certain  penalties 
may  be  imposed  on  a licensee  found  guilty  of  professional 
misconduct.  The  penalties  include  censure  and  repri- 
mand, whole  or  partial  license  suspension,  license  revoca- 
tion, license  or  registration  annulment,  a civil  fine,  and 
other  penalties.  However,  the  penalty  may  be  imposed 
only  after  the  licensee  is  found  guilty  of  professional  mis- 
conduct. 

The  activities  constituting  misconduct  are  enumerated 
in  sections  6509  and,  for  physicians  and  certain  other  pro- 
fessionals, 6509-a.  Neither  section  refers  to  “credentia- 
ling”  or  “certification”  actions.  Rather,  these  sections  re- 
fer to  activities  which  may  or  may  not  lead  to  loss  of 
credentials  or  certification.  The  statutory  definitions  of 
misconduct  are  neither  coterminous  nor  synonymous  with 
standards  for  determining  credentials  or  certification. 
Thus,  the  activities  used  to  determine  credentials  or  certi- 
fication are  not  within  the  ambit  of  the  statutory  defini- 
tion of  misconduct. 

The  Education  Law  further  details  the  steps  which 
must  be  taken  before  a determination  of  misconduct  may 
be  made.  For  physicians,  the  procedures  are  detailed  in 
section  6510-a,  which  incorporates  the  procedural  re- 
quirements found  in  section  230  of  the  Public  Health  Law. 
These  statutes  contain  specific  and  detailed  procedures 
which  must  be  followed  if  misconduct  is  to  be  found.  The 
Advisory  Committee  Report  ignores  these  procedural  re- 
quirements and  instead  proposes  a completely  different 
process  for  determining  whether  a license  may  be  sus- 
pended, revoked,  or  annulled. 
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Thus,  neither  the  substantive  nor  procedural  laws  of  the 
State  support  the  position  that  actions  may  be  taken 
against  a physician’s  license  in  the  manner  proposed  by 
the  Report.  If  the  “periodic  re-examination  of  creden- 
tials” is  to  result  in  license  suspension,  annulment  or  revo- 
cation, then  it  is  only  permissible  and  authorized  if  it  ac- 
cords with  the  provisions  of  sections  6502,  6511,  6509-a 
and  6510-a  of  the  Education  Law  and  section  230  of  the 
Public  Health  Law. 

Alternatively,  it  may  be  posited  that  the  proposal  in 
substance  involves  the  imposition  of  new  conditions  on 
registration;  failure  to  satisfy  the  conditions  would  pre- 
vent a licensee  from  registering  and  thus  practicing.  Here 
again,  the  Education  Law  is  clear.  Subdivision  3 of  section 
6502,  in  pertinent  part  succinctly  states:  “The  department 
shall  renew  the  registration  of  each  licensee  upon  the  re- 
ceipt of  a proper  application,  on  a form  prescribed  by  the 
department,  and  the  registration  fee”  (emphasis  added). 

Section  6524  specifies  the  fees  which  must  accompany 
a physician’s  registration.  It  is  important  to  note  that  sec- 
tion 6502  imposes  a statutory  directive  on  the  Education 
Department:  it  must  renew  the  registration  upon  the  sub- 
mission of  an  application  form  and  the  fee.  No  discretion 
to  deny  registration  is  vested  in  the  Education  Depart- 
ment. The  statutory  mandate,  together  with  the  absence 
of  other  statutory  language  which  even  implies  that  the 
Department  or  the  Board  of  Regents  could  adopt  regula- 
tions to  supersede  or  qualify  the  mandate,  lead  to  the  ines- 
capable conclusion  that  the  6502  requirements  are  the 
only  authorized  limits  on  registration  renewal.  Thus,  oth- 
er regulatory  modifications  or  other  conditions  would 
have  no  statutory  foundation. 

The  General  Counsel’s  opinion  refers  to  the  Education 
Department’s  authority  to,  inter  alia , administer  licensing 
examinations  under  section  6507.  First,  this  is  a ministeri- 
al authorization,  not  a grant  of  authority  to  create  new 
mandates  (beyond  those  specified  in  statute)  as  to  who 
must  take  the  exam.  Secondly,  the  section  refers  to  licens- 
ing examinations  and  reexaminations.  Since  section  6502 
states  that  a license  is  for  life,  the  6507  provision  cannot  be 
read  as  meaning  that  a holder  of  a valid  license  must  sub- 
mit to  a reexamination  in  order  to  remain  a holder  of  the 
license  (absent  a formal  misconduct  finding  of  guilt). 
Third,  the  “reexamination”  reference  is  further  clarified 
in  section  6524  which  provides  that,  to  obtain  a license,  an 
examination  must  be  passed  and  that  certain  fees  are  re- 
quired for  taking  an  exam  or  reexamination  upon  applica- 
tion for  an  initial  license.  A “reexamination”  is  only  nec- 
essary when  an  applicant  for  a license  initially  fails  the 
first  exam.  Once  an  exam  is  passed,  no  further  examina- 
tion requirement  is  imposed,  unless  it  is  subsequent  to  a 
misconduct  finding. 

Since  the  Education  Law  governs  the  practice  of  medi- 
cine, its  provisions  are  the  guideposts  for  determining 
whether  the  proposed  “recredentialing”  system  rests  on  an 
adequate  statutory  foundation.  As  the  above  references  in- 
dicate, specific  duties  and  conditions  have  been  enacted 
which  preclude  the  regulatory  imposition  of  additional  cri- 
teria for  the  retention  of  the  privilege  to  practice  medicine. 

Definitional  Issues 

The  Report  of  the  Advisory  Committee  on  Physician 


Recredentialing  somewhat  interchangeably  employs 
three  terms:  recredentialing,  certification,  and  relicen- 
sure. The  use  of  the  terms  is  confusing,  misleading,  and  a 
distortion  of  their  accepted  definitions. 

“Recredentialing”  is  a process  whereby  a private  entity, 
usually  a hospital,  determines  that  the  professional  activi- 
ties of  a physician  meet  standards  developed  by  that  entity 
for  the  purpose  of  concluding  that  the  physician  may  per- 
form professional  activities  within  and  as  a part  of  the  op- 
eration of  that  entity.  “Credentialing”  and  “recredentia- 
ling” result  from  a weighing  of  two  factors:  the  expertise 
of  the  physician  and  the  needs  and  standards  of  the  hospi- 
tal. 

“Certification”  is  the  process  of  documenting  that  a 
physician  meets  uniform  standards  of  practice  which  are 
applied  geographically,  ie,  nationwide.  Thus,  “certifica- 
tion” is  documentation  by  a private  national  organization 
that  a physician  meets  the  organization’s  practice  stan- 
dards, usually  regarding  specialty  or  subspecialty  prac- 
tice. Certification,  however,  is  not  conditioned  on  an  ap- 
plicant’s satisfaction  of  certain  hospital-specific  standards 
which  are  involved  in  the  credentialing  process. 

“Relicensure,”  in  terms  of  New  York  law,  is  a misno- 
mer. Physicians,  and  all  professionals  licensed  by  the 
Board  of  Regents,  are  licensed  only  once.  The  license  must 
be  accompanied  by  a registration  in  order  for  the  individ- 
ual to  practice  legally.  Currently,  licensees  must  register 
every  three  years;  they  are  not  re-licensed  nor  are  licenses 
“renewed.”  The  periodic  requirement  for  practice  is  regis- 
tration, nor  relicensure.  The  granting  of  the  license  and 
registration  are  State,  not  private,  actions  and  are  mini- 
mum threshold  requirements  in  the  credentialing  and  cer- 
tification evaluations. 

The  Advisory  Committee’s  use  of  these  terms  has 
blurred  distinctions  (in  terms  of  purpose  and  process) 
among  the  three.  Since  the  apparent  purpose  of  the  Re- 
port was  to  establish  a framework  within  which  the  State 
could  revoke  the  privilege  to  practice  medicine  every  nine 
years,  the  issue  is  more  appropriately  framed  in  terms  of 
either  making  registration  contingent  upon  the  satisfac- 
tion of  certain  conditions  or  acting  to  suspend  or  revoke  a 
license.  As  explained  above,  however,  either  activity  re- 
quires statutory  amendment  before  it  can  be  authorized 
under  the  laws  of  the  State. 

Impact  on  Current  Hospital 
Credentialing  Activities 

Sections  2805-j  and  2805-k  of  the  Public  Health  Law 
and  their  implementing  regulations  require  hospitals  to 
perform  periodic  reviews  of  the  credentials  of  physicians 
with  staff  privileges.  Hospitals  are  required  to  collect  and 
maintain  information  to  determine  if  privileges  should  be 
limited,  renewed,  or  not  renewed  by  the  hospital. 

Much  of  the  information  now  collected  by  hospitals  is 
described  in  the  Report  as  being  part  of  the  proposed  State 
“recredentialing”  information  collection  system.  It  might 
be  concluded  that  the  Committee  envisions  the  mere  sub- 
mission by  each  hospital  of  the  names  of  physicians  it  has 
recredentialed  and  that  the  underlying  information  col- 
lected by  the  hospital  remains  in  and  with  the  hospital. 
The  submission  of  the  physician’s  name,  it  could  be  ar- 
gued, is  therefore  all  that  is  required  of  the  hospital.  The 
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text  of  the  Report,  however,  contains  little  to  support  this 
view. 

Rather,  the  Report  implies  extensive  hospital-generat- 
ed information  for  a physician  to  be  “recredentialed”  by 
the  State.  It  specifies  the  type  and  nature  of  the  “profile” 
which  each  hospital  must  maintain  for  each  member  of  its 
medical  staff  and  then  indicates  that  a summary  of  each 
profile  must  be  submitted  to  the  State.  Using  this  infor- 
mation, the  State  would  then  determine  if  the  physician 
may  be  “recredentialed,”  ie,  authorized  to  continue  prac- 
tice. 

In  effect,  the  Report  would  use  the  hospital’s  internal 
credentialing  process  for  a State  purpose:  the  renewing  or 
revoking  of  the  privilege  to  practice.  It  would  convert  the 
separate,  hospital-specific  process  to  a State  determina- 
tion of  overall  fitness  for  practice.  Thus,  the  hospital  cre- 
dentialing process  would  carry  the  greatly  expanded  con- 
sequence of  being,  in  effect,  a licensing  determination. 
The  imposition  of  this  expanded  purpose  will  cause  new 
and  irreconcilable  conflicts  between  hospitals  and  medical 
staffs  and  may,  by  raising  the  consequential  “stakes,”  di- 
lute the  purpose  and  effectiveness  of  hospital  credential- 
ing programs. 

HANYS  firmly  believes  that  the  distinction  between 
credentialing — a distinct,  hospital  function — and  grant- 
ing the  privilege  to  practice — a State  function — must  be 
maintained.  For  this  reason,  the  Association  does  not  en- 
dorse the  use  of  the  individual  hospital  credentialing  pro- 
cess for  State  purposes  as  proposed  in  the  Report. 

If  competence  is  to  be  evaluated  periodically  by  the 
State,  the  first  two  options,  ie,  specialty  board  recertifica- 
tion or  an  appropriate  State  examination,  may  be  prefera- 
ble. Resorting  to  use  of  the  hospital  credentialing  system 
should  only  be  allowed  for  a physician  who  has  attempted 
but  not  achieved  success  via  options  one  or  two. 

In  these  cases,  the  physician  could  submit  documenta- 
tion that  he  or  she  has  been  recredentialed  by  a hospital 
(without  submission  of  the  hospital’s  “profile”  to  the 
State)  as  “appeal”  evidence  only. 

The  issues  of  due  process,  confidentiality,  hospital  in- 
vestigation of  private  office  records,  and  other  matters  are 
all  raised  if  hospitals  are  required  to  play  a major  role  in 
the  State  “recredentialing”  process.  If  this  role  is  rejected, 
there  is  no  need  to  explore  these  complex  issues.  If  the 
State  system  proposed  in  the  Report  is  implemented,  how- 
ever, all  these  issues — as  well  as  the  nature  and  extent  of 
the  data  to  be  demanded  from  hospitals — must  be  exam- 
ined in  detail. 

Testing  Issues 

While  the  Association  endorses  the  possible  eventual 
use  of  a new  State  examination,  certain  testing  issues 


must  also  be  taken  into  account.  Appendix  2 of  the  Re- 
port presents  an  outline  of  three  tests  (the  SPEX  exami- 
nation, the  CBX  Simulation  Model,  and  the  Practice- 
Orientation  Examination)  that  may  be  utilized  as  part  of 
the  “re-licensing”  process.  The  following  comments  are 
offered  relative  to  these  three  examinations  and  are 
based  on  reviews  conducted  by  HANYS,  the  Greater 
New  York  Hospital  Association,  and  a critique  received 
from  George  Webster,  MD,  Senior  Vice  President  for 
Evaluation  and  Research,  American  Board  of  Internal 
Medicine,  Inc. 

Of  the  three,  the  SPEX  examination  is  the  most  de- 
tailed and  appropriately  reflects  the  matrix  developed  for 
the  new  FLEX.  Based  on  expert  opinion  in  the  field  of 
testing,  HANYS  strongly  feels  that,  while  the  CBX  Sim- 
ulation Model  holds  great  promise  for  further  testing,  the 
Report  exaggerates  the  level  of  the  current  state  of  the  art. 
It  is  felt  that  while  a computer  simulation  approach  may 
have  the  highest  face  validity  and  acceptability  to  physi- 
cians and  the  public,  currently  the  CBX  methodology  is 
not  yet  an  option.  The  Practice-Oriented  Examination  has 
a credible  design,  but  further  work  may  be  required  on 
this  examination  as  well.  For  example,  it  is  not  yet  exten- 
sive enough  to  identify  specific  areas  of  deficiency  for  di- 
agnostic or  educational  purposes  based  on  a 225-item, 
one-half  day  examination.  Second,  the  conformance  be- 
tween the  content  of  the  written  examination  and  the  con- 
tent of  patient  problem  categories  for  office  record  audit 
may  possibly  pose  a problem.  In  addition,  the  NBME  pool 
of  questions  possibly  may  not  have  adequate  representa- 
tion with  respect  to  very  common  conditions,  and  may  not 
be  focused  on  the  criterion  elements  of  care.  Finally,  cur- 
rent studies  at  the  NBME  indicate  that  after  specialty  dif- 
ferentiation has  begun  it  may  not  be  valid  to  assume  that 
all  the  modules  measure  a single  underlying  dimension  of 
knowledge  for  an  individual  physician. 

Summary 

While  agreeing  that  the  periodic  evaluation  of  physi- 
cians is  in  the  public  interest,  HANYS  believes  that  the 
January  1988  Report  contains  numerous  legal  and  practi- 
cal problems,  contradictions,  and  invalid  assumptions  that 
all  call  for  a re-evaluation  of  this  particular  approach.  As 
written,  the  proposal  raises  serious  concerns  regarding  the 
conduct  of  peer  review  activities.  Further,  it  may  jeopar- 
dize the  concerted  efforts  hospitals  and  their  medical 
staffs  are  making  to  improve  quality  through  peer  review. 
Without  a more  in-depth,  thorough,  and  thoughtful  re- 
view of  these  issues,  the  implementation  of  this  Report’s 
recommendations  would  not  be  in  the  best  interests  of  the 
people  of  New  York  who  are  served  by  its  physicians  and 
hospitals. 
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Position  statement  of  The  Federation  of  State  Medical 
Boards  of  the  United  States  on  the  assessment  of  licensed 

physicians 


The  Federation  of  State  Medical  Boards  of  the  United 
States  believes  it  is  essential  that  the  population  of  li- 
censed physicians  be  systematically  assessed  at  appropri- 
ate intervals  to  identify  those  whose  qualifications  and/or 
fitness  for  continued  licensure  are  open  to  reasonable 
question.  This  has  been  the  federation's  position  since 
1976.  To  assist  its  member  boards  in  the  development  of 
workable  assessment  procedures,  the  federation  estab- 
lished the  Ad  Hoc  Committee  to  Study  Physician  Reeval- 
uation for  Reregistration,  the  final  report  of  which  was 
completed  in  1982  and  adopted  by  the  federation  in  early 
1983.  The  following  principles  are  fundamental  to  the  rec- 
ommendations contained  in  that  report  and  to  the  position 
of  the  federation. 

Principles  of  Assessment 

1.  The  intent  of  assessment  should  be  to  identify  pos- 
sibly unqualified  and/or  unfit  physicians  while  not 
burdening  able  physicians  with  needless  and  time- 
consuming  procedures. 

2.  Assessment  should  be  an  integral  part  of  the  license 
reregistration  system  system  in  each  state  and 
should  occur  once  in  every  reregistration  cycle 
(usually  two  years  in  duration). 

3.  Assessment  should  be  based  on  the  review  of  those 
markers  and  indicators  of  questionable  physician 
performance  and/or  fitness  which  arise  from  peer 
review  processes,  liability  actions,  and  other  rele- 
vant mechanisms. 

4.  Assessment  should  work  hand-in-hand  with  an  en- 
forceable and  broad-based  system  for  the  manda- 
tory reporting  of  possibly  unqualified  and  unfit  li- 
censees to  the  medical  board. 

5.  Assessment  should  not  involve  formal  cognitive  ex- 
amination, clinical  examination,  physician  exami- 
nation, or  mental  examination.  These  are  specific 
forms  of  evaluation  which  should  be  used  only  after 
the  assessment  process  has  identified  particular  li- 
censees in  need  of  such  evaluation. 

Based  on  its  principles  of  assessment,  the  federation  ad- 
vocates the  following  licensing  reregistration  system  as  an 
approach  to  assessment. 

1.  The  application  form  for  license  reregistration 
should  be  designed  to  require  the  licensee  to  update 
and/or  add  to  the  information  in  the  board’s  file 


relating  to  the  licensee  and  his  or  her  professional 
activity.  It  should  also  require  the  licensee  to  report 
to  the  Board  the  following  information. 

a.  Any  action  taken  against  the  licensee  by: 

• any  jurisdiction  or  authority  (United  States 
or  foreign)  which  licenses  or  authorizes  the 
practice  of  medicine; 

• any  peer  review  body; 

• any  health  care  institution; 

• any  professional  medical  society  or  associa- 
tion; 

• any  law  enforcement  agency; 

• any  court;  or 

• any  governmental  agency 

for  acts  or  conduct  similar  to  acts  or  conduct 
described  in  the  medical  practice  act  as 
grounds  for  disciplinary  action. 

b.  Any  adverse  judgment,  settlement,  or  award 
against  the  licensee  arising  from  a professional 
liability  claim. 

c.  The  licensee’s  voluntary  surrender  of  or  volun- 
tary limitation  on  any  license  or  authorization 
to  practice  medicine  in  any  jurisdiction,  includ- 
ing military,  public  health,  and  foreign. 

d.  Any  denial  to  the  licensee  of  a license  or  autho- 
rization to  practice  medicine  by  any  jurisdic- 
tion, including  military,  public  health,  and  for- 
eign. 

e.  The  licensee’s  voluntary  resignation  from  the 
medical  staff  of  any  health  care  institution  or 
voluntary  limitation  of  his  or  her  staff  privi- 
leges at  such  an  institution  if  that  action  oc- 
curred while  the  licensee  was  under  formal  or 
informal  investigation  by  the  institution  or  a 
committee  thereof. 

f.  The  licensee’s  voluntary  resignation  or  with- 
drawal from  a national,  state,  or  county  medi- 
cal society,  association,  or  organization  if  that 
action  occurred  while  the  licensee  was  under 
formal  or  informal  investigation  or  review  by 
the  body. 

g.  Whether  the  licensee  has  ever  been  addicted  to 
or  treated  for  addiction  to  alcohol  or  any  chem- 
ical substance. 

h.  Whether  the  licensee  has  had  any  physical  in- 
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jury  or  disease  or  mental  illness  within  the  reg- 
istration period  which  could  reasonably  be  ex- 
pected to  affect  his  or  her  practice  of  medicine, 

i.  The  licensee’s  completion  of  continuing  medi- 
cal education  or  other  forms  of  professional 
maintenance  and/or  evaluation,  including  spe- 
cialty board  certification  or  recertification, 
within  the  registration  period. 

2.  The  licensee  should  be  required  to  sign  the  applica- 
tion form  for  license  reregistration.  Failure  to  re- 
port fully  and  correctly  should  be  grounds  for  disci- 
plinary action  by  the  board. 

3.  The  board  should  be  directed  to  establish  an  effec- 
tive system  for  reviewing  reregistration  forms.  It 
should  also  be  authorized  to  initiate  investigations 
and/or  disciplinary  proceedings  based  on  informa- 
tion submitted  by  licensees  for  license  reregistra- 
tion. 

When  correlated  with  the  information  obtained 
through  an  effective  mandatory  reporting  system,  such  as 
that  described  in  Guide  to  the  Essentials  of  a Modern 
Medical  Practice  Act1,  and  from  sources  such  as  the  fe- 
deration’s Physician  Disciplinary  Data  Bank,  the  reregis- 


tration process  outlined  above  would  provide  the  medical 
board  markers  and  indicators  identifying  possible  prob- 
lem physicians  requiring  special  attention  or  investiga- 
tion. With  the  demographic  and  practice  pattern  informa- 
tion which  should  also  be  gathered  as  part  of  the  data  base 
at  the  time  of  reregistration,  the  process  would  also  pro- 
vide a regularly  updated  profile  of  every  licensee.  The  fed- 
eration believes  the  information  provided  a state  medical 
board  by  a reregistration  process  such  as  the  one  outlined 
here  is  the  minimum  a board  should  have  at  its  disposal  to 
systematically  fulfill  its  obligation  to  assess  its  licensees. 
To  assist  boards  in  establishing  such  a process,  the  Ad  Hoc 
Committee  to  Study  Physician  Evaluation  for  Reregistra- 
tion designed  a model  reregistration  form  and  process 
flowchart,  both  of  which  have  been  distributed  to  the  fe- 
deration’s member  boards.  The  federation  recommends 
that  all  states  not  now  having  a meaningful  assessment 
system  tied  to  reregistration  of  the  medical  license  move  to 
adopt  such  a system  as  soon  as  possible. 
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CASE  REPORTS 


Ondine’s  curse  revisited 

Charlotte  Colp,  md;  Roslyn  Schneider,  md;  David  Altarac,  md 


The  story  of  Ondine  is  that  of  a sea 
nymph  who  married  a handsome  mor- 
tal. In  the  play  by  Giraudoux,  when  On- 
dine leaves  her  husband,  he  loses  invol- 
untary breathing  regulation,  becomes 
apneic,  and  dies.1  The  term  Ondine’s 
curse,  first  used  as  a medical  eponym  by 
Severinghaus  and  Mitchell,2  appropri- 
ately describes  an  otherwise  healthy  pa- 
tient with  alveolar  hypoventilation 
while  awake  due  to  primary  idiopathic 
respiratory  center  malfunction.3  Such 
patients  are  rare,  compared  to  the  far 
more  common  “Pickwickians”  with 
obesity-related  illness.  Numerous  re- 
cent reports  have  documented  sleep  ab- 
normalities in  obese  patients,  most  fre- 
quently obstructive  sleep  apnea.4,5 

We  recently  had  the  opportunity  to 
study  a patient  with  Ondine's  curse  and 
obstructive  sleep  apnea.  The  patient 
was  69  years  of  age  at  presentation,  and 
is  perhaps  the  oldest  reported  with  this 
syndrome.  Also  of  interest  was  a tempo- 
rary ventilatory  stimulating  effect  of 
theophylline  in  this  patient. 

Case  Report 

A 69-year-old  man  first  presented  to  Beth 
Israel  Hospital  on  May  30,  1980,  with  a 
complaint  of  syncope  and  weakness  of  two 
days  duration.  The  patient  and  his  wife  stat- 
ed that  he  had  been  entirely  well  all  his  life 
prior  to  the  present  illness. 

On  initial  evaluation  in  the  emergency 
room,  the  physical  examination  was  unre- 
markable. The  patient’s  height  was  62  in 
and  his  weight  was  134  lb.  The  lungs  were 
clear  on  auscultation.  His  blood  pressure 
was  140/55  mm  Hg;  pulse,  120  min;  stool, 
4+  guaiac;  hematocrit,  21%.  Arterial  blood 
gas  showed  Po2  of  6 1 mm  Hg;  Pco2,  47  mm 
Hg;  pH,  7.37.  After  emergency  endoscopy 
showed  a bleeding  peptic  ulcer,  Bilroth  gas- 
trectomy was  performed.  The  postoperative 
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course  was  complicated  by  multiple,  bilater- 
al pneumonias.  In  addition,  the  patient  re- 
quired prolonged  intubation  because  at- 
tempts at  weaning  from  the  respirator 
repeatedly  led  to  hypercapnea  (Table  I).  A 
tracheostomy  was  performed  on  June  9.  The 
pneumonia  gradually  cleared,  so  that  by  late 
June  only  minimal  streaking  remained  on 
chest  radiograph.  Measurements  performed 
through  the  tracheostomy  tube  indicated  an 
inspiratory  force  of  30  cm  H20  and  a vital 
capacity  of  1.7L.  The  patient  never  dis- 
played overt  respiratory  distress  or  com- 
plained of  shortness  of  breath.  Nevertheless, 
attempts  at  weaning  with  intermittent  man- 
datory ventilation  (IMV)  led  to  hypercap- 
nea when  the  IMV  rate  was  8 or  less. 

The  patient’s  cannula  was  removed  on 
July  6 and  he  was  discharged  from  the  hos- 
pital with  a Pco2  of  65  mm  Hg.  He  was  fol- 
lowed in  the  outpatient  department  with  a 
presumptive  diagnosis  of  chronic  obstruc- 


tive pulmonary  disease,  in  spite  of  a lack  of 
appropriate  history.  The  first  pulmonary 
function  study,  on  August  13  (Table  II),  was 
within  normal  limits  except  for  a minimal 
reduction  of  maximum  mid-expiratory  flow 
(MMF),  which  was  normal  when  repeated 
after  bronchodilator.  The  maximum  breath- 
ing capacity  (MBC)  was  normal. 

The  diagnosis  of  idiopathic  hypoventila- 
tion syndrome  was  made  in  September  1982 
when  spirometry  showed  vital  capacity  and 
flow  rates  to  be  greater  than  predicted  for 
the  patient  (Table  II).  At  that  time,  blood 
gases  remained  as  before;  on  inhalation  of 
100%  02  for  15  minutes,  there  was  a further 
rise  of  Pco2  (Table  I);  inhalation  of  7%  C02 
led  to  no  apparent  patient  discomfort  and  no 
significant  increase  in  his  baseline  ventila- 
tion of  about  3.0  L/min.  On  voluntary  hy- 
perventilation, the  patient  was  able  to  lower 
the  Pco2  to  30  mm  Hg.  The  diagnosis  of  id- 
iopathic hypoventilation  was  confirmed  at 


TABLE  I.  Initial  Patient  Course 


Date 

Po2 

(mm  Hg) 

Pco2 

(mm  Hg) 

pH 

FI02 

Comments 

5/30/80 

61 

47 

7.37 

0.2 

In  emergency  room  for  acute 
gastrointestinal  bleed 

5/31/80 

64 

35 

7.48 

— 

Respirator 

6/01/80 

71 

53 

7.31 

— 

IMV*  6;  respirator 

6/02/80 

110 

40 

7.53 

0.45 

Assist  control;  respirator 

6/03/80 

46 

77 

7.23 

— 

Extubated 

6/03/80 

69 

34 

7.59 

0.5 

IMV*  12;  respirator 

6/04/80 

76 

52 

7.32 

— 

“T-piece” 

6/09/80 

78 

42 

7.42 

— 

Respirator/tracheostomy 

7/06/81 

71 

65 

7.35 

— 

Decannulated 

9/20/82 

59 

65 

7.34 

0.2 

Outpatient 

9/20/82 

453 

80 

7.25 

1.0 

Outpatient 

9/20/82 

- 

82 

7.20 

1.0 

7%  C02 

9/20/82 

108 

30 

7.60 

0.2 

Voluntary  hyperventilation 

9/19/84 

64 

60 

7.39 

0.2 

At  rest 

10/22/86 

72 

37 

7.57 

0.2 

Voluntary  hyperventilation 

11/17/86 

54 

81 

7.30 

0.2 

In  hospital 

11/19/86 

80 

56 

7.40 

0.2 

Intravenous  aminophylline 

11/20/86 

65 

62 

7.33 

0.2 

Intravenous  aminophylline; 
theophylline  serum  level 
10.2  ng/cc 

12/01/86 

54 

76 

7.32 

0.2 

Oral  theophylline;  serum  level 
17  /ig/cc 

* Intermittent  mandatory  ventilation. 
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TABLE  II.  Pulmonary  Function  Tests 


Vital  Capacity 

(L) 

Total  Lung 
Capacity 

(L) 

Forced  Expired 
Volume  in  1 Second 

(L) 

Maximum  Mid- 
Expiratory  Flow  Rate 

(L/sec) 

Maximum  Breathing 
Capacity 
(L/min) 

Carbon  Monoxide 
Diffusing  Capacity 
(Single  Breath) 
mL/min/mm  Hg 

Predicted  value 

2.6 

4.6 

1.9 

2.0 

63 

16 

8/13/80 

2.7 

4.8 

2.0 

1.6 

69 

18  (113%) 

Bronchodilator 

2.8 

— 

2.5 

3.2 

— 

— 

9/19/84 

2.9 

4.4 

2.5 

4.0 

95 

22  (138%) 

10/22/87 

2.7 

3.9 

2.4 

3.3 

97 

24 (148%) 

New  York  University  Medical  Center  with 
normal  spirometry,  effective  voluntary  hy- 
perventilation, and  lack  of  response  to  in- 
spired C02  without  increase  of  either  venti- 
lation or  Po2.  In  addition,  normal  maximal 
inspiratory  pressure  of  —70  cm  H20  was 
documented.  A sleep  study,  performed  with 
monitoring  of  rib  cage  and  abdominal  mo- 
tion as  well  as  ventilation  and  ear  oximetry, 
showed  many  episodes  of  apnea  (up  to  18/ 
hour),  of  both  central  and  obstructive  types. 
Apneas  lasted  as  long  as  100  sec  and  were 
associated  with  a drop  of  02  saturation  to  as 
low  as  50%. 

The  patient  remained  clinically  well  at 
this  time  and  refused  further  therapy.  He 
appeared  phlegmatic  but  was  still  employed 
full  time  managing  his  own  small  business. 
He  was  described  as  a loud  snorer,  but  his 
wife  denied  recent  changes  in  his  sleep  pat- 
tern. Excessive  daytime  somnolence  and 
personality  changes  were  also  denied,  as  was 
use  of  tobacco,  alcohol,  or  drugs  of  any  sort. 

Physical  examination  remained  normal. 
Thyroid  function  studies,  nocturnal  electro- 
cardiographic monitoring,  and  a computer- 
ized axial  tomographic  (CAT)  scan  of  the 
head  were  all  within  normal  limits.  In  1984, 
spirometry  and  blood  gases  remained  stable. 

On  repeat  study  in  October  1986,  all  ven- 
tilatory functions  including  MBC  and  inspi- 
ratory flow  volume  loop  remained  normal, 
and  the  patient  was  still  able  to  lower  Pco2 
to  37  mm  Hg  by  voluntary  hyperventilation. 
However,  resting  Pco2  in  November  1986 
was  above  80  mm  Hg  for  the  first  time  (Ta- 
ble I).  The  patient  was  therefore  admitted  to 
the  hospital,  and  an  intravenous  infusion  of 
aminophylline  was  given  at  37  mg/hr.  With- 
in four  hours,  there  was  a drop  of  Pco2  to  60 
mm  Hg,  and  to  56  mm  Hg  by  the  next  day. 
However,  although  oral  theophylline  thera- 
py was  continued  for  the  next  ten  days,  and 
blood  levels  as  high  as  17  /ag/mL  were 
achieved,  the  Pco2  rose  again  and  remained 
over  70  mm  Hg. 

The  patient  returned  home  and  still  had 
no  physical  complaints,  but  over  the  next 
few  months,  systemic  hypertension  (blood 
pressure,  170/110  mm  Hg)  developed,  as 
well  as  bilateral  rales  in  the  lower  lung 
fields,  leg  edema,  asterixis,  and  slight  confu- 
sion. He  was  again  referred  to  New  York 
University  Medical  Center,  where  a repeat 
sleep  study  showed  many  episodes  of  ob- 
structive sleep  apnea,  approximately  one  ev- 
ery 60  seconds.  There  was  no  central  sleep 
apnea  at  this  time.  Use  of  nasal  continuous 


positive  airway  pressure  (CPAP)  of  5 cm 
H20  led  to  total  abolition  of  the  apneas; 
however,  the  patient  found  the  mask  uncom- 
fortable and  refused  further  use  of  it.  CAT 
scan  of  the  neck  was  normal. 

The  patient  was  readmitted  to  Beth  Israel 
Hospital  in  March  1987  because  of  outpa- 
tient blood  gas  finding  of  Pco2  of  85  mm  Hg 
(Table  III).  Use  of  nasal  CPAP  was  reat- 
tempted without  success,  and  on  March  15, 
an  endotracheal  tube  was  inserted  and  venti- 
lator therapy  begun,  with  prompt  develop- 
ment of  normocapnia  and  alkalosis,  which 
was  corrected  with  intravenous  acetazola- 
mide.  Tracheostomy  was  performed  on 
March  18.  The  postoperative  course  was 
complicated  by  bilateral  pneumonia.  For  the 
next  two  weeks,  attempts  to  discontinue  ven- 
tilatory support  repeatedly  led  to  gradual 
development  of  hypercapnea  with  Pco2  over 
50  mm  Hg.  Progesterone  treatment  was  be- 
gun on  March  25  with  no  apparent  effect. 
Intravenous  aminophylline  was  given  on 
April  3,  1987,  with  subsequent  drop  of  Pco2 
to  45  mm  Hg  without  mechanical  ventila- 
tion. However,  in  spite  of  continuation  of 
aminophylline  until  April  10,  with  rising 
theophylline  blood  levels,  subsequent  Pco2 
rose  over  50  mm  Hg,  except  when  the  pa- 
tient was  on  a ventilator.  Therefore,  nightly 
ventilation  was  continued.  Eventually,  the 
patient  was  discharged  to  continue  the  same 
regimen  at  home. 

Discussion 

The  patient  reported  here  presented 


with  gastrointestinal  bleeding  due  to 
peptic  ulcer,  requiring  gastrectomy. 
There  were  no  signs  or  symptoms  of 
cardiopulmonary  disease,  or  of  sleep 
disturbance  or  mental  changes.  Be- 
cause of  the  current  practice  of  obtain- 
ing frequent  arterial  blood  gas  determi- 
nations, hypercapnea  was  detected. 
Hypoxemia  also  was  present,  presum- 
ably due  to  the  complicating  pneumo- 
nias and/or  atelectasis  and  small  air- 
way disease.  However,  hypercapnea 
persisted  both  before  and  after  intuba- 
tion and  tracheostomy,  even  after  clear- 
ing of  pneumonia  and  when  ventilatory 
function  was  entirely  normal. 

Primary  hypoventilation  was  proven 
by  documenting  ability  to  hyperventi- 
late voluntarily  and  by  absence  of  re- 
sponse to  inhaled  C02.  The  patient  re- 
mained clinically  stable  for  several 
years  with  Pco2  of  about  60  mm  Hg. 
He  was  found  to  have  frequent  sleep  ap- 
neas, both  central  and  obstructive. 
However,  by  1986,  the  patient’s  condi- 
tion began  to  deteriorate,  with  increase 
of  Pco2  to  a maximum  of  85  mm  Hg, 
concomitant  worsening  of  mental  func- 
tion, and  development  of  hypertension 
and  possible  heart  failure.  A repeat 
study  showed  severe  and  frequent  sleep 
apnea,  obstructive  at  this  time. 

With  deteriorating  status  and  lack  of 


TABLE  III.  Subsequent  Patient  Course 


Date 

Po2 

(mm  Hg) 

Pco2 

(mm  Hg) 

PH 

FIo2 

Comments 

3/06/87 

50 

85 

7.30 

0.2 

Outpatient 

3/15/87 

83 

39 

7.52 

0.4 

Intubated  on  respirator 

3/19/87 

85 

32 

7.42 

0.3 

Acetazolamide  given  post 
tracheostomy;  respirator 

3/19/87 

127 

57 

7.25 

0.4 

“T-piece”. 

3/20/87 

136 

41 

7.36 

0.3 

Respirator 

3/26/87 

113 

51 

7.52 

0.28 

“T-piece”;  progesterone 

4/02/87 

78 

54 

7.32 

0.24 

Tracheostomy  collar 

4/03/87 

74 

45 

7.35 

0.24 

Tracheostomy  collar; 

intravenous  aminophylline 

4/04/87 

44 

55 

7.35 

0.28 

Tracheostomy  collar; 

intravenous  aminophylline 

4/09/87 

136 

33 

7.51 

0.3 

Respirator 

4/18/87 

66 

64 

7.26 

0.24 

Tracheostomy  collar 

5/05/87 

55 

64 

7.32 

0.2 

Outpatient 
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improvement  with  nasal  CPAP,  a sec- 
ond tracheostomy  was  performed.  Sub- 
sequently, hypercapnea  still  persisted, 
with  PCO2  generally  over  60  mm  Hg — 
confirming  that  the  patient’s  hypoven- 
tilation was  not  secondary  to  obstruc- 
tive sleep  apnea,  but  was  a true  case  of 
primary  hypoventilation,  or  Ondine’s 
curse. 

The  relationship  between  Ondine’s 
curse  and  sleep  apnea  has  not  been  well 
defined.  Since  Ondine’s  curse  presum- 
ably is  due  to  a lesion  of  the  central 
medullary  chemoreceptor,  central  sleep 
apnea  might  be  expected,  and  has  in- 
deed been  reported  in  two  patients.6 
Obstructive  sleep  apnea,  on  the  other 
hand,  may  be  caused  by  a lesion  of  the 
carotid  bodies,  which  are  receptors  that 
affect  stimulation  of  the  genioglossus 
muscles.7  Obesity  is  a well  known  cause 
of  obstructive  sleep  apnea  (OSA),  and 
Rapoport  et  al4  reported  obese  patients 
with  OSA  and  chronic  hypoventilation. 
Both  obstructive  and  central  sleep  ap- 
nea were  found  in  19  patients  referred 
for  diaphragmatic  pacing  for  hypoven- 
tilation.8 All  but  one  of  these  patients 
were  obese  and/or  had  a specific  cen- 
tral nervous  system  lesion  which  may 
have  contributed  to  their  abnormal 
breathing  patterns.  Diaphragmatic 
pacing  increased  the  tendency  to  OSA 
and  indeed  brought  it  on  de  novo  in  a 
non-obese  individual  described  by  Hy- 
land et  al.9  Finally,  a slim  patient,  very 
similar  to  the  one  described  in  this  re- 
port, with  idiopathic  hypoventilation 
syndrome,  had  both  obstructive  and 
central  sleep  apneas  unrelated  to  dia- 
phragmatic pacing.5 

In  the  patient  presented  here,  the  re- 
lationship between  the  OSA  and  On- 
dine’s curse  is  unclear.  Of  relevance 
may  be  the  frequent  occurrence  of  OSA 
in  even  otherwise  healthy  elderly 
males.10  Over  the  years  of  observation, 
the  patient  exhibited  physical  and  men- 
tal deterioration,  with  worsening  day- 
time blood  gases.  Whether  the  abnor- 
mal sleep  pattern  was  the  cause  or  the 
effect  is  not  known.  In  any  case,  a vi- 
cious cycle  may  have  developed,  where- 
by the  respiratory  failure  both  aggra- 
vated and  was  worsened  by  the  OSA. 

This  patient  was  also  of  interest  in  re- 
gard to  his  transient  response  to  ami- 
nophylline.  Aminophylline  has  been 


considered  a respiratory  stimulant  for 
some  time.  In  a recent  study,11  an  infu- 
sion of  the  drug  increased  ventilation  in 
dogs;  this  effect  was  attributed  to  im- 
proved diaphragmatic  contractility,  but 
a central  stimulatory  effect  was  not  ex- 
cluded. Indeed,  in  a study  of  cats,  the- 
ophylline clearly  served  as  a respiratory 
stimulant  by  opposing  the  effect  of 
adenosine,  an  inhibitor  of  ventilation.12 

Use  of  aminophylline  as  a respiratory 
stimulant  in  patients  dates  back  to 
1957,  when  Galdston  et  al13  noted  im- 
provement of  hypercapnea  and  of  re- 
sponse to  CO2  inhalation  in  patients 
with  respiratory  failure  due  to  emphy- 
sema. Similar  results  were  reported  by 
Dowell  et  al14;  the  latter  authors,  unlike 
Galdston,  did  not  rule  out  improvement 
in  ventilatory  function  as  the  cause  of 
the  increased  ventilation  in  their  pa- 
tients. But  Dowell  et  al  made  a further 
contribution  by  demonstrating  that 
Cheyne-Stokes  respiration  could  be  ter- 
minated with  aminophylline,  which  in- 
creased minute  ventilation  and  led  to 
cessation  of  apneic  periods. 

Aminophylline  has  also  been  used  in 
infants  with  frequent  apneas,  who  were 
considered  at  risk  for  sudden  infant 
death  syndrome  (SIDS).  Normaliza- 
tion of  their  breathing  patterns  has 
been  noted.15’16 

Finally,  some  recent  studies  have  in- 
dicated that  theophylline  is  effective  in 
preventing  central,  but  not  obstructive, 
sleep  apneas.  Reports  have  differed  as 
to  whether  the  effect  lasts  with  long 
term  oral  therapy.17-18  Available  stud- 
ies of  aminophylline  as  a bronchodila- 
tor  indicate  no  loss  of  efficacy  over 
time.19 

In  the  case  of  the  patient  reported 
here,  it  is  clear  that  he  had  ventilatory 
stimulation  from  aminophylline  on  two 
occasions,  each  time  lasting  only  a few 
days.  The  reason  for  this  loss  of  thera- 
peutic response  is  not  clear.  Further 
therapeutic  trials  of  theophylline  in  pa- 
tients with  Ondine’s  curse  would  clearly 
be  indicated. 
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Peptic  ulcer  disease  presenting  as  life-threatening  diarrhea 

following  subtotal  colectomy 

John  B.  Rodgers,  md 


Diarrhea  can  be  life  threatening  if  large 
quantities  of  fluid  are  lost.  Patients 
with  severe  diarrhea  develop  hypovole- 
mia, which  can  lead  to  renal  failure  and 
eventual  vascular  collapse.  While  mul- 
tiple factors  were  involved  in  the  case 
report  presented  here,  aggressive  treat- 
ment of  gastric  acid  hypersecretion 
proved  successful. 

Case  Report 

A 76-year-old  man  was  admitted  to  a hos- 
pital other  than  ours  for  treatment  of  multi- 
ple benign  and  malignant  tumors  of  the  co- 
lon. His  history  was  significant  for  chronic 
alcohol  use,  chronic  obstructive  pulmonary 
disease,  and  diabetes  mellitus  type  II,  which 
was  being  treated  with  diet.  The  patient  had 
no  history  of  prior  gastrointestinal  disease, 
although  he  had  experienced  heartburn  for  a 
number  of  years.  The  family  history  was  un- 
remarkable for  gastrointestinal  or  endocrine 
disorders. 

Physical  findings  and  routine  blood  stud- 
ies were  also  unremarkable.  The  serum  cre- 
atinine level  was  1.1  mg/dL.  The  patient  un- 
derwent a subtotal  colectomy  and  an 
ileosigmoid  colostomy  with  placement  of  a 
gastrostomy  tube.  Pathologic  diagnosis  of 
tumors  in  the  resected  colon  included  two 
tubular  adenomatous  polyps;  two  villotubu- 
lar  adenomatous  polyps,  both  containing 
foci  of  intramucosal  adenocarcinoma,  and 
adenocarcinoma  of  the  transverse  colon, 
Duke’s  stage  A.  The  regional  lymph  nodes 
showed  no  metastases. 

The  next  ten  weeks  were  complicated  by 
severe  diarrhea  with  daily  fecal  output  of  4 
to  5 liters.  Additionally,  the  patient  com- 
plained of  nausea  and  heartburn.  Endoscopy 
showed  small  ulcers  of  the  duodenum  con- 
firmed by  biopsy.  Sigmoidoscopy  demon- 
strated 15  cm  of  normal  rectosigmoid  colon 
and  a patent  anastomosis.  Stool  culture  and 
tests  for  Clostridium  difficile  toxin,  as  well 
as  ova  and  parasites,  were  negative.  Radio- 
logic  studies  of  the  upper  and  lower  gastro- 
intestinal tract  were  normal.  Assays  of  vari- 
ous hormone  levels,  which  yielded  normal 
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results,  included  calcitonin,  gastrin,  gluca- 
gon, and  vasoactive  intestinal  peptide.  Uri- 
nary 5-hydroxyindoleacetic  acid  level  was 
within  normal  limits. 

Medical  treatment  was  unsuccessful,  and 
the  patient’s  abdomen  was  subsequently  re- 
explored for  possible  bowel  obstruction. 
Many  adhesions  were  lysed,  and  an  ileos- 
tomy was  performed.  The  patient  did  poorly 
after  surgery,  with  the  diarrhea  continuing 
despite  treatment.  This  included  central  in- 
travenous alimentation;  diphenoxylate  with 
atropine,  2 tablets  four  times  a day;  pancre- 
atic extract,  3 tablets  with  feedings;  amitrip- 
tyline, 50  mg  at  bedtime;  ranitidine,  150  mg 
twice  a day;  metronidazole,  250  mg  four 
times  a day;  and  diazepam,  5 mg  three  times 
a day.  Renal  failure  developed,  with  the  se- 
rum creatinine  rising  to  5.9  mg/dL.  The  pa- 
tient was  subsequently  transferred  to  the  Al- 
bany Medical  Center  Hospital. 

At  this  time,  the  patient  was  complaining 
of  nausea,  anorexia,  weakness,  and  diar- 
rhea. Routine  laboratory  results  were  unre- 
markable except  for  a serum  creatinine  level 
of  7.8  mg/dL. 

Central  intravenous  alimentation  was 
continued.  Oral  feedings  were  withheld  to 
determine  daily  basal  ileostomy  outputs. 
These  varied  from  1 .2  to  1 .5  liters.  Continu- 
ous gastric  aspiration  via  the  gastrostomy 
tube  was  next  performed  to  see  the  effect  on 
ileostomy  output.  Daily  volumes  of  gastric 
aspirate  measured  1 to  1.5  liters,  with  hy- 
drochloric acid  concentration  of  118  mEq/ 
L,  giving  a secretory  rate  of  7 mEq/h  in  the 
basal  state.  During  this  time,  the  daily  ileos- 
tomy output  dropped  to  200  mL.  Additional 
serum  gastrin  level  tests  and  a secretin  stim- 
ulation test  were  performed  to  exclude  a 
gastrinoma  as  a cause  of  the  diarrhea.  These 
tests  were  normal. 

The  patient  was  then  given  a high  dose  of 
famotidine,  40  mg  twice  a day,  as  treament 
for  gastric  hypersecretion.  (This  high  dose 
was  selected  because  the  patient  had  previ- 
ously been  given  ranitidine  at  the  usual  re- 
commended dose  without  benefit.)  Over- 
night collections  of  gastric  acid  dropped  to 
1 00  mL,  with  a hydrochloric  acid  concentra- 
tion of  46  mEq/L. 

Subsequently,  oral  feedings  were  restart- 
ed and  intravenous  feedings  were  discontin- 
ued. Loperamide,  2 mg  three  times  a day. 


was  also  given.  Daily  ileostomy  outputs  fluc- 
tuated from  0.5  to  1.5  liters.  The  ileostomy 
was  subsequently  closed.  The  patient  contin- 
ued to  have  mild  diarrhea  with  daily  fecal 
outputs  below  1 liter.  Just  prior  to  discharge, 
a basal  acid  output  with  famotidine  held  for 
24  hours  was  6.9  mEq/L.  The  patient  was 
discharged  on  loperamide,  2 mg  three  times 
a day,  and  famotidine,  40  mg  twice  a day, 
which  was  later  decreased  to  40  mg  at  bed- 
time. When  seen  three  months  later,  the  pa- 
tient was  doing  well,  with  a serum  creatinine 
of  1.3  mg/dL.  He  has  continued  to  do  well 
during  a year  of  follow-up. 

Discussion 

In  this  patient,  severe  diarrhea  devel- 
oped following  a subtotal  colectomy. 
Gastrointestinal  fluid  losses  in  excess  of 
several  liters  daily  over  a period  of 
weeks  to  months  impose  severe  stress  on 
the  body  by  producing  chronic  dehy- 
dration and  malnutrition.  If  the  compli- 
cations of  dehydration  and  malnutri- 
tion are  not  corrected,  gastrointestinal 
function  is  likely  to  deteriorate  further, 
thus  increasing  the  problem  of  exces- 
sive fecal  fluid  loss.  Acute  and  chronic 
renal  failure  is  a common  consequence, 
thus  making  this  type  of  chronic  diar- 
rhea a life-threatening  situation. 

It  is  fortunate  for  such  patients  that 
total  parenteral  alimentation  (TPN) 
has  been  developed  to  treat  these  com- 
plications of  dehydration  and  malnutri- 
tion. In  some  patients  with  severe  post- 
operative diarrhea,  TPN  given  alone 
for  a period  of  several  weeks  can  pro- 
duce resolution  of  the  diarrhea  as  a re- 
sult of  improvement  of  the  patient's  nu- 
tritional status.  This  was  not  observed 
in  this  patient.  Indeed,  his  requirements 
for  parenteral  fluid  replacement  were 
initially  underestimated,  causing  the 
development  of  moderate  renal  failure. 

When  presented  with  a case  of  severe 
diarrhea  requiring  parenteral  support, 
it  is  helpful  to  determine  whether  the 
diarrhea  is  the  result  of  osmotically  ac- 
tive exogenous  agents  in  the  lumen  of 


APRIL  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  231 


the  intestine,  such  as  magnesium  salts 
(osmotic  diarrhea),  or  is  “secretory”  in 
nature.  The  distinction  is  not  always 
clear,  but  when  the  diarrhea  continues 
after  a patient  fasts  for  24  hours  (as 
noted  in  this  patient),  the  diarrhea 
should  be  considered  “secretory.” 

Secretory  diarrhea  has  a number  of 
causes  including  infection  and  inflam- 
matory bowel  disease.  Infectious  agents 
known  to  produce  an  enterotoxin  that 
stimulates  fluid  secretion  by  the  entero- 
cytes  are  well  described  and  include 
Vibrio  cholerae,  Clostridium  difficile , 
and  Escherichia  coli , among  others.1 
Infectious  causes  of  diarrhea  were  in- 
vestigated in  this  case  but  were  not 
found,  and  contrast  radiologic  studies 
of  the  intestinal  tract  failed  to  demon- 
strate any  abnormalities  that  would 
suggest  a diagnosis  of  inflammatory 
bowel  disease. 

Another  cause  of  secretory  diarrhea 
is  overproduction  of  a gastrointestinal 
hormone  by  a tumor.  One  such  hor- 
mone that  has  been  well  described  and 
characterized  is  gastrin,  which  is  pro- 
duced in  excessive  amounts  by  a gas- 
trinoma. The  stomach  is  the  major  tar- 
get organ  for  this  hormone,  resulting  in 
excessive  gastric  acid  production.2  This 
gastric  hypersecretion  can  produce  di- 
arrhea, as  noted  in  more  than  30%  of 
patients  with  gastrinoma.2  It  is  postu- 
lated that  in  addition  to  the  large  vol- 
ume of  gastric  juice  being  presented  to 
the  intestine  for  absorption,  the  diar- 
rhea also  results  from  a reduction  of  pH 
of  the  upper  small  bowel  lumen.  A pH 
much  lower  than  6 will  inactivate  pan- 
creatic enzymes,  interfering  with  diges- 
tion and  absorption  of  dietary  compo- 
nents, especially  fats.  As  certain 
unabsorbed  long  chain  fatty  acids  can 
inhibit  water  absorption  by  the  intes- 
tine,3 this  malabsorption  of  fats  can 
contribute  to  the  problem  of  diar- 
rhea. 

Tumors  that  autonomously  secrete 
other  gastrointestinal  hormones  also 


cause  diarrhea,  with  these  other  hor- 
mones having  their  major  effect  direct- 
ly on  the  enterocytes,  causing  them  to 
secrete  excessive  amounts  of  fluid  into 
the  lumen  of  the  intestine.  Hormones 
reported  to  have  this  effect  include  va- 
soactive intestinal  peptide  (VIP),  calci- 
tonin, gastric  inhibitory  peptide,  seroto- 
nin, and  prostaglandin  Ej.1  Studies  of 
VIP  under  controlled  conditions  docu- 
ment the  production  of  watery  diarrhea 
when  given  to  healthy  subjects.4  Pa- 
tients who  suffer  secretory  diarrhea 
from  these  hormones  have  been  re- 
ferred to  as  having  the  “WDHA”  syn- 
drome. This  term  indicates  that  most  of 
these  patients  present  with  a combina- 
tion of  findings  including  watery  diar- 
rhea, hypokalemia,  and  achlorhydria.5 

Some  patients  with  secretory  diar- 
rhea from  exposure  to  abnormal  hor- 
monal levels  have  elevated  gastric  acid, 
as  seen  in  those  with  gastrinomas,  while 
others  have  low  levels  of  gastric  acid,  as 
is  often  the  case  in  patients  with 
WDHA.  Therefore,  gastric  acid  analy- 
sis can  be  useful  in  the  evaluation  of 
these  patients.  In  the  patient  described 
here,  it  was  soon  apparent  that  the 
problem  was  overproduction  of  gastric 
acid,  and  that  the  diarrhea  could  be 
readily  terminated  by  continuous  gas- 
tric aspiration.  These  findings  suggest- 
ed the  possibility  of  a gastrinoma,  but 
subsequent  studies  failed  to  provide  any 
indication  of  this  diagnosis.  The  pa- 
tient’s clinical  course  over  a 12-month 
period  of  follow-up  has  been  uncompli- 
cated on  a regular  therapeutic  dose  of 
famotidine,  further  excluding  gastrin- 
oma as  the  cause  of  diarrhea. 

The  data  obtained  on  this  patient  in- 
dicate that  the  basic  cause  of  the  severe 
and  chronic  diarrhea  following  his  sub- 
total colectomy  was  peptic  ulcer  dis- 
ease. Some  patients  with  duodenal  ul- 
cer disease  have  a large  parietal  cell 
mass6  that  causes  hypersecretion  of 
gastric  acid  in  both  the  basal  and  stimu- 
lated state.  In  this  patient,  the  condition 


likely  caused  large  volumes  of  fluid  to 
be  secreted  into  the  upper  intestinal 
tract.  As  long  as  the  colon  was  in  place 
and  functioning,  however,  the  overpro- 
duction of  gastric  acid  caused  no  overt 
clinical  problem.  The  colon  has  a ca- 
pacity to  absorb  three  to  four  liters  of 
isotonic  saline  per  day.7  It  was  not  until 
this  reserve  capacity  of  the  colon  for 
water  and  electrolyte  reabsorption  was 
lost  that  the  peptic  ulcer  disease  in  this 
patient  caused  severe,  incapacitating 
diarrhea.  Once  it  was  recognized  that 
the  diarrhea  was  the  result  of  overpro- 
duction of  gastric  acid,  the  delivery  of 
adequate  treatment  was  not  diffi- 
cult. 

Gastric  acid  analysis  is  a simple,  in- 
expensive, noninvasive  procedure.  In 
patients  with  incapacitating  secretory 
diarrhea,  this  test  should  be  performed 
to  determine  whether  excessive  produc- 
tion of  gastric  acid  is  the  cause.  In  pa- 
tients with  peptic  ulcer  disease,  treat- 
ment should  be  readily  effective.  If  the 
cause  is  a gastrinoma  secreting  exces- 
sive quantities  of  gastrin,  treatment  will 
be  more  difficult,  but  high  doses  of  vari- 
ous histamine-2  receptor  blockers  can 
often  be  of  benefit. 
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Endodermal  sinus  tumor  and  benign  cystic  teratoma  of  the 

ovary  occurring  simultaneously 
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Endodermal  sinus  tumors  (EST)  of  the 
ovary  are  rare  and  highly  malignant 
germ  cell  tumors,  primarily  occurring 
in  children  and  young  adults.  These 
germ  cell  tumors  replicate  the  yolk  sac 
and  its  derivatives;  their  presence  is  evi- 
dent both  microscopically  and  in  the  ex- 
cessive production  of  alpha-fetoprotein 
(AFP).  We  present  the  case  of  a woman 
with  a yolk  sac  tumor  who  also  had  a 
mature  cystic  teratoma  in  the  contra- 
lateral ovary.  The  endodermal  sinus  tu- 
mor was  in  a clinically  advanced  stage 
with  extension  to  the  pelvis  and  metas- 
tases  to  the  liver,  omentum,  and  retro- 
peritoneal lymph  nodes. 

Case  Report 

A 24-year-old  woman  presented  to  the 
Emergency  Room  of  St  Vincent’s  Medical 
Center  of  Richmond  with  fever,  malaise, 
and  lower  abdominal  pain.  Four  months  be- 
fore, she  had  been  hospitalized  elsewhere  for 
treatment  of  a tubo-ovarian  abscess.  She 
was  then  followed  by  a private  physician  in 
New  York  City  and  treated  with  danazol  for 
supposed  endometriosis.  The  surgical  histo- 
ry was  unremarkable. 

On  physical  examination,  the  patient  ap- 
peared pale  and  weak.  Her  blood  pressure 
was  130/80  mm  Hg;  pulse,  90/min;  tem- 
perature, 100. 5°F;  and  respiratory  rate,  22/ 
min.  The  general  physical  examination  was 
unremarkable  except  for  the  abdomen, 
which  appeared  tense,  with  ascites.  A firm 
mass  was  palpable  in  the  lower  abdomen. 
Bowel  sounds  were  present.  The  pelvic  ex- 
amination revealed  a solid,  cystic  mass  occu- 
pying the  entire  pelvis  and  extending  to  the 
umbilicus. 

A complete  blood  count  showed  severe 
anemia  and  an  elevated  white  blood  cell 
count.  On  sonogram,  a large  pelvic  solid, 
cystic  mass  was  seen.  A computed  tomo- 


From  the  Departments  of  Pathology  and  Obstetrics 
and  Gynecology,  St  Vincent's  Medical  Center  of 
Richmond,  Staten  Island,  NY. 

Address  correspondence  to  Dr  Elhosseiny,  Patholo- 
gy Department,  St  Vincent’s  Medical  Center,  355 
Bard  Ave,  Staten  Island,  NY  10310. 


graphic  (CT)  scan  of  the  abdomen/pelvis 
showed  a large  pelvic  mass  with  solid  cystic 
components  and  multiple  liver  lesions. 

Following  intravenous  antibiotic  therapy, 
hydration,  and  blood  replacement,  the  pa- 
tient underwent  exploratory  laparotomy  for 
acute  abdominal  pain.  On  entering  the  ab- 
domen, 2,500  cc  of  hemorrhagic  fluid  was 
noted.  After  evacuation,  a solid  necrotic, 

14.0  X 8.0-cm,  tumor  was  evident  in  the 
right  ovary.  The  left  adnexa  demonstrated  a 
7.0-cm  smooth,  encapsulated  cystic  tumor 
arising  from  the  left  ovary.  Exploration  of 
the  abdomen  and  retroperitoneum  demon- 
strated carcinomatosis.  A total  abdominal 
hysterectomy  with  bilateral  salpingo-oo- 
phorectomy,  total  omentectomy,  and  tumor 
debulking  was  performed.  Chemotherapy 
was  planned  at  the  New  England  Deaconess 
Medical  Center. 

Forty  hematoxylin-eosin-stained  slides  of 
both  tumors  were  examined.  Two  sections  of 
the  endodermal  sinus  tumor  were  stained 
with  periodic  acid-Schiff  with  and  without 
diastase.  Indirect  immunohistochemical  re- 
action for  alpha-fetoprotein  was  performed 
on  two  deparaffinized  sections  of  formalin- 
fixed  tissue  with  the  use  of  peroxidase  anti- 
peroxidase method. 

The  left  ovary  revealed  an  oval-shaped, 
lobulated  mass  measuring  14.0  X 8.0  X 5.0 
cm.  On  cross  section,  it  was  solid,  gray- 
white,  with  hemorrhagic  and  necrotic  areas. 
The  surface  was  mucoid  (Fig  1).  The  right 
ovary  revealed  a cystic,  oval-shaped  mass 
with  a smooth  gray  surface  measuring  7.0  X 

4.0  X 2.0  cm.  On  cross  section,  it  was  a uni- 


FIGURE  1.  A cross-section  of  the  endodermal 
sinus  tumor.  Note  the  lobulation,  hemorrhage, 
and  necrosis. 
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FIGURE  2.  Benign  cystic  teratoma;  cyst  was 
evacuated.  Note  the  hair  and  sebum. 


locular  cyst  filled  with  hair  and  sebum  (Fig 

2). 

The  left  ovarian  tumor  exhibited  a papil- 
lary and  glandular  pattern  (Fig  3).  The  stain 
for  alpha-fetoprotein  was  positive.  Hyaline 
globules  which  were  periodic  acid-Schiff 
positive  were  found.  The  right  ovary  con- 
tained mature  squamous  epithelium  with 
skin  adnexa,  cartilage,  and  respiratory  and 
colonic-type  epithelium. 

Discussion 

Endodermal  sinus  tumors  (EST)  are 
rapidly  growing  and  usually  of  consid- 
erable size  when  encountered.  They  lo- 
cally invade  and  metastasize  early  via 
the  lymphatics  to  regional  lymph  nodes 
and  also  by  the  hematogenous  route  to 
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FIGURE  3.  Microscopic  picture  of  endodermal 
sinus  tumor  (original  magnification  X100;  he- 
matoxylin-eosin  stain).  The  tumor  has  a papil- 
lary arrangement  with  a vascular  core.  Notice 
one  mitotic  figure. 
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the  lungs,  liver,  and  other  organs.  Me- 
tastases,  as  in  the  patient  described 
here,  are  frequently  present  at  the  time 
of  initial  observation.2 

In  a series  of  7 1 women  with  EST  re- 
ported by  Kurman  et  al3-4  in  1976,  ten 
patients  had  a mature  (benign)  cystic 
teratoma  associated  with  EST  in  the 
same  ovary,  and  in  only  two  of  these 
women  the  opposite  ovary  contained  a 
benign  cystic  teratoma. 

EST  is  radioresistant.  Recently,  the 
administration  of  cis-platinum,  bleo- 
mycin, and  vinblastine  has  completely 
revolutionized  the  treatment,  with  a 
dramatic  increase  in  survival.4 


The  use  of  serial  determination  of  al- 
pha-fetoprotein may  permit  earlier  de- 
tection of  recurrent  disease,  and  there- 
fore, direct  treatment  of  subclinical 
recurrent  disease  at  an  earlier  stage 
when  chemotherapeutic  drugs  are  most 
effective.5 

The  benign  cystic  teratoma  in  the 
contralateral  ovary  was  also  a germ  cell 
tumor,  but  in  this  case  it  was  mature 
(benign). 
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Pulmonary  hypertrophic  osteoarthropathy  as  the  initial 
manifestation  of  interstitial  fibrosis 

Yizhak  Kupfer,  md;  Jacob  E.  Groopman,  md;  R.  Aswini  Lenora,  md; 

Sidney  Tessler,  md 


Pulmonary  hypertrophic  osteoarthrop- 
athy is  a syndrome  characterized  by 
clubbing  of  the  digits,  arthralgia,  and 
periostitis  of  the  distal  long  bones. 1-3 
Most  cases  of  pulmonary  hypertrophic 
osteoarthropathy  are  associated  with 
neoplastic  pulmonary  diseases,  espe- 
cially bronchogenic  carcinoma.  We  re- 
port a case  of  pulmonary  hypertrophic 
osteoarthropathy  associated  with  idio- 
pathic pulmonary  fibrosis  in  which  the 
initial  presenting  complaint  was  ar- 
thralgia. 

Case  Report 

A 35-year-old  man  presented  in  April 
1985  with  complaints  of  bilateral  knee  and 
ankle  pain  and  stiffness.  The  symptoms  had 
first  developed  three  years  previously  but 
had  progressively  worsened  over  time.  For 
approximately  three  to  four  months  prior  to 
his  presentation,  the  patient  also  noticed  in- 
creasing dyspnea  on  exertion  and  a dry,  non- 
productive cough.  He  had  a 15-year  history 
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of  smoking  one  pack  a day  but  denied  any 
occupational  exposure  to  asbestos.  The  pa- 
tient had  previously  worked  as  a diamond 
polisher,  but  for  the  three  years  prior  to  his 
presentation  had  been  working  as  a manager 
in  a knitting  factory.  He  denied  any  rhinitis, 
anorexia,  weight  loss,  or  any  prior  history  of 
pain  or  tenderness  in  the  digits,  but  stated 
that  clubbing  was  present  for  15  years. 
There  was  no  family  history  of  arthralgias, 
arthritis,  or  skin  abnormalities.  Physical  ex- 
amination revealed  4+  clubbing  of  his  dig- 
its, with  a normal  appearing  face.  The  lung 
examination  was  remarkable  for  bibasilar 
rales.  The  heart  and  abdomen  were  within 
normal  limits.  There  was  bilateral  swelling 
of  the  ankles  and  knees  but  no  tenderness. 
The  distal  tibiae  were  bilaterally  enlarged 
without  any  pitting  edema.  There  was  poor 
range  of  movements  in  all  joints,  and  there 
were  no  signs  of  arthritis. 

A chest  film  revealed  a diffuse  reticulono- 
dular  pattern  (Fig  1).  Radiographs  of  the 
extremities  revealed  periostitis  of  the  femur, 
tibia,  and  fibula  consistent  with  hypertro- 
phic osteoarthropathy  (Fig  2).  Pulmonary 
function  tests  showed  a vital  capacity  that 
was  40%  of  predicted,  total  lung  capacity 
58%  of  predicted,  and  a diffusion  capacity 
37%  of  normal.  Routine  laboratory  studies 
were  within  normal  limits  except  for  a 
slightly  elevated  lactose  dehydrogenase  at 
285  mU/mL  (normal,  100-225  mU/mL) 
and  alkaline  phosphatase  of  480  mU/mL 
(normal,  30-115  mU/mL).  Arterial  blood 


FIGURE  1.  Chest  film  demonstrating  a diffuse 
reticulonodular  pattern. 


gas  levels  on  room  air  revealed  a pH  of  7.43, 
arterial  carbon  dioxide  tension  (PaC02)  of 
3 1 torr,  and  arterial  oxygen  pressure  (Pa02) 
of  63  torr.  IgG,  IgA,  and  IgM  levels  were 
within  normal  limits.  A test  for  rheumatoid 
factor  was  negative.  A Kveim  test  was  nega- 
tive. The  patient  underwent  bronchoscopy 
with  bronchoalveolar  lavage.  No  endobron- 
chial lesions  were  found,  and  the  mucosa 
was  normal.  Bronchoalveolar  lavage  re- 
vealed 95%  macrophages,  3%  lymphocytes, 
and  2%  polymorphonuclear  leukocytes  con- 
sistent with  a low  level  macrophage  alveoli- 
tis. Cobalt  was  not  detected.  An  open  lung 
biopsy  was  performed  and  revealed  idio- 
pathic pulmonary  fibrosis.  The  patient  was 
started  on  prednisone,  20  mg/day,  with  an 
initial  improvement  in  both  dyspnea  and 
joint  pain.  After  several  weeks  of  therapy. 
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FIGURE  2.  Radiograph  of  knees  showing  sub- 
periosteal bone  formation. 


the  patient  experienced  an  exacerbation  of 
his  symptoms,  which  has  persisted  despite 
being  placed  on  higher  dosages  of  predni- 
sone. 

Discussion 

Pulmonary  hypertrophic  osteoar- 
thropathy is  a syndrome  of  unknown 
etiology  consisting  of  periostitis  of  the 
long  bones,  digital  clubbing,  and  poly- 
synovitis.1-3  Periostitis  causes  severe 
burning  pain  in  the  distal  extremities, 
which  are  very  tender  to  palpation.  A 
unique  feature  of  hypertrophic  osteoar- 
thropathy is  the  aggravation  of  bone 
pain  on  dependency.  Clubbing  general- 
ly tends  to  be  asymptomatic,  although 
patients  may  complain  of  burning  and 
warmth  of  the  finger  tips.  Synovitis  is 
usually  symmetrical  and  may  affect  the 
knees,  ankles,  wrists,  and  metacarpo- 
phalangeal joints.  Autonomic  dysfunc- 
tion including  flushing,  blanching,  and 
severe  sweating  may  occur.  Radio- 
graphic  features  include  symmetrical 
subperiosteal  new  bone  layering  in  the 
distal  long  bones,  especially  in  the  legs 


and  forearms.  Scintillography  with 
99m  technitium  pyrophosphate  or  di- 
phosphynate  demonstrates  pericortical 
linear  uptake  of  the  tracer  along  the 
long  bones. 

Hypertrophic  osteoarthropathy  usu- 
ally appears  secondary  to  other  system- 
ic diseases,  although  a primary  form  ex- 
ists. It  is  commonly  associated  with 
neoplastic  and  suppurative  diseases  of 
the  lungs,  mediastinum,  and  pleura.4 
Pulmonary  infection,  including  bron- 
chiectasis, and  tuberculosis  were  com- 
monly associated  with  hypertrophic  os- 
teoarthropathy.5 With  the  advent  of 
antibiotics,  however,  hypertrophic  os- 
teoarthropathy is  most  commonly  asso- 
ciated with  pulmonary  neoplasms,  es- 
pecially bronchogenic  carcinoma. 
Hypertrophic  osteoarthropathy  may  be 
the  initial  presenting  feature  of  a pul- 
monary neoplasm.  Segal  and  Macken- 
zie6 reported  that  hypertrophic  osteoar- 
thropathy, on  average,  preceded  the 
discovery  of  pulmonary  neoplasm  by 
4.9  months.  Although  this  patient  is  a 
smoker  and  consequently  at  higher  risk 
for  the  development  of  pulmonary  neo- 
plasm, there  has  been  no  evidence  of  a 
neoplasm  during  the  more  than  two 
years  that  we  have  followed  the  patient. 

The  association  between  interstitial 
fibrosis  and  pulmonary  hypertrophic 
osteoarthropathy  is  unusual,  although 
the  association  between  interstitial  fi- 
brosis and  clubbing  is  well  established. 
In  recent  reviews  of  interstitial  fibrosis, 
clubbing  was  found  in  50-61%  of  pa- 
tients.7-11 Pulmonary  hypertrophic  os- 
teoarthropathy was  reported,  however, 
in  only  four  patients.12  A literature  re- 
view has  yielded  only  six  cases  of  pul- 
monary hypertrophic  osteoarthropathy 


associated  with  pulmonary  fibrosis.  We 
wish  to  report  that  arthralgias  and  oth- 
er symptoms  of  pulmonary  hypertro- 
phic osteoarthropathy  may,  in  fact,  be 
the  initial  complaint  of  pulmonary  in- 
terstitial fibrosis. 
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Ben  W.  Aberman,  MD 

TO  THE  EDITOR:  I read  with  sadness 

in  the  October  1988  issue  the  obituary 
of  Dr  Ben  W.  Aberman  of  East  Hamp- 
ton. He  was  my  family  doctor  in  the 
Washington  Heights  section  of  New 
York  City  40  years  ago.  In  1947  when  I 
was  a summer  camper  in  Connecticut,  I 
developed  gastroenteritis,  later  found  to 
be  nonparalytic  poliomyelitis.  Aber- 
man drove  immediately  to  the  camp 
with  my  parents,  correctly  diagnosed 
the  condition,  and  arranged  hospital- 
ization. He  functioned  as  an  emergency 
physician,  an  ambulance  service,  a cri- 
sis counselor,  a family  therapist,  and  a 
friend. 

In  this  era  of  commercialized  medi- 
cine dominated  by  big  insurance  com- 
panies and  managed  care  systems  with 
their  acronyms,  buzzwords,  and  logos, 
and  their  armies  of  claims  clerks,  audi- 
tors, reviewers,  and  functionaries,  it  is 
nice  to  reflect  back  to  a simpler  time 
when  medical  care  was  personalized 
and  one  decent  fellow  like  Dr  Aberman 
could  make  a difference.  He’ll  be 
missed. 

GERALD  W GRUMET,  MD 
Department  of  Psychiatry 
Rochester  General  Hospital 
1425  Portland  Ave 
Rochester,  NY  14621 


Psychiatric  teams  and  the 
psychiatrist’s  authority 

TO  THE  EDITOR:  Dr  Irving  Jabitsky’s 

article,1  “Psychiatric  teams  and  the 
psychiatrist’s  authority  in  the  New 
York  State  mental  health  system,”  has 
performed  a useful  service  in  discussing 
the  role  and  authority  of  the  psychia- 
trist in  the  treatment  team.  Just  as  in 
George  Orwell's  Animal  Farm — “All 
animals  are  equal,  but  some  are  more 
equal  than  others,”  so  Dr  Jabitsky  re- 
minds us — “All  members  of  the  team 
are  unique  but  not  equal.”  The  ratio- 
nale underlying  the  team  concept  is 
that  each  member  will  bring  his  or  her 
unique  expertise  to  bear  for  the  ulti- 
mate benefit  of  the  patient.2  Dr  Ja- 
bitsky rightly  observes  that  to  do  this 
successfully  requires  skillful  manage- 


ment and  leadership  of  the  team.  Clear- 
ly, the  team  member  best  qualified  to 
succeed  in  this  task,  both  by  training 
and  by  experience,  is  the  psychiatrist. 
He  or  she  should  have  the  most  compre- 
hensive training  and  experience  not 
only  in  mental  disorders,  but  also  in 
general  medicine,  neurology,  psycho- 
pharmacology, psychopathology,  and, 
most  currently,  brain  imaging.  Addi- 
tionally, because  the  psychiatrist 
should  be  most  knowledgeable  in  group 
dynamics  and  in  management,  he  or  she 
should  be  best  placed  to  deal  with  con- 
flicts, rivalries,  and  antagonisms  that 
interfere  with  the  smooth  functioning 
of  the  team.  Yet  there  is  nothing  to  pre- 
vent the  psychiatrist  as  team  leader 
from  designating  another  member  as 
temporary  leader,  if  it  is  felt  that  the 
patient’s  problem  warrants  such  a 
change.  In  geropsychiatry,  for  example, 
it  is  common  for  team  leadership  to 
shift  between  geropsychiatrist  and  geri- 
atrician as  the  patient’s  needs  dictate. 

I think  that  within  the  New  York 
State  Office  of  Mental  Health  (OMH), 
if  a team  member  successfully  chal- 
lenges the  authority  of  the  psychiatrist, 
who  does  have  the  final  legal  responsi- 
bility for  the  patient’s  care,  that  would 
represent  a failure  of  proper  team  edu- 
cation and  functioning.  As  mentioned 
elsewhere  in  the  article,  only  one  cap- 
tain can  fly  the  airplane  or  navigate  the 
ship.  This  requires  that  part  of  the  so- 
cial contract  within  the  team  is  to  ac- 
cept the  leadership  of  the  psychiatrist. 
Dr  Jabitsky  refers  to  the  ambivalence 
always  present  between  the  leader  and 
the  led:  “those  who  are  subject  to  an- 
other's power  both  welcome  and  resent 
it.”  This  problem,  again,  requires 
skilled  and  sensitive  management.  But 
it  is  important  to  remember  that  in  any 
leaderless  group,  sooner  or  later  a lead- 
er must  emerge  through  group  consen- 
sus and  submission.  If  this  leader  is  not 
to  be  the  psychiatrist,  who  will  accept 
that  role?  Not  the  nurse,  who  lacks  ad- 
vanced training  in  the  subjects  already 
mentioned;  not  the  clinical  psycholo- 
gist, whose  repertoire  is  largely  devoid 
of  the  areas  of  general  medicine  and 
neurology;  and  not  the  social  worker, 
whose  training,  while  emphasizing  the 


extrinsic  socio-cultural  and  environ- 
mental factors  in  mental  disorders,  can- 
not address  intrinsic  genetic  and  biolog- 
ical factors.  With  the  increasing  age  of 
the  population  and  consequently  the  in- 
creasing importance  of  brain  pathology 
and  systemic  disease  in  the  genesis  of 
mental  disorders,  today  more  than  ever 
psychiatrists  need  a strong  background 
in  medicine  and  neurology.  For  in  ger- 
opsychiatry we  learn  every  day  anew 
that  iron  fact — the  brain  is  the  organ  of 
mind. 

Public  hospital  psychiatrists  with 
strong  professional  identities  under- 
stand that  they  belong  to  a medical  spe- 
cialty and  should  therefore  feel  secure 
in  their  clinical  leadership  capability.  If 
they  observe  competition  between  the 
team  and  themselves  they  must  ask 
themselves  the  reason.  Is  it  because,  in 
some  way,  they  have  failed  to  earn  the 
team’s  respect  and  thus  acceptance  of 
their  broader  and  superior  knowledge? 
Unfortunately,  some  of  us  may  fail  in 
that  regard.  It  is  worth  recalling  two  ex- 
amples from  the  past  where  failure  to 
be  guided  by  correct  neuropsychiatric 
insights  resulted  in  adverse  conse- 
quences for  patients.  Thus,  “patter- 
ning” therapy  was  prescribed  for  pa- 
tients suffering  from  spasticity 
resulting  from  damage  to  the  upper  mo- 
tor neurone.  And  patients  with  fluent 
aphasia  (Wernicke  aphasia)  were  in- 
correctly confined  to  mental  hospitals 
because  of  their  disorganized  speech 
(jargon),  for  which  they  had  an  agnosia. 

Dr  Jabitsky  cites  figures  showing  the 
replacement  of  psychiatrists  by  nonpsy- 
chiatrists in  public  mental  health  pro- 
grams in  the  decade  from  1971  to  1981. 
This  trend  deserves  further  study  to  see 
if  it  is  continuing,  and  to  establish  more 
precisely  the  causes.  Is  it  to  reduce  ex- 
penditures? Is  it  because  program  di- 
rectors believe  that  the  psychiatrist’s 
expertise  is  not  necessary  to  run  mental 
health  programs,  and  that  nonpsychia- 
trists can  do  an  equally  effective  job?  Is 
it  because  too  many  psychiatrists  in 
public  mental  health  programs  flee 
from  frustration,  or  to  seek  greener  pas- 
tures? 

Dr  Jabitsky  also  describes  a disturb- 
ing example  of  a (nonpsychiatrist) 
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team  leader  overriding  a psychiatrist’s 
decision  to  talk  to  an  agitated  patient 
who  “was  screaming  in  the  hallway,” 
before  resorting  to  PRN  medication.  In 
the  OMH  system,  this  would  not  only 
violate  the  principle  of  “the  least  re- 
strictive environment,”  but,  it  seems  to 
me,  might  also  expose  the  agency  to 
possible  litigation  in  the  event  of  ad- 
verse consequences  from  the  failure  to 
follow  a psychiatric  decision.  I must 
therefore  disagree  with  Dr  Jabitsky’s 
statement,  “Unfortunately,  senior  ad- 
ministrative psychiatrists,  who  are  also 
in  management,  tend  to  support  non- 
medical chiefs  of  service  and  team  lead- 
ers and  not  on-ward  clinical  psychia- 
trists, who  are  labor.”  As  an 
administrative  psychiatrist  (clinical  di- 
rector), I would  always  support  a col- 
league where  I agreed  that  his  decision 
was  correct  and  was  made  in  the  best 
interests  of  the  patient.  Clearly,  if  nec- 
essary, one  would  need  to  educate  other 
nonpsychiatrist  managers  to  accept 
such  decisions. 

Dr  Jabitsky  also  cites  some  conflict- 
ing statements  about  foreign  medical 
graduates  (FMGs).  On  the  one  hand, 
he  cites  a study,  “FMGs  are  culturally 
and  linguistically  alien  to  the  patients 
they  serve,”  and  on  the  other  hand 
writes,  “Neither  should  the  contribu- 
tions FMGs  make  to  the  mental  health 
system  be  undervalued.”  Many  FMGs 
are  American-born,  so  the  first  state- 
ment does  not  apply  to  them.  And  those 
FMGs  coming  from  other  countries  be- 
come continuously  acculturated  like 
other  immigrants. 

Every  psychiatrist  working  in  the 
public  sector  will  agree  with  Dr  Jabits- 
ky’s call  for  the  restoration  of  the  pres- 
tige and  clinical  authority  that  properly 
belongs  to  the  psychiatrist.  However, 
this  ideal  requires  that  each  of  us  in 
public  mental  health  systems  work  tire- 
lessly at  educating  our  nonpsychiatric 
colleagues  and  team  members  about 
the  true  role  of  the  psychiatrist.  This  is 
far  more  than  the  perception  “that  he 
simply  signs  prescriptions  and  medical 
records.” 

FRED  B.  CHARATAN,  MD 
1 1 Jayme  Dr 
North  Babylon,  NY  11703 

1.  Jabitsky  IM:  Psychiatric  teams  and  the  psy- 


chiatrist’s authority  in  the  New  York  State  mental 
health  system.  NY  Stale  J Med  1988;  88:577-581. 

2.  Charatan  FB,  Foley  CJ,  Libow  LS:  The  team 
approach  to  geriatric  medicine,  in  Andres  R,  Bierman 
EL,  Hazzard  WR  (eds):  Principles  of  Geriatric 
Medicine.  New  York,  McGraw  Hill,  1985,  pp  169- 
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Poor  legal  representation  in  a 
malpractice  lawsuit 

TO  THE  EDITOR:  The  letter  by  Dr 

Ralph  Ger1  in  the  November  1 988  issue 
touched  a nerve.  I feel  that  I,  too,  had 
poor  legal  representation  as  a defen- 
dant in  a recent  malpractice  lawsuit. 
Here  are  some  of  the  difficulties  I had. 

Another  physician  “set  up”  this  law- 
suit, while  being  a defendant  himself  in 
several  unrelated  cases  handled  by  a 
particular  law  firm.  My  malpractice  in- 
surance company,  aware  of  the  conflict 
of  interest,  nevertheless  assigned  a law- 
yer from  that  firm  to  defend  me.  It  was 
left  to  me  to  request  substitution  of 
counsel. 

The  new  lawyer  told  me  that  he  had 
never  before  defended  a case  in  my  spe- 
cialty, but  that  he  thought  he  could 
handle  it.  Having  already  changed  law- 
yers once,  I was  afraid  of  being  consid- 
ered uncooperative  if  I requested  an- 
other change.  I spent  much  time  and 
effort  in  familiarizing  this  attorney 
with  basic  knowledge  before  we  could 
discuss  my  case. 

Despite  my  cooperation,  my  lawyer 
did  not  return  the  favor.  He  did  not  pro- 
vide me  with  copies  of  any  information 
about  my  case,  not  even  the  plaintiff s 
examination  before  trial,  until  I re- 
quested them  in  writing.  He  did  not 
bother  to  call  me  when  the  trial  date 
was  postponed. 

This  advocate  appointed  by  the  in- 
surance company  was  disorganized  and 
distracted.  He  missed  a meeting  sched- 
uled at  my  office,  for  which  I had  can- 
celled half  a day’s  patients.  At  meetings 
he  did  attend,  he  regularly  jumped  up  to 
phone  his  office  or  other  clients  in  the 
midst  of  our  discussions. 

My  case  was  not  thoroughly  pre- 
pared. Charts  of  two  subsequent  treat- 
ing physicians  were  never  requested; 
the  third  such  chart  reached  me  one 
week  before  the  trial,  only  after  repeat- 
ed demands.  Also,  for  reasons  that  the 
insurance  company  refuses  to  disclose, 


I was  allowed  only  one  witness,  the  ex- 
pert. He  was  young,  relaxed,  and  grin- 
ning, but  broke  down  under  cross-ex- 
amination; whereupon  my  lawyer 
unashamedly  explained  that  he  had 
“forgotten”  to  review  the  most  critical 
point  in  the  case  with  him.  This  oc- 
curred in  the  Uce  of  the  appearance  of 
three  well-rehearsed  witnesses  for  the 
plaintiff. 

My  attorney’s  effort  during  the  trial 
was  entirely  inadequate.  In  response  to 
the  sneering,  shouting  performance  put 
on  by  the  plaintiff  s two  lawyers,  my  at- 
torney became  increasingly  apologetic 
and  confused.  I had  to  encourage  and 
guide  his  thinking,  and  help  him  com- 
pose his  closing  statement,  but  unfortu- 
nately he  substituted  a meek  and  re- 
gretful summation.  Losing  the  case  was 
inevitable. 

It  is  no  consolation  to  recall  that  my 
lawyer  had  said  that  I was  “the  most 
cooperative  client”  he  had  ever  had,  and 
to  learn  that  my  insurance  company’s 
medical  experts  are  certain  that  I did  not 
commit  malpractice.  On  the  contrary, 
this  strengthens  my  belief  that  my  legal 
defense  left  me  defenseless.  Like  Dr  Ger, 
I would  be  interested  to  know  how  wide- 
spread this  situation  is,  and  what  can  be 
done  in  a concerted  way  about  cases 
such  as  ours.  Perhaps  the  Medical  Soci- 
ety of  the  State  of  New  York  could  help. 

SELMA  J.  SHERIDAN,  MD 
209  West  Seventh  St 
Oswego,  NY  13126 

1 . Ger  R:  Poor  legal  representation  in  medical  mal- 
practice cases.  NY  State  J Med  1988;  88:604-605. 


Doctors’  penmanship 

TO  THE  EDITOR:  I read  Roger  Miles 

Rose’s1  note  about  doctors’  penman- 
ship. At  the  bottom  of  my  personal  note 
paper,  I use  a statement  which  anyone 
may  quote  freely,  “There  is  no  correla- 
tion between  handwriting  and  surgical 
skill.” 

VICTOR  H.  FRANKEL,  MD 
President,  Hospital  for  Joint  Diseases 
Orthopaedic  Institute 
301  E 17th  St 
New  York,  NY  10003 

1.  Rose  RM:  Doctors'  penmanship.  NY  State  J 
Med  1988;  88:659. 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  November  1988  issue  o/Epidemiol- 
ogy  Notes  ( Vol . 3 , No.  1 1),  published  by  the  Division  of 
Epidemiology , New  York  State  Department  of  Health , 
Albany,  NY. 


Documentation  of  maternal  mortality 

Maternal  mortality  is  often  preventable,  yet  the  mater- 
nal mortality  rate  in  New  York  State,  16.7  per  100,000 
live  births,  is  approximately  twice  the  national  average 
and  far  exceeds  the  national  1990  goal  of  five  deaths  per 
100,000  live  births  set  by  the  Surgeon  General. 

Coding  accuracy  may  substantially  affect  reported 
rates.  Traditionally,  maternal  deaths  are  identified 
through  the  examination  of  the  underlying  cause  of  death 
reported  on  the  death  certificate.  Deaths  are  selected  that 
are  coded  to  pregnancy  complications,  childbirth  and  the 
puerperium  according  to  the  International  Classification 
of  Diseases,  Ninth  Revision  (ICD-9)  Codes.  Vital  statis- 
tics data  indicated  that  during  1980-1986,  a total  of  289 
maternal  deaths  occurred  among  New  York  State  resi- 
dents. The  limitations  of  vital  statistics  data  in  measuring 
maternal  mortality  have  been  documented.1  Essentially, 
death  certificates  often  do  not  contain  adequate  informa- 
tion to  identify  maternal  deaths.  A current  or  recent  preg- 
nancy may  go  unreported  on  the  certificate,  or  the  rela- 
tionship of  other  disease  conditions  to  a known  pregnancy 
is  not  clearly  stated. 

In  order  to  assess  the  completeness  of  maternal  death 
reporting  and  enhance  data  quality,  a vital  records  match 
was  performed  to  identify  potential  maternal  deaths. 
Deaths  to  women  age  10-49  during  1980-1986  were 
matched  against  live  birth,  fetal  death  and  induced  abor- 
tion files  to  determine  if  the  deceased  had  terminated  a 
pregnancy  within  90  days  of  her  death.  This  span  of  90 
days  conforms  with  the  definition  of  maternal  mortality 
used  by  the  American  College  of  Obstetricians  and  Gyne- 
cologists.2 This  computerized  matching  resulted  in  the 
identification  of  an  additional  193  deaths  that  occurred 
within  90  days  of  a pregnancy  termination.  Of  these 
deaths,  135  occurred  in  hospitals  and  had  available  re- 
cords that  were  reviewed  by  a team  of  physicians.  Seven- 
ty-three were  subsequently  identified  as  maternal  deaths 
after  physician  review.  The  state  maternal  mortality  rate 
with  the  additional  computer  matched  deaths  was  20.9 
per  100,000  live  births,  up  from  16.7. 

Regional  Differences 

New  York  City  accounted  for  almost  half  the  births 
over  the  study  period.  Approximately  80%  of  the  maternal 
deaths  identified  from  death  certificates  occurred  in  New 
York  City,  resulting  in  a maternal  mortality  rate  of  29.2 
per  100,000.  The  rate  for  the  rest  of  the  state  was  6.7  per 
100,000.  There  appears  to  be  a much  larger  undercount  in 


upstate  rates  as  compared  to  New  York  City  when  the 
additional  maternal  deaths  from  record  matching  are  con- 
sidered (as  shown  in  Table  I).  Fifty  of  the  73  matched 
record  deaths  occurred  in  upstate  New  York,  resulting  in 
a revised  maternal  mortality  rate  of  11.9  per  100,000. 
This  rate  is  almost  double  that  based  on  the  death  certifi- 
cate alone.  The  rate  for  New  York  City  increased  to  31.9 
per  100,000  with  the  addition  of  the  remaining  23  record 
matched  deaths. 

Several  reasons  are  proposed  for  the  difference  in  the 
additional  maternal  deaths  determined  by  record  match- 
ing in  New  York  City  (10%)  as  compared  to  upstate 
(78%).  The  death  certificate  in  New  York  City  questions 
whether  the  deceased  had  been  pregnant  within  the  last 
three  months.  This  information  may  affect  the  cause  of 
death  coding  as  well  as  the  type  of  investigation  into  the 
cause  of  death.  Second,  there  is  an  established  indepen- 
dent reporting  system  in  place  from  hospitals  to  the  New 
York  City  Department  of  Health  in  the  event  of  maternal 
deaths.  The  higher  level  of  ascertainment  of  maternal 
deaths  on  the  death  certificate  in  New  York  City  reduces 
the  number  of  women  for  whom  detection  would  poten- 
tially have  been  made  through  record  matching.  Also, 
New  York  City  birth  certificates  do  not  contain  a social 
security  number  which  reduces  the  probability  of  a suc- 
cessful match  with  the  death  file.  The  form  used  to  report 
abortions  in  New  York  City  also  makes  it  difficult  to 
match  death  and  abortion  files  because  it  contains  limited 
identifying  information.  This  limits  the  matching  of 
deaths  to  upstate  New  York  recorded  abortions,  or  ap- 
proximately 40%  of  the  abortions  occurring  among  New 
York  State  residents. 

Maternal  Race 

The  ratio  of  black-to-white  maternal  mortality  is  four 
to  one  in  upstate  New  York  and  three  to  one  in  New  York 
City.  In  New  York  City,  the  addition  of  the  record 
matched  deaths  had  little  effect  on  the  white  maternal 
death  rate.  However,  the  black  rate  increased  approxi- 
mately 10%  and  the  Hispanic  rate  approximately  23% 
with  the  inclusion  of  the  direct  and  indirect  obstetrical 
deaths  (Table  II). 


TABLE  I.  Maternal  Mortality  Rates  per  100,000  Live  Births 
in  New  York  State,  1980-1986 


Recorded  Area 

Births 

Death 

Certificate 

Maternal 

Deaths 

Number  Rate 

Total 
Maternal 
Deaths* 
Number  Rate 

Percent 

Increase 

Upstate  New 

954,550 

64 

6.7 

114 

11.9 

78 

York 

New  York  City 

777,266 

225 

29.2 

248 

31.9 

10 

Total  state 

1,731,816 

289 

16.7 

362 

20.9 

25 

* Includes  death  certificate  and  record  matched  deaths  classified  as  either  direct 
or  indirect  obstetric  deaths. 
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TABLE  II.  Maternal  Mortality  Rates  by  Maternal  Race, 
1980-1986 


White  Black  Hispanic 


Number 

Rate 

Number 

Rate 

Number 

Rate 

Death  Certificate  Only 

Upstate  New  York 

42 

5.1 

18 

21.5 

4 

12.8 

New  York  City 

40 

16.1 

119 

47.9 

53 

23.6 

Total 

82 

7.7 

137 

41.3 

57 

22.3 

Death  Certificate  Plus 
Record  Matching 

Upstate  New  York 

75 

9.1 

31 

37.1 

7 

22.4 

New  York  City 

43 

16.3 

130 

52.4 

61 

27.2 

Total 

118 

10.9 

161 

48.5 

68 

26.6 

The  ratio  of  black-to-white  maternal  mortality  rates  de- 
creased from  approximately  five  to  one  in  1980-1982  to 
the  current  level  of  four  to  one  during  1984-1986.  Three- 
year  moving  average  rates  were  used  in  place  of  yearly 
rates  to  even  out  year-to-year  fluctuations  caused  by  the 
small  number  of  maternal  deaths.  A comparison  of  up- 
state to  New  York  City  race  specific  rates  showed  that 
black  New  Y ork  City  mortality  rates  were  1 .5  times  high- 
er than  those  in  upstate  at  the  beginning  of  the  study  peri- 
od (1980-1982).  Since  then,  black  maternal  mortality  in 
New  York  City  has  declined  to  the  point  where  the  city 
and  upstate  rates  are  approximately  equal  when  birth  cer- 
tificate and  record  matching  deaths  are  considered.  White 
rates  in  New  York  City  continue  to  be  higher  than  those  in 
upstate,  although  this  differential  has  also  decreased  over 
time. 

Cause  of  Death 

The  289  maternal  deaths  based  on  death  certificates  in 
the  state  were  distributed  over  22  ICD-9  codes.  The  major 
causes  of  death  were  ectopic  pregnancy  and  obstetrical 
pulmonary  embolism,  each  with  46  deaths  during  1980- 
1986.  Hypertension  was  the  second  leading  cause  with  a 
total  of  38.  The  majority  of  the  73  deaths  classified  as 
either  direct  or  indirect  obstetric  deaths  determined  by 
record  matching  were  related  to  diseases  of  the  circulatory 
system,  including  subarachnoid  hemorrhaging  and  pul- 
monary embolism.  Six  of  the  maternal  deaths  were  exter- 
nal relating  either  to  surgery  complications  or  suicides  due 
to  postpartum  depression. 

As  a result  of  this  study,  the  Department  of  Health  has 
implemented  a program  for  maternal  death  ascertain- 
ment and  review  beyond  the  traditional  approach  of  death 
certificate  review.  Computer  matching  of  all  female 
deaths  in  the  childbearing  ages  with  live  birth,  fetal  death 
and  abortion  files  has  been  implemented  as  a routine  pro- 
cess in  vital  statistics.  In  addition,  the  death  certificate  has 
been  modified  to  include  a question  regarding  whether  the 
deceased  female  of  childbearing  age  has  been  pregnant 
within  the  past  six  months.  The  department  has  also  insti- 
tuted a maternal  mortality  surveillance  program  in  which 
the  medical  charts  of  all  in-hospital  identified  deaths  will 
be  reviewed  to  determine  if  an  obstetric  death  occurred 
and  to  classify  that  death  as  a direct  or  indirect  obstetric 
death.  For  deaths  occurring  out  of  hospitals,  a query  pro- 
gram will  be  instituted  to  follow  back  to  local  offices  of 
coroners  and  medical  examiners  for  information  regard- 


ing the  death  in  order  to  determine  if  it  was  pregnancy 
related. 

Material  for  this  article  was  obtained  from  Maternal 
Mortality  in  New  York  State,  a report  prepared  by  the 
Information  Systems  and  Health  Statistics  Group.  A copy 
of  the  report  is  available  from:  Bureau  of  Information  Sci- 
ence and  Policy,  New  York  State  Department  of  Health, 
Empire  State  Plaza,  Corning  Tower,  Room  308  Albany, 
NY  12237. 
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Changing  trends  in  malignant 
melanoma  in  New  York  State 

The  incidence  of  malignant  melanoma,  a type  of  skin 
cancer  derived  from  melanin  forming  cells,  has  been  rap- 
idly increasing  in  New  York  State  (excluding  New  York 
City)  since  1950  (Fig  1).  Between  1950  and  1985,  the  age- 
adjusted  incidence  rate  has  increased  five-fold  in  males 
and  more  than  tripled  in  females.1  There  are  approxi- 
mately 1,280  new  cases  of  malignant  melanoma  reported 
each  year,  with  435  deaths  attributed  annually  to  this  dis- 
ease. If  the  cancer  is  diagnosed  in  its  early  stages,  89%  of 
patients  survive  five  years.  However,  if  the  diagnosis  is 
made  after  the  melanoma  has  spread,  the  proportion  of 
patients  reaching  the  five-year  survival  mark  drops  to 
46%.  Approximately  20%  of  diagnoses  are  made  in  the 
later  stages  of  disease,  reducing  the  overall  five-year  sur- 
vival rate  to  80%. 2 


RATE  PER 

100  000  Age-adjusted  to  the  1970  U.S.  Population 

For  New  York  State,  exclusive  of  New  York  City 


FIGURE  1.  Age-adjusted  malignant  melanoma  incidence  rates  by  sex, 
New  York  State,  1950-1985. 
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Melanoma  is  generally  more  serious  than  nonmelan- 
oma skin  cancers,  such  as  basal  or  squamous  cell  cancers, 
primarily  due  to  the  more  aggressive  treatment  involved. 
In  addition  to  the  cost  of  treatment,  the  impact  on  the 
individual  includes  greater  risk  of  premature  death,  a 
greater  extent  of  physical  disfigurement,  and  psychologi- 
cal and  social  stresses  associated  with  more  aggressive 
treatment.  The  impact  of  malignant  melanoma  on  the 
medical  care  system  can  be  measured  by  examining  hospi- 
tal utilization.  Between  1980  and  1985,  malignant  mela- 
noma accounted  for  an  annual  average  of  1,661  hospital 
discharges,  and  15,278  inpatient  hospital  days. 

Etiologic  Factors 

Solar  ultraviolet  radiation  is  the  most  important  expo- 
sure related  to  malignant  melanoma.  Other  risk  factors 
relate  to  the  effects  of  solar  ultraviolet  radiation.  For  ex- 
ample, individuals  with  no  tanning  ability  are  shown  to 
have  a three-  to  four-fold  increased  risk  of  developing  ma- 
lignant melanoma.  Whites  have  a much  greater  risk 
(>  10-fold)  of  developing  this  cancer  as  compared  to 
blacks  due  to  less  pigmentation.  The  risk  of  developing 
melanoma  increases  with  proximity  to  the  equator  due  to 
the  increasing  directness  of  ultraviolet  rays.  The  risk  is 
also  higher  for  individuals  with  light  complexions,  fair 
hair,  light  eyes  or  others  who  burn  easily.  Malignant  mel- 
anoma is  also  thought  to  have  a genetic  component  since  it 
is  found  more  frequently  among  individuals  with  xero- 
derma pigmentosum  and  dysplastic  nevus  syndrome,  two 
genetically  determined  diseases.  In  addition,  individuals 
with  a family  history  of  malignant  melanoma  have  be- 
tween a two-  to  three-fold  risk  of  developing  the  disease. 
Other  risk  factors  that  have  been  suggested  include  occu- 
pational exposure  to  ionizing  radiation,  use  of  oral  contra- 
ceptives, menopausal  estrogen  use,  immunosuppression 
and  viral  infections.  Further  research  is  needed  to  more 
fully  understand  the  influences  of  these  possible  risk  fac- 
tors. 

It  is  also  common  to  find  malignant  melanoma  arising 
at  anatomic  sites  not  usually  exposed  to  the  sun.  This  is 
not  observed  with  other  types  of  skin  cancers.  Malignant 
melanoma  is  frequently  seen  in  professional  and  manage- 
rial workers,  who  spend  much  of  their  working  days  in- 
doors. It  is  believed  that  for  malignant  melanoma  to  oc- 
cur, the  effect  of  total  sun  exposure  must  be  modified  by 
other  factors  such  as  intense  sunburn  at  an  early  age,  in- 
termittent intense  exposure  to  ultraviolet  radiation  or  the 
presence  of  precursor  lesions. 

Rates  of  melanoma  also  vary  by  population  density, 
with  an  increased  risk  noted  in  suburbia.  This  is  consistent 
with  the  observation  that  melanoma  risk  is  higher  among 
upper  socioeconomic  groups.  This  association  also  raises 
the  possibility  that  some  of  the  increased  risk  may  result 
from  more  frequent  diagnoses  among  the  more  affluent 
who  have  better  access  to  medical  care. 

The  Public’s  Knowledge,  Attitudes  and  Behaviors 

There  is  little  published  research  describing  current 
knowledge,  attitudes  and  behaviors  with  respect  to  sun  ex- 
posure and  skin  cancer.  It  is  clear  that  large  numbers  of 
people  purchase  sun  tanning  products  and  sunbathe.  The 


belief  is  widely  held  that  a tan  looks  healthy  and  is  viewed 
by  many  as  physically  attractive.  Further  indication  of 
these  attitudes  is  found  in  the  increasing  popularity  of 
commercial  tanning  salons  and  home  tanning  beds. 

Despite  the  popularity  of  tanning,  the  increasing  use  of 
sunscreens  and  sunblocking  products  would  indicate  a 
growing  awareness  of  the  potential  risks  involved  in  sun 
exposure.  Knowledge  of  these  products  is  limited,  howev- 
er. Stern,  Weinstein  and  Baker  found  individuals  who  re- 
ported sunscreen  use  were  actually  using  products  with 
little  or  no  sun-protective  qualities.3  Johnson  and  Lookin- 
bill  found  one-third  of  the  adults  surveyed  reported  using 
sunscreens  in  order  to  promote  tanning.  The  ability  of  sun- 
screens to  stimulate  melanogenesis  has  yet  to  be  proven.4 
More  research  is  needed  on  current  knowledge,  attitudes 
and  behaviors  related  to  the  sun  and  other  ultraviolet  radi- 
ation in  order  to  develop  effective  educational  and  motiva- 
tional techniques  to  encourage  the  public  to  reduce  any 
excess  ultraviolet  exposure. 

Limitations  of  Sunscreen  Use 

Sunscreens  are  designed  to  either  act  as  a barrier  to  sun 
(eg,  titanium  dioxide)  or  to  absorb  sunlight  in  the  wave- 
length region  (290-320nm)  considered  to  be  responsible 
for  skin  cancers.  The  most  popular  of  the  latter  type  is 
para-aminobenzoic  acid  (PABA).5  A grading  system  is  in 
place  that  rates  sunscreens  according  to  their  sun  protec- 
tive factor  (SPF).  This  represents  the  ratio  of  the  minimal 
ultraviolet  dose  needed  to  produce  erythema  24  hours  af- 
ter exposure  with  and  without  sunscreen.  The  ability  of 
sunscreens  to  prevent  cancers  has  been  demonstrated  ex- 
perimentally in  animals.  Their  effectiveness,  however,  has 
not  been  shown  in  human  studies  due  to  the  difficulty  in 
replicating  conditions  encountered  by  human  users.6 

Sunscreen  effectiveness  depends  mainly  on  proper  ap- 
plication. A study  was  conducted  involving  50  regular  us- 
ers of  sunscreen  with  previous  solar  skin  damage,  a group 
expected  to  be  highly  motivated.  It  was  found  that  many 
sun-exposed  areas  such  as  eyebrows,  ears,  behind  the  ears, 
hands  and  neck  were  not  protected  on  a daily  basis.  In 
addition,  sunscreen  effectiveness  is  also  limited  by  other 
factors  such  as  heat,  wind,  humidity,  perspiration  and  wa- 
ter exposure.6  The  risk  of  skin  cancer  could  conceivably 
increase  if  individuals  apply  sunscreens  improperly  and 
depend  on  the  sunscreen  for  protection  while  increasing 
their  sun  exposure. 

The  most  effective  preventive  measures  are  avoiding  ex- 
cess sun  exposure  and  using  sun  barriers  such  as  clothing 
and  hats.  The  proper  application  of  sunscreen  is  necessary 
for  maximal  effectiveness  that  includes  covering  all  sun- 
exposed  parts  and  frequent  application,  especially  after 
swimming  or  physical  activity. 

Early  Detection 

Early  detection  of  malignant  melanoma  is  important  to 
increase  the  individual’s  chance  of  survival.  Melanomas 
often  begin  as  growths  similar  to  moles  that  grow  in  size, 
change  color,  become  ulcerated  and  bleed  easily  when  in- 
jured. Malignant  melanoma  can  rapidly  metastasize,  but 
is  curable  if  detected  early  and  given  proper  treatment. 
Individuals  should  be  reminded  of  the  warning  signs  of 
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melanoma  which  include:  an  asymmetrical  mole  where 
one  half  does  not  match  the  other;  ragged,  notched  or 
blurred  edges;  nonuniform  pigmentation;  a sudden  or  con- 
tinuing increase  in  the  size  of  a mole. 

Exposure  to  ultraviolet  radiation  is  the  most  important 
risk  factor  for  malignant  melanoma.  The  evidence  sug- 
gests that  reduction  of  unprotected  sun  exposure  could 
substantially  reduce  morbidity  and  mortality  from  both 
malignant  melanoma  and  other  forms  of  skin  cancer.  The 
New  York  State  Department  of  Health  is  planning  to  con- 
duct a survey  to  assess  the  public’s  knowledge,  attitudes 
and  behaviors  with  respect  to  ultraviolet  exposure.  Results 
from  this  survey  will  be  used  to  develop  and  target  a health 
education  campaign. 


For  further  information  about  malignant  melanoma 
contact:  Patricia  Kraichy,  Bureau  of  Cancer  Epidemiolo- 
gy, Corning  Tower  Room  565,  Albany,  NY  12237,  (518) 
474-2354. 
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BOOK  REVIEWS 


CRITICAL  CARE  OBSTETRICS 

By  Steven  L.  Clark,  MD,  Jeffrey  P.  Phe- 
lan, MD,  and  David  B.  Cotton,  MD.  508 
pp.  Oradell,  NJ,  Medical  Economics 
Books,  1987.  $52.95  (hardcover) 

When  I received  my  training  in  ob- 
stetrics and  gynecology  in  the  mid- 
1960s,  it  was  felt  that  almost  all  pa- 
tients could  be  cared  for  by  a generalist 
with  a relatively  limited  body  of  knowl- 
edge. At  the  present  time  adequate  care 
for  many  patients  requires  the  services 
of  a subspecialist  whose  chosen  area  is 
now  so  complex  that  even  he  has  diffi- 
culty in  keeping  up  with  the  entire 
range  of  his  chosen  area  of  work.  With 
such  a discrepancy  between  the  needs 
of  the  patient  and  human  limitations,  it 
is  a joy  to  encounter  such  a book  as 
Critical  Care  Obstetrics.  The  editors 
and  other  contributors  to  this  volume 
are  well  known  for  their  work  in  critical 
care  of  the  obstetric  patient. 

The  book  is  clearly  written  and  the 
individual  chapters  appear  to  be  rela- 
tively uniform  and  of  very  high  quality. 
That  result  stems  from  the  fact  that  a 
third  of  the  chapters  involve  the  editors 
themselves.  Additionally,  the  book  is 
published  by  Medical  Economics,  the 
publisher  of  Contemporary  OB/GYN, 
whose  articles  share  a similar  type  of 
format  and  no-nonsense  manner  of 
conveying  information.  The  level  of 
presentation  appears  most  appropriate 
to  generalists  and  to  perinatologists 
who  do  not  specialize  in  critical  care. 
By  the  nature  of  their  work,  practicing 
obstetricians  are  called  upon  at  a vari- 
ety of  times  to  take  care  of  patients  who 
are  desperately  ill.  In  the  course  of  care 
for  those  patients,  a variety  of  special- 
ists involved  in  the  administering  of  in- 
tensive care  usually  become  involved. 
While  those  specialists  may  be  very  ex- 
pert in  the  administering  of  intensive 
care,  the  experts  are  almost  universally 
not  experts  in  the  care  of  the  pregnant 
patient.  That  fact  makes  it  mandatory 
that  someone  who  is  knowledgeable 
concerning  the  pregnant  patient  remain 
actively  involved  in  her  care. 

The  list  of  subjects  covered  in  this 
book  is  quite  comprehensive.  One  can, 
however,  question  why  one  subject  is 
included  and  another  is  not.  It  is  this 
reviewer’s  opinion  that  perhaps  sys- 
temic lupus  erythematosis  is  not  a criti- 
cal care  item,  but  that  renal  failure  is. 


With  the  exception  of  such  questions, 
the  book  can  unequivocally  be  recom- 
mended for  anyone  charged  with  the 
care  of  obstetric  patients  with  acute  life 
threatening  disease,  which  is  almost  all 
of  the  OB/GYN  community.  It  is  even 
appropriate  for  the  intensivist  who  is 
not  obstetrically  trained,  since  many  of 
the  issues  involved  in  rendering  care  to 
the  pregnant  patient  are  in  fact  clouded 
by  the  pregnancy  itself. 

S.  EDWARD  DAVIS,  MD 
University  of  Medicine  and  Dentistry  of 
New  Jersey 

Robert  Wood  Johnson  Medical  School 
New  Brunswick,  NJ  08903 


PRINCIPLES  OF  SURGICAL 
TECHNIQUE.  THE  ART  OF  SURGERY 

Second  Edition.  By  Gary  G.  Wind,  MD, 
and  Norman  M.  Rich,  MD.  280  pp,  il- 
lustrated. Baltimore,  Md,  Urban  & 
Schwarzenberg,  1987.  $34.50  (soft- 
cover) 

This  book  is  geared  for  third  and 
fourth  year  medical  students  and  junior 
surgical  residents,  but  the  lessons  out- 
lined are  worth  the  review  of  even  the 
most  experienced  surgeon.  The  recur- 
rent themes  of  asepsis,  proper  tissue 
handling,  hemostasis,  and  exposure  are 
reinforced  throughout  the  text.  A rea- 
sonably successful  attempt  is  made  to 
lay  down  the  foundations  of  bridging 
the  gap  between  “knowing”  and 
“doing.” 

Both  Drs  Wind  and  Rich  have  an  en- 
gaging style  of  writing  and  keep  the 
theme  of  the  book  on  course.  The  illus- 
trations by  Dr  Wind  highlight  the  text 
at  appropriate  times  with  great  clarity. 
As  with  the  first  edition,  this  book 
should  be  well  received  by  all  students 
of  surgery  and  is  a welcome  addition  to 
the  medical  literature. 

The  text  is  divided  into  two  parts: 
Part  I — Definition  of  the  Principles, 
and  Part  II — Application  of  the  Princi- 
ples, with  each  section  complementing 
the  other.  The  expanded  chapter,  “His- 
torical Notes  on  Surgical  Technique,” 
is  an  excellent  condensed  review  of  the 
subject.  Particularly  strong  chapters 
are  those  on  wound  healing,  basic  surgi- 
cal maneuvers,  and  surgical  stapling 
devices.  In  Part  II,  the  authors  build  on 
the  basics  to  provide  an  excellent  review 
of  the  more  common  surgical  proce- 


dures. It  would  have  been  nice,  howev- 
er, to  see  a chapter  on  mastectomy/ax- 
illary  dissection  and  tracheotomy/ 
cricothyroidotomy.  A separate  chapter 
on  surgical  anatomy  of  the  abdomen  is 
clear,  concise,  and  an  integral  part  of 
the  text. 

One  of  the  overall  highlights  of  the 
book  is  the  helpful  “tips”  on  surgical 
techniques  for  the  neophyte  that  gener- 
ally only  come  with  experience.  This 
book  is  very  easy  to  read  and  digest  and 
is  must  reading  for  those  at  all  levels  of 
surgical  education. 

CARTER  J MCCORMACK,  MD 
University  of  Rochester 
Rochester,  NY  14642 


OTOLARYNGOLOGY.  HEAD  & NECK 
SURGERY:  PRINCIPLES  & CONCEPTS 

Edited  by  Jerry  Templer,  MD,  and  Wil- 
liam E.  Davis,  MD.  190  pp,  illustrated. 
St  Louis,  Mo,  Ishiyaku  EuroAmerica, 
Inc,  1987.  $35.00  (hardcover) 

The  authors  have  stated  that  Otolar- 
yngology—Head  and  Neck  Surgery: 
Principles  and  Concepts,  is  another  in- 
troductory textbook  that  attempts  to 
provide  information  that  most  medical 
graduates  should  know  about  the  field 
of  otolaryngology.  This  is  indeed  an 
ambitious  and  laudable  task,  and  one 
that  can  ultimately  lead  to  criticism. 
The  scope  of  contemporary  otolaryn- 
gology/head  and  neck  surgery  is  so  vast 
that  the  authors  of  introductory  texts 
always  have  difficult  decisions  about 
what  to  include  and  how  much  detail  to 
provide. 

This  book  is  written  in  an  easy  read- 
ing style  that,  combined  with  numerous 
illustrations  and  diagrams,  permits  the 
reader  to  cover  the  book’s  contents  in  a 
short  period  of  time.  The  chapters  cover 
most  areas  of  the  field  including:  the 
cochlea  and  vestibular  system,  the  nose 
and  the  paranasal  sinuses,  the  oral  cavi- 
ty, nasopharynx,  pharynx,  facial,  plas- 
tic and  reconstructive  surgery,  head 
and  neck  cancer,  and  allergy. 

The  strength  and  value  of  this  text- 
book are  that  it  provides  the  reader  with 
an  overview  of  the  field  of  otolaryngolo- 
gy/head  and  neck  surgery.  As  such,  it  is 
most  suited  for  medical  students  who 
are  looking  for  a comfortable  review  of 
this  specialty.  The  book  does  not  pro- 
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vide  enough  in-depth  information  on 
specific  subjects  to  warrant  its  use  as  a 
reference  for  diagnosis  or  treatment.  As 
such,  it  will  have  little  practical  value 
for  the  practicing  physician. 

This  reviewer  is  also  involved  in 
teaching  medical  students  and  has  con- 
tinued to  search  for  a text  that  provides 
just  enough  and  not  too  little  or  too 
much  material  regarding  what  medical 
students  need  to  know  about  this  field. 
Although  starting  out  with  laudable 
goals,  in  my  opinion  this  text  falls  short 
of  being  one  I would  use  for  my  stu- 
dents. There  are  too  many  areas  in 
which  insufficient  information  is  given, 
as  for  important  subjects  like  cholestea- 
toma or  tinnitus.  Vasomotor  rhinitis  is 
allotted  a paragraph,  as  is  nasal  ence- 
phaloceles.  Yet,  medical  students  will 
see  thousands  of  patients  with  vasomo- 
tor rhinitis  and  probably  will  never  see 
anyone  with  a nasal  encephalocele.  The 
inclusion  of  a color  photograph  section 
is  a good  idea,  but  clinical  pathologic 
photos  of  common  tympanic  mem- 
brane, laryngeal,  and  nasal  pathologic 
conditions  would  have  much  more  prac- 
tical value  than  photos  of  facial  trauma. 
Also,  the  chapter  on  endoscopy  and  de- 
scriptions of  surgical  techniques  and 
figures  of  anastomosing  parotid  ducts 
may  provide  information  not  appropri- 
ate to  an  introductory  text.  A glaring 
omission  is  the  failure  to  mention  nasal 
steroid  sprays  as  a treatment  for  nasal 
allergy  in  the  allergy  chapter. 

This  book  admirably  serves  to  pro- 
vide a review  of  the  broad  field  of  oto- 
laryngology and  head  and  neck  surgery. 
However,  although  others  may  dis- 
agree, I am  still  looking  for  a practical 
introductory  book  that  provides  usable 
information  on  the  common  diseases  of 
the  head  and  neck  region  that  would  be 
read  by  medical  students  and  used  by 
primary  care  physicians. 

KERRY  D.  OLSEN,  MD 
Mayo  Clinic 

Rochester,  MN  55905 


HERNIA  REPAIR  WITHOUT  DISABILITY 

Second  Edition.  By  Irving  L.  Lichten- 
stein, MD.  252  pp,  illustrated.  St  Louis, 
Mo,  Ishiyaku  EuroAmerica,  Inc,  1987. 
$85.00  (hardcover) 

Many  principles  and  prejudices  have 
arisen  in  the  discussion  of  abdominal 
wall  herniae.  This  wide  variety  of  opin- 
ion involves  the  pathophysiology  of  the 
hernia  defect  and  the  various  tech- 
niques of  reconstruction  of  the  abdomi- 


nal wall.  This  second  edition  of  Dr 
Lichtenstein’s  book,  originally  pub- 
lished in  1970,  is  based  on  the  author’s 
experience  with  6,231  operations  per- 
formed for  abdominal  wall  herniae  over 
a 14-year  period.  The  book  clarifies 
some  of  the  common  misconceptions  re- 
garding herniorraphy  and  proposes  a 
standard  method  of  repair,  based  on 
sound  anatomic  and  surgical  principles. 

The  early  chapters  explain  the  prin- 
ciples of  diagnosis  and  anatomy  and 
represent  one  of  the  most  useful  aspects 
of  the  book.  The  art  work  and  legends 
are  clear,  giving  good  three-dimension- 
al representations  of  various  hernia  de- 
fects and  the  technique  of  repair.  The 
overall  organization  is  good.  However, 
there  is  much  repetition,  and  chapters 
could  have  been  consolidated.  For  ex- 
ample, chapter  four,  entitled  “Why  Is 
Man  Peculiarly  Liable  to  Hernia?”  is 
five  pages  in  length  and  should  be  in- 
cluded in  chapter  three,  “Surgical 
Anatomy  of  the  Inguinal  Region.” 
Also,  statements  and  conclusions  con- 
cerning direct  and  indirect  herniae  are 
made  without  substantiation  by  data. 

The  focus  of  this  book  is  different 
from  that  of  other  works  on  this  topic, 
such  as  the  multiple  (86)  author  book 
Hernia  edited  by  Nyhus  and  Condon. 
The  latter  is  an  encyclopedic  overview, 
which  is  not  the  intent  of  the  present 
work.  However,  since  Dr  Lichtenstein 
briefly  discusses  the  history  of  hernia 
repair,  recent  data  on  other  methods  of 
repair  are  called  for  but  not  presented. 
The  strength  of  the  book  lies  in  the  fact 
that  over  6,000  patients  with  herniae 
have  been  successfully  treated  by  the 
author,  thereby  supporting  his  observa- 
tions. 

However,  the  analysis  of  this  data 
seems  cursory  for  such  a large  number 
of  patients  and  leaves  many  questions 
unanswered.  First,  with  a follow-up 
rate  of  91%,  the  long  term  results  in  9% 
of  patients  cannot  be  evaluated  and  in 
some  scientific  analyses  would  be  con- 
sidered failures  of  therapy.  Secondly, 
the  author  apparently  altered  the  tech- 
nique of  repair  after  1984,  and  current- 
ly employs  mesh  as  a reinforcing  layer. 
The  data  influencing  this  decision  and, 
as  the  author  admits,  long  term  follow- 
up are  also  lacking.  Moreover,  the  anal- 
ysis of  the  results  does  not  distinguish 
the  two  groups  of  patients  (before  and 
after  1984).  Third,  the  true  lack  of  dis- 
ability encountered  by  the  patients 
treated  could  be  better  quantitated,  eg, 
days  at  home,  days  at  work,  part  time  vs 
full  time,  and  analysis  by  occupation. 
This  would  allow  the  reader  to  con- 


clude, as  the  title  suggests,  that  his 
method  of  repair  is  associated  with  lack 
of  disability. 

This  text  is  a useful  addition  to  the 
library  of  general  surgeons,  since  it  of- 
fers a well-described  and  illustrated 
technique  for  the  repair  of  abdominal 
wall  herniae  based  on  sound  principles 
and  extensive  clinical  experience. 

GENE  F.  COPPA,  MD 
New  York  University 
New  York,  NY 


INFECTIVE  DISEASE  IN  PRIMARY 
CARE:  A SYMPTOMATIC  APPROACH 

By  Robin  Hull,  MB.  234  pp,  illustrated. 
Dobbs  Ferry,  NY,  Sheridan  House, 
Inc,  1987.  $17.50  (paperback) 

This  book,  Infective  Disease  in  Pri- 
mary Care,  is  written  by  an  author  who 
is  a practicing  primary  care  physician 
with  extensive  clinical  experience  in 
other  countries  and  a strong  interest  in 
infectious  diseases.  According  to  him, 
the  book  is  meant  to  educate  and  help 
physicians  of  first  contact  who  lack  ex- 
perience in  infectious  diseases  to  recog- 
nize such  diseases  in  early  stages,  and  to 
take  appropriate  steps  for  prompt  man- 
agement. In  addition,  the  book  is  to 
serve  as  “stimulus  to  that  first  thought” 
and  advise  the  clinician  to  seek  further 
details  from  other  infectious  disease 
books. 

The  manual  is  written  in  a very  sim- 
plified manner,  easy  to  understand  and 
read.  The  content  is  divided  into  various 
chapters  dealing  with  different  symp- 
toms such  as  malaise  and  fever;  spots 
and  rashes;  gastrointestinal,  respira- 
tory, or  neurological  symptoms;  sexual- 
ly transmitted  disease,  etc.  Individual 
diseases  causing  those  symptoms  are 
arranged  in  alphabetical  order,  punctu- 
ated by  good  two-line  histories  of  the 
disease  and  case  histories  as  encoun- 
tered by  the  author  in  his  practice. 

Unfortunately,  the  information  con- 
tained in  the  book  is  superficial,  insuffi- 
cient, and  at  times  outdated.  For  exam- 
ple, the  author  advises  that  in 
diagnosing  endocarditis,  blood  cultures 
be  taken  twice  a day  for  three  to  five 
days,  and  elsewhere  states  that  the  eti- 
ology of  Lyme  disease  is  unknown.  In- 
accurate statements  include  the  asser- 
tion that  splenic  rupture  occurs  because 
of  heavy  handed  palpation  and  that  tet- 
anus, malaria,  or  melioidosis  are  com- 
monly seen  in  IV  drug  addicts.  Very  lit- 
tle guidance  is  offered  as  to  what 
abnormalities  to  expect  in  laboratory 
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evaluation.  There  is  a glaring  omission 
of  detailed  treatment  plans  except  for  a 
few  diseases  such  as  malaria  (even  here 
specific  drugs  and  dosages  are  not  men- 
tioned). There  is  frequent  repetition  of 
the  same  information  related  to  various 
diseases  under  different  headings.  Con- 
siderable emphasis  is  given  to  certain 
exotic  diseases  like  Crimean  Congo 
hemorrhagic  fever,  Ebola  fever,  Mar- 
burg disease,  and  Ockelbo  disease, 
which  are  rarely  encountered  in  the 
United  States.  There  is  little  informa- 
tion as  to  how  to  differentiate  between 
diseases  presenting  with  identical  clini- 
cal manifestations.  The  final  chapter 
deals  with  the  medical  side  of  organiz- 
ing expeditions.  The  author  points  out 
some  practical  and  good  suggestions  for 
physicians  who  are  likely  to  participate 
in  such  adventures. 

In  summary,  the  book  falls  short  of 
expectations  as  a manual  to  be  consult- 
ed by  practicing  physicians  because  of  a 
lack  of  adequate  detailed  information. 
It  is  an  ideal  introductory  book  on  in- 
fectious diseases  and  tropical  medicine 
for  medical  students.  However,  it  has 
limited  place  on  the  bookshelves  of  ei- 
ther emergency  room  physicians,  fam- 
ily practitioners,  or  general  practitio- 
ners since  better  infectious  disease 
books  are  available. 

NAVIN  M.  AMIN,  MD 

Kern  Medical  Center 
Bakersfield,  CA  93305-4197 


MANUAL  OF  CLINICAL  ONCOLOGY 

Fourth  Edition.  Edited  by  C.  D.  Sher- 
man, MD,  K.  C.  Caiman,  MD,  S.  Eck- 
hardt,  MD,  I.  Elsebai,  MD,  D.  Firat,  MD, 
D.  K.  Hossfeld,  MD,  J.  P.  Paunier,  MD, 
and  B.  Salvadori,  MD.  372  pp,  illustrat- 
ed. New  York,  Springer-Verlag,  1987. 
$28.00  (softcover) 

This  volume  represents  the  fourth  at- 
tempt of  the  Union  Internationale 
Contre  de  Cancer  (UICC)  to  provide  a 
synopsis  of  all  areas  of  human  oncology 
in  a small  volume.  The  prime  audience 
is  stated  to  be  graduating  medical  stu- 
dents and  young  practitioners  of  medi- 
cine by  whom  “it  should  be  read  and 
understood  in  its  entirety.”  There  is 
probably  no  chance  and  no  way  that 
this  goal  will  be  achieved,  and  probably 
that  is  just  as  well. 

The  manual  consists  of  three  parts, 
distinctive  one  from  another  in  much 
more  than  their  subject  matter.  Part 
One  surveys  the  nature,  occurrence, 
cause,  prevention,  diagnosis,  and  gener- 


al strategies  of  management  of  human 
cancers.  The  text  is  well  presented,  and 
much  current  conventional  wisdom  is 
presented;  indeed,  certain  areas  are 
dealt  with  in  quite  considerable  detail. 
While  the  table  of  contents  is  helpful  in 
finding  specific  information,  no  index  is 
provided,  perhaps  because  of  the  above 
noted  intention  that  everyone  should 
read  it  from  start  to  finish  without  in- 
terruption. There  is  also  no  adequate 
list  of  references. 

The  second  and  longest  section  pre- 
sents a series  of  brief  clinical  descrip- 
tions, and  summary  suggestions  for 
management,  for  all  major  malignan- 
cies. These  summaries  vary  in  their  lu- 
cidity and  accuracy  from  excellent  to 
barely  tolerable.  There  are  more  fre- 
quent inaccuracies  than  one  would  wish 
or  expect,  and  in  addition  points  of  view 
are  presented  as  facts,  and  alternate 
opinions  are  not  suggested.  This  is  par- 
ticularly bothersome  since  in  this  sec- 
tion also  references  are  virtually  absent. 
Finally,  new  therapeutic  approaches 
such  as  autologous  bone  marrow  trans- 
plantation for  lymphomas  and  solid  tu- 
mor are  not  covered  here,  and  relatively 
new  drugs  such  as  a-interferon  or  pen- 
tostatin  for  hairy  cell  leukemia  are  not 
mentioned  despite  the  striking  results 
which  have  been  reported  for  these 
treatments  during  the  last  five  years. 
These,  and  other  similar  innovations, 
should  appear  in  a 1987  publication, 
particularly  in  one  with  such  an  au- 
thoritarian gestalt  and  tone. 

Part  Three  is  a departure  from  its 
predecessors.  It  contains  concise  sum- 
maries of  recent  advances  in  clinical 
and  pre-clinical  oncology:  biomarkers, 
imaging,  oncogenes,  molecular  biologi- 
cal approaches  to  cancer  diagnosis,  la- 
ser therapy  including  the  use  of  pho- 
toactivated  dyes,  bone  marrow 
transplantation  (finally),  and  drug  con- 
taining lysozymes  and  lymphokines, 
and  concludes  with  a short  review  of 
AIDS.  This  section  was  clearly  written 
last.  It  contains  more  current  informa- 
tion, and  provides  a copious  bibliogra- 
phy for  each  of  its  many  subjects,  eg,  36 
references  on  tumor  stem  cell  assays, 
and  34  references  on  magnetic  reso- 
nance imaging. 

While  the  Manual  of  Clinical  Oncol- 
ogy contains  much  valuable  informa- 
tion, it  is  not  consistently  presented.  I 
doubt  very  much  whether  any  new  phy- 
sician will  spend  the  day  or  two  re- 
quired to  read  it  cover  to  cover — when 
will  he  or  she  find  the  time,  even  in  a 
post-Bell-Commission  residency,  or  in  a 
new  practice  situation?  Conversely,  the 


absence  of  an  index  will  discourage 
those  who  might  wish  to  look  up  specific 
facts,  and  the  absence  of  references  in 
the  first  two  segments  will  preclude 
checking  or  expanding  on  specific 
points  in  question.  The  final  part  is 
more  appropriate  for  someone  special- 
izing in  oncology  who  wishes  a quick 
epitome  plus  a large  reference  update  in 
a particular  area  of  cancer  research. 
For  students,  house  staff,  practitioners, 
and  cancer  specialists  alike,  there  exist 
superior  texts  and  references.  I hope  the 
well  motivated  members  of  the  UICC’s 
Manual  Revision  Committee  will  make 
their  next  edition  more  practical,  better 
referenced,  and  better  tailored  to  the 
audience  they  wish  to  reach. 

EDWARDS.  HENDERSON,  MD 
Roswell  Park  Memorial  Institute 
Buffalo,  NY  14263 


REMEMBER  ME.  A COLLECTION  OF 
POEMS 

By  Albert  D.  Anderson,  MD.  39  pp. 
New  York,  Albert  D.  Anderson,  MD, 
1987.  (softcover) 

It  was  difficult  to  write  a meaningful 
review  of  this  unique  little  book.  The 
first  reading  took  only  30  minutes  but 
to  completely  understand  the  deep  emo- 
tions reflected  in  each  poem  required 
much  more.  It  helped  to  study  the  fron- 
tispiece depicting  two  index  fingers  “al- 
most touching”  and  the  photograph  of 
the  author’s  facial  expression  on  the 
back  cover.  By  reciting  aloud  each 
poem  while  imagining  both  pictures, 
the  reader  can  capture  the  inner  feel- 
ings Dr  Anderson  poured  into  his  book. 

The  slow  progression  of  the  author’s 
physical  deterioration  resulting  from 
the  rare  disease  syringomyelia  obvious- 
ly influenced  the  selection  of  topics  for 
his  poems.  Typical  examples  are  the  fol- 
lowing four:  “Touch  me,”  “I  must 
move,”  “Fear,”  and  “Loneliness.” 
Stricken  at  age  23  as  a junior  medical 
student,  Dr  Anderson  completed  his  stud- 
ies at  Harvard  and  was  forced  soon  af- 
ter to  abandon  his  surgical  training  for 
a short  career  in  internal  medicine.  Fi- 
nally he  turned  to  the  rehabilitation  of 
patients  more  or  less  disabled  than  he  is. 

If  you  need  a “profile  in  courage”  to 
overcome  a period  of  depression,  read 
Remember  Me  by  Dr  Albert  Anderson. 

JULIUS  E.  STOLFI,  MD 
State  University  of  New  York 
Health  Science  Center 
at  Brooklyn 
Brooklyn,  NY  1 1203 
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RESOURCES  IN  MEDICAL  HISTORY.  ON 
INSANITY  AND  ITS  CLASSIFICATION 

By  Vincenzo  Chiarugi.  Translated  with 
a critical  introduction  by  George  Mora, 
MD.  380  pp.  Canton,  Mass,  Watson 
Publishing  International,  1987.  $35.00 
(clothbound) 

This  book,  published  during  the  En- 
lightenment, is  an  example  of  the  intro- 
duction of  the  practice  of  humane  treat- 
ment of  the  mentally  ill.  Its  main 
purpose  is  to  classify  psychiatric  disor- 
ders, but  it  also  attempts  to  explain 
their  etiology  and  offers  forms  of  treat- 
ment. The  amount  of  scientific  and 
medical  information  established  during 
the  17th  and  18th  centuries  made  codi- 
fication the  order  of  the  day,  so  that  by 
1800  Chiarugi  was  one  of  a large  num- 
ber of  clinicians  who  had  classified  his 
observations.  His  classification  was 
very  similar  to  that  of  Philippe  Pinel  in 
France,  and  is  of  course  quite  dissimilar 
to  DSM  III-R. 

Chiarugi  was  well  acquainted  with 
the  psychiatric  literature,  and  worked 
hard  at  introducing  innovative  prac- 
tices in  the  treatment  of  the  mentally 
ill.  The  success  of  his  reforms  in  Flor- 
ence led  to  his  being  invited  by  the  gov- 
ernment of  Venice  to  serve  as  consul- 
tant for  improving  the  mental  hospital 
of  S.  Servolo.  He  was  also  appointed 
honorary  professor  at  the  medical  fac- 
ulty of  the  University  of  Pisa.  He 


taught  psychiatry  but  maintained  an  in- 
terest in  agriculture,  chemistry,  and 
dermatology  and  published  papers  on 
these  topics.  In  1818  he  was  named  di- 
rector of  postgraduate  training  for  phy- 
sicians at  Santa  Maria  Nuova. 

Chiarugi,  like  other  authors  at  the 
time,  was  very  limited  by  a lack  of  real 
understanding  of  the  causes  of  psycho- 
logical disorders.  Despite  the  fact  that 
belief  in  reason  was  replacing  tradition 
and  faith,  his  ideas  incorporate  those  of 
Descartes,  Aristotle,  Plato,  and  Saint 
Thomas. 

The  book  is  composed  of  three  vol- 
umes. Its  emphasis  is  on  the  classifica- 
tion of  mental  illness,  but  etiological 
and  treatment  issues  are  also  included. 
The  first  volume  addresses  the  causes 
and  treatment  of  insanity  in  general. 
The  second  volume  covers  melancholia, 
mania,  and  amentia.  The  third  deals 
with  the  nosology  of  insanity  and  in- 
cludes clinical  observations  with  ana- 
tomical pathological  findings. 

Chiarugi  maintained  that  nerves  are 
small  tubes  containing  a fluid  secreted 
by  the  blood.  Motor  activity  is  due  to 
action  of  the  nervous  fluid  from  the 
brain  to  the  periphery.  Sensation  is  due 
to  stimulation  of  nervous  fluid  from  the 
periphery  carried  to  central  organs.  He 
attempted  to  resolve  the  body  and  soul 
dichotomy  by  postulating  the  existence 
of  the  “sensorium  commune,”  an  organ 
located  at  the  base  of  the  brain  where 
“the  soul  has  the  closest  connection 


with  the  body.” 

Chiarugi  repeatedly  stressed  the  im- 
portance of  the  sensorium  commune  for 
the  understanding  of  mental  illness.  For 
example,  in  mania  there  is  increased  ac- 
tivity in  this  organ  due  to  organic  and 
psychological  causes.  Symptoms  would 
be  controlled  by  reestablishing  the  har- 
monious balance  in  the  organ.  Treat- 
ment modalities  might  include  the  ad- 
ministration of  sedatives  as  well  as 
phlebotomy.  The  development  of  trust 
between  patient  and  physician  is  em- 
phasized in  the  book,  as  well  as  the  phy- 
sician’s role  in  instilling  a sense  of  hope 
in  the  patient. 

This  book  was  written  in  18th  centu- 
ry Latin-style  Italian  which  makes  it 
difficult  to  read  despite  the  excellent 
translation  by  Dr  George  Mora.  The 
contents  could  have  been  better  orga- 
nized. There  are  numerous  repetitions. 
All  of  this  takes  away  from  the  clarity 
of  the  book. 

Nonetheless  the  book  is  well  worth 
the  effort.  It  is  an  important  contribu- 
tion to  the  history  of  psychiatry.  It  pro- 
vides a fascinating  view  of  the  influence 
of  the  religious  and  political  climate  of 
the  time  on  the  comprehension  of  men- 
tal illness.  The  book  gives  us  an  invalu- 
able understanding  of  a key  develop- 
mental phase  in  the  field  of  psychiatry. 

ANTHONY  DONATELLI,  MD 
North  Shore  University  Hospital 
Manhasset,  NY  1 1030 
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BOOKS  RECEIVED 


AIDS 

How  to  Find  Information  About  AIDS.  By  Virgin- 
ia A.  Lingle,  msls,  and  M.  Sandra  Wood,  mls 
130  pp.  New  York,  The  Haworth  Press,  Inc, 
1988.  $14.95  (hardcover) 

Private  Acts,  Social  Consequences:  AIDS  and 
the  Politics  of  Public  Health.  By  Ronald  Bayer. 
282  pp.  New  York,  The  Free  Press,  1989. 
$22.95  (hardcover) 


GENETICS 

Medical  Genetics  Handbook.  By  Harold  Chen, 
md  384  pp,  illustrated.  St  Louis,  Mo,  Warren  H. 
Green,  Inc,  1988.  $72.50  (softcover) 


GERIATRICS 

Geriatric  Medicine  Annual  1989.  Edited  by 
Richard  J.  Ham,  md  320  pp,  illustrated.  Oradell, 
NJ,  Medical  Economics  Books,  1989.  $42.95 
(hardcover) 


INTERNAL  MEDICINE 

Contemporary  Internal  Medicine:  Clinical 
Case  Studies.  Volume  1 . Edited  by  Juan  Bowen, 
md,  and  Ernest  J.  Mazzaferri,  md  319  pp,  illus- 
trated. New  York,  Plenum  Publishing  Corp, 
1988.  $45.00  (hardcover) 

Physician’s  Guide  to  Insulin-Dependent  (Type 
I)  Diabetes.  Diagnosis  and  Treatment.  150  pp, 

illustrated.  Alexandria,  Va,  American  Diabetes 
Association,  1988.  $22.45  (spiralbound) 

Physician's  Guide  to  Non-Insulin-Dependent 
(Type  II)  Diabetes.  Diagnosis  and  Treatment. 

Second  Edition.  98  pp.  Alexandria,  Va,  Ameri- 
can Diabetes  Association,  1988.  $22.45  (spiral- 
bound) 

LEGAL  MEDICINE 

Life-Sustaining  Treatment:  Making  Decisions 
and  Appointing  a Health  Care  Agent.  180  pp. 

New  York,  The  New  York  State  Task  Force  on 
Life  and  the  Law,  1987.  $8.50  (softcover) 

Surrogate  Parenting:  Analysis  and  Recom- 
mendations for  Public  Policy.  143  pp.  New 

York,  The  New  York  State  Task  Force  on  Life 
and  the  Law,  1988.  $7.00  (softcover) 


MEDICAL  HISTORY 

Yankee  Surgeon.  The  Life  and  Times  of  Usher 
Parsons,  1788-1868.  By  Seebert  J.  Goldowsky, 
md  450  pp,  illustrated.  Boston,  Mass,  The 
France  A.  Countway  Library  of  Medicine,  1988. 
$24.50  (hardcover) 


MISCELLANEOUS 

The  New  Aerobics  for  Women.  By  Kenneth  H. 
Cooper,  md,  and  Mildred  Cooper.  324  pp.  New 
York,  Bantam  Books,  1988.  $12.95  (paperback) 

Sensible  Living:  Winning  Your  Fight  Against 
Arthritis.  By  Virgil  Harbert.  143  pp,  illustrated. 
New  York,  William  Morrow  & Co,  Inc,  1988. 
$15.95  (clothcover) 

Patient  Care  Flowchart  Manual.  Fourth  Edition. 
Edited  by  Steven  R.  Alexander,  md  646  pp.  Ora- 
dell, NJ,  Medical  Economics  Books,  1988. 
$52.95  (hardcover) 

Symptoms  After  40.  What  They  Mean,  What  to 
Do  About  Them,  What’s  Normal  With  Aging 
and  What’s  Not.  By  Kenneth  Anderson.  324  pp. 
New  York,  Arbor  House  Publishing  Co,  1987. 
$8.95  (paperback). 

In  Quest  of  the  Mythical  Mate.  A Developmen- 
tal Approach  to  Diagnosis  and  Treatment  in 
Couples  Therapy.  By  Ellyn  Bader,  PhD,  and  Peter 
T.  Pearson,  PhD.  288  pp.  New  York,  Brunner/ 
Mazel  Publishers,  1988.  $27.95  (hardcover) 

Black  Families  in  Crisis:  The  Middle  Class. 

Edited  by  Alice  F.  Coner-Ed wards,  dsw.  and 
Jeanne  Spurlock,  md  320  pp.  New  York,  Brun- 
ner/Mazel  Publishers,  1988.  $30.00  (hardcov- 
er) 

A Piece  of  My  Mind.  America’s  Doctors  Share 
Their  Most  Dramatic,  Inspiring,  and  Moving  Ex- 
periences. Edited  by  Bruce  B.  Dan,  md,  and  Rox- 
anne K.  Young.  256  pp.  New  York,  Feeling  Fine 
Programs,  Inc,  1988.  $18.95  (hardcover) 

The  New  Good  Housekeeping  Family  Health 
and  Medical  Guide.  By  the  Editors  of  Good 
Housekeeping.  788  pp,  illustrated.  New  York, 
William  Morrow  & Co,  1989.  $24.95  (cloth) 

When  Doctors  Get  Sick.  Edited  by  Harvey  Man- 
dell,  md,  and  Howard  Spiro,  md.  464  pp.  New 
York,  Plenum  Publishing  Corp,  1987.  $25.00 
(hardcover) 

The  Doctor  as  a Person.  Edited  by  Jane  Eys,  md, 
and  John  P.  McGovern,  md  151  pp,  illustrated. 
Springfield,  III,  Charles  C.  Thomas,  Publisher, 
1988.  $29.75  (hardcover) 

The  Penguin  Medical  Encyclopedia.  Third  Edi- 
tion. By  Peter  Wingate,  md.  and  Richard  Win- 
gate. 519  pp,  illustrated.  New  York,  Viking  Pen- 
guin, Inc,  1988.  $8.95  (paperback) 

Medical  Mavericks.  Volume  One.  By  Hugh  De- 
saix  Riordan,  md  102  pp.  Wichita,  Kan,  Bio- 
Communications  Press,  1988.  $7.95  (paper- 
back) 


OTOLARYNGOLOGY 

Otolaryngology:  Problems  in  Primary  Care. 

Edited  by  D.  Thomas  Upchurch,  md.  350  pp,  il- 
lustrated. Oradell,  NJ,  Medical  Economics 
Books,  1989.  $42.95  (softcover) 


PEDIATRICS 

Dr.  Eden’s  Healthy  Kids.  The  Essential  Diet, 
Exercise,  and  Nutrition  Program.  By  Alvin  N. 
Eden,  md.  285  pp.  New  York,  Nal  Penguin,  Inc, 
1987.  $8.95  (paperback) 


PHARMACOLOGY 

Drug  Interactions.  Sixth  Edition.  By  Philip  D. 
Hansten,  pharm  d.  and  John  R.  Horn,  pharm  d. 
448  pp,  Philadelphia,  Pa,  Lea  & Febiger,  1989. 
$65.00  (3-ring  looseleaf  binder) 


PSYCHIATRY 

Psychiatry  and  Mental  Health  Science  Hand- 
book. Co-edited  by  Caudewell  S.  Thomas,  md. 
and  Jacob  Jay  Lindenthal,  PhD.  267  pp.  St  Louis, 
Mo,  Warren  H.  Green,  Inc,  1988.  $29.50  (paper- 
back) 

Issues  in  Community  Mental  Health:  Housing. 

Edited  by  Steven  J.  Friedman,  ms.  and  Kenneth 
G.  Terkelsen,  md.  105  pp.  Canton,  Mass,  Pro- 
dist,  1988.  $6.95  (paperback) 

Psychotherapy  of  the  Disorders  of  the  Self: 
The  Masterson  Approach.  Edited  by  James  F. 
Masterson,  md,  and  Ralph  Klein,  md  460  pp. 
New  York,  Brunner/Mazel  Publishers,  1989. 
$39.95  (hardcover) 


PSYCHOLOGY 

Manual  for  Clinical  Psychology  Trainees.  Sec- 
ond Edition.  By  James  P.  Choca,  PhD.  192  pp. 
New  York,  Brunner/Mazel  Publishers,  1988. 
$16.95  (paperback) 


TOXICOLOGY 

Comprehensive  Review  in  Toxicology.  Second 
Edition.  By  Peter  D.  Bryson,  md.  696  pp,  illustrat- 
ed. Rockville,  Md,  Aspen  Publishers,  Inc,  1989. 
$137.00  (hardcover) 


TRANSPLANTATION  MEDICINE 

Transplantation  in  New  York  State:  The  Pro- 
curement and  Distribution  of  Organs  and  Tis- 
sues. 164  pp.  New  York,  The  New  York  State 
Task  Force  on  Life  and  the  Law,  1988.  $8.00 
(softcover) 
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NEWS  BRIEFS 


Plan  to  reform  Medicaid  system  is  on  the  table 

The  Health  Policy  Agenda  for  the  American  People 
(HPA),  a coalition  of  1 72  public  and  private  sector  groups 
representing  consumers,  labor,  health  care  providers,  and 
the  government,  has  prepared  an  eight-point  plan  for 
overhauling  Medicaid.  The  plan  emphasizes  expanded 
and  fair  allocation  of  services  and  funds  to  those  in  need  as 
well  as  standardization  of  benefits  nationwide. 

The  HPA,  an  American  Medical  Association  sponsored 
group,  is  pressing  President  Bush  and  Congress  for  imme- 
diate Medicaid  reform.  According  to  the  coalition,  ap- 
proximately 1 1 million  people  with  incomes  below  the  fed- 
eral poverty  level  do  not  qualify  for  Medicaid  under 
current  eligibility  guidelines,  and  are  therefore  unable  to 
obtain  adequate  health  care.  In  addition,  as  each  state 
currently  determines  the  local  dispensation  of  funds  and 
services,  health  care  benefits  under  Medicaid  vary  greatly 
from  state  to  state.  The  HPA  plan  mandates  national 
standards  for  eligibility,  benefits,  and  reimbursement, 
with  all  Americans  having  incomes  below  the  federal  pov- 
erty level  receiving  standardized  health  care  benefits  from 
Medicaid,  and  most  Medicaid  reimbursements  being  at 
cost  or  at  least  at  a level  comparable  to  that  of  Medicare. 

Specifically,  the  HPA  proposes  that  there  no  longer  be 
a link  between  Medicaid  eligibility  and  welfare  programs. 
Rather,  the  federal  poverty  level  would  be  the  cutoff  to 
qualify  for  Medicaid.  The  plan  also  calls  for  a “medically 
needy”  program  that  would  provide  health  care  benefits 
for  persons  with  incomes  above  the  eligibility  level  but 
who  are  impoverished  due  to  catastrophic  medical  ex- 
penses. Included  in  the  standardized  benefits  package 
contained  in  the  HPA  plan  are  the  following:  physician 
services;  inpatient  and  outpatient  hospital  services;  lab- 
oratory and  x-ray  services;  prescription  drugs;  institution- 
al care  for  the  elderly  and  the  physically  or  mentally  dis- 
abled; dental  services;  early  and  periodic  screening, 
diagnosis,  and  treatment;  family  planning  services;  home 
health  and  personal  care  services;  and  other  medically 
necessary  professional  services. 

The  net  cost  of  these  reforms,  taking  into  account  the 
cost  of  the  programs  and  the  potential  savings  resulting 
from  an  improved  Medicaid  system,  is  an  estimated  $13.2 
billion,  according  to  a cost  analysis  performed  by  the  Har- 
vard University  School  of  Public  Health. 

FDA  issues  warning  to  contact  lens  wearers 

An  FDA  Safety  Alert  entitled  “Homemade  Saline  So- 
lutions for  Contact  Lenses”  and  sent  to  about  50,000 
opthalmologists,  optometrists,  and  opticians,  warns  of  the 
potential  dangers  when  using  homemade  saline  solutions 
in  contact  lens  care.  Improper  lens  care  can  lead  to  infec- 
tions and  can  result  in  blindness. 

Homemade  solutions,  prepared  by  dissolving  salt  tab- 
lets in  distilled  water,  are  not  sterile  and  can  contain  bac- 
terial contaminants  and  such  infectious  microorganisms 
as  Acanthamoeba.  If  homemade  saline  solutions  are  used 
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before  or  during  heat  disinfection  of  contact  lenses,  the 
heat  treatment  will  destroy  the  infectious  agents.  Howev- 
er, eye  care  professionals  should  instruct  their  patients 
never  to  use  homemade  saline  solutions  as  a rinse  after 
heat  disinfection,  as  an  eyedrop  or  wetting  solution,  or  in 
any  stage  of  a chemical  or  hydrogen  peroxide  disinfection 
process.  In  addition,  it  is  important  to  prepare  fresh  saline 
solution  each  day  and  to  sterilize  the  saline  solution  bottle 
with  boiling  water  at  least  once  a week. 

The  Centers  for  Disease  Control  has  demonstrated  an 
association  between  the  use  of  homemade  saline  solutions 
and  Acanthamoeba  infection,  a painful  condition  that  is 
difficult  to  treat  and  can  cause  blindness. 

Preschool  eye  screening  gets  a boost 

Early  detection  of  eye  and  visual  disorders  is  important 
for  planning  and  implementing  an  effective  treatment  reg- 
imen. A promising  new  instrument  called  the  Visiscreen 
100  may  prove  useful  in  screening  children  as  young  as 
three  months  for  vision  problems.  In  general,  it  is  difficult 
to  test  children  who  cannot  speak  and  cannot  yet  read  an 
eye  chart.  The  Visiscreen  100  overcomes  this  problem  by 
taking  photographs  of  the  eye,  which  are  then  evaluated 
by  an  ophthalmologist. 

The  device  has  been  used  to  diagnose  cataracts,  near- 
sightedness, far-sightedness,  astigmatism,  and  strabismus 
in  a group  of  57  children  aged  three  months  to  eight  years. 
The  investigators  found  an  84%  agreement  rate  between 
the  results  of  conventional  eye  screening  examinations 
and  findings  of  photorefraction  evaluations. 

While  this  method  requires  further  testing  and  refine- 
ment, the  technology  has  opened  the  door  to  early  detec- 
tion of  eye  disorders  in  infants  and  young  children. 

Cyclosporine  shows  promise  against  dry  eye 

Dry  eye,  a condition  characterized  by  insufficient  tear 
production,  causes  pain  and,  eventually,  blindness.  Re- 
searchers believe  that  one  form  of  the  disorder  is  associat- 
ed with  an  autoimmune  response,  in  which  the  body  at- 
tacks its  own  tear  glands.  Preliminary  studies  suggest  that 
localized  application  of  small  amounts  of  cyclosporine 
may  be  an  effective  treatment  for  this  condition  ( Science 
News  1988;  134:215). 

Cyclosporine,  which  suppresses  the  immune  system, 
had  not  been  considered  a feasible  treatment  for  dry  eye 
because  of  its  toxic  side  effects  when  administered  system- 
ically.  Investigators  at  the  University  of  Georgia  (Athens) 
experimented  with  cyclosporine  eye  drops  in  dogs  and 
found  that  the  drops  “substantially  restored  tearing,  re- 
duced corneal  scar  tissue  and  speeded  the  healing  of  cor- 
neal ulcers  . . . and  may  prevent  further  tear-gland  des- 
truction.” 

By  limiting  cyclosporine  exposure  to  the  affected  eye, 
the  researchers  were  able  to  achieve  therapeutic  effects 
with  a dosage  equal  to  only  1%  of  the  oral  dose.  Cyclospor- 
ine had  been  shown  to  be  effective  in  treating  autoim- 
mune-mediated  dry  eye  for  up  to  two  years,  with  no  ad- 
verse effects.  Promising  results  have  been  reported  from  a 
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study  in  Scotland  using  a cyclosporine  ointment  to  treat 
patients  with  dry  eye.  It  is  hoped  that  the  results  of  a larg- 
er clinical  trial,  which  will  begin  in  early  1 989  in  the  Unit- 
ed States,  will  support  these  encouraging  findings. 

Victims  of  SIDS  demonstrate  abnormal  heart  rate 
at  birth 

Approximately  8,000  babies  in  the  United  States  are 
victims  of  sudden  infant  death  syndrome  (SIDS)  each 
year,  according  to  the  Association  of  Professional  Sleep 
Societies.  Efforts  to  prevent  this  fatal  disorder  focus,  in 
part,  on  identifying  babies  at  risk  for  SIDS.  Now,  re- 
searchers at  the  University  of  California  (Los  Angeles) 
have  found  that  victims  of  SIDS  have  an  abnormal  heart 
rate  in  their  first  month  of  life — weeks  or  months  before 
their  death. 

Previous  studies  had  shown  victims  of  SIDS  to  have 
high  heart  rates,  but  it  was  unclear  whether  these  babies 
had  abnormal  heart  rates  or  were  simply  awake  for  longer 
period  of  time  (heart  rates  are  higher  during  awake  peri- 
ods). In  this  study,  the  researchers  were  able  to  differenti- 
ate between  heart  rate  recordings  taken  during  sleep  and 
waking  periods. 

In  comparison  to  healthy  newborns,  SIDS  victims  were 
shown  to  have  significantly  higher  heart  rates  both  when 
awake  and  during  sleep  in  the  first  month  of  life.  This 
correlation  does  not  imply  a cause  and  effect  relationship. 
The  abnormal  heart  rate  and  SIDS  may  be  related;  alter- 
natively, there  could  be  a third  factor  that  causes  both 
disorders.  The  higher  heart  rate  among  SIDS  victims  was 
also  found  during  active  sleep  in  the  second  month  of  life. 
This  concurs  with  the  findings  from  previous  studies  that 
heart  rate  abnormalities  in  SIDS  victims  are  most  appar- 
ent during  active  sleep. 

Implantable  defibrillators  undergoing  clinical  tests 

Defibrillators  save  lives  by  delivering  an  electric  shock 
to  a heart  that  is  in  ventricular  fibrillation — a nonproduc- 
tive, uncoordinated  contraction  of  the  heart  muscle.  The 
defibrillator  reinstitutes  a normal  heart  beat  and  restores 
circulation.  Currently,  defibrillation  is  performed  exter- 
nally by  a physician  or  paramedic.  Implantable  defibrilla- 
tors that  could  sense  the  onset  of  ventricular  fibrillation 
and  automatically  provide  an  electric  shock  directly  to  the 
heart  are  under  development. 

Smaller,  lighter  devices  have  made  implantation  easier. 
However,  attachment  of  the  defibrillator’s  electrodes  to 


the  heart  still  requires  open-chest  surgery,  a very  expen- 
sive procedure.  New  models  of  defibrillators,  now  being 
tested,  would  enable  transvenous  implantation  of  the  elec- 
trodes, in  a procedure  similar  to  that  used  for  pacemaker 
implantation.  In  addition,  improvements  in  the  design  and 
positioning  of  the  electrodes  and  in  the  shape  of  the  shock 
waveform  have  resulted  in  less  energy  being  needed  to 
achieve  defibrillation. 

Other  design  improvements  would  enable  the  defibril- 
lator to  be  combined  with  a pacemaker  and  a device  to 
regulate  heart  beat  arrhythmia  in  one  device  that  would 
control  any  heart  rhythm  abnormality.  Programmable  de- 
fibrillators would  allow  physicians  to  tailor  the  monitoring 
and  energy  variables  for  each  patient. 

New  osteoporosis  treatment  combines  fluoride  and 
calcium 

Combination  therapy  with  fluoride  and  calcium  has 
shown  success  in  the  treatment  of  spinal  osteoporosis,  ac- 
cording to  researchers  at  the  University  of  Texas  South- 
western Medical  Center  in  Dallas  ( Science  News 
1989;  135:36).  After  3 V2  years  of  testing  in  65  patients, 
the  researchers  report  increased  spinal  bone  mass  of  3%  to 
6%  each  year  of  treatment — good  news  for  the  approxi- 
mately five  million  people  in  the  United  States  who  suffer 
from  spinal  osteoporosis. 

Previous  efforts  to  use  fluoride-calcium  therapy  for 
bone  restoration  were  hampered  by  severe  adverse  effects, 
including  damage  to  the  stomach  lining  and  subsequent 
bleeding  due  to  excessive  exposure  of  the  stomach  to  the 
fluoride,  as  well  as  abnormal  bone  development  and  joint 
pain  and  swelling.  Development  of  a gradual-release  fluo- 
ride tablet  has  sharply  reduced  the  incidence  of  gastroin- 
testinal problems  and  joint  pain  and  swelling,  giving  new 
life  to  the  prospects  for  combination  fluoride-calcium 
therapy. 

During  treatment,  the  fluoride  stimulates  osteoblasts  to 
increase  bone  mass  by  producing  a protein  matrix  to  be 
filled  with  calcium  deposits.  The  calcium  supplements 
taken  by  the  patients  ensure  sufficient  calcium  supply  to 
make  strong  new  bone. 

The  researchers  plan  to  present  the  fluoride-calcium 
therapy  to  the  Food  and  Drug  Administration  this  spring 
for  approval  as  a treatment  of  spinal  osteoporosis.  They 
hope  that  future  research  will  demonstrate  the  effective- 
ness of  this  therapy  for  all  forms  of  osteoporosis,  which 
affects  about  20  million  people  in  this  country. 
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In  addition  to  these  listings,  the  Journal  will  publish 
obituaries  written  by  physician  readers.  Inquiries  should 
first  be  made  to  the  Editor. 


William  Aronson,  MD,  New  York.  Died 
January  4,  1989;  age  92.  Dr  Aronson 
was  a 1924  graduate  of  the  New  York 
University  School  of  Medicine.  He  was 
a Fellow  of  the  American  College  of 
Pathologists  and  a Diplomate  of  the 
American  Board  of  Pathology.  His 
memberships  included  the  New  York 
State  Society  of  Pathologists,  the  New 
York  Pathological  Society,  the  Ameri- 
can Society  of  Clinical  Pathologists,  the 
Bronx  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

John  Richard  Bongiovanni,  MD,  Og- 

densburg.  Died  December  29,  1988; 
age  57.  Dr  Bongiovanni  was  a 1957 
graduate  of  the  State  University  of 
New  York  at  Buffalo  School  of  Medi- 
cine. He  was  a Diplomate  of  the  Ameri- 
can Board  of  Urology.  His  member- 
ships included  the  New  York  State 
Surgical  Society,  the  New  York  State 
Urological  Society,  the  American  Uro- 
logical Association,  the  American  Fer- 
tility Society,  the  American  Geriatrics 
Society,  the  Medical  Society  of  the 
County  of  St  Lawrence,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Milton  J.  Brothers,  MD,  Fort  Lee,  New 
Jersey.  Died  January  9,  1989;  age  63. 
Dr  Brothers  was  a 1953  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  He  was  a 
Diplomate  of  the  American  Board  of 
Internal  Medicine.  His  memberships 
included  the  Clinical  Society,  the  New 
York  Diabetes  Association,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Dong  Sun  Chu,  MD,  New  York.  Died 
November  15,  1988;  age  63.  Dr  Chu 
was  a 1960  graduate  of  the  College  of 
Medicine,  Seoul  National  University, 
Seoul,  South  Korea.  He  was  a Diplo- 
mate of  the  American  Board  of  Physi- 
cal Medicine  and  Rehabilitation.  He 
was  a member  of  the  American  Acade- 
my of  Physical  Medicine  and  Rehabili- 
tation, the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 


Robert  Sohn  Coles,  MD,  New  York. 
Died  January  4,  1989;  age  69.  Dr  Coles 
was  a 1945  graduate  of  the  New  York 
University  School  of  Medicine.  He  was 
a Fellow  of  the  American  College  of 
Surgeons  and  a Diplomate  of  the  Amer- 
ican Board  of  Ophthalmology.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  New  York 
Society  for  Clinical  Ophthalmology, 
the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Pan 
American  Association  of  Ophthalmolo- 
gy, the  New  York  County  Medical  So- 
ciety, and  the  Medical  Society  of  the 
State  of  New  York. 

Emerick  Demeter,  MD,  Great  Neck. 
Died  January  25,  1989;  age  67.  Dr  De- 
meter  was  a 1950  graduate  of  the 
Charles  Univerzita  Fakulta  of  Ped-Gen 
Medicine,  Praha,  Czechoslovakia.  He 
was  a Diplomate  of  the  American 
Board  of  Radiology.  He  was  a member 
of  the  New  York  Roentgen  Society,  the 
Medical  Society  of  the  County  of 
Queens,  and  the  Medical  Society  of  the 
State  of  New  York. 

Frank  Alexander  Dick,  MD,  Vero 
Beach,  Florida.  Died  January  23,  1989; 
age  77.  Dr  Frank  was  a 1937  graduate 
of  the  Medical  College  of  Virginia 
Commonwealth  University  School  of 
Medicine,  Richmond.  He  was  a mem- 
ber of  the  New  York  Academy  of 
Medicine,  the  Medical  Society  of  the 
County  of  Fulton,  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Michael  L,  Gilbert,  MD,  Manhasset. 
Died  January  24,  1989;  age  70.  Dr  Gil- 
bert was  a 1944  graduate  of  the  New 
York  University  School  of  Medicine. 
He  was  a Fellow  of  the  American  Acad- 
emy of  Pediatrics  and  a Diplomate  of 
the  American  Board  of  Pediatrics.  He 
was  a member  of  the  Nassau  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Leon  N.  Goldenberg,  MD,  New  York. 
Died  December  29,  1988;  age  75.  Dr 
Goldenberg  was  a 1938  graduate  of  the 
State  University  of  New  York  Upstate 
College  of  Medicine,  Syracuse.  He  was 


a Fellow  of  the  American  Academy  of 
Pediatrics  and  a Diplomate  of  the 
American  Board  of  Pediatrics.  He  was 
a member  of  the  American  Public 
Health  Association,  the  Medical  Soci- 
ety of  the  County  of  Kings,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Jacob  Warren  Goldstein,  MD,  Law- 
rence. Died  September  27,  1988;  age 
71.  Dr  Goldstein  was  a 1942  graduate 
of  the  Faculte  de  Medecine  de  FUniver- 
site  de  Lausanne,  Lausanne,  Switzer- 
land. He  was  a Fellow  of  the  American 
College  of  Surgeons  and  a Diplomate  of 
the  American  Board  of  Ophthalmolo- 
gy. He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings  and  the 
Medical  Society  of  the  State  of  New 
York. 

M.  Allen  Greenwood,  MD,  Staten  Is- 
land. Died  January  15, 1989; age  74.  Dr 
Greenwood  was  a 1942  graduate  of  the 
Faculte  de  Medecine  de  FUniversite  de 
Lausanne,  Lausanne,  Switzerland.  He 
was  a Qualified  Fellow  of  the  Interna- 
tional College  of  Surgeons  and  a Diplo- 
mate of  the  American  Board  of  Oph- 
thalmology. His  memberships  included 
the  Pan  American  Medical  Associa- 
tion, the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the 
Richmond  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Paul  Allen  Hansch,  MD,  New  York. 
Died  November  16,  1988;  age  66.  Dr 
Hansch  was  a 1955  graduate  of  the 
Cornell  University  Medical  College, 
New  York.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and 
Neurology.  He  was  a member  of  the 
American  Psychiatric  Association,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Alexander  Sandor  Honig,  MD,  Bronx. 
Died  December  7,  1988;  age  80.  Dr 
Honig  was  a 1932  graduate  of  the  Uni- 
versitaet  Wien,  Medizinische  Fakul- 
taet,  Wien,  Austria.  His  memberships 
included  the  New  York  State  Society  of 
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Internal  Medicine,  the  American  Geri- 
atrics Society,  the  Bronx  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Laszlo  Kadar,  MD,  New  York.  Died  De- 
cember 30,  1988;  age  79.  Dr  Kadar  was 
a 1934  graduate  of  the  Orvosi  Fakultas 
Tudomanyegyetem,  Budapest,  Hunga- 
ry. He  was  a Diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurol- 
ogy. His  memberships  included  the 
Academy  of  Psychosomatic  Medicine, 
the  American  Geriatrics  Society,  the 
American  Psychiatric  Association,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Harry  H.  Kaufman,  MD,  Miami  Beach, 
Florida.  Died  November  26,  1988;  age 
80.  Dr  Kaufman  was  a 1931  graduate 
of  the  New  York  University  School  of 
Medicine.  He  was  a member  of  the 
Bronx  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

Auguste  Kron,  MD,  New  York.  Died 
December  24,  1988;  age  86.  Dr  Kron 
was  a 1926  graduate  of  the  Medizin- 
ische  Fakultaet  der  Julius  Maximiliams 
Universitaet,  Wurzburg,  Bayern,  Ger- 
many. He  was  a member  of  the  Bronx 
County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

David  Leisten,  MD,  Forest  Hills.  Died 
January  25,  1989;  age  65.  Dr  Leisten 
was  a 1952  graduate  of  the  New  York 
University  School  of  Medicine.  He  was 
a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists  and 
the  American  College  of  Surgeons  and 
a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology.  He  was  a 
member  of  the  American  Gynecologi- 
cal Society,  the  Medical  Society  of  the 
County  of  Queens,  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Lloyd  H.  Leve,  MD,  Rochester.  Died 
January  1 1,  1989;  age  58.  Dr  Leve  was 
a 1958  graduate  of  the  State  University 
of  New  York  at  Buffalo  School  of 
Medicine.  He  was  a Fellow  of  the 
American  College  of  Surgeons  and  a 
Diplomate  of  the  American  Board  of 
Orthopedic  Surgery.  He  was  a member 
of  the  American  Academy  of  Ortho- 
paedic Surgeons,  the  Medical  Society 
of  the  County  of  Monroe,  and  the  Med- 
ical Society  of  the  State  of  New  York. 

Robert  Daniel  Levinson,  MD,  New 

York.  Died  November  21,  1988;  age  82. 


Dr  Levinson  was  a 1 933  graduate  of  the 
Faculte  de  Medecine  de  l’Universite  de 
Geneve,  Geneva,  Switzerland.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Kings  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

David  Osias  Linder,  MD,  Lawrence. 
Died  December  21,  1988;  age  78.  Dr 
Linder  was  a 1938  graduate  of  the  Fa- 
culte de  Medecine  de  l’Universite  de 
Lausanne,  Lausanne,  Switzerland.  He 
was  a member  of  the  Medical  Society  of 
the  County  of  Kings  and  the  Medical 
Society  of  the  State  of  New  York. 

Irwin  I.  Lubowe,  MD,  New  York.  Died 
January  4,  1989;  age  84.  Dr  Lubowe 
was  a 1930  graduate  of  the  New  York 
Medical  College.  He  was  a Fellow  of 
the  American  College  of  Allergists  and 
a Diplomate  of  the  American  Board  of 
Dermatology,  Inc.  His  memberships  in- 
cluded the  New  York  State  Dermato- 
logical Society,  the  American  Academy 
of  Dermatology,  the  American  Public 
Health  Association,  the  American  Ge- 
riatrics Society,  the  Pan  American 
Medical  Association,  the  Society  for 
Investigative  Dermatology,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Michael  Joseph  Napolitano,  MD,  Flush- 
ing. Died  January  5,  1989;  age  61.  Dr 
Napolitano  was  a 1954  graduate  of  the 
Facolta  di  Medicina  e Chirurgia  dell’ 
Universita  di  Roma,  Rome,  Italy.  He 
was  a Fellow  of  the  American  College 
of  Radiology  and  a Diplomate  of  the 
American  Board  of  Radiology.  His 
memberships  included  the  Radiological 
Society  of  New  York  State,  the  Medi- 
cal Society  of  the  County  of  Queens, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Abraham  Penner,  MD,  New  York.  Died 
January  25,  1989;  age  82.  Dr  Penner 
was  a 1931  graduate  of  the  Columbia 
University  College  of  Physicians  and 
Surgeons.  He  was  a Fellow  of  the 
American  College  of  Physicians  and  a 
Diplomate  of  the  American  Board  of 
Internal  Medicine.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  American  Gastro-enter- 
ological  Association,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

John  Pugliese,  MD,  Bronx.  Died  No- 
vember 24,  1988;  age  67.  Dr  Pugliese 
was  a 1946  graduate  of  the  Medical 
College  of  Wisconsin,  Milwaukee,  Wis- 


consin. He  was  a Fellow  of  the  Ameri- 
can Academy  of  Family  Physicians.  He 
was  a member  of  the  Bronx  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Norman  Davis  Rochman,  MD,  Plain- 
view.  Died  January  15,  1989;  age  63. 
Dr  Rochman  was  a 1961  graduate  of 
the  University  of  Tennessee  Center  for 
Health  Sciences,  Memphis,  Tennessee. 
He  was  a member  of  the  American  So- 
ciety of  Abdominal  Surgeons,  the  Nas- 
sau County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Salvatore  F.  Sorgi,  MD,  Manhasset. 
Died  September  7,  1988;  age  92.  Dr 
Sorgi  was  a 1920  graduate  of  the  State 
University  of  New  York  at  Buffalo 
School  of  Medicine,  Buffalo.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Kings  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

L.  Jackson  Spitz,  MD,  Brooklyn.  Died 
October  2,  1988;  age  77.  Dr  Spitz  held 
Registrable  Qualification  Granted  by 
the  Scottish  Conjoint  Board  in  1939. 
He  was  a member  of  the  American 
Academy  of  Family  Physicians,  the 
Medical  Society  of  the  County  of 
Kings,  and  the  Medical  Society  of  the 
State  of  New  York. 

George  L.  Sprenger,  MD,  Plandome. 
Died  July  23,  1988;  age  85.  Dr 
Sprenger  was  a 1932  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Kings  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

John  E.  Welch,  MD,  Brooklyn.  Died  De- 
cember 26,  1988;  age  72.  Dr  Welch  was 
a 1952  graduate  of  Meharry  Medical 
College,  Nashville,  Tennessee.  He  was 
a member  of  the  American  Society  of 
Anesthesiologists,  Inc,  the  Medical  So- 
ciety of  the  County  of  Kings,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Kurt  Zinner,  MD,  Wellsville.  Died  De- 
cember 1,  1988;  age  82.  Dr  Zinner  was 
a 1931  graduate  of  the  Medizinische 
Fakultaet,  Albert  Ludwigs  Universi- 
taet, Freiburg  im  Breisgau,  Baden- 
Wurttemberg,  Germany.  He  was  a Fel- 
low of  the  American  College  of 
Cardiology  and  the  American  College 
of  Chest  Physicians.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Allegany  and  the  Medical  Society  of 
the  State  of  New  York. 
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C FOR  MY  ) 

PATl  ENTS 

( NUMBER  B/1SBS  ^ 


ADULTS  NEED  SHOTS  TOO 


Dear  Patient, 

“Doctor,  when  will  my  baby  begin  her  ‘shots'?" 

Very  often  that's  one  of  the  questions  asked  by  a new  mother  after  she  delivers 
her  baby.  During  the  past  fifty  years  in  the  United  States,  the  immunization  of 
infants  and  young  children  has  become  a routine  way  of  life.  All  states  now  require 
basic  vaccines  for  all  children  entering  nursery,  day  care  or  elementary  schools. 
As  a result,  the  immunization  levels  of  school-age  children  are  90%  or  better. 


The  widespread  use  of  childhood 
immunizations  has  prevented  the 
occurrence  of  many  diseases  which 
were  common  in  the  1930s  and 
1940s.  Serious  and  fatal  cases  of 
measles,  tetanus,  diphtheria,  whoop- 
ing cough,  and  poliomyelitis  are  now 
rare  diseases.  Thanks  to  the 
worldwide  success  of  the  smallpox 
vaccine,  the  fearful  outbreaks  of 
smallpox  have  been  completely 
eliminated  from  our  planet.  Birth 
defects  due  to  rubella  (German 
measles)  infections  in  pregnancy  are 
now  "a  thing  of  the  past"  in  all 
countries  with  childhood  vaccine 
programs. 

Despite  all  this  medical  progress, 
many  vaccine-preventable  diseases 
now  crop  up  throughout  the  country 
in  adults  and  adolescents.  These 
persons  never  had  these  diseases 
when  they  were  children  or  were 
never  given  some  of  the  important 
"shots"  when  they  were  infants  or 
children. 

National  surveys  now  show  that 
about  50%  or  more  of  Americans 
over  1 8 years  of  age  are  not  immune 
(protected)  against  tetanus, 
diphtheria,  measles,  polio,  rubella, 
and  mumps.  All  of  these  can  lead  to 
major  complications  or  death.  It  is 
important  to  remember  that  we 


have  all  the  available  vaccines 
necessary  to  prevent  these  diseases, 
and  they  are  almost  100%  effective 
in  adults.  And  they  are  all  safe— with 
very  few,  if  any  side-reactions. 

GUIDELINES 

The  Public  Health  Service,  Centers 
for  Disease  Control,  and  several 
national  physicians’  organizations  have 
recently  begun  a campaign  to 
promote  adult  immunizations.  They 
have  issued  guidelines  so  that 
physicians  and  their  patients  will  know 
which  vaccines  should  be  given  to 
which  adults  and  when. 

In  order  to  help  me  decide  which 
"shots"  you  may  need  for  your 
health  maintenance,  you  should 
provide  me  with  the  following 
information  to  be  added  to  your 
personal  medical  record: 

□ history  of  all  previous  immuniza- 
tions (type  and  date  if  known) 

□ history  of  any  bad  reactions  (if 
any)  to  any  previous  im- 
munizations 

□ history  of  any  vaccine- 
preventable  diseases  such  as 
measles,  mumps,  or  rubella 

□ occupational  risk  such  as  health 
care  worker,  laboratory 
worker,  animal  handler,  sewage 
worker,  or  gardener 


□ foreign  traveler 

□ foreign  student 

□ lifestyle  risk  such  as  homosex- 
uality or  illicit  drug  use 

IMMUNIZATIONS 
RECOMMENDED  FOR 
HEALTHY  ADULTS 


AGE 


18-30  31-64  65  + 


Diph. -Tetanus  x 
Measles*  x 

Mumps*  x 

Rubella*  x 

Flu 

Pneumovax 


‘ONLY  FOR  ADULTS  WITH  NO 
HISTORY  OF  VACCINE  AND/OR 
NO  HISTORY  OF  THE  DISEASE 
EARLIER  IN  LIFE 

□ Diph.-Tetanus  "booster"  given 
every  10  years 

□ Measles,  Mumps,  and  Rubella 
given  only  once  in  lifetime 

□ Flu  vaccine  given  every  year 

□ Pneumovax  given  only  once  in 
lifetime 

Now  is  the  right  time  to  ask  me  which 
immunizations  you  will  need  to  stay 
well.  I can  tell  you  what’s  best  for  you 
at  this  time  and  what  you  may  need  if 
you  plan  to  travel  overseas. 


Office  Handouts  for  Your  Patients 

This  issue  of  the  New  York  State  Journal  of  Medicine  contains  another  “For  My 
Patients”  letter,  which  appears  on  the  preceding  page. 

Use  this  letter  series  to  keep  your  patients  informed  about  timely  issues  concern- 
ing diseases,  treatments  and  health  maintenance.  Simply  make  photocopies  of  the 
page  and  distribute  them  to  your  patients  with  your  newsletter  or  other  cor- 
respondence, or  place  them  in  your  reception  area  for  your  patients  to  read  and 
take  home. 

MSSNY  and  the  New  York  State  Journal  of  Medicine  have  waived  the  copyright 
for  these  handouts,  so  you  may  duplicate  them  without  permission. 

As  an  added  feature,  MSSNY  will  personalize  this  form  and  make  copies  for 
you,  at  a nominal  charge.  See  the  example  below  for  how  these  forms  would  look 
with  your  name  and  address  professionally  printed  on  them.  Use  the  order  form 
below,  and  we’ll  ship  the  personalized  forms  to  you  as  soon  as  possible. 

( FOR  MY  ~) 

PATTF.NTS 


Please  direct  all  inquiries 
and  orders  to  MSSNY’s 
Communications  Division 

Please  mail  coupon  and  check, 
payable  to  MSSNY,  to 

MSSNY  Communications  Division 
For  My  Patients 
P.O.  Box  5404 
420  Lakeville  Road 
Lake  Success,  NY  11042 

Please  print  or  type  your  name  as  you  would  like  it  to  appear  on  the  page. 

Name 

Address 

City,  State,  Zip 

Please  identify  the  issue  you  are  ordering  

Check  box  to  order: 

□ $20  for  100  printed  in  one  color 

□ $48  for  100  printed  in  two  colors 

□ $28  for  200  printed  in  one  color 

□ $56  for  200  printed  in  two  colors 

Please  include  appropriate  local  sales  tax,  enclose  payment  with  your  order  and 
allow  three  weeks  for  delivery. 


( ) 
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A single-entity  muscle  relaxant 
for  prescribing  flexibility 


PARAFON  FORTE  DSC 

DOUBLE  STRENGTH  CHLORZOXAZONE 


Works  alone. . . 


■ Now  with  500  mg  chlorzoxazone 
per  caplet — double  the  muscle 
relaxant  of  a PARAFON  FORTE® 
(chlorzoxazone  and  acetaminophen) 
tablet,  and  no  analgesic. 


■ Just  one  easy- to-s wallow  caplet 
q.i.d.  may  encourage  compliance. 


■ Prompt,  effective  relief  with 
minimal  drowsiness.*  Clinical 
studies  have  shown  that  patients 
respond  by  the  end  of  24  hours 
following  initiation  of  therapy. 


Or  with  an  analgesic 


■ Formulated  without  an  analgesic, 
for  maximum  treatment  flexibility. 

■ Can  be  used  with  the  analgesic  of 
your  choice,  according  to  the 
patient’s  need  for  pain  relief. 

■ Scored  caplet  permits  greater 
dosing  flexibility  for  patients 
requiring  lower  daily  doses. 


‘Clinical  studies  have  shown  that  most  patients  remain  alert  when 
chlorzoxazone-containing  products  are  administered  at  recommended 
doses,  although  drowsiness  sometimes  occurs 


Please  see  following  page  for  brief  summary 
of  Prescribing  Information. 


The  following  is  a brief  summary  only.  Before 
prescribing,  see  complete  prescribing  information  in 
PARAFON  FORTE  DSC  labeling. 
CONTRAINDICATIONS:  PARAFON  FORTE  DSC 
chlorzoxazone  is  contraindicated  in  patients  with  known 
intolerance  to  the  drug 

WARNINGS:  The  concomitant  use  of  alcohol  or  other 
central  nervous  system  depressants  may  have  an 
additive  effect.  Usage  in  Pregnancy.  The  safe  use  of 
PARAFON  FORTE  DSC  chlorzoxazone  has  not  been 
established  with  respect  to  the  possible  adverse  effects 
upon  fetal  development  Therefore,  it  should  be  used  in 
women  of  childbearing  potential  only  when,  in  the 
judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  risks. 

PRECAUTIONS:  PARAFON  FORTE  DSC  chlorzoxazone 
should  be  used  with  caution  in  patients  with  known 
allergies  or  with  a history  of  allergic  reactions  to  drugs.  If  a 
sensitivity  reaction  occurs  such  as  urticaria,  redness,  or 
itching  of  the  skin,  the  drug  should  be  stopped  If  any 
symptoms  suggestive  of  liver  dysfunction  are  observed, 
the  drug  should  be  discontinued 
ADVERSE  REACTIONS:  After  more  than  twenty-six 
years  of  extensive  clinical  use  of  chlorzoxazone-contain- 
ing products  in  an  estimated  thirty-two  million  patients,  it 
is  apparent  that  the  drug  is  well  tolerated  and  seldom  pro- 
duces undesirable  side  effects.  Occasional  patients  may 
develop  gastrointestinal  disturbances.  It  is  possible  in  rare 
instances  that  chlorzoxazone  may  have  been  associated 
with  gastrointestinal  bleeding.  Drowsiness,  dizziness, 
lightheadedness,  malaise,  or  overstimulation  may  be 
noted  by  an  occasional  patient  Rarely  allergic-type  skin 
rashes,  petechiae,  or  ecchymoses  may  develop  during 
treatment  Angioneurotic  edema  or  anaphylactic  reac- 
tions are  extremely  rare  There  is  no  evidence  that  the 
drug  will  cause  renal  damage  Rarely,  a patient  may  note 
discoloration  of  the  urine  resulting  from  a phenolic  metab- 
olite of  chlorzoxazone.  This  finding  is  of  no  known  clinical 
significance.  Approximately  thirty-six  patients  have  been 
reported  in  whom  the  administration  of  chlorzoxazone- 
containing  products  was  suspected  as  being  the  cause 
of  liver  damage.  In  one  case,  the  jaundice  was  subse- 
quently considered  to  be  due  to  a carcinoma  of  the  head 
of  the  pancreas  rather  than  to  the  drug.  In  a second  case, 
there  was  no  jaundice  but  an  elevated  alkaline  phospha- 
tase and  BSP  retention.  In  this  patient  there  was  a malig- 
nancy with  bony  and  liver  metastases  The  role  of  the 
drug  was  difficult  to  determine.  A third  and  fourth  case 
had  cholelithiasis.  Diagnosis  in  a fifth  case  was  submas- 
sive  hepatic  necrosis  possibly  due  to  abusive  use  of  the 
drug  for  approximately  one  year.  The  remaining  cases 
had  a clinical  picture  compatible  with  either  a viral  hepati- 
tis or  a drug-induced  hepatitis.  In  all  these  latter  cases, 
the  drug  was  stopped,  and  with  one  exception,  the 
patients  recovered.  It  is  not  possible  to  state  that  the  hep- 
atitis in  these  patients  was  or  was  not  drug-induced 
Full  directions  for  use  should  be  read  before  adminis- 
tering or  prescribing. 

For  information  on  symptoms  and  treatment  of  over- 
dosage, see  full  prescribing  information. 
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McNEIL 

rHARMACEUTICAL 

McNElLAB  INC  Spring  House  PA  '9477 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St.. 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)  861-9000. 

THE  CONTINENTAL — Professional  Co-op  office 
space  for  sale  70-20  108  St.  Premier;  presti- 
gious building  in  the  heart  of  Forest  Hills. 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A/C,  separate  professional  wing.  370 
or  1600  sq.  ft.  Call:  Mr.  Marvin  Weinqart 

(718)793-1081.  ' 

FREE  CONDOMINIUM  CONVERSION  CONSUL- 
TATION. Convert  your  professional  building 
to  commercial  condominium.  Maximize  your 
profit  potential!  Create  financial  flexibility!  For 
free  consultation  and  free  article  "Doctors  Go 
Condo”,  contact:  Paul  Gellert,  President, 

Healthcare  Realty  Associates,  155  West  68th 
Street.  New  York.  NY  10023  Phone  (212) 
724-7900 

NEWLY  BUILT  OFFICE  FOR  RENT— 1 ,000  sq.  ft. 
Across  from  South  Side  Hospital,  Bay  Shore, 
(516)  665-4466.  Newly  Equipped  Office  for 
sublet,  1000  sq.  ft.  near  Brookhaven  Hospital, 
East  Patchogue,  (516)  654-3363. 

PRIME  MIDTOWN  MEDICAL  SPACE  East  37th 
Street  between  Lexington  Ave.  and  Third  Ave. 
Private  street  entrance,  near  eastside  hospitals. 
Convenient  to  all  transportation,  flexible  lease. 
Waiting  room,  separate  exam  rooms.  Perfect 
for  surgical  or  medical  specialties.  Call  (212) 
473-3049  Dr.  Fox. 

BATTERY  PARK  CITY.  Medical  space,  private 
street  entrance,  flexible  lease.  Waiting  room 
and  exam  rooms.  Perfect  for  surgical  and  all 
medical  specialties.  Great  potential.  Call 
(212)  473-3049,  Dr.  Fox. 

OFFICE  SUITE  FOR  RENT,  South  Shore,  LI; 
three  examining  rooms,  Doctor’s  consultation 
room,  reception  and  waiting  rooms,  small  lab- 
oratory area,  centrally  air  conditioned.  Reply 
to  Dept.  481  c/o  NYSJM. 

PORT  JEFFERSON— BELLE  TERRE— One  acre 
plus,  luxury  contemporary,  secluded.  2 bed- 
room/den, gourmet  kitchen,  great  room  with 
fireplace.  Top  kohler  fixtures;  lots  of  glass  and 
mirrors.  Large  deck  beautiful  grounds.  A real 
gem,  move  in,  must  be  seen.  Asking  $349,000. 
Call  S.  Silver,  (516)  473-3713. 

PROFESSIONAL  CONDOMINIUM  OFFICE 
SPACE  FOR  SALE:  up  to  9,700  sq.  ft.  Large 
space  ideal  for  laboratory  or  radiology.  T otally 
upgraded  building.  Garage  and  separate  en- 
trance. Call  AKAM,  (212)  643-2100. 

FOR  SALE— NORTH  PATCHOGUE,  L.l.  Profes- 
sional potential,  3 bedroom  ranch,  living  room 
with  fireplace,  1 \ baths,  finished  basement, 
appliances,  1.5  attached  garage,  expandable 
upstairs  (with  stairs  and  floor),  oak  floors,  100' 
X 500'  landscaped  property  in  nice  area  for 
home  or  professional  business.  Busy  road  near 
shopping  area.  Asking  $165,000,  call  (516) 
475-3282. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  1 10  E.  42nd 
Street.  NYC.  (212)  697-2950  or  eveninqs 
(914)  723-0799 

SYMPOSIUM:  “SUBSTANCE  ABUSE  AND  THE 
IMPAIRED  WORKER”,  Sat.  June  3,  1989  at 
Rochester  Occupational  Center,  St.  Mary’s 
Hospital,  Rochester,  NY.  Call:  (716)  464- 

3630  for  information/registration  brochure. 

IF  YOU  GET  CITED  FOR  A QUALITY  ISSUE,  you 

have  only  one  chance  to  defend  yourself.  For 
the  best  defense,  call  URQA  Associates,  Ltd. 
URQA  provides  professional,  confidential  help 
to  physicians  cited  for  quality  issues.  Dr.  Clif- 
ford Weingarten,  Medical  Director  of  URQA, 
has  been  deeply  involved  with  utilization  review 
and  quality  assurance  for  the  past  15  years. 
Working  with  a team  of  medical  professionals 
from  both  sides  of  the  review  process,  URQA 
offers  sound  advice  and  experienced  represen- 
tation to  doctors  who  have  been  cited  unjustly. 
(516)  427-1234;  427-7651. 


MAY  15-19,  1989:  CONSULTANT’S  COURSE 
IN  CARDIOLOGY.  The  Waldorf  Astoria,  New 
York,  NY.  Sponsored  by  the  American  College 
of  Cardiology.  Inquiries:  Registration  Secre- 
tary, Extramural  Programs  Department,  Ameri- 
can College  of  Cardiology,  9111  Georgetown, 
Bethesda,  MD  20814.  Tel.  (800)  253-4636;  in 
Maryland  (301)  897-5400,  ext.  228. 


LAW  FIRM  SPECIALIZING  IN  HEALTH  CARE 
REPRESENTATION  of  physicians,  medical  so- 
cieties, and  hospital  medical  staffs,  involving 
matters  such  as  defense  of  Medicaid/ Medi- 
care allegations  of  abuse  (civil  and  criminal), 
audits,  professional  conduct,  structuring  of 
professional  corporations,  sale  and  purchase 
of  medical  practices,  equitable  distribution  of 
physician  licenses  in  matrimonial  actions,  pen- 
sions. Lifshutz  & Polland,  P.C.,  One  Madison 
Avenue,  New  York,  New  York  1 00 1 0,  2 1 2-2 1 3- 
8484. 


BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 


MACINTOSH  OFFICE  MANAGEMENT  SYSTEM. 

Healthcare  Communications  has  1000  installa- 
tions nationwide.  Electronic  Claims  now  avail- 
able for  MediMac™.  Multiple  fee  schedules,  in- 
surance, billing,  aged  accounts,  day  sheets, 
deposit  slip,  and  more  than  30  other  reports. 
Custom  reports  and  mail  merges  are  easy!  In* 
office  training  available.  Network  option.  The 
Macintosh  computer  is  easier  to  learn!  Market- 
ing Consultant:  Anne  Ephraim,  (914)  628- 

4709. 
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The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  - CLINICAL  ■ EDUCATIONAL  ■ CURRENT 

Family  Practice  Recertification  Greenwich  Office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 
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Family  Practice  Recertification 
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FAMILY  PRACTICE  SKILL 


► Controlling  Epistaxis 


CLINICAL  ARTICLES 


> Drug  Therapy  for  Manic  Illness 
Therapeutic  Guidelines  for  Use  of  Nonsteroidal 
Antiinflammatory  Drugs  for  Rheumatic  Disorders: 
Salicylates 


KEEPING  CURRENT 


Does  a Definiie  Diagnosis 
Help  F^iiems  Get  Betier? 
Screening  for  Liver  Meiastases 
Significance  of  Elevated 
Erythrocyte  Sedimentation  Rates 
Glucose  Tolerance  and 
Pregnancy  Complications 
Among  Nondiabetlc  Women 


Can  Obese  Type  II  Diabetic 
Patients  Use  Fructose  as  a 
Sweetener? 

Comparison  of  Diagnostic 
Tests  for  Evaluating 
Dementia 

Psychiatric  Reactions  Caused 
by  Lldocaine  Toxicity 


CUMULATIVE  INDEX 


TORONTO  NEUROLOGY  UPDATE 
Sutton  Place  Hotel 
JUNE  9th  and  10th  1989 

Part  of  a series  of  Continuing 
Medical  Education  covering 
Neurology.  Two  one  - day 
courses  primarily  for  family 
practitioners  and  pediatricians 
will  also  be  of  interest  to  neur- 
ologists and  internists. 

Friday,  June  9th 

PEDIATRIC  NEUROLOGY 
Concurrent  Workshops  on 
MOVEMENT  DISORDERS 
HEADACHE 

Saturday , June  10th 

PAIN  MANAGEMENT 
INFECTIONS  (AIDS) 

SLEEP  DISORDERS 
Concurrent  Workshops  on 
EPILEPSY 
STROKE 

Guest  faculty  include:  Dr.  L. 

J.  Findley  (UK),  Dr.  B.  J. 

Wilder  (USA) 

For  details:  Dr.  M.  J.  Cawel, 
(416)  480-4959/4468,  281-3323 

As  an  organization  accredited  by 
the  Committee  on  the  Accredita- 
tion of  Canadian  Medical  Schools, 
the  Continuing  Medical  Education 
Office  at  the  University  of  To- 
ronto designates  this  continuing 
education  activity  for  14  credit 
hours  in  Category  1 of  the  Phy- 
sicians' Recognition  Award  of 
the  American  Medical  Association. 


June  17,  1989 

9TH  ANNUAL  ADVANCES 
IN  GASTROENTEROLOGY 

Bally’s  Park  Place 
Atlantic  City,  New  Jersey 

Sponsored  by  the  Gastrointestinal  Section  of  the  Hospital  of  the 
University  of  Pennsylvania  and  the  Continuing  Medical  Education 
Department  of  the  Underwood  Memorial  Hospital,  Woodbury,  New 
Jersey. 

Category  1 credit  offered 

INFORMATION;  Registration  Supervisor,  SLACK  Incorporated, 
6900  Grove  Road,  Thorofare,  New  Jersey  08086,  609-848-1000. 


%Utfl  %orp 

Licensed  Real  Estate  Broker 


Commercial  & Medical  Business  Brokerage 

Ruth  Karp.. .the  professional  name  in  private  practice  sales. 
Let  the  professional  division  of  Ruth  Karp  Licensed  Real 
Estate  Broker  help  you  in  buying  or  selling  your  practice,  or 
locating  professional  space  on  Long  Island.  We  can  insure 
that  you  will  receive  personal  service  and  that  your  business 
will  be  held  in  the  strictest  confidence.  Please  contact  us  at: 

P.O.  Box  720,  Oyster  Bay,  NY  1 1 771 , (51 6)  922-1 31 9 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ! is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 3 4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al.,  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  .,  p . 176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 

45-47, 1982 

Rev. 1/85 


AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


(continued  from  p 8A ) 
ciate  Director  for  Continuing  Educa- 
tion, Long  Island  Jewish  Medical  Cen- 
ter, New  Hyde  Park,  NY  11042.  Tel: 
(718)  470-8650. 

May  19.  Clinical  Toxicology.  Industri- 
al/Occupational Emergencies.  NYC 

Poison  Control  Center.  Contact:  Sue 
Callaghan,  RN,  ma,  Bellevue  Hospital 
Center.  Tel:  (212)  561-6561. 

May  24.  Practical  Diagnosis  and  Man- 
agement of  Metabolic  Bone  Diseases. 

Columbia  University.  Contact:  Center 
for  Continuing  Education,  College  of 
Physicians  & Surgeons  of  Columbia 
University,  630  W 168th  St,  New  York, 
NY  10032.  Tel:  (212)  305-3682. 

May  31 -June  2.  Micronutrient  Effects 
on  Immune  Function.  Sheraton  Centre. 
Contact:  Conference  Director,  The 
New  York  Academy  of  Sciences,  2 E 
63rd  St,  New  York,  NY  10021. 


AROUND  THE  NATION 


CALIFORNIA 

May  25-26.  Fifth  Annual  Current  Is- 
sues in  Anatomic  Pathology:  1989. 

Holiday  Inn  Union  Square,  San  Fran- 
cisco. Contact:  Extended  Programs  in 
Medical  Education,  University  of  Cali- 
fornia, Room  U-569,  San  Francisco, 
CA  94143-0742.  Tel:  (415)  476-4251. 

DISTRICT  OF  COLUMBIA 

May  1-3.  Conference  on  Emerging  Vi- 
ruses: Evolution  of  Viruses  and  Viral 
Diseases.  The  Hotel  Washington.  Con- 
tact: Dr  Stephen  S.  Morse,  The  Rocke- 
feller University,  1230  York  Ave,  New 
York,  NY  10021-6399.  Tel:  (212)  570- 
7722. 

May  8-9.  Seventh  Annual  Conference 
on  Prescription  Medicine  Information 
and  Education.  Capitol  Hilton  Hotel. 
Contact:  National  Council  on  Patient 
Information  and  Education,  666  11th 
St,  #81 0,  Washington,  DC  2000 1 . Tel: 
(202)  347-6711. 

May  24-27.  Second  International  Con- 
ference on  Drug  Research  in  Immuno- 
logic and  Infectious  Diseases:  Acquired 
Immune  Deficiency  Syndrome  (AIDS). 

Hyatt  Capitol  Hill.  Contact:  Confer- 
(continued  on  p 26 A) 
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Carafate  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  ^^^^Busers  to  become 
prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique, 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


ARAFATE 

^sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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ARAFATE’ 


^-''(sucralfate)  Tablets 

BRIEF  SUMMARY 
CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term 
treatment  with  sucralfate  can  result  in  complete  healing  of  the 
ulcer,  a successful  course  of  treatment  with  sucralfate  should  not 
be  expected  to  alter  the  post-healing  frequency  or  severity  of 
duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simul- 
taneous administration  of  CARAFATE  (sucralfate)  with  tetracy- 
cline, phenytoin,  digoxin,  or  cimetidine  will  result  in  a statistically 
significant  reduction  in  the  bioavailability  of  these  agents  The 
bioavailability  of  these  agents  may  be  restored  simply  by  sepa- 
rating the  administration  of  these  agents  from  that  of  CARAFATE 
by  two  hours  This  interaction  appears  to  be  nonsystemic  in 
origin,  presumably  resulting  from  these  agents  being  bound  by 
CARAFATE  in  the  gastrointestinal  tract  The  clinical  significance  of 
these  animal  studies  is  yet  to  be  defined  However,  because  of 
the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of 
CARAFATE  from  that  of  other  agents  should  be  considered  when 
alterations  in  bioavailability  are  felt  to  be  critical  for  concomi- 
tantly administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 

Chronic  oral  toxicity  studies  of  24  months'  duration  were  con- 
ducted in  mice  and  rats  at  doses  up  to  1 gm/kg  (12  times  the 
human  dose).  There  was  no  evidence  of  drug-related  tumonge- 
mcity  A reproduction  study  in  rats  at  doses  up  to  38  times  the 
human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Ter- 
atogenicity studies  have  been  performed  in  mice,  rats,  and  rab- 
bits at  doses  up  to  50  times  the  human  dose  and  have  revealed 
no  evidence  of  harm  to  the  fetus  due  to  sucralfate  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is 
excreted  in  human  milk  Because  many  drugs  are  excreted  in 
human  milk  caution  should  be  exercised  when  sucralfate  is 
administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have 
not  been  established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and 
only  rarely  led  to  discontinuation  of  the  drug.  In  studies  involving 
over  2,500  patients  treated  with  sucralfate,  adverse  effects  were 
reported  in  121  (4  7%). 

Constipation  was  the  most  frequent  complaint  (2.2%)  Other 
adverse  effects,  reported  in  no  more  than  one  of  every  350 
patients,  were  diarrhea,  nausea,  gastric  discomfort,  indigestion,  dry 
mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute 
oral  toxicity  studies  in  animals,  however,  using  doses  up  to 
1 2 gm/kg  body  weight,  could  not  find  a lethal  dose  Risks  as- 
sociated with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm 
four  times  a day  on  an  empty  stomach 
Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but 
should  not  be  taken  within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  dunng  the  first 
week  or  two,  treatment  should  be  continued  for  4 to  8 weeks 
unless  healing  has  been  demonstrated  by  x-ray  or  endoscopic 
examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of 
100  (NDC  0088-1712-47)  and  in  Unit  Dose  Identification  Paks 
of  1 00  (NDC  0088  1712-49)  Light  pink  scored  oblong  tablets  are 
embossed  with  CARAFATE  on  one  side  and  1712  bracketed  by 
C's  on  the  other  Issued  1 /87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D 7 Clin  Gastroenterol  1 987, 
9(4)395-399 
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Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 
KANSAS  CITY.  MO  04137 
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MISCELLANEOUS— CONT’D 


AVOID  IRS  PENSION  PENALTY  TAXES  on  Plan 
reversions  and  excess  accumulations.  Former 
IRS  pension  plan  specialist  and  revenue 
agent — Coordinate  pension  distributions  with 
estate  planning.  IRS  approval  for  plan  termina- 
tions, initial  IRS  qualifications  and  TRA  1986 
Amendments.  Annual  Administration  and  ac- 
tuarial certifications.  Professional  practice 
agreements,  dissolutions,  estate  planning  and 
probate.  No  insurance  required — References 
upon  request — Wachstock  & Dienstag  Attor- 
neys at  Law,  122  Cutter  Mill  Road,  Great  Neck, 
NY  11021  (516)  773-3322. 


2V  STAT  STAT  STAT  STAT  STAT  STAT— 

Diagnostic/therapeutic  software,  covering  the 
knowledge  of  69  specialties.  Updated  medical 
algorithms  at  your  fingertips!!!!  Only  $5,857.00 
for  complete  turnkey  system  (software,  knowl- 
edge base/69  Specialties,  AT  computer 
w/80MB  HD,  EGA  monitor  and  card,  printer 
and  40MB  backup).  2V  STAT,  2480  Windy  Hill 
Road,  Suite  201,  Marietta,  GA  30067.  Call 
Dongbong  Kim,  M.D.  at  1-800-228-STAT. 


GERALD  GOLDBERG,  CPA-ATTORNEY,  formerly 
with  IRS,  announces  his  availability  to  prepare 
taxes  and  plan  under  changing  tax  environ- 
ment, accounting,  tax  appeals,  legal  represen- 
tation on  practice  transfers,  employment  and 
partnership  agreements.  Manhattan  and  Long 
Island  offices.  (2 1 2)  967- 1 404  and  (5 1 6)  565- 
6260. 


PROFESSIONAL  MISCONDUCT  ATTORNEYS. 

William  L.  Wood,  Jr.,  formerly  Executive  Direc- 
tor of  the  New  York  State  Office  of  Professional 
Discipline  and  Anthony  Z.  Scher,  formerly  Di- 
rector of  Prosecutions.  Our  recent  tenure  as 
chief  enforcement  officers  for  the  regulation  of 
New  York  State's  one-half  million  licensed  pro- 
fessionals has  given  us  experience  which  allows 
us  to  represent  physicians  in  professional 
misconduct  proceedings,  malpractice,  license 
restoration,  controlled  drug  proceedings,  insur- 
ance company  reimbursement  disputes,  pur- 
chase and  sale  of  professional  practices  and  all 
other  matters  affecting  the  professional  lives 
and  careers  of  practitioners.  Wood  & Scher, 
Attorneys  at  Law,  One  Chase  Road,  Scarsdale. 
New  York  10583.  Telephone  (914)  723-3500. 


MEDICAL  PHOTOGRAPHY  AND  VIDEOG- 
RAPHY:  35mm  slides  for  presentation,  prints 
for  publication.  Computer  graphics  and  ani- 
mation. 5 years  hospital  experience.  Member 
Biological  Photographic  Association.  Medical, 
legal  and  corporate  clients  welcome.  Serving 
the  tri-state  area.  Bio-Graphics  (914)  738- 
3773. 

COMPUMEDIC— THE  COMPLETE  PRACTICE 
MANAGEMENT  SYSTEM.  Microcomputer 
based  management  system  for  the  single  to 
multi-physician  practice.  Full  featured  and 
proven  program  provides  a total  solution  for 
automation.  Advanced  features  include: 
Electronic  Insurance  Processing,  Statistical 
Analysis,  On-Line  Scheduling,  & Financial  Ac- 
counting (Including  A/P  & G/L).  We  offer  20 
years  industry  experience,  hardware  and  soft- 
ware installation,  and  complete  training.  For 
On-Site  Demonstration  Contact:  Automated 
Practice  Management  Associates,  Inc.,  875  Av- 
enue of  the  Americas,  Suite  500;  New  York, 
New  York  1 000 1 or  call  (2 1 2)  643- 1 868  or  (9 1 4) 
562-7408. 


MISCELLANEOUS— CONT’D 


HAVE  YOU  BEEN  CONTACTED  BY  THE  OFFICE 
OF  PROFESSIONAL  MEDICAL  CONDUCT?  If 

affirmative,  contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to  as- 
sisting, advising  and  defending  physicians  and 
professional  misconduct  processings,  issues  re- 
lating to  chemical  dependence  and  restoration 
of  medical  licenses — with  extensive  trial  and 
administrative  experience — formerly  Assistant 
Chief  of  Prosecution  and  Deputy  Director  of 
Prosecution  for  New  York  State’s  Office  of  Pro- 
fessional Discipline  (the  state  agency  responsi- 
ble for  regulating  NYS's  31  licensed  profes- 
sions), and  as  an  Assistant  District  Attorney  in 
Nassau  County.  Susan  Kaplan,  Esq..  165 
West  End  Avenue,  Suite  27P,  New  York,  NY 
10023. 

PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta.  GA. 
Serving  MD’s  for  over  10  years.  Toll-free  (800) 
241-6905. 

PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General's  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum,  Esq.,  3 
Barker  Avenue,  White  Plains,  New  York 
10601  Telephone  (914)  686-9310  office 
hours,  (212)  621-7776-24  hours. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly /bi-weekly  in  your  office  or  vis- 
it to  your  patient’s  home.  New  portable  hi-tech 
equipment.  Hi-quality  like  standard  office  im- 
ages, far  superior  to  hospital  portable  images. 
University  Radiology  Service,  (212)  534-3669. 

ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  2 1 2-66 1 -8070. 

1989  CME  CRUISE/CONFERENCES  on  Medico- 
legal Issues  & Risk  Management — Caribbean, 
Mexico,  Alaska/Canada,  China/Orient,  Scan- 
dinavia/Russia, Mediterranean,  Black  Sea, 
Trans  Panama  Canal  Approved  for  24-28 
CME  Category  1 Credits  (AMA/PRA)  and 
AAFP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in  compli- 
ance with  IRS  requirements.  Information:  In- 
ternational Conferences,  189  Lodge  Ave.,  Hun- 
tington Station,  NY  1 1746.  (800)  521-0076  or 
(516)  549-0869. 
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Where  do  physicians  turn 
for  financial  services? 

AMA  Advisers,  Inc, . . . Investment  experts 
for  physicians  and  their  families  nationwide 

More  and  more  physicians  are  turning  to  AMA  Advisers,  Inc.  for  invest- 
ment expertise.  For  good  reasons. 

Specializing  in  serving  AMA  members  and  their  families,  AMA  Advisers, 
Inc.  offers  you  a complete  menu  of  investment  opportunities  tailored 
to  meet  your  individual  needs.  From  conservative  money  market  mutual 
funds  to  aggressive  growth  mutual  funds.  From  annuities  to  certificates 
of  deposit  and  an  impressive  array  of  retirement  plans. 


AMA  Money  Fund . . . 

Offering  you  both  safety  and  liquidity 


Address: 


• High  Current  Money  Market  Rates— The  Fund  pays  dividends 
daily.  . . so  your  investment  grows  daily! 

• Liquidity — free  checkwriting  and  telephone  redemption 
privileges. 

• Safety— The  AMA  Money  Fund  invests  in  only  the 

highest  quality  money  marketing  obligations 
and  seeks  to  maintain  a constant  $1  per  share 
net  asset  value. 

• No  sales  charge — 100%  of  your  investment  is 
put  to  work  immediately.  The  fund  uses  a 
12b-l  plan  of  distribution. 


Find  out  how  AMA  Advisers,  Inc.  can  serve  all 
your  investment  and  retirement  plan  needs. 

Send  the  coupon  today  or.  . .Call  toll-free 

1-800-262-3863! 

and  get  the  1989  Arthur  Young 
Pocket  Tax  Guide  Free! 


□ YES!  I want  to  earn  high  current  money 
market  rates  while  enjoying  the  safety  and 
liquidity  of  the  AMA  Money  Fund. 

Please  send  me  more  complete  information, 
including  charges  and  expenses,  and  a free 
prospectus.  I will  read  the  prospectus 
carefully  before  investing. 

□ I also  want  to  save  money  on  next  year’s  taxes. 
Send  me  the  1989  edition  of  the  compact,  easy-to- 
use  Arthur  Young’s  Pocket  Tax  Highlights — FREE! 

Name: 


City: State Zip 

Phone:  i 1 

Best  time  to  call: 


Mail  this  coupon  to: 
The  AMA  Group 
P.O.  Box  1923 
West  Chester, 

PA  19380-1923 


AMA  ADVISERS.  INC 
The  Financial  Services  and  Investment 
Counseling  Organization  Owned  by  the 
American  Medical  Association 

Established  in  1966 


I 
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ence  Director,  The  New  York  Acade- 
my of  Sciences,  2 E 63rd  St,  New  York, 
NY  10021. 

SOUTH  CAROLINA 

May  18-20.  Advances  in  Pediatrics.  16 
Cat  I Credits.  Mariner’s  Inn,  Hilton 
Head  Island.  Contact:  CME  Registra- 
tion, American  Academy  of  Pediatrics, 
PO  Box  927,  Elk  Grove  Village,  IL 
60009-0927. 

VIRGINIA 

May  4-6.  Embryonic  Origins  of  Defec- 
tive Heart  Development.  Key  Bridge 
Marriott,  Arlington.  May  18-20. 
Transforming  Growth  Factors-BETA: 
Chemistry,  Biology  and  Therapeutics. 
Key  Bridge  Marriott,  Arlington.  Con- 
tact: Conference  Director,  The  New 
York  Academy  of  Sciences,  2 E 63rd 
St,  New  York,  NY  10021. 


AROUND  THE  WORLD 

BERMUDA 

May  25-29.  Neuro-Ophthalmology 
Conference.  18  Cat  I Credits.  South- 
ampton Princess.  Contact:  Ann  J. 
Boehme,  CMP,  Associate  Director  for 
Continuing  Education,  Long  Island 
Jewish  Medical  Center,  New  Hyde 
Park,  NY  1 1042.  Tel:  (718)  470-8650. 

COLOMBIA 


Doctor . . 

Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 

Telephone:  516-488-7777. 


Index  to 
Advertisers 


May  2-5.  IV  Pan  American  Congress  of 
Epilepsy.  Cartagena.  Contact:  Dr  Car- 
los Medina-Malo,  Calle  77  No.  15,  80 
Of.  406,  Bogota,  Colombia. 


AMA  Advisers 25A 

Classified  Advertising  4A,  12A,  14A,  20A,  21A,  24A 

Cliggott  Publishing 11A 


JAPAN 

May  23-26.  Sixth  International  Con- 
ference on  Human  Tumor  Markers.  To- 
kyo. Contact:  IATMO  Tokyo  ’89,  c/o 
Kinki  Nippon  Tourist  Col,  Ltd,  In- 
bound Sales  Office  Tokyo  Kintetsu 
Bldg,  2F  19-2,  Kanda  Matsunaga-cho, 
Chiyods-ku,  Tokyo,  101,  Japan. 


Family  Practice  Recertification  Magazine 21 A 

Eli  Lilly  and  Company 2nd  Cover 

Marine  Midland  Bank 15A 

Marion  Laboratories 1A,  2A,  23A,  24A 

McGraw  Hill  Publications 8A 

Merck,  Sharp  and  Dohme 9A,  10A 

McNeil  Pharmaceuticals 19A,  20A 


WEST  INDIES 


New  York  Beef  Industry  Council 


7A 


May  3-7.  Sixth  Annual  Meeting  of  the 
Southern  Orthopaedic  Association.  12 

Cat  I Credits.  Royal  Antiguan  Hotel, 
Antigua.  Contact:  Education  Depart- 
ment, Southern  Medical  Association, 
35  Lakeshore  Dr,  Birmingham,  AL 
35219-0088.  Tel:  (205)  945-1840.  □ 


Palisades  Pharmaceuticals.  . . , 
Physicians  Reciprocal  Insurers 

Roche  Laboratories 

Schering  Laboratories 

U.S.  Air  Force 


22A 

12A 


5A,  6A,  3rd  & 4th  Cover 

13A, 14A 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 


ROCHE 

MEDICATION 

ME 

EDUCATION 


Working  today  for  a healthier  tomorrow 


ROCHE 


COMMITTEDIU  _™™, 

EffiELLENCE  ^ACHIEVEMENT 


AWARD 


Presenting 
the  winners  of  the  1989  <? ' 

Roche  President’s  Achievement  Awards 

Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


A 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO.3 


Dr  Tipton  and  residents  examining  post-operative  patient  in  recovery  room. 


DALE  L.TIPTON,  M.D. 

Associate  Clinical  Professor,  Department  of  Otolaryngology, 
Head  and  Neck  Surgery,  University  of  California  School  of 
Medicine,  San  Francisco,  California. 

Chairman,  Division  of  Otolaryngology,  Franklin  Hospital, 

San  Francisco,  California. 

Lieutenant  Colonel,  U.S.  Army  Reserve. 

EDUCATION  University  of  California  at  Berkeley,  A.B. 
Physiology;  University  of  California  School  of  Medicine,  San 
Francisco,  M.D.  and  Master  of  Science,  Pharmacology. 

RESIDENCY  University  of  California  School  of  Medicine, 
San  Francisco:  General  Surgery  — 2 years;  Otolaryngology  — 

3 years. 

FELLOWSHIPS  National  Institute  of  Health  Fellow;  Cancer 
Research  Institute,  University  of  California,  San  Francisco. 

OUTSTANDING  ACHIEVEMENTS  Freshman  Medi- 
cal Student  Research  Award;  Class  President  — 2nd  year  medical 
school;  Student  Body  President  — senior  year  medical  school; 
Special  Award  by  National  Institute  of  Health  to  attend  and  pre- 
sent paper  at  International  Congress  of  Otolaryngology  in  Tokyo, 
Japan;  Chairman,  Department  of  Otolaryngology,  San  Francisco 
General  Hospital  1970-76;  Chief  of  Medical  Staff,  Franklin 
Hospital  1982-84. 


joined  the  Army  Reserve  shortly  after  complet- 
ing my  responsibilities  as  Chief  of  Staff  of  Franklin 
Hospital  in  San  Francisco.  I was  intrigued  with  the  idea 
of  trying  something  different,  such  as  Army  Medicine. 

“I  find  that  the  challenges  and  rewards  of  serving 
as  an  Army  Reserve  physician  complement  my  civilian 
practice.  For  a number  of  years,  I’ve  been  teaching  as 
a member  of  the  Clinical  Faculty  at  the  University  of 
California  School  of  Medicine,  and  I thoroughly  enjoy 
the  many  teaching  opportunities  available  to  me  in 
the  Reserve.  It  is  a rewarding  experience  to  be  involved 
in  the  training  of  Army  medical  students,  interns, 
and  residents.  I also  enjoy  interacting  and  exchanging 
information  with  full-time  Army  physicians  and  seeing 
a wide  variety  of  interesting  clinical  cases. 

“After  18  years  of  private  practice,  I find  it  stimu- 
lating to  be  able  to  use  my  experience  and  expertise  in 
a totally  different  medical  setting.  I highly  recommend 
Army  Medicine  to  any  interested  physician.## 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  1-800-USA-ARMY. 


ARMY  RESERVE  MEDICINE. 
BE  ALLYOU  CAN  BE. 


HELPING  TO  ACHIEVE 
THE  FOUR  GOALS  OF 
ANTIHYPERTENSIVE  THERAPY... 


CARDIZEMSR 


(diltiazem  HCp  %¥£$ raeass 
For  hypertension 


Controls  blood  pressure 


2-6 


,2-6 


Maintains  well-being 

Helps  prevent  end-organ  complications 7 8 A 
Helps  reduce  cardiovascular  risks2  5 9 


0930A9 


Please  see  brief  summary  of  prescribing  Informafion  on  nexf  page. 


Starting  Dosage: 


a 

CortizemS 

90  mg 

90  mg  bid* 

Also  Available: 
120-mg  capsules 

'Dosage  must  be  adjusted  to  each 
patient’s  needs,  starting  with  60  to  120 
mg  twice  daily. 


CARDtZEMSR 

(diltiazem  HCI)  capsules 


release 


For  hypertension 

EFFECTIVE  MONOTHERAPY  * 
WITH  HIGH 
PATIENT  ACCEPTANCE 


BRIEF  SUMMARY 
CARDIZEM'  SR 
(diltiazem  hydrochloride) 

Sustained  Release  Capsules 
CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus  syndrome  except 
in  the  presence  ot  a functioning  ventricular  pacemaker,  (2)  patients  with  second- 
or  third-degree  AV  block  except  in  the  presence  of  a functioning  ventricular 
pacemaker,  (3)  patients  with  hypotension  (less  than  90  mm  Hg  systolic), 
(4)  patients  who  have  demonstrated  hypersensitivity  to  the  drug,  and  (5)  pa- 
tients with  acute  myocardial  infarction  and  pulmonary  congestion  documented 
by  x-ray  on  admission 
WARNINGS 

1 . Cardiac  Conduction,  CARDIZEM  prolongs  AV  node  refractory  periods  without 
significantly  prolonging  sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome.  This  effect  may  rarely  result  in  abnormally  slow  heart  rates 
(particularly  in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (nine  of  2,  111  patients  or  0 43%)  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive  effects  on  cardiac  conduc- 
tion, A patient  with  Prinzmetal's  angina  developed  periods  of  asystole  (2  to 
5 seconds)  after  a single  dose  of  60  mg  of  diltiazem, 

2.  Congestive  Heart  Failure,  Although  diltiazem  has  a negative  inotropic  effect 
in  isolated  animal  tissue  preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction  in  cardiac  index  nor 
consistent  negative  effects  on  contractility  (dp/dt).  An  acute  study  of  oral 
diltiazem  in  patients  with  impaired  ventricular  function  (election  fraction 
24%  ±6%)  showed  improvement  in  indices  of  ventricular  function  without 
significant  decrease  in  contractile  function  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  (diltiazem  hydrochloride)  in  combination  with  beta-blockers  in 
patients  with  impaired  ventncular  function  is  limited.  Caution  should  be 
exercised  when  using  this  combination. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with  CARDIZEM  therapy 
may  occasionally  result  in  symptomatic  hypotension. 

4 Acute  Hepatic  injury.  Mild  elevations  of  transaminases  with  and  without 
concomitant  elevation  in  alkaline  phosphatase  and  bilirubin  have  been 
observed  in  clinical  studies.  Such  elevations  were  usually  transient  and 
frequently  resolved  even  with  continued  diltiazem  treatment.  In  rare  in- 
stances. significant  elevations  in  enzymes  such  as  alkaline  phosphatase, 
LDH,  SGOT,  SGPT,  and  other  phenomena  consistent  with  acute  hepatic  injury 
have  been  noted.  These  reactions  tended  to  occur  early  after  therapy  initiation 
(1  to  8 weeks)  and  have  been  reversible  upon  discontinuation  of  drug  therapy 
The  relationship  to  CARDIZEM  is  uncertain  in  some  cases,  but  probable  in 
some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabolized  by 
the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  monitored  at  regular  inter- 
vals The  drug  should  be  used  with  caution  in  patients  with  impaired  renal  or 
hepatic  function.  In  subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  of  diltiazem  were  associated  with  hepatic  damage 
in  special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher  in  rats 
were  associated  with  histological  changes  in  the  liver  which  were  reversible  when 
the  drug  was  discontinued.  In  dogs,  doses  of  20  mg/kg  were  also  associated  with 
hepatic  changes;  however,  these  changes  were  reversible  with  continued  dosing 
Dermatological  events  (see  ADVERSE  REACTIONS  section)  may  be  transient 
and  may  disappear  despite  continued  use  of  CARDIZEM,  However  skin  eruptions 
progressing  to  erythema  multiforme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported  Should  a dermatologic  reaction  persist,  the  drug  should  be 
discontinued 

Drug  Interaction.  Due  to  the  potential  for  additive  effects,  caution  and  careful 
titration  are  warranted  in  patients  receiving  CARDIZEM  concomitantly  with  any 
agents  known  to  affect  cardiac  contractility  and/or  conduction.  (See  WARNINGS.) 
Pharmacologic  studies  indicate  that  there  may  be  additive  effects  in  prolonging 
AV  conduction  when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

As  with  all  drugs,  care  should  be  exercised  when  treating  patients  with 
multiple  medications.  CARDIZEM  undergoes  biotransformation  by  cytochrome 
P-450  mixed  function  oxidase.  Coadministration  of  CARDIZEM  with  other  agents 
which  follow  the  same  route  of  biotransformation  may  result  in  the  competitive 
inhibition  of  metabolism.  Dosages  of  similarly  metabolized  drugs,  particularly 
those  of  low  therapeutic  ratio  or  in  patients  with  renal  and/or  hepatic  impairment, 


may  require  adjustment  when  starting  or  stopping  concomitantly  administered 
CARDIZEM  to  maintain  optimum  therapeutic  blood  levels 

Beta-blockers;  Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually  well 
tolerated,  but  available  data  are  not  sufficient  to  predict  the  effects  of  concomi- 
tant treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction 
abnormalities. 

Administration  of  CARDIZEM  (diltiazem  hydrochloride)  concomitantly  with 
propranolol  in  five  normal  volunteers  resulted  in  increased  propranolol  levels  in 
all  subjects  and  bioavailability  of  propranolol  was  increased  approximately  50% 
If  combination  therapy  is  initiated  or  withdrawn  in  conjunction  with  propranolol, 
an  adjustment  in  the  propranolol  dose  may  be  warranted  (See  WARNINGS ) 

Cimetidine:  A study  in  six  healthy  volunteers  has  shown  a significant  increase 
in  peak  diltiazem  plasma  levels  (58%)  and  area-under-the-curve  (53%)  after  a 
1-week  course  of  cimetidine  at  1,200  mg  per  day  and  diltiazem  60  mg  per  day. 
Ranitidine  produced  smaller,  nonsignificant  increases.  The  effect  may  be  me- 
diated by  cimetidine’s  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  diltiazem  Patients 
currently  receiving  diltiazem  therapy  should  be  carefully  monitored  for  a change 
in  pharmacological  effect  when  initiating  and  discontinuing  therapy  with  cimeti- 
dine. An  adjustment  in  the  diltiazem  dose  may  be  warranted 

Digitalis;  Administration  of  CARDIZEM  with  digoxin  in  24  healthy  male  sub- 
jects increased  plasma  digoxin  concentrations  approximately  20%.  Another 
investigator  found  no  increase  in  digoxin  levels  in  12  patients  with  coronary 
artery  disease.  Since  there  have  been  conflicting  results  regarding  the  effect  of 
digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiat- 
ing, adjusting,  and  discontinuing  CARDIZEM  therapy  to  avoid  possible  over-  or 
under-digitalization.  (See  WARNINGS.) 

Anesthetics:  The  depression  of  cardiac  contractility,  conductivity,  and  auto- 
maticity  as  well  as  the  vascular  dilation  associated  with  anesthetics  may  be 
potentiated  by  calcium  channel  blockers.  When  used  concomitantly,  anesthetics 
and  calcium  blockers  should  be  titrated  carefully. 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility.  A 24-month  study  in 
rats  and  a 21-month  study  in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial  tests  No  intrinsic  effect  on 
fertility  was  observed  in  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  conducted  in  mice, 
rats,  and  rabbits.  Administration  of  doses  ranging  from  five  to  ten  times  greater 
(on  a mg/kg  basis)  than  the  daily  recommended  therapeutic  dose  has  resulted  in 
embryo  and  fetal  lethality  These  doses,  in  some  studies,  have  been  reported  to 
cause  skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was  some 
reduction  in  early  individual  pup  weights  and  survival  rates  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women,  therefore,  use 
CARDIZEM  in  pregnant  women  only  if  the  potential  benefit  justifies  the  potential 
risk  to  the  fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human  milk.  One  report  suggests 
that  concentrations  in  breast  milk  may  approximate  serum  levels.  If  use  of 
CARDIZEM  is  deemed  essential,  an  alternative  method  of  infant  feeding  should 
be  instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to  date,  but  it 
should  be  recognized  that  patients  with  impaired  ventncular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded  from  these  studies. 

The  adverse  events  described  below  represent  events  observed  in  clinical  studies 
of  hypertensive  patients  receiving  either  CARDIZEM  Tablets  or  CARDIZEM  SR 
Capsules  as  well  as  experiences  observed  in  studies  of  angina  and  during  market- 
ing The  most  common  events  in  hypertension  studies  are  shown  in  a table  with 
rates  in  placebo  patients  shown  lor  companson.  Less  common  events  are  listed  by 
body  system,  these  include  any  adverse  reactions  seen  in  angina  studies  that  were 
not  observed  in  hypertension  studies  In  all  hypertensive  patients  studied  (over 
900),  the  most  common  adverse  events  were  edema  (9%),  headache  (8%). 
dizziness  (6%),  asthenia  (5%).  sinus  bradycardia  (3%),  flushing  (3%),  and  1 AV 
block  (3%).  Only  edema  and  perhaps  bradycardia  and  dizziness  were  dose  related. 
The  most  common  events  observed  in  clinical  studies  (over  2.100  patients)  of 
angina  patients  and  hypertensive  patients  receiving  CARDIZEM  Tablets  or 
CARDIZEM  SR  Capsules  were  lie,  greater  than  1%)  edema  (54%)  headache 
(4.5%).  dizziness  (3  4%).  asthenia  (2.8%),  first-degree  AV  block  (1.8%),  flushing 
(1.7%),  nausea  (1.6%).  bradycardia  (1.5%),  and  rash  (1.5%). 


DOUBLE  BLIND  PLACEBO  CONTROLLED 
HYPERTENSION  TRIALS 

Adverse 

Diltiazem 
N=315 
# pts  (%) 

Placebo 
N=211 
# pts  (%) 

headache 

38  (12%) 

17  (8%) 

AV  block  first  degree 

24  (7  6%) 

4 (1  9%) 

dizziness 

22  (7%) 

6 (2.8%) 

edema 

19  (6%) 

2 (0  9%) 

bradycardia 

19  (6%) 

3 (1  4%) 

ECG  abnormality 

13(4.1%) 

3(1.4%) 

asthenia 

10  (3  2%) 

1 (0  5%) 

constipation 

5(16%) 

2 (0.9%) 

dyspepsia 

4(1.3%) 

1 (0.5%) 

nausea 

4(1.3%) 

2 (0.9%) 

palpitations 

4(13%) 

2 (0.9%) 

polyuria 

4(13%) 

2 (0.9%) 

somnolence 

4(1.3%) 

alk  phos  increase 

3 (1%) 

1 (0  5%) 

hypotension 

3(1%) 

1 (0.5%) 

insomnia 

3(1%) 

1 (0.5%) 

rash 

3 (1%) 

1 (0.5%) 

AV  block  second  degree 

2 (0  6%) 

In  addition,  the  following  events  were  reported  infrequently  (less  than  1%)  or 
have  been  observed  in  angina  trials.  In  many  cases,  the  relation  to  drug  is 
uncertain. 

Cardiovascular  Angina,  arrhythmia,  bundle  branch  block,  tachycardia,  ven- 
tricular extrasystoles,  congestive  heart  failure,  syncope 
Nervous  System:  Amnesia,  depression,  gait  abnormality,  hallucinations,  ner- 
vousness. paresthesia,  personality  change,  tinnitus,  tremor, 
abnormal  dreams 

Gastrointestinal  Anorexia,  diarrhea,  dysgeusia,  mild  elevations  of  SGOT,  SGPT, 
and  LDH  (see  hepatic  warnings),  vomiting,  weight  increase, 
thirst. 

Dermatological:  Petechiae,  pruritus,  photosensitivity,  urticaria 
Other;  Amblyopia.  CPK  increase,  dyspnea,  epistaxis.  eye  irritation, 

hyperglycemia,  sexual  difficulties,  nasal  congestion,  nocturia, 
osteoarticular  pain,  impotence,  dry  mouth 
The  following  postmarketing  events  have  been  reported  infrequently  in  pa- 
tients receiving  CARDIZEM  alopecia,  gingival  hyperplasia,  erythema  multiforme, 
and  leukopenia  Definitive  cause  and  effect  relationship  between  these  events 
and  CARDIZEM  therapy  cannot  yet  be  established 
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Works  alone. . . 

■ Now  with  500  mg  chlorzoxazone 
per  caplet — double  the  muscle 
relaxant  of  a PARAFON  FORTE® 
(chlorzoxazone  and  acetaminophen) 
tablet,  and  no  analgesic. 

■ Just  one  easy-to-swallow  caplet 
q.i.d.  may  encourage  compliance. 

■ Prompt,  effective  relief  with 
minimal  drowsiness.*  Clinical 
studies  have  shown  that  patients 
respond  by  the  end  of  24  hours 
following  initiation  of  therapy. 
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’Clinical  studies  have  shown  that  most  patients  remain  alert  when 
chlorzoxazone-containing  products  are  administered  at  recommended  ~ 
doses,  although  drowsiness  sometimes  occurs. 
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The  following  is  a brief  summary  only.  Before 
prescribing,  see  complete  prescribing  information  in 
PARAFON  FORTE  DSC  labeling. 
CONTRAINDICATIONS:  PARAFON  FORTE  DSC 
chlorzoxazone  is  contraindicated  in  patients  with  known 
intolerance  to  the  drug 

WARNINGS:  The  concomitant  use  of  alcohol  or  other 
central  nervous  system  depressants  may  have  an 
additive  effect  Usage  in  Pregnancy  The  safe  use  of 
PARAFON  FORTE  DSC  chlorzoxazone  has  not  been 
established  with  respect  to  the  possible  adverse  effects 
upon  fetal  development.  Therefore,  it  should  be  used  in 
women  of  childbearing  potential  only  when,  in  the 
judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  risks 

PRECAUTIONS:  PARAFON  FORTE  DSC  chlorzoxazone 
should  be  used  with  caution  in  patients  with  known 
allergies  or  with  a history  of  allergic  reactions  to  drugs.  If  a 
sensitivity  reaction  occurs  such  as  urticaria,  redness,  or 
itching  of  the  skin,  the  drug  should  be  stopped.  If  any 
symptoms  suggestive  of  liver  dysfunction  are  observed, 
the  drug  should  be  discontinued, 

ADVERSE  REACTIONS:  After  more  than  twenty-six 
years  of  extensive  clinical  use  of  chlorzoxazone-contain- 
ing products  in  an  estimated  thirty-two  million  patients,  it 
is  apparent  that  the  drug  is  well  tolerated  and  seldom  pro- 
duces undesirable  side  effects.  Occasional  patients  may 
develop  gastrointestinal  disturbances  It  is  possible  in  rare 
ii  istances  that  chlorzoxazone  may  have  been  associated 
with  gastrointestinal  bleeding.  Drowsiness,  dizziness, 
lightheadedness.  malaise,  or  overstimulation  may  be 
noted  by  an  occasional  patient  Rarely  allergic-type  skin 
rashes,  petechiae,  or  ecchymoses  may  develop  during 
treatment  Angioneurotic  edema  or  anaphylactic  reac- 
tions are  extremely  rare  There  is  no  evidence  that  the 
drug  will  cause  renal  damage.  Rarely,  a patient  may  note 
discoloration  of  the  urine  resulting  from  a phenolic  metab- 
olite of  chlorzoxazone.  This  finding  is  of  no  known  clinical 
significance.  Approximately  thirty-six  patients  have  been 
reported  in  whom  the  administration  of  chlorzoxazone- 
containing  products  was  suspected  as  being  the  cause 
of  liver  damage  In  one  case,  the  jaundice  was  subse- 
quently considered  to  be  due  to  a carcinoma  of  the  head 
of  the  pancreas  rather  than  to  the  drug.  In  a second  case, 
there  was  no  jaundice  but  an  elevated  alkaline  phospha- 
tase and  BSP  retention  In  this  patient  there  was  a malig- 
nancy with  bony  and  liver  metastases  The  role  of  the 
drug  was  difficult  to  determine.  A third  and  fourth  case 
had  cholelithiasis.  Diagnosis  in  a fifth  case  was  submas- 
sive  hepatic  necrosis  possibly  due  to  abusive  use  of  the 
drug  for  approximately  one  year  The  remaining  cases 
had  a clinical  picture  compatible  with  either  a viral  hepati- 
tis or  a drug-induced  hepatitis.  In  all  these  latter  cases, 
the  drug  was  stopped,  and  with  one  exception,  the 
patients  recovered  It  is  not  possible  to  state  that  the  hep- 
atitis in  these  patients  was  or  was  not  drug-induced 
Full  directions  for  use  should  be  read  before  adminis- 
tering or  prescribing. 

For  information  on  symptoms  and  treatment  of  over- 
dosage. see  full  prescribing  information. 

12/16/87 


MEETINGS  AND 
LECTURES 

The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 

JUNE  1989 

AROUND  THE  STATE 


BUFFALO 

June  4-17.  Methods  of  Immunologic 
Research  and  Diagnosis.  Ernest  Wi- 
tebsky  Center  for  Immunology.  Con- 
tact: James  F.  Mohn,  MD,  Director,  The 
Ernest  Witebsky  Center  for  Immunolo- 
gy, 317  Sherman  Hall,  Buffalo,  NY 
14214.  Tel:  (716)  831-2848. 

GARDEN  CITY 

June  7.  A Clinical  Day  in  Ophthalmolo- 
gy: Fluorescein  Angiography:  Basic  and 

Applied.  7 Cat  I Credits.  Garden  City 
Hotel.  Contact:  Ann  J.  Boehme,  CMP, 
Associate  Director  for  Continuing  Edu- 
cation, Long  Island  Jewish  Medical 
Center,  New  Hyde  Park,  NY  1 1042. 

MANHATTAN 

June  7-10.  Comprehensive  Seminar  on 
Fine  Needle  Aspiration:  A Review  & Up- 
date. 32  Cat  I Credits.  June  9-10.  Sixth 
Annual  Seminar  in  Obstetrical  and  Gy- 
necological Ultrasound.  June  11.  Prac- 
tical Training  in  the  Technique  of  Fine 
Needle  Aspiration  of  the  Thyroid  Gland. 
8 Cat  I Credits.  June  12-16.  Emergen- 
cy Medicine  1989.  28  V2  Cat  I Credits. 
NYU  Medical  Center.  June  19-22.  Se- 
lected Topics  in  Pediatrics.  22  Cat  I 
Credits.  June  23-24.  Manifestations 
and  Management  of  HIV  Infection  for 
Primary  Care  Physicians.  10  V2  Cat  I 
Credits.  NYU  Medical  Center.  Con- 
tact: NYU  Medical  Center  Post-Grad- 
uate Medical  Center,  550  First  Ave, 
New  York,  NY  10016.  Tel:  (212)  340- 
5295. 

June  9.  Management  of  Stroke:  Medi- 
cal, Neurological  and  Rehabilitation 

Aspects.  Beth  Israel  Medical  Center. 
Contact:  Beverley  R.  Baptiste,  Medical 
Education,  Beth  Israel  Medical  Center, 
First  Ave  at  16th  St,  New  York,  NY 
10003.  Tel:  (212)  420-2849. 


McNEIL 

PHARMACEUTICAL 
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952 


June  12-16.  Update  Your  Medicine 
1989.  33  V2  Cat  I Credits.  New  York 
Hospital-Cornell.  Contact:  Office  of 
CME,  New  York  Hospital,  1300  York 
Ave,  New  York,  NY  10021.  Tel:  (212) 
746-4752. 

June  19-23.  The  New  York  Anesthesi- 
ology Review.  31  Cat  I Credits.  Omni 
Park  Central.  Contact:  Office  of  Con- 
tinuing Medical  Education,  Albert  Ein- 
stein College  of  Medicine,  Montefiore 
Medical  Center,  3301  Bainbridge  Ave, 
Bronx,  NY  10467.  Tel:  (212)  920- 
6674. 

SARATOGA  SPRINGS 

June  3-4.  Ophthalmology  Clinical  Up- 
date 1989.  Gideon  Putnam  Hotel.  Con- 
tact: Diane  M.  Martin,  Office  of  CME, 
Albany  Medical  College,  47  New  Scot- 
land Ave,  Albany,  NY  12208.  Tel: 
(518)  445-5828. 

SOUTHAMPTON 

June  12.  Diagnosis  and  Treatment  of 
Head  and  Neck  Abscesses.  1 Cat  I 
Credit.  Southampton  Hospital,  South- 
ampton. Contact:  Charlotte  Henry- 
Sullivan,  Southampton  Hospital,  240 
Meeting  House  Lane,  Southampton, 
NY  11968.  Tel:  (516)  283-2600. 


AROUND  THE  NATION 


CALIFORNIA 

June  8-12.  18th  Annual  Scientific  As- 
sembly. Rancho  Bernardo  Inn,  Rancho 
Bernardo.  Contact:  American  College 
of  Emergency  Physicians,  505  N Sepul- 
veda Blvd,  Suite  12,  Manhattan  Beach. 
CA  90266.  Tel:  (213)  374-4039. 

June  15-17.  Second  World  Congress 
and  Vaginosonography  in  Gynecology. 

LeMeridien  Hotel,  San  Francisco. 
Contact:  American  Association  of  Gy- 
necologic Laparoscopists,  13021  E 
Florence  Ave,  Santa  Fe  Springs,  CA 
90670.  Tel:  (213)  946-8774. 

June  22-24.  Basic  and  Advanced  Col- 
poscopy. Fairmont  Hotel,  San  Francis- 
co. Contact:  American  College  of  Ob- 
stetricians and  Gynecologists,  409  12th 
St,  SW,  Washington,  DC  20024-2188. 

June  24-25.  11th  Annual  Poison  Center 

Continued  on  p 16A) 
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The  age  old  challenge.  How  do  you  keep  down  the 
time  it  takes  to  keep  up  to  date? 

The  answer  is  simple. 

You  do  it  with  CONSULTANT. 

CONSULTANT  SOLVES  THE  PROBLEM  OF 
INFORMATION  VS.  TIME.  Period  The  key: 
CONSULTANT’S  unique  editorial  format — EVERYTHING 
YOU  NEED  TO  KNOW,  FROM  CLINICAL  ADVICE  TO 
COST  CONTAINMENT,  in  a quick,  readable,  style. 

And  since  CONSULTANT’S  contributors  are  physician 
authors,  SOME  OF  THE  BRIGHTEST  NAMES  IN 


MEDICINE  ARE  AVAILABLE  FOR  FREE  CONSULTATION. 

Such  as  Henry  Black,  Yale  University  School  of  Medicine; 

Faith  Fitzgerald,  University  of  California  School  of  Medicine 
at  Davis:  Dale  Murphy,  Akron  (Ohio)  City  Hospital; 

Frank  Myers,  College  of  Osteopathic  Medicine,  Athens,  Ohio; 
David  Nash,  University  of  Pennsylvania;  Robert  Rakel, 

Baylor  College  of  Medicine;  Edward  Shahady,  University  of 
North  Carolina  School  of  Medicine. 

THIS  MONTH,  PICK  UP  THE  INFORMATION  YOU  NEED. 
PICK  UP  SOME  TIME  GETTING  IT.  PICK  UP  CONSULTANT. 
CONSULTANT.  Value— cover  to  cover. 


( 


The  Journal  of  Respiratory  Diseases  • The  Journal  of  Critical  Illness  • The  Journal  of  Musculoskeletal  Medicine 
Cliggott  Publishing  Co.  • 55  Holly  Hill  Lane  • Box  401 0 • Greenwich,  CT  06830  • (203)  661  -0600  -(212)  993-0440 


YOCON 

YOHIMBINE  HCI 


Classified 

Advertising 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon * is  indicated  as  a sympathicolytic  and  mydriatric  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea , dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon  * 1/12  gr  5.4  mg  in 


bottles  Of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10 

References: 

1.  A.  Morales  et  al  . New  England  Journal  of  Medi- 
cine: 1221.  Novembers,  1981. 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p 176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 
1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  128: 
45-47, 1982. 
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AVAILABLE  EXCLUSIVELY  FROM 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


PHYSICIANS  WANTED 


PHYSICIANS:  The  New  York  City  Police  Depart- 
ment is  accepting  contract  proposals  from  Li- 
censed Medical  Doctors  to  serve  on  the  New 
York  City  Police  Department  Retirement  Board. 
Duties  will  include  examination  of  Police  Offi- 
cers to  determine  fitness-for-duty  and  eligibility 
for  Disability  Retirement.  Special  consideration 
will  be  given  to  physicians  possessing  expertise 
in  orthopedics,  cardiology,  psychiatry  and  dis- 
ability evaluation.  Physicians  may  apply  to  the 
N.Y.P.D.  Health  Services  Division,  One  Lefrak 
City  Plaza,  Corona,  New  York  11368,  or  call 
(718)  803-4563.  All  applications  must  be  re- 
ceived by  3:00  P.M.,  5/31/89  at  the  above 
address.  N.Y.P.D.  is  an  Equal  Opportunity 
Employer. 

NORTHERN  NEW  YORK— Directorship,  full-time 
and  part-time  emergency  department  positions 
available  in  scenic  community  with  1 2,000  volume 
emergency  department.  Full  malpractice  insur- 
ance provided.  Benefit  package  available.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Rd.,  Room  42,  Traverse  City,  Ml  49684: 
1-800-253-1795  or  1-800-632-3496  in  Michigan. 

WESTERN  NEW  YORK— Seeking  full-time  physi- 
cians residency  trained  in  emergency  medicine 
or  primary  specialty  for  32,000  volume  emer- 
gency department.  Sign-up  bonus  offered. 
Benefit  package  available  and  full  malpractice 
insurance  coverage  provided.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49694:  1-800- 
253-1795  or  1-800-632-3496  in  Michigan. 

INTERNIST  BE/BC:  North  Shore  Internal  Medi- 
cine, PC  is  seeking  an  energetic  general  inter- 
nist to  enjoy  the  benefits  of  a rapidly  expanding 
practice.  New  office  close  to  hospital.  Michi- 
gan State  Medical  School  Campus  Send  re- 
sume to  2420  First  Avenue  South,  Escanaba, 
Ml  49829  (906)  786-1563. 

INTERNIST  to  join  a thriving  practice  in  central 
New  York  college  community.  Excellent  cover- 
age, hospital  and  outdoor  recreational  opportu- 
nities. Established  31  years.  Cornell  and  Syra- 
cuse Universities  nearby.  Reply  Dept.  479  c/o 
NYSJM. 

INTERNIST:  Psychiatric  Center  located  in  semi- 
rural  Northern  New  York  actively  seeks  Board 
Certified  Internist  for  Medical  Specialist  II  Posi- 
tion with  potential  to  become  Chief-of-Service 
of  Medical  Unit  located  at  the  Psychiatric  Cen- 
ter. This  medical  unit  provides  acute  care  for 
medical  conditions  experienced  by  patients 
who  are  in  residence  at  the  Psychiatric  Facility. 
Comprehensive  Laboratory,  Radiology,  and 
other  support  services  are  available  at  the  Hos- 
pital; and  more  extensive  medical  services  are 
available  at  the  local  general  hospital  and  at 
Upstate  Medical  Center.  Salary  range  from 
$73,052  to  $86, 1 79.  Please  make  inquiries  by 
letter  or  by  telephone  to  Dr.  Lee  Hanes,  Director 
(315)  393-3000,  Ext.  1110,  or  Dr.  Warren  Har- 
ris, Deputy  Director  Clinical  (315)  393-3000, 
Ext.  1115,  St.  Lawrence  Psychiatric  Center, 
Station  A.  Ogdensburg,  New  York  13669.  EO/ 
AA  Employer. 
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PHYSICIANS  WANTED— CONT’D 


DIAGNOSTIC  RADIOLOGIST,  immediate  opening 
to  join  two  other  Radiologists  in  a large,  multi- 
specialty group  practice,  serving  four  outpatient 
offices  in  Rochester,  New  York.  State-of-the- 
art,  Toshiba  fluoroscopy,  ATL  ultrasound  & 
LoRad  mammography  equipment.  Ultra- 
sound, mammography,  and  CT  experience 
preferable.  32,000  exams/yr.  Please  contact 
Dennis  S.  Moss,  M.D.,  Rochester  Medical 
Group  Associates,  P.C.,  Radiology  Depart- 
ment, 800  Carter  Street,  Rochester,  New  York 
14621,  (716)  338-1400  x4096.  EOE/MF. 


INTERNIST  (PRIMARY  CARE)  FOR  JULY  1989: 

BC/E,  to  join  multispecialty  group  practice. 
Position  is  located  at  site  housing  4 internists, 
which  is  part  of  larger  19-internist  department. 
Shared  call  with  competitive  salary  and  benefit 
package.  The  Department  is  affiliated  with  Uni- 
versity teaching  hospital  and  residency  pro- 
gram. Mail  resume  to  Patricia  Hosking, 
GVGHA,  1800  Hudson  Ave.,  Rochester,  NY 
14617.  EOE,  M/F. 


PHYSICIANS  WANTED— CONT’D 


ANESTHESIOLOGIST,  N.Y.S  license,  B.C./B.E  . 
for  540  bed  hospital,  affiliated  with  major  teach- 
ing institution,  N.Y.C.  suburb.  Respond  to 
Dept.  482  c/o  NYSJM. 


CAMP  WAYNE,  N.E.  Pennsylvania,  hrs  from 
N.Y.C.  Physician  and  R.N.’s  needed  for  1,  2 or 
4 weeks.  6/29-7/29/89.  Professional  staff, 
nurses,  private  lake,  tennis,  arts,  sports,  family 
accommodations.  516-889-3217,  or  write  12 
Allevard  St.,  Lido  Beach.  N.Y.  11561. 


PHYSICIANS — Provider  Placement  Services  spe- 
cializes in  the  relocation  of  physicians  through- 
out the  U.S.,  with  special  emphasis  in  the  south- 
east. Currently,  we  have  several  hospitals/ 
clinics/groups  with  openings.  All  fees  paid  by 
employer.  All  inquiries  kept  in  strict  confi- 
dence. No  obligation.  Send  C.V. /Resume  to: 
PPS,  Attn:  Mr.  Scott,  2221  University  Blvd., 
W.,  Jacksonville.  FL  32217,  or  call  toll  free 
1-800-848-8772 


POSITIONS  WANTED 


ORTHOPAEDIC  SURGEON,  Fellow  American 
Academy  of  Orthopaedic  Surgery;  Member, 
North  American  Arthroscopy  Association:  sur- 
gical interests:  arthroscopy,  lumbo-sacral 

disease,  trauma — available  presently  (609) 
520-9793. 

EXPERIENCED  VASCULAR  SURGEON,  certified 
in  General  and  Vascular  Surgery  and  with  Med- 
ical School  affiliation,  seeks  to  relocate  or  join 
an  active  practice,  preferably  in  the  metropoli- 
tan N.Y.C.  area  or  within  50  miles  from  N.Y.C. 
Write  to:  P.O.  Box  141,  Roseland,  N.J. 

07068. 


PRACTICES  AVAILABLE 


FOR  SALE:  Private  practice  in  rural  Western  New 
York  community.  Internal  Medicine  and  Cardi- 
ology with  hospitals  within  1 5 mile  radius.  Reply 
Dept.  484  c/o  NYSJM. 


GIVE  ADDED  CHANCE  TO  YOUR 
RESPIRATOR  DEPENDENT  PATIENT 
TO  IMPROVE  DIFFUSION  AND 
GET  OFF  THE  RESPIRATOR 

with 

Effective  Lobe  to  Lobe 
Aspirations  with  the 
Rockey-Thompson  Bronchial 
Suction  Catheters  will  help. 

AVAILABLE  IN  SETS  OF  4: 

FI4,  FI6,  F18,  F20 

from: 

R.E.P.  DIVISION  PECK  PACKAGING  CORP. 
528  Carter  Street-P.O.  Box  973,  New  Canaan, 
CONN.  06840  Tel.  (203)  972-0119 
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nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = 100) 1 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time - 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  available  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


AXID® 

nizatidine  capsules 

Brief  Summary 

Consult  the  package  literature  for  complete  information. 

Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 
Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  150  mg  h.s  after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known 
Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
Hr  receptor  antagonists 

Precautions:  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  excreted  pnmarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenaJ  syndrome  have  not  been 
done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
is  similar  to  that  in  normal  sublets 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Multistix*  may 
occur  dunng  therapy  with  nizatidine 

Drug  Interactions  - No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocaine,  phenytom,  and  warfann  Axid 
does  not  inhibit  the  cytochrome  P-450-lmked  drug-metabolizing  enzyme  system, 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 


expected  to  occur  In  patients  given  very  high  doses  (3,900  mo)  of  aspmn  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine.  1 50  m( 
administered  concurrently 


Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enteiochromaffin-like 
(ECL)  cells  in  the  gastnc  oxyntic  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice;  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  ot  Axid  (2,000  mg/kg/day,  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numencal  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
historical  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bactenal  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test 

In  a two-generation,  pennatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg'kg'day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy -Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect;  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administration  to  pregnant  New  Zealand  White  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventncular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus  mere  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizatidine  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  nsk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactating  women  have  shown  that 
<0 1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrations  Caution  should  be  exercised  when  admims- 
tenng  nizatidine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 


Advene  Reactions:  Clinical  tnals  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled  trials 
included  over  1 ,900  patients  given  nizatidine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  tnals,  sweating  (1%  vs 
0 2%),  urticana  (0  5%  vs  < 0 01%),  and  somnolence  (2  4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A variety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

Hepatic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
| AST],  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients  and  was 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500 IU/1)  and.  in  a single  instance, 
SGPT  was  greater  than  2.000  IU/L.  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
patients  All  abnormalities  were  reversible  after  discontinuation  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  ot  asymp- 
tomatic ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  antiandrogemc  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematoloaic  - Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H2-receptor  antagonist  On  previous  occasions,  this 
patient  had  expenenced  thrombocytopenia  while  taking  otner  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integumental  - Sweating  and  urticana  were  reported  significantty  more  fre- 
quently in  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermati- 
tis were  also  reported 

Hypersensitivity  - As  with  other  H?-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported  Because  cross-sen- 
sitivity  in  this  class  of  compounds  has  been  observed.  Hj-receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  ot  hypersensitivity  reactions  (eg,  bronchospasm, 
laryngeal  edema,  rash,  and  eosmophilia)  have  been  reported 
Other  - Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosmophilia,  fever,  and  nausea  related  to  nizatidine  administration  have  been 
reported 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholmergic-type  effects,  including  laenmation.  salivation,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  ma/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage.  consider  the  possibility  of  multiple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kinetics  in  your  patient 
If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitonng  and  supportive  therapy  Renal  dialysis  for 
'•  'o  six  hours  increased  plasma  clearance 


i,  Lilly  Research  Laboratories. 
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DO  YOUR  BUSINESS  BANKING 
ON-LINE  INSTEAD  OF  IN  LINE. 


Marine  Midland  is  proud  to  bring  you  MARINELEADERf  the  innova- 
tive PC  package  that  lets  you  run  your  business  without  running  to  the  bank. 

MarineLeader  gives  you  convenient,  cost-effective  service  whenever 
you  need  it,  day  or  night.  From  any  IBM  PC  or  compatible,  you  can 
see  your  daily  account  balances.  You  can  see  when  checks  have  cleared. 
You  can  transfer  funds.  And  that’s  just  the  beginning. 

Call  us  for  a free  demonstration  at  IVIARINE 

1-800-752-0552.  And  well  show  you  MIDLAND 

how  a few  minutes  on-line  each  day  BANK 

can  save  you  hours  in  line  at  a bank.  Let’s  work  it  out  together. 
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The  New  York  Hilton,  New  York  City 
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"CASE  MANAGEMENT  AND  CLINICAL  CARE  DILEMMAS" 
FRIDAY,  SEPTEMBER  15 

8:30  a. m. -9:30  a.m.  Medical  Technology,  Nassau  A 


9:30  a.m. -12:30p.m. 

Gastroenterology/Colon  & Rectal  Surgery,  Sutton  Center 
Computers  in  Medicine,  Nassau  A 

Occupational  & Environmental  Health/Family  Practice,  Murray  Hill  B 
Physical  Medicine  & Rehabilitation,  Murray  Hill  A 
Medical  Liability  Mutual  Insurance  Company,  Sutton  South 

2:00  p.m.-5:00  p.m. 

Chest  Diseases/Radiology,  Sutton  Center 
Cardiovascular  Diseases,  Sutton  South 

American  Medical  Women's  Association/Orthopaedic  Surgery  Society, 
Murray  Hill  A 
Neurology,  Nassau  A 
Neurosurgery,  Murray  Hill  B 

Emergency  Medicine/Critical  Care,  Nassau  B 

SATURDAY,  SEPTEMBER  16 

8:30  a.m. -9:30  a.m.  Medical  Technology,  Murray  Hill  B 


9:30a.m. -12:30p.m. 

Substance  Abuse,  Sutton  North 

Internal  Medicine  (All  Day),  Sutton  Center 

Neurology/Ophthalmology  (All  Day),  Beekman  Parlor 

Psychiatry  (All  Day),  Nassau  B 

Obstetrics  & Gynecology/Urology,  Murray  Hill  A 

General  Surgery,  Sutton  South 

Dermatology/Plastic  Reconstructive  Surgery,  Nassau  A 

Allergy  & Immunology,  Sutton  North 

2:00  p.m. -5:00  p.m. 

Internal  Medicine  (All  Day),  Sutton  Center 
Neurology/Ophthalmology  (All  Day),  Beekman  Parlor 
Psychiatry  (All  Day),  Nassau  B 
Pediatrics/Forensic  Medicine,  Sutton  North 

Otolaryngology/Neurosurgery/Plastic  Reconstructive  Surgery,  Sutton  South 
Plastic  Surgery,  Regent  Parlor 

Dermatology/Plastic  Reconstructive  Surgery  (All  Day),  Nassau  A 

CME  CREDITS: 

The  Medical  Society  of  the  State  of  New  York  (MSSNY)  is  accredited  by 
the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  CME 
for  physicians.  MSSNY  designates  all  CME  activities  in  this  CME  Assembly 
as  meeting  the  criteria  for  Category  1 of  the  AMA,  PRA.  The  credits  are 
enumerated  for  each  session.  Those  programs  approved  for  credit  by  the 
American  Academy  of  Family  Physicians  (AAFP)  are  so  designated. 
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The  enigma  of  extrapulmonary  tuberculosis 


Infection  with  Mycobacterium  tuberculosis  can  result  in 
a protean  disease  that  can  involve  multiple  organ  systems. 
It  may  be  indolent  or  may  disseminate  rapidly,  leading  to 
death.1  Over  the  past  two  decades  the  number  of  reported 
cases  of  extrapulmonary  tuberculosis  in  the  United  States 
has  remained  relatively  constant,  with  approximately 
4,000  cases  per  year,  despite  the  steady  fall  in  the  number 
of  reported  cases  of  pulmonary  tuberculosis.2 

Thus  there  is  an  apparent  increase  in  the  proportion  of 
cases  of  extrapulmonary  tuberculosis  that  are  reported.  A 
number  of  theories  may  explain  this  observed  increase  in 
frequency  of  extrapulmonary  tuberculosis3:  extrapulmon- 
ary tuberculosis  may  be  increasingly  recognized  and  re- 
ported; it  may  be  overdiagnosed;  the  incidence  could  be 
increasing  in  a reservoir  of  previously  infected  patients;  or 
any  combination  of  these  three  factors  may  be  involved.  It 
is  certainly  possible  that  improved  recognition  and  report- 
ing could  increase  the  number  of  observed  cases  of  extra- 
pulmonary tuberculosis.  Previous  studies  have  suggested 
that  a large  number  of  cases  of  active  tuberculosis  may  be 
missed  during  life  and  are  only  ultimately  found  during 
autopsy.4’5 

It  is  unlikely  that  extrapulmonary  tuberculosis  is  over- 
diagnosed, as  a number  of  studies  have  demonstrated  high 
recovery  rates  of  the  organism  on  culture.3  6 Certainly  the 
diagnosis  of  extrapulmonary  infection  is  much  more  diffi- 
cult to  establish  than  tuberculosis  within  the  lung  because 
of  the  protean  nature  of  the  disease  and  the  lack  of  a sim- 
ple screening  test  such  as  a chest  radiograph. 

Although  the  number  of  cases  of  extrapulmonary  tu- 
berculosis in  the  United  States  has  remained  relatively 
constant  over  the  last  two  decades,  this  actually  represents 
a falling  rate  in  view  of  the  steady  population  growth.  This 
makes  it  unlikely  that  there  is  an  increasing  reservoir  of 
infected  patients.  In  addition,  tuberculin  testing  and  chest 
film  screening  have  helped  identify  patients  who  may  need 
preventive  chemotherapy.  All  of  these  procedures  have 
helped  contribute  to  the  fall  in  the  incidence  of  pulmonary 
tuberculosis.  However,  a number  of  patients  with  extra- 
pulmonary tuberculosis  may  have  a normal  chest  film7’8 
and  thus  may  not  be  identified  as  potential  candidates  for 
preventive  chemotherapy. 


In  this  issue  of  the  Journal,  Sciammarella  and  Bruck- 
stein9  describe  a 66-year-old  woman  with  distal  colonic 
tuberculosis,  tuberculous  enteritis,  peritonitis,  and  peri- 
carditis. The  report  reminds  us  that  a high  index  of  suspi- 
cion is  necessary  in  making  a diagnosis  of  extrapulmonary 
tuberculosis.  A number  of  clinical  factors  should  arouse 
suspicion,  including  long  term  steroid  use,  chronic  renal 
failure,  blood  dyscrasias,  chronic  obstructive  pulmonary 
disease,  gastrectomy,  alcoholism,  and  atherosclerotic  car- 
diovascular disease.  All  have  been  reported  to  increase  the 
risk  for  reactivation  of  previously  acquired  tuberculous  in- 
fection.10-11 

Epidemiologic  factors  may  also  predict  risk.  Individuals 
of  foreign  birth  or  those  exposed  to  others  with  active  tu- 
berculous infection  appear  to  have  an  increased  risk  for 
the  development  of  extrapulmonary  tuberculosis.612  In 
addition,  individuals  with  increased  risk  for  human  immu- 
nodeficiency virus  (HIV)  infection  may  also  have  an  in- 
creased risk  for  the  development  of  primary  tuberculous 
infection  with  subsequent  dissemination  to  extrapulmon- 
ary sites.13  Extrapulmonary  tuberculosis  can  occur  at  any 
age,  but  tends  to  predominate  in  the  third  through  sixth 
decades  of  life.2’6’14 

Constitutional  symptoms  may  also  suggest  the  possibil- 
ity of  a chronic  infectious  disease  process  such  as  extrapul- 
monary tuberculosis.  However,  symptoms  such  as  fever, 
weight  loss,  night  sweats,  malaise,  and  fatigue  can  also  be 
seen  in  patients  with  malignancies,  chronic  connective  tis- 
sue disease,  chronic  renal  failure,  and  numerous  other 
medical  processes. 

Physicians  may  also  miss  the  diagnosis  of  extrapulmon- 
ary tuberculosis  because  of  a normal  chest  film  or  a nega- 
tive tuberculin  test.  However,  both  of  these  can  occur  in 
individuals  who  have  disseminated  disease. 7-8’15  Most  neg- 
ative tuberculins  occur  among  older  patients  or  those  who 
are  severely  ill.15  Chest  radiography,  although  usually 
positive,  may  be  negative  in  as  many  as  a third  of  all  pa- 
tients with  extrapulmonary  tuberculosis.12 

Establishing  the  diagnosis  of  extrapulmonary  tubercu- 
losis is  difficult  unless  direct  examination  and  proper  cul- 
ture techniques  are  used,  since  the  clinical  manifestations 
are  so  numerous  and  diverse.  It  is  essential  that  all  chronic 
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infectious  disease  processes  be  considered  as  possible  tu- 
berculosis and  appropriate  cultures  and  biopsy  be  per- 
formed. Laboratory  abnormalities  such  as  thrombocyto- 
penia, anemia,  monocytosis,  eosinophilia,  leukocytosis, 
leukopenia,  leukemoid  reactions,  hyponatremia,  and  alka- 
line phosphatase  elevations  have  been  described  in  other 
series,  in  patients  with  extrapulmonary  tuberculosis.15 
However,  these  variables  may  be  normal  or  only  slightly 
abnormal  in  a large  percentage  of  patients  with  extrapul- 
monary disease.12 

The  organ  system  involvement  with  extrapulmonary  tu- 
berculosis can  be  solitary  or  disseminated.  Infections  of 
the  genitourinary  system,  lymphatic  system,  and  respira- 
tory system  other  than  the  lung  make  up  the  majority  of 
extrapulmonary  cases2'6-14;  but  any  organ  system  can  be 
involved.  Again,  appropriate  tissue  examination  through 
biopsy  and  culture  must  always  be  performed. 

In  conclusion,  it  is  important  to  realize  that  extrapul- 
monary tuberculosis  is  not  an  uncommon  disease  and  can 
occur  in  divergent  age  groups  and  in  multiple  organ  sys- 
tems. A high  index  of  suspicion  is  necessary  in  making  the 
diagnosis,  as  the  symptomatology  may  be  protean,  the 
chest  radiographic  findings  negative,  and,  occasionally, 
tuberculin  tests  indeterminant.  All  chronic  infectious  pro- 
cesses should  be  considered  as  possible  tuberculosis,  with 
appropriate  tissue  examination  and  cultures  being  per- 
formed. Epidemiologic  factors  may  assist  in  identifying 
patients  who  might  be  at  risk,  including  persons  of  foreign 
birth,  and  those  who  have  a history  of  prior  exposure  to 
tuberculosis  and  who  may  have  other  associated  medical 
illnesses  that  could  predispose  them  to  contracting  the  dis- 
ease. 


MATTHEW  R.  WEIR,  MD 
Assistant  Professor  of  Medicine 
Co-Medical  Director,  Transplantation  Service 
Medical  Director,  Clinical  Research  Unit 
University  of  Maryland  Hospital 
22  South  Greene  St 
Baltimore,  MD  21201 
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Abdominal  tuberculosis:  A disease  poised  for  reappearance 


The  report  in  this  issue  of  the  Journal 1 of  a Jamaican  im- 
migrant with  tuberculous  enteritis,  peritonitis,  and  peri- 
carditis emphasizes  the  prevalence  of  tuberculosis  among 
Third  World  immigrants.  In  some  cities,  the  majority  of 
patients  with  gastrointestinal  tuberculosis  are  immi- 
grants. The  number  of  new  cases  of  tuberculosis  in  the 
United  States  had  been  declining  5%  per  year  until  1980, 
when  disease  in  Asian  and  Hispanic  entrants  reversed  the 
favorable  trend.  In  one  survey,  14%  of  Asian  male  immi- 
grants over  the  age  of  56  had  active  tuberculosis.2  This 
turnabout  occurred  even  before  the  problem  of  tuberculo- 
sis among  AIDS  patients  was  recognized. 

Today  9%  of  AIDS  patients  admitted  to  Bellevue  Hos- 
pital have  disease  from  Mycobacterium  tuberculosis } 
Extrapulmonary  hematogenous  and  lymphatic  tuberculo- 
sis are  more  common  in  patients  with  AIDS.  This  may 
increase  the  number  of  patients  with  tuberculous  peritoni- 
tis because  mesenteric  lymph  node  infection  causes  most 
peritonitis. 

There  is  little  evidence  that  the  pasteurization  of  milk 


had  much  effect  on  the  prevalence  of  gastrointestinal  tu- 
berculosis. The  incidence  of  enteric  and  laryngeal  tuber- 
culosis has  long  been  recognized  to  increase  as  patients’ 
pulmonary  tuberculosis  advanced  from  minimal  to  mod- 
erate to  advanced.  Patients  whose  sputa  teem  with  bacilli 
are  prone  to  infection  of  the  larynx  and  bowel.  The  inci- 
dence of  laryngeal  and  gastrointestinal  tuberculosis 
showed  a striking  decline  between  the  first  and  second 
World  Wars  as  collapse  therapy  (pneumothorax,  pneu- 
moperitoneum, thoracoplasty)  reduced  the  tubercle  bacil- 
li in  contact  with  patients’  laryngeal  and  gastrointestinal 
mucosa.  Drug  treatment  for  pulmonary  tuberculosis 
caused  a further  sharp  reduction  in  the  incidence  of  laryn- 
geal and  gastrointestinal  disease.  Moreover,  gastrointesti- 
nal disease  has  always  been  more  common  in  poor  coun- 
tries where  access  to  cow’s  milk  is  limited  but  where 
advanced  pulmonary  disease  is  common.  It  remains  an  ev- 
eryday problem  in  impoverished  areas  even  where  boiled 
milk  is  used.  Then,  too,  M bovis  was  not  distinguished 
from  M tuberculosis  in  early  reports. 
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Tuberculous  enteritis  is  rare  in  US  citizens  unless  there 
is  antecedent  advanced  pulmonary  tuberculosis.  In  con- 
trast, in  India  the  majority  of  patients  with  enteritis  are 
reported  to  have  normal  chest  roentgenograms.4-5  Similar 
discrepancies  exist  with  tuberculous  peritonitis.  In  some 
reports,  there  is  a 2:1  female  predominance,  yet  in  others 
the  sexes  are  equally  represented.6-7  The  conclusions  in- 
vestigators draw  regarding  the  frequency  with  which  tu- 
berculous enteritis  and  peritonitis  occur  together  (uncom- 
mon) or  are  associated  with  active  pulmonary  tuberculosis 
(common  with  enteritis,  less  so  with  peritonitis)  is  influ- 
enced by  the  nationality  studied.  The  tubercle  bacillus  be- 
haves differently  in  various  peoples  and  epidemiologic  cir- 
cumstances. 

This  muddle  is  further  complicated  because  the  com- 
plaints emphasized  are  biased  by  the  author’s  practice. 
Surgeons  stress  abdominal  pain  in  tuberculous  peritonitis, 
particularly  in  immigrant  children  in  whom  it  mimics  ap- 
pendicitis. Internists  are  impressed  that  peritonitis  is  indo- 
lent. The  relative  absence  of  pain  and  rebound  tenderness 
often  result  in  misdiagnosis  of  alcoholic  liver  disease  with 
ascites.  Tuberculous  enteritis  also  is  treacherous.  One 
third  of  enteritis  patients  finally  present  as  surgical  emer- 
gencies with  acute  abdominal  pain,  but  the  duration  of 
antecedent  symptoms  often  suggests  Crohn  disease  or  oc- 
cult malignancy. 

There  is  common  agreement  on  the  following.  Only  25- 
50%  of  US  patients  with  gastrointestinal  tuberculosis 
have  active  pulmonary  tuberculosis.8  Only  a small  minor- 
ity have  diabetes,  take  corticosteroids,  or  are  immunosup- 
pressed.  In  immigrants,  two  to  five  years  typically  elapse 
between  entry  into  the  United  States  and  the  appearance 
of  symptomatic  gastrointestinal  tuberculosis.6  A negative 
tuberculin  skin  test,  or  a chest  roentgenogram  that  shows 
only  remote  tuberculous  sequelae,  do  not  exclude  the  di- 
agnosis of  gastrointestinal  tuberculosis.  Tuberculous  peri- 
tonitis and  enteritis  seldom  coexist  because  most  peritoni- 
tis results  from  reactivation  in  mesenteric  lymph  nodes 
rather  than  transmural  extension  from  the  bowel.  A chest 
film,  pelvic  examination,  and  urinalysis  should  be  done 
when  enteritis  or  peritonitis  are  suspected,  but  if  there  are 
no  symptoms,  physical  findings,  or  laboratory  data  to  sug- 
gest extra-abdominal  disease,  it  is  not  necessary  to  per- 
form a salpingogram,  intravenous  pyelogram,  or  liver  bi- 
opsy. 

The  diagnosis  of  tuberculosis  should  be  considered  in 
every  patient  ill  with  abdominal  pain,  ascites,  intestinal 
obstruction,  internal  fistula,  malabsorption,  or  perirectal 
fistula.  Patients  with  these  complaints  must  have  a chest 
film  and  a two-step  tuberculin  skin  test  when  first  seen. 
These  tests  are  pivotal.  Delays  in  diagnosis  begin  when 
these  simple,  inexpensive  studies  are  put  off.  The  com- 
bined US  experience  indicates  gastrointestinal  tuberculo- 
sis is  rare  among  afebrile  patients  whose  tuberculin  skin 
tests  and  chest  roentgenograms  are  truly  negative. 

The  two-step  tuberculin  test  is  done  when  the  first  skin 
test  is  negative  or  indeterminate  (5-9  mm  of  induration). 
In  the  second  step,  the  same  intermediate  strength  antigen 
(5  tuberculin  units)  is  applied  one  week  later.  Induration 
of  10  mm  or  more  constitutes  a positive  reaction.  The  two- 
step  test  is  necessary  because  tuberculin  reactivity  wanes 
with  age  and  degree  of  health.  When  the  two-step  tech- 


nique is  used  in  nursing  home  patients,  up  to  1 5%  of  those 
whose  first  skin  test  is  negative  will  have  a positive  skin 
test  when  retested  one  week  later.  This  booster  phenome- 
non reflects  remote  primary  infection  or  impaired  cell  me- 
diated immune  response. 

It  is  important  to  remember  that  when  the  patient  is 
debilitated,  has  fever,  and  has  evidence  of  new  or  old  gran- 
ulomatous disease  on  the  chest  roentgenogram,  abdomi- 
nal tuberculosis  must  be  considered  even  if  the  second  skin 
test  is  negative. 

In  this  country  peritoneal  tuberculosis  is  more  common 
than  tuberculous  enteritis.8  Direct  hematogenous  seeding 
of  the  peritoneum  from  primary  pulmonary  tuberculosis 
causes  the  abdominal  lymph  node  infection  that  later  re- 
activates to  involve  the  peritoneum.  This  typically  occurs 
years  after  the  primary  infection  so  tuberculous  peritoni- 
tis usually  is  not  accompanied  by  pleuropulmonary  dis- 
ease. Less  commonly,  tuberculous  peritonitis  is  seen  in 
younger  patients  as  a complication  of  progressive  primary 
infection.  In  these  patients,  peritonitis  closely  follows  he- 
matogenous dissemination;  therefore,  this  peritonitis  is 
sometimes  accompanied  by  residua  of  the  primary  lung 
infection.  These  remnants  help  establish  the  diagnosis. 
They  include  a pulmonary  infiltrate,  hilar  adenopathy,  or 
pleural  effusion.  Cryptic  pericarditis  also  is  found  in  such 
patients. 

Tuberculous  peritoneal  fluid  is  a lymphocytic  exudate 
but  when  tuberculosis  complicates  cirrhosis  with  ascites, 
the  resulting  fluid  may  have  a low  specific  gravity  and 
protein  content.  Lymphocyte  counts  are  between  200  and 
2,000  cells/mm3.  Tuberculous  ascites  can  loculate  as 
bowel,  omentum,  and  mesentery  adhere,  sometimes  form- 
ing a palpable  mass.  Bowel  obstruction  may  result.  Peri- 
centesis  and  percutanous  peritoneal  biopsy  therefore  are 
best  done  with  ultrasound  guidance.  Laparoscopy  or  lapa- 
rotomy are  safer  than  percutaneous  Cope  needle  biopsy. 
Caseating  granulomas  usually  are  demonstrated  in  histo- 
logic sections  but  acid  fast  bacilli  commonly  are  absent 
even  in  material  obtained  at  laparotomy.  Smears  and  cul- 
tures of  peritoneal  fluid  for  acid  fast  bacilli  usually  are 
negative.  Antituberculous  treatment  therefore  must  be 
based  on  the  epidemiologic  circumstances,  clinical  find- 
ings, and  the  presence  of  granulomas.  Bloody  peritoneal 
fluid  is  very  much  against  the  diagnosis  of  tuberculous 
peritonitis.  Neither  computed  tomography  nor  magnetic 
resonance  imaging  can  reliably  distinguish  gastrointesti- 
nal tuberculosis  from  cancer. 

In  a ten-year  review  of  their  experience  with  tubercu- 
lous enteritis  in  South  Africa,  Gilinsky  and  his  co-au- 
thors9 found  that  their  patients’  initial  complaints  were 
abdominal  pain  (66%),  weight  loss  (66%),  vomiting 
(50%),  diarrhea  (50%),  and  fever  (50%).  In  some  other 
series,  constipation  has  been  as  common  as  diarrhea.  Tu- 
berculosis tends  to  localize  in  the  ileocecal  area  and  as- 
cending colon,  so  pain  and  tenderness  are  most  common  in 
the  right  lower  quadrant  of  the  abdomen.  A mass  may  be 
palpable  there.  Bowel  distal  to  the  ileocecal  area  is  in- 
volved in  about  one  third  of  the  cases.  Tuberculous  enteri- 
tis causes  bowel  obstruction  and  malabsorption  with  equal 
frequency.  In  recent  US  series,  the  mean  duration  of 
symptoms  before  diagnosis  was  nearly  five  months  and  the 
patients’  presenting  complaints  closely  approximated 
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those  of  Gilinsky’s  patients  in  South  Africa.9  The  associa- 
tion of  advanced  pulmonary  tuberculosis  with  laryngitis 
and  enteritis  is  still  common  in  this  country,  but  the  diag- 
nosis requires  painstaking  inquiry  about  changes  in  voice 
timbre  and  quality  combined  with  a careful  review  of  gas- 
trointestinal complaints.  These  diagnoses  are  overlooked 
because  minor  symptoms  are  ignored  and  rapidly  resolve 
with  drugs  given  for  the  pulmonary  tuberculosis  that  dom- 
inates the  picture. 

Tuberculous  enteritis  must  be  considered  when  diag- 
noses of  Crohn  disease,  appendicitis,  abdominal  carcino- 
matosis, lymphoma,  ischemic  colitis,  ulcerative  colitis,  ac- 
tinomycosis, and  fungal  or  amebic  infection  are  being 
considered.  Ileocecal  tuberculosis  is  difficult  to  distin- 
guish from  Crohn  disease  clinically  or  radiographically. 
Mucosal  noncaseating  granulomas  are  found  in  Crohn 
disease,  whereas  tuberculosis  classically  causes  caseating 
granulomas  in  the  submucosa  of  the  bowel.  Nevertheless, 
in  some  studies  only  a minority  of  biopsies  taken  at  lapa- 
rotomy show  caseation.  In  these  patients  stains  and  cul- 
tures for  tuberculosis  often  are  negative.  A tuberculin  skin 
test  should  be  done  in  all  patients  with  Crohn  disease  and 
a trial  of  antituberculosis  drugs  given  if  they  fail  to  re- 
spond to  treatment.  Crohn  disease  is  uncommon  in  immi- 
grants and  affects  younger  patients,  most  of  whom  would 
be  expected  to  be  tuberculin  negative. 

Maglinte  and  Kelvin10  stress  that  a cursory  small  bowel 
follow-through  tacked  on  to  an  upper  gastrointestinal  con- 
trast series  does  not  adequately  define  ileocecal  disease.  A 
conscientious  small  bowel  examination  or  enteroclysis 
provides  the  detail  needed.  Tuberculosis  and  Crohn  dis- 
ease both  can  produce  a string  sign  (persistent  narrowing) 
in  the  barium  contrast  column  in  the  small  bowel.  Tuber- 
culous strictures  tend  to  be  less  than  three  centimeters  in 
length.  Longer  strictures  suggest  Crohn  disease.  In  tuber- 
culosis, the  ileum  proximal  to  the  stricture  is  more  likely 
to  be  dilated  with  a small  bowel  silhouette  that  is  irregu- 
lar. Crohn  disease  seldom  causes  ileal  dilation  and  the 
mesenteric  border  of  the  small  bowel  proximal  to  the  stric- 
ture tends  to  be  smooth.  Perforation  is  uncommon  in  tu- 
berculosis and  rare  in  Crohn  disease.  Calcifications  in  the 
liver  or  abdominal  lymph  nodes,  pleuritis,  pericarditis, 
and  coexistent  pulmonary  disease  each  may  serve  to  dis- 
tinguish tuberculous  ileocolitis  from  Crohn  disease  or  ul- 
cerative colitis. 

The  terminal  ileum  often  can  be  examined  with  the  fi- 
beroptic colonoscope.  Ileocecal  and  colon  biopsies  should 
always  be  cultured  when  tuberculosis  is  being  considered. 
Cultures  may  be  positive  when  stained  histologic  sections 
show  neither  tubercle  bacilli  nor  caseating  granulomas. 

Colonic  tuberculosis  is  segmental,  almost  never  diffuse. 
Ileocecal  tuberculosis  tends  to  produce  a foreshortening  of 
the  ascending  colon  not  seen  with  cancer.  Tuberculosis, 
lymphoma,  and  colon  cancer  all  may  show  a tumor-like 
blush  with  angiography.  Gastrointestinal  hemorrhage 
rarely  is  caused  by  tuberculosis  but  tuberculosis  should  be 
considered  if  the  bleeding  patient  is  an  immigrant  or  has 
active  pulmonary  disease.  A tuberculin  positive  patient 
with  a rectal  fistula  in  any  position  other  than  the  posteri- 


or mid-line  may  well  have  tuberculosis.  Tuberculin  posi- 
tive patients  with  chronic,  obscure  abdominal  pain  may 
have  tuberculous  mesenteric  lymphadenitis  and  be  cured 
by  a therapeutic  trial  of  antituberculous  chemother- 
apy. 

Granulomatous  hepatitis  can  develop  in  any  patient 
with  miliary  tuberculosis.  Stains  and  cultures  for  tubercle 
bacilli  should  be  done  on  liver  biopsy  specimens  taken 
from  AIDS  patients  with  fever,  hepatomegaly,  and  abnor- 
mal liver  function  tests  even  when  the  histologic  sections 
fail  to  show  granulomas.  Tubercle  bacilli  also  may  reach 
the  liver  through  the  portal  vein  or  abdominal  lymphatics. 
This  can  result  in  a hard  nodular  liver  that  mimics  cancer, 
or  obstructive  jaundice  from  enlarged  lymph  nodes  in  the 
porta  hepatis. 

Because  drug  resistant  tuberculosis  is  common  in  immi- 
grants and  ghetto  populations  prone  to  abdominal  tuber- 
culosis, more  than  two  antituberculous  drugs  are  used. 
The  use  of  isoniazid,  rifampin,  and  pyrazinamide  for  two 
months  followed  by  isoniazid  and  rifampin  for  a total  of 
one  year  is  effective.  Many  would  add  daily  ethambutol  or 
streptomycin  to  this  regimen  in  the  first  two  months  when 
dealing  with  patients  who  might  fail  to  complete  treat- 
ment. It  is  not  uncommon  for  internal  fistulae  or  even  sub- 
acute bowel  obstruction  to  resolve  with  drug  treatment 
without  surgery;  therefore  early  on  it  is  often  wise  to  con- 
fine laparotomy  to  diagnostic  biopsy.  Few  patients  initial- 
ly treated  with  antituberculous  drugs  subsequently  come 
to  surgery  for  complications.  English  surgeons  experi- 
enced with  immigrant  populations  seem  to  favor  right  he- 
micolectomy over  ileotransverse  bypass  when  resection 
must  be  considered.11-12  Sketchy  data  suggest  that  bowel 
obstruction  and  constrictive  pericarditis  are  reduced  if 
prednisone  is  given,  30  mg  each  day  for  three  months,  and 
then  tapered. 
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Drug  use  in  pregnancy 


The  problems  of  drug  abuse  in  pregnancy  have  been  with 
us  since  antiquity,  but  it  was  not  until  1973,  with  the  mod- 
ern description  of  the  fetal  alcohol  syndrome,1  that  public 
attention  in  the  United  States  was  directed  toward  the 
possible  teratogenic  effects  of  recreational  drugs  con- 
sumed during  pregnancy.  It  was  also  at  this  time  that  de- 
scriptions of  withdrawal  suffered  by  neonates  exposed  in 
utero  to  narcotics2  emphasized  the  need  for  further  study 
of  the  behavioral  and  neurological  effects  of  drugs  on  the 
developing  fetus  and  child.  The  article  by  Kaye  et  al3  in 
this  issue  of  the  Journal  provides  important  new  informa- 
tion on  this  subject.  It  reminds  us  of  the  special  efforts  that 
need  to  be  made  to  deal  with  the  various  facets  of  this 
problem. 

In  the  last  few  years,  the  impact  of  cocaine  on  American 
society  has  been  repeatedly  documented,46  but  its  effect 
on  human  reproduction  has  only  recently  been  appreciat- 
ed. The  first  published  report  on  the  effects  of  cocaine  on 
pregnancy  and  neonatal  outcome7  documented  the  high 
rate  of  spontaneous  abortions,  abruptio  placentae,  and 
neonatal  neurobehavioral  deficiencies.  Subsequent  stud- 
ies have  confirmed  these  preliminary  findings  and  have 
documented  a high  rate  of  premature  labor  and  deliv- 
ery,8-9 intrauterine  growth  retardation,8  sudden  infant 
death  syndrome,9  and  malformations  of  the  genitourinary 
tract10  in  cocaine-exposed  infants.  Additionally,  risks  for 
intrauterine  cerebral  vascular  accidents  associated  with 
maternal  cocaine  use  have  been  described.11  Other  studies 
published  in  the  obstetric  and  pediatric  literature  have 
corroborated  these  findings.  Bingol  et  al12  found  an  in- 
creased rate  of  malformations  and  intrauterine  growth  re- 
tardation in  a population  of  cocaine-exposed  infants.  Oro 
and  Dixon13  found  a high  rate  of  prematurity  and  intra- 
uterine growth  retardation  in  neonates  exposed  perinatal- 
ly  to  cocaine  or  methamphetamines.  Thus,  it  is  becoming 
clear  that  cocaine  use  in  pregnancy  places  the  pregnancy 
and  the  neonate  at  high  medical  and  neurobehavioral 
risk. 

The  only  published  information  concerning  the  post- 
neonatal  period  with  regard  to  the  infant  exposed  to  co- 
caine in  utero  reports  that  passively  exposed  infants  at 
four  months  of  age  continue  to  demonstrate  motor  disabil- 
ities with  tremulousness,  hypertonicity,  and  retention  of 
primitive  reflexes.14  There  is  no  reliable  information  re- 
garding long  term  outcome  of  infants  passively  exposed  to 
cocaine  or  other  drugs  of  abuse.  To  best  evaluate  these 


children  at  school  age,  environmental  factors  must  be  tak- 
en into  account.  These  environmental  factors  are  not  only 
socioeconomic  but  should  include  aspects  of  the  mater- 
nal/infant relationship,  including  maternal  psychopathol- 
ogy and  personality  disorders. 

The  problems  involved  in  evaluating  the  effects  of  ma- 
ternal substance  abuse  in  the  developing  fetus  and  infant 
are  multiple,  not  the  least  of  which  are  the  difficulties  in- 
volved in  following  these  infants  over  a long  period  of 
time.  The  chaotic  and  transient  nature  of  the  drug  seeking 
environment  impairs  the  intensive  follow-up  and  early  in- 
tervention processes  necessary  to  ensure  maximum  devel- 
opment by  each  infant.  In  addition,  most  women  from 
substance-abusing  backgrounds  lack  a proper  model  for 
parenting.  These  factors,  compounded  by  the  early  neuro- 
behavioral deficits  of  the  drug-exposed  newborns,  ear- 
mark these  infants  to  be  at  high  risk  for  continuing  devel- 
opmental and  later  school  problems. 

IRA  J.  CHASNOFF,  MD 
Director 
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Birth  outcomes  for  infants  of  drug  abusing  mothers 

Katherine  Kaye,  md,  mph;  Lisa  Elkind,  ms;  Doris  Goldberg,  md,  mph;  Alex  Tytun,  drph 


ABSTRACT.  Birthweight,  gestational  age,  and  Apgar  scores 
of  drug-exposed  infants  were  compared  to  those  of  drug-free 
infants  using  data  collected  from  birth  certificates.  Infants 
born  to  abusers  of  opiates  and  cocaine  as  well  as  opiates  and 
cocaine  together  were  also  compared  to  one  another.  The 
presence  of  adverse  neurologic  signs,  need  for  intensive 
care,  and  length  of  hospitalization  after  delivery  were  com- 
pared among  different  types  of  drug-exposed  infants  using 
data  collected  in  a program  for  infants  at  risk  for  develop- 
mental delay. 

Infants  of  all  drug  abusers  weighed  an  average  of  423  g 
less  than  controls;  mean  gestational  age  for  infants  in  the 
different  drug  groups  ranged  from  four  to  ten  days  less  than 
for  controls.  Opiate-exposed  infants  were  significantly  more 
likely  to  show  adverse  neurologic  signs  than  were  those  with 
exposure  only  to  cocaine,  and  were  more  likely  to  need  in- 
tensive care.  Infants  of  polydrug  (cocaine  + opiate)  abusers 
fared  worse  than  infants  born  to  abusers  of  single  drugs  with 
respect  to  birthweight,  gestational  age,  and  length  of  hospital 
stay.  Outcomes  for  infants  of  “crack”  abusers  were  worse 
than  those  for  infants  exposed  to  other  forms  of  cocaine  with 
respect  to  birthweight  and  adverse  neurologic  signs.  Our 
findings  suggest  that  special  outreach  and  follow-up  efforts 
may  be  needed  to  facilitate  the  optimal  development  of  these 
infants. 

(NY  State  J Med  1989;  89:256-261) 

An  estimated  five  million  people  in  the  United  States  are 
believed  to  use  cocaine  regularly.1-2  It  is  now  the  leading 
substance  abused  by  pregnant  women  in  New  York  City.3 
The  adverse  effect  of  maternal  drug  abuse  on  fetal  and 
neonatal  development  is  not  a new  phenomenon,  but  one 
that  has  a disconcerting  tendency  to  manifest  itself  in  dif- 
ferent forms.  While  the  problems  of  infants  born  to  opiate 
addicts  have  been  extensively  described,4-8  there  have 
been  relatively  few  studies  of  cocaine’s  impact  on  the  neo- 
nate. 

Bingol  et  al3  were  the  first  to  report  low  birthweight  and 
small  size  for  gestational  age  in  infants  born  to  abusers  of 
cocaine  alone.  These  authors  also  noted  in  this  group  an 
increased  rate  of  stillbirths  (related  to  abruptio  placentae) 
and  congenital  malformations.  Prior  to  their  report,  pub- 
lished studies  of  cocaine's  effect  on  birth  outcomes  had 


From  the  New  York  City  Department  of  Health,  New  York,  NY. 

Address  correspondence  to  Dr  Kaye,  44  Gramercy  Park  North,  15B,  New  York. 
NY  10010. 


involved  relatively  few  infants.9-11  Ryan  et  al12  noted  that 
infants  who  were  exposed  to  both  cocaine  and  opiates  pre- 
natally  fared  somewhat  worse  (in  terms  of  fetal  loss,  in- 
fant mortality,  birthweight,  length,  and  head  circumfer- 
ence) than  did  those  who  were  exposed  only  to  opiates. 
Infants  born  to  opiate  and  cocaine  abusers  in  New  York 
City  have  been  noted  to  have  a mortality  rate  much  higher 
than  that  reported  for  the  city  overall:  from  1978  to  1984, 
the  mortality  rate  for  infants  born  to  drug  abusers  was  40 
per  1,000  live  births,  approximately  2.5  times  as  high  as 
that  for  New  York  City  infants  in  general.13 

The  purpose  of  this  study  was  to  compare  birth  out- 
comes of  infants  born  to  cocaine,  opiate,  and  polydrug  (co- 
caine + opiate)  abusers  to  one  another,  and  to  those  of 
infants  born  to  drug-free  mothers.  Given  the  theoretically 
greater  potency  of  “crack”  (a  smokable  form  of  cocaine) 
as  compared  to  other  forms  of  cocaine,2  an  attempt  was 
made  to  discover  whether  birth  outcomes  of  children  born 
to  crack  addicts  differed  from  those  of  children  born  to 
women  who  abused  other  forms  of  the  drug.  The  preva- 
lence of  polydrug  abuse  in  the  sample  provided  the  oppor- 
tunity to  study  the  status  of  these  infants  in  relation  to 
those  of  cocaine  or  opiate  addicts,  and  thus  to  test  the  hy- 
pothesis that  simultaneous  exposure  to  central  nervous 
system  depressants  and  stimulants  produces  an  interac- 
tion in  which  each  drug  antagonizes  the  effects  of  the 
other.14 

We  examined  birthweight,  gestational  age,  one-  and 
five-minute  Apgar  scores,  presence  of  neurologic  signs, 
need  for  intensive  care,  and  length  of  hospitalization  after 
delivery.  The  selection  of  this  last  variable  was  made  with 
the  understanding  that  it  could  reflect  at  least  three  pro- 
cesses: illness,  severity  of  withdrawal,  and  social  factors 
(ie,  difficulty  in  placing  some  drug-exposed  infants  in  fos- 
ter care).  In  order  to  study  more  precisely  the  effect  of 
maternal  drug  abuse  on  these  birth  outcomes,  we  con- 
trolled for  various  confounding  socioeconomic  variables. 1 ? 

Information  collected  in  New  York  City’s  Infant 
Health  Assessment  Program  (IHAP)  was  used  to  identify 
585  drug-exposed  infants.  The  purpose  of  IHAP  is  to 
identify  and  monitor  the  development  of  infants  at  risk  for 
developmental  delay,  as  well  as  to  refer  them  to  appropri- 
ate health  care,  educational,  and  social  services.  Current- 
ly, the  program  operates  in  12  of  New  York  City’s  hospi- 
tals, 1 1 of  which  are  municipal  and  one  voluntary.  The 
population  that  is  served  by  the  city’s  municipal  hospitals 
tends  to  be  of  low  socioeconomic  status;  54%  of  deliveries 
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at  the  municipal  hospitals  are  covered  by  Medicaid.  Over- 
all, this  population  contains  a large  proportion  of  recent 
immigrants.  However,  proportions  of  black  and  Hispanic 
patients  differ  considerably  among  municipal  hospitals. 

Maternal  drug  abuse  is  just  one  of  the  factors  that 
IHAP  defines  as  risks  for  delayed  development.  Other  risk 
factors  include  prematurity  (gestational  age  less  than  33 
weeks),  low  birthweight  (less  than  2,001  g),  presence  of  a 
major  congenital  anomaly  or  inherited  metabolic  disease, 
hospitalization  (for  more  than  ten  days)  in  the  neonatal 
intensive  care  unit  for  serious  illness  or  complications,  ma- 
ternal alcohol  abuse,  and  maternal  age  less  than  16  years. 
Use  of  data  from  this  program  to  study  problems  associat- 
ed with  maternal  drug  abuse  is  warranted  for  two  main 
reasons:  It  permits  study  of  a much  larger  population  than 
would  be  found  in  any  one  hospital  and  thus  furnishes  a 
better  understanding  of  the  problem’s  nature  and  dimen- 
sions; and  knowledge  gained  from  the  study  can  be  used  to 
improve  services  offered  by  the  program,  as  well  as  to  try 
to  reduce  drug  abuse  during  pregnancy. 

Patients  and  Methods 

Infants  born  to  drug  abusing  mothers  at  12  New  York  City 
hospitals  during  June,  July,  August,  and  September  of  1 986  were 
identified  on  the  basis  of  information  collected  in  registration 
forms  used  by  the  Infant  Health  Assessment  Program.  The  deci- 
sion to  identify  drug-exposed  infants  using  data  from  IHAP  reg- 
istration forms  rather  than  data  recorded  on  birth  certificates 
was  based  on  the  fact  that  IHAP  information  about  maternal 
drug  abuse  is  more  complete  and  specific  than  that  from  birth 
certificates.  The  total  number  of  IHAP-registered  infants  who 
were  born  to  drug  abusers  in  1986  was  1,959,  while  birth  certifi- 
cates recorded  only  1,161  drug-exposed  infants  in  the  12  IHAP 
hospitals. 

Although  IHAP  data  were  used  to  identify  infants  born  to 
drug  abusers  and  to  specify  type  of  drug  abused,  information 
about  three  birth  outcome  variables — birthweight,  gestational 
age,  Apgar  scores — was  obtained  from  birth  certificates.  Data 
from  IHAP  registration  forms  were  used  for  comparing  length  of 
hospitalization  after  delivery,  need  for  intensive  care,  and  pres- 
ence of  neurologic  signs  between  infants  in  various  drug  groups. 
Information  about  these  three  outcome  variables  was  not  avail- 
able from  birth  certificates.  IHAP  data  about  these  outcomes 
were  drawn  from  medical  charts  and  delivery  log  books. 

During  the  months  of  June,  July,  August,  and  September 
1986,  613  IHAP  registration  forms  were  available  for  infants 
born  to  drug  abusing  mothers.  Of  the  total  613  drug-exposed 
infants,  28  were  eliminated  from  our  analysis  because  they  were 
twins,  or  were  born  to  mothers  who  abused  only  alcohol  or  mari- 
juana. Infants  who  died  before  discharge  were  not  included  in 
this  study.* 

We  attempted  to  find  the  birth  certificates  for  the  remaining 
585  infants  and  were  successful  in  571  cases.  Once  birth  certifi- 
cates were  available,  we  attempted  to  match  these  571  infants  to 
drug-free  controls  born  within  an  interval  two  weeks  before  or 
after  the  IHAP-registered  infants  on  the  basis  of  infant’s  sex; 
hospital  of  birth;  age,  race,  and  ethnicity  (Hispanic  or  non-His- 
panic)  of  mother;  and  method  of  payment  for  delivery  (Medic- 
aid, private  insurance,  self-payment).  Five  hundred  and  sixty-six 
of  the  infants  were  matched,  although  in  198  cases,  one  or  more 
of  the  following  criteria  had  to  be  relaxed:  Time  of  birth  of  con- 
trol infants  was  extended  from  four  weeks  surrounding  the  case 
infant’s  birth  to  a period  spanning  two  weeks  before  to  nine  weeks 
after  (111  cases).  The  age  range  for  control  mothers  was  expand- 
ed to  within  two  years  of  the  age  of  case  mothers  for  teenagers 


* Among  all  1 ,07 1 IHAP  infants  registered  from  June  through  September  1 986, 
there  were  69  deaths  which  occurred  before  hospital  discharge;  at  least  six  of  these 
deaths  were  among  infants  born  to  drug  abusers. 


TABLE  I.  Distribution  of  Infants  in  Individual  Drug  Groups 


Drug 

Frequency 

Percent 

Cocaine  (powder,  intravenous,  unspecified  form; 
might  include  crack) 

224 

38.3 

Crack 

33 

5.6 

Crack/cocaine  (both  recorded;  unspecified 
combination) 

55 

9.4 

Cocaine  (powder,  intravenous,  unspecified  form) 
+ opiates  and  sometimes  alcohol,  marijuana, 
barbiturates,  and  miscellaneous  drugs 

81 

13.8 

Crack  or  crack/cocaine  + opiates  and 

sometimes  alcohol,  marijuana,  barbiturates, 
and  miscellaneous  drugs 

15 

2.6 

Cocaine  (powder,  intravenous,  unspecified  form) 
and  alcohol,  marijuana,  barbiturates, 
and  miscellaneous  drugs  (but  not  opiates) 

52 

8.9 

Crack  or  crack/cocaine  and  alcohol,  mari- 
juana, barbiturates,  and  miscellaneous  drugs 
(but  not  opiates) 

18 

3.1 

Heroin  (no  cocaine) 

15 

2.6 

Methadone  (no  cocaine) 

38 

6.5 

Heroin  and  methadone  (no  cocaine) 

17 

2.9 

Any  opiate  and  alcohol,  marijuana,  barbi- 
turates, and  miscellaneous  drugs  (but  no 
cocaine) 

9 

1.5 

Unspecified  drug  abuse  (but  known  abuse) 

28 

4.8 

Total 

585 

100.0 

and  within  five  years  for  older  mothers  (1 14  cases).  A different 
method  of  payment  for  delivery  was  chosen  for  control  mothers 
(Five  cases);  a different  institution  of  birth  was  also  chosen  for 
control  mothers  (17  cases).  Although  it  would  have  been  desir- 
able to  have  matched  cases  and  controls  for  maternal  use  of  to- 
bacco and  alcohol,  it  was  impossible  to  do  so  because  of  insuffi- 
cient data  on  the  birth  certificates. 

The  585  IHAP-registered  infants  were  grouped  into  12  “ma- 
ternal drug  abuse”  categories  using  information  contained  in  the 
IHAP  registration  forms  (Table  I).  IHAP’s  information  about 
the  presence  of  drug  abuse  during  pregnancy  and  the  type  of 
substance  involved  was  obtained  from  several  sources:  the  deliv- 
ery log  book,  the  medical  chart  of  the  mother  or  infant,  a social 
worker’s  report,  or,  rarely,  from  the  interview  between  the  IHAP 
Public  Health  Advisor  and  the  mother.  Only  one  hospital  in  this 
study  routinely  screened  every  newborn  for  maternal  drug  abuse, 
using  results  from  infant  urine  toxicology  testing. 

For  a better  understanding  of  the  data,  infants  in  the  first  1 1 
categories  were  combined  into  five  larger  groups,  as  described  in 
Table  II.  In  this  report,  results  are  presented  and  discussed  in 
terms  of  these  larger  groups,  although  we  initially  calculated  and 
reviewed  the  findings  for  the  smaller  categories.  In  an  effort  to 
distinguish  the  effects  of  opiates  from  those  of  cocaine,  we  de- 
fined the  following  three  mutually  exclusive  groups: 

I.  opiates  without  cocaine  (categories  8-1 1):  users  of  opiates, 
with  or  without  additional  drugs  (except  cocaine). 

II.  cocaine  without  opiates  (categories  1,  2,  3,  6,  7):  users  of 
cocaine,  with  or  without  additional  drugs  (except  opiates). 

III.  cocaine  + opiates  (categories  4 and  5):  users  of  both  co- 
caine and  opiates,  with  or  without  other  drugs. 

To  differentiate  the  effects  of  crack  from  those  of  other  forms  of 
cocaine,  two  subdivisions  of  group  II  were  created: 

IIA.  crack  without  opiates  (categories  2,  3,  7):  users  of  crack, 
with  or  without  additional  drugs  (except  opiates). 

IIB.  other  cocaine  without  opiates  (categories  1,  6):  users  of 
non-crack  cocaine,  with  or  without  additional  drugs  (ex- 
cept opiates). 
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TABLE  II.  Distribution  of  Infants  in  Larger,  Combined  Drug 
Groups (N  = 557) 


Larger  Drug  Group 
(and  Constituent  Subcategories) 

Frequency 

Percent 

I. 

Opiates  without  cocaine  (8-1 1) 

79 

14 

II. 

Cocaine  without  opiates  (1,  2,  3,  6,  7) 

382 

69 

III. 

Cocaine  + opiates  (4,  5) 

96 

17 

IIA. 

Crack  without  opiates  (2,  3,  7) 

106 

19 

IIB 

Other  cocaine  without  opiates  (1,6) 

276 

50 

Since  differentiation  of  “crack”  from  “other  forms  of  cocaine” 
on  IHAP  registration  forms  was  occasionally  ambiguous,  there 
may  be  some  misclassification  between  the  “crack”  and  “other 
cocaine”  subdivisions. 

Methods  of  Analysis:  Analysis  of  Outcomes  Derived  from 

Birth  Certificates:  Birthweight,  Gestational  Age,  and  Apgar 
Scores.  Birthweights,  gestational  ages,  and  one-  and  five-min- 
ute Apgar  scores  of  infants  in  the  larger  groups  were  compared  to 
those  of  matched  drug-free  controls  by  means  of  t tests.  In  order 
to  control  for  additional  possible  confounders  such  as  maternal 
educational  level,  marital  status,  parity,  and  prenatal  care,  as 
well  as  for  the  variables  on  which  drug-exposed  and  drug-free 
infants  had  previously  been  matched,  comparisons  for  birth- 
weight  and  gestational  age  were  repeated  using  an  analysis  of 
covariance  (GLM  SAS).16  When  birthweight  was  examined  as 
the  outcome  variable,  we  controlled  for  gestation  to  determine  if 
there  was  a drug  effect  on  birthweight  independent  of  gestational 
age.  A finding  that  birthweight  is  related  to  drug  exposure  after 
controlling  for  gestational  age  would  indicate  that  drug  use  may 
lead  to  a decrease  in  birthweight  for  gestational  age.  The  model 
with  birthweight  as  an  outcome  variable  was  also  tested  without 
controlling  for  gestation,  since  a finding  of  lower  birthweight 
among  infants  of  drug  abusers  regardless  of  gestational  age 
would  be  considered  a significant  finding. 

Using  the  analysis  of  covariance,  the  five  drug  groups  were 
compared  to  their  controls  as  well  as  to  each  other  with  respect  to 
birth  outcomes.  First,  a model  was  constructed  to  detect  any  dif- 
ferences between  “opiates  without  cocaine”  (1),  “cocaine  with- 
out opiates”  (II),  and  “cocaine  + opiates”  (III).  Second,  “crack 
without  opiates”  (IIA)  was  compared  to  “other  forms  of  cocaine 
without  opiates”  (IIB). 

Analysis  of  Outcomes  Derived  from  IHAP  Registration  Forms: 
Presence  of  Neurologic  Signs,  Need  for  Intensive  Care,  and 
Length  of  Hospitalization  After  Delivery.  IHAP  forms  for  in- 
fants of  drug  abusers  were  examined  for  presence  of  neurologic 
signs,  need  for  intensive  care,  and  length  of  hospitalization  after 
delivery.  Drug  groups  could  not  be  compared  to  controls  on  these 
variables  because  controls  were  not  IHAP  registrants  and  birth 
certificates  do  not  contain  the  information  of  interest  here. 

Information  about  the  presence  of  adverse  neurologic  signs  (ie, 
tremors,  increased  tone,  seizures)  was  abstracted  from  clinical 
records  and  entered  on  IHAP  registration  forms  by  the  public 
health  advisors;  the  majority  of  infants  with  recorded  neurologic 
signs  were  also  described  on  registration  forms  as  having  a with- 
drawal syndrome.  “Need  for  intensive  care”  refers  to  care  more 
specialized  than  that  routinely  given  in  the  regular  nursery, 
which  is  provided  in  either  a neonatal  intensive  care  unit  or  a 
special  care  nursery. 

Mean  lengths  of  hospital  stay  for  infants  in  the  five  drug 
groups  were  calculated;  lengths  of  stay  for  infants  in  the  five 
groups  were  compared  using  t tests.  Proportions  of  infants  re- 
quiring intensive  care  and  demonstrating  neurologic  signs  were 
calculated  and  compared  using  x2  tests. 

While  a nominal  significance  level  of  5%  was  used  for  testing 
individual  hypotheses,  it  should  be  borne  in  mind  that,  as  the 
number  of  tests  increases,  the  probability  of  a type  I error  at  the 
overall  study  level  also  increases.  However,  in  this  observational 
study  with  moderate  sized  groups,  it  was  felt  that  making  the 


significance  level  too  stringent  could  obscure  some  potentially 
important  effects,  which  ought  to  be  studied  further. 

Results 

General  Description  of  Sample.  The  various  types  of  drug  abus- 
ers (“opiates  without  cocaine”  (I),  “cocaine  without  opiates”  (II), 
“cocaine  + opiates  (III)  and  “crack  without  opiates”  (IIA))  may  be 
described  in  terms  of  the  variables  that  were  used  for  matching  (Ta- 
ble III).  Mothers  who  abused  opiates,  either  alone  or  with  cocaine, 
were  approximately  2.5  years  older  than  those  who  abused  various 
forms  of  cocaine  without  opiates.  The  groups  that  included  opiate 
abusers  had  larger  percentages  of  Hispanics  and  smaller  percent- 
ages of  blacks  than  did  groups  consisting  only  of  cocaine  abusers. 
With  regard  to  the  financial  status  of  this  sample,  the  proportions  of 
deliveries  covered  by  Medicaid  were  approximately  the  same  in  all 
drug  groups.  However,  it  should  be  noted  that  deliveries  that  were 
not  covered  by  Medicaid  were  not  necessarily  to  patients  with  any 
form  of  private  insurance  or  other  means  of  payment;  because  this 
sample  was  drawn  mainly  from  municipal  hospitals,  the  patients  giv- 
ing birth  are  often  medically  indigent.  The  male  to  female  ratio  of 
infants  approached  the  normal  5 1 :49  ratio  in  the  largest  groups;  dif- 
ferences from  this  ratio  in  some  groups  may  have  reflected  smaller 
sample  sizes. 

The  four  types  of  drug  abusers  are  also  described  in  terms  of  the 
variables  that  were  controlled  in  the  linear  model  (but  that  were  not 
involved  in  matching).  Drug  abusing  mothers  received  less  prenatal 
care  than  did  controls,  with  between  55%  and  66%  having  late  or  no 
prenatal  care  as  compared  to  40%  of  all  controls;  the  large  propor- 
tion of  control  mothers  with  inadequate  prenatal  care  is  not  unusual 
for  women  who  deliver  at  municipal  hospitals.  Cocaine  and  crack 
abusing  mothers  in  groups  II  and  IIA  had  a lower  parity  (1.4)  than 
the  somewhat  older  opiate  and  polydrug  abusers  (1.9  and  2.0,  re- 
spectively). The  proportions  of  unmarried  mothers  were  approxi- 
mately the  same  in  all  drug  groups  (89%  to  94%)  and  were  higher 
than  the  proportion  of  unmarried  women  in  the  control  group  (69%). 
There  was  no  difference  in  educational  levels  between  control  moth- 
ers and  drug  abusers,  as  all  had  an  average  of  1 1 years  of  schooling. 

Analysis  of  Outcomes  Derived  from  Birth  Certificates.  Birth- 
weight. Examination  of  the  larger  drug  groups  using  t tests  showed 
that  all  differences  in  birthweight  between  drug-exposed  and  drug- 
free  infants  were  significant  (p  < 0.001)  (Table  IV).  The  mean 
birthweight  of  infants  born  to  all  drug  abusers  was  2,669  g,  com- 
pared to  a mean  control  birthweight  of  3,092  g.  When  the  analysis  of 
covariance  was  used  to  compare  infants  in  the  drug  groups  to  their 
controls,  differences  in  birthweight  between  drug-exposed  infants 
and  their  controls  remained  highly  significant.  Thus,  controlling  for 
maternal  educational  level,  marital  status,  parity,  and  prenatal  care, 
as  well  as  for  the  variables  on  which  drug-exposed  and  drug-free 
infants  had  previously  been  matched,  did  not  change  the  nature  of 
these  results.  Differences  in  birthweight  for  cases  and  controls  con- 
tinued to  appear  even  when  we  controlled  for  gestational  age,  indi- 
cating that  these  differences  arose  from  small  size  for  gestational 
age  as  well  as  preterm  birth. 

In  comparison  to  infants  born  to  abusers  of  “opiates  without  co- 
caine” (I)  or  “cocaine  without  opiates”  (II),  those  of  “cocaine  + 
opiate”  (III)  abusers  differed  most  from  their  controls  (mean  differ- 
ence = 653  g)  and  had  the  lowest  mean  birthweight;  those  born  to 
abusers  of  “cocaine  without  opiates”  (II)  differed  least,  though  still 
significantly,  from  their  matched  controls  (mean  difference  = 376 
g).  It  should  be  noted  that  the  use  of  the  analysis  of  covariance  to 
compare  groups  I,  II,  and  III  to  one  another  showed  that  the  appar- 
ent differences  between  these  groups  were  not  significant  at  the  5% 
level. 

Infants  of  crack  abusers  (IIA)  differed  more  from  their  controls 
and  had  a lower  mean  birthweight  than  did  those  born  to  abusers  of 
other  cocaine  forms  (IIB);  the  mean  difference  in  birthweight  be- 
tween crack-exposed  infants  and  their  controls  was  507  g,  compared 
to  a difference  of  324  g between  infants  exposed  to  other  forms  of 
cocaine  and  their  controls.  When  mean  birthweights  of  subdivisions 
IIA  and  IIB  were  compared  using  analysis  of  covariance,  the  differ- 
ence was  significant  at  the  5%  level. 

Gestational  age.  Examination  of  the  larger  drug  groups  using  t 
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TABLE  III.  General  Description  of  Sample 


Maternal  and  Infant 
Characteristics 
(Variables  used 
in  matching) 

Larger  Combined  Drug  Groups 

I (Opiates 
Without  Cocaine) 

III  (Cocaine 
+ Opiates) 

II  (Cocaine 
Without  Opiates) 

IIA  (Crack 
Without  Opiates) 

Controls 

Mean  maternal  age 

28.6  ± 5.1 

27.2  ± 4.8 

24.7  ± 4.6 

24.5  ± 4.6 

— 

in  years  ±SD 

(N  = 77) 

(N  = 93) 

(N  = 369) 

(N  = 103) 

Ethnicity 

% Hispanic 

60% 

39% 

23% 

19% 

— 

% non-Hispanic 

40% 

61% 

77% 

81% 

— 

(N  = 77) 

(N  = 93) 

(N  = 369) 

(N  = 103) 

Race 

% black 

34% 

53% 

78% 

82% 

— 

% white 

66% 

47% 

22% 

18% 

— 

(N  = 77) 

(N  = 93) 

(N  = 369) 

(N  = 103) 

Payment 

% Medicaid 

69% 

63% 

73% 

66% 

— 

% non-Medicaid 

31% 

37% 

27% 

34% 

— 

(N  = 77) 

(N  = 93) 

(N  = 369) 

(N  = 103) 

Infant  sex 

% male 

57% 

45% 

53% 

50% 

— 

% female 

43% 

55% 

47% 

50% 

— 

(N  = 77) 

(N  = 93) 

(N  = 369) 

(N  = 103) 

(Variables  controlled 

for  in  linear  model) 

Prenatal  care 

% late  or  no 

58% 

66% 

58% 

55% 

40% 

% early 

39% 

18% 

26% 

19% 

49% 

(N  = 77) 

(N  = 93) 

(N  = 369) 

(N  = 103) 

(N  = 566) 

Maternal  education 

1 1.0  ± 1.4 

11.0  ± 1.6 

11.1  ± 1.8 

11.1  ± 1.9 

11.0  ± 2.4 

(mean  years  of 

(N  = 77) 

(N  = 91) 

(N  = 360) 

(N  = 102) 

(N  = 558) 

schooling) 

Parity  (mean) 

1.9  ± 1.5 

2.0  ± 1.6 

1.4  ± 1.4 

1.4  ± 1.2 

1.3  ± 1.5 

(N  = 74) 

(N  = 88) 

(N  = 349) 

(N  = 100) 

(N  = 531) 

Marital  status 

% married 

9% 

6% 

11% 

8% 

31% 

% unmarried 

91% 

94% 

89% 

92% 

69% 

(N  = 77) 

(N  = 93) 

(N  = 369) 

(N  = 103) 

(N  = 566) 

tests  showed  that  all  except  one  of  the  differences  in  gestational  age 
between  drug-exposed  infants  and  their  controls  were  significant  (p 
< 0.05)  (Table  V).  The  mean  gestational  age  for  infants  born  to  all 
drug  abusers  combined  was  268  days,  compared  to  a mean  control 
gestational  age  of  274  days.  However,  the  significance  of  these  dif- 
ferences is  called  into  question  by  the  results  we  obtained  when  we 
compared  gestational  ages  of  drug-exposed  and  drug-free  infants  in 
the  larger  groups  using  analysis  of  covariance.  After  controlling  for 
maternal  educational  level,  marital  status,  parity,  and  prenatal  care 
in  the  analysis  of  covariance,  only  infants  in  the  crack  subdivision 
(I1A)  still  had  significantly  shorter  ( p < 0.05)  gestational  ages  than 
did  their  controls. 


In  comparison  to  infants  born  to  abusers  of  “opiates  without  co- 
caine” (I)  or  “cocaine  without  opiates”  (II),  those  of  “cocaine  + 
opiate”  (III)  abusers  again  differed  most  from  their  controls  (mean 
difference  = 10.2  days)  and  had  the  shortest  mean  gestation.  In- 
fants born  to  abusers  of  “opiates  without  cocaine”  (I)  and  “cocaine 
without  opiates”  (II)  had  similar  gestational  ages.  Here,  too,  exami- 
nation of  the  cocaine  subdivisions  showed  that  infants  of  crack  abus- 
ers differed  more  from  their  controls  and  had  shorter  gestations  than 
those  born  to  abusers  of  other  cocaine  forms;  the  mean  difference  in 
gestation  between  crack-exposed  infants  (IIA)  and  their  controls 
was  8.1  days,  compared  to  a difference  of  3.9  days  between  infants 
exposed  to  other  forms  of  cocaine  ( I IB)  and  their  controls.  However, 


TABLE  IV.  Birthweights  of  Infants  in  Larger,  Combined  Drug  Groups 


Drug  Group  (Number 
of  Infants  in  Group 
With  Known  Weight) 

Mean  Birthweight 
of  Drug-Exposed 
Infants  (g) 

Mean  Birthweight 
of  Controls  (g) 

Mean 

Difference  (g) 

Degrees 
of  Freedom 

t 

Probability 

All  drugs  combined  (562) 

2,669 

3,092 

423 

561 

11.34 

<0.001 

I.  Opiates  without  cocaine  (77) 

2,777 

3,259 

482 

76 

5.75 

<0.001 

II.  Cocaine  without  opiates  (366) 

2,663 

3,038 

376 

365 

8.21 

<0.001 

III.  Cocaine  + opiates  (92) 

2,522 

3,175 

653 

91 

6.56 

<0.001 

IIA.  Crack  without  opiates  (103) 

2,558 

3,065 

507 

102 

6.25 

<0.001 

1 1 B.  Other  cocaine  without  opiates  (263) 

2,704 

3,028 

324 

262 

5.90 

<0.001 
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TABLE  V.  Gestational  Ages  of  Infants  in  Larger,  Combined  Drug  Groups 


Drug  Group  (Number  of 
Infants  in  Group  With 
Known  Gestational  Age) 

Mean 

Gestational  Age 
of  Drug-exposed 
Infants  (days) 

Mean 

Gestational  Age 
of  Controls 

(days) 

Mean 

Difference 

(days) 

Degrees 
of  Freedom 

t 

Probability 

All  drugs  combined  (562) 

267.6 

273.8 

6.2 

561 

4.18 

<0.001 

I.  Opiates  without  cocaine  (77) 

267.8 

274.4 

6.6 

76 

2.01 

<0.05 

II.  Cocaine  without  opiates  (366) 

267.8 

272.8 

5.1 

365 

2.62 

<0.01 

III.  Cocaine  + opiates  (92) 

265.6 

275.8 

10.2 

91 

2.74 

<0.01 

1 1 A.  Crack  without  opiates  (103) 

265.8 

273.9 

8.1 

102 

2.54 

<0.05 

I IB.  Other  cocaine  without  opiates  (263) 

268.6 

272.4 

3.9 

262 

1.63 

>0.10 

all  apparent  differences  in  gestational  age  between  the  five  drug 
groups  were  not  significant  when  they  were  examined  using  the  anal- 
ysis of  covariance. 

The  importance  of  differences  in  gestational  age  of  only  a few 
days,  whether  statistically  significant  or  not,  may  be  argued.  How- 
ever, it  must  be  remembered  that  the  weight  gain  that  occurs  in  the 
last  two  weeks  of  pregnancy  is  considerable  and,  therefore,  that  dif- 
ferences in  gestational  age  of  no  more  than  a week  may  contribute  to 
reductions  in  birthweight. 

One-minute  and  five-minute  Apgar  scores.  There  was  no  con- 
sistent direction  for  the  differences  in  one-  and  five-minute  Apgar 
scores  that  were  observed  for  drug-exposed  infants  and  their  con- 
trols; none  of  the  differences  were  significant  at  the  5%  level.  When 
one-  and  five-minute  Apgar  scores  were  compared  between  larger 
drug  groups  using  analysis  of  covariance,  no  significant  differences 
emerged. 

Analysis  of  Outcomes  Derived  from  IHAP  Data.  Since  informa- 
tion about  outcomes  that  are  analyzed  in  this  section  could  not  be 
obtained  from  birth  certificates,  we  were  unable  to  compare  drug- 
exposed  infants  to  matched  drug-free  controls.  Thus,  comparisons  in 
this  section  are  only  between  drug  groups. 

Presence  of  neurologic  signs.  The  groups  “opiates  without  co- 
caine’’ (I)  and  “cocaine  + opiates”  (II)  had  the  highest  proportions 
of  infants  with  adverse  neurologic  signs,  46%  and  44%,  respectively 
(Table  VI).  These  two  groups  were  similar  to  each  other,  but  x2  tests 
showed  them  to  have  a significantly  higher  (p  < 0.05)  proportion  of 
infants  with  neurologic  signs  than  the  “cocaine  without  opiates” 
group  (II),  in  which  22%  of  infants  showed  neurologic  signs. 

Thirty  percent  of  infants  in  the  “crack  without  opiates”  group 
(II A)  showed  adverse  neurologic  signs,  as  compared  to  19%  of  in- 
fants in  the  “other  cocaine  without  opiates”  group  (II B);  a x2  test 
showed  that  crack-exposed  infants  differed  significantly  from  those 
exposed  to  other  forms  of  cocaine  with  respect  to  presence  of  adverse 
neurologic  signs. 

Need  for  intensive  care.  The  highest  proportions  of  infants  need- 
ing intensive  care  were  found  in  groups  I and  III,  “opiates  without 
cocaine”  and  “cocaine  + opiates,”  which  had  39%  and  41%,  respec- 
tively, of  their  infants  needing  intensive  care  (Table  VI).  Chi-square 
tests  showed  that  infants  in  these  groups  were  significantly  more 
likely  (p  < 0.05)  to  need  intensive  care  than  were  those  in  group  II, 
“cocaine  without  opiates,”  of  whom  21%  required  intensive  care. 


Infants  of  crack  abusers  did  not  differ  significantly  from  those  of 
“other  cocaine”  abusers  with  respect  to  need  for  intensive  care. 

Length  of  hospital  stay.  T tests  showed  that  infants  in  group  III, 
“cocaine  + opiates,”  had  a significantly  longer  (p  < 0.05)  mean 
post-delivery  hospital  stay  than  infants  in  either  group  I,  “opiates 
without  cocaine,”  or  group  II,  “cocaine  without  opiates”  (31.1  days 
vs  23.1  and  20.1  days)  (Table  VI).  The  length  of  hospital  stay  for 
infants  of  crack  abusers  was  not  significantly  different  from  that  for 
infants  of  “other  cocaine”  abusers. 

Discussion 

Infants  born  to  both  cocaine  and  opiate  abusers  had  sig- 
nificantly lower  birthweights  than  controls  and,  more 
equivocally,  shorter  gestational  ages  as  well.  Although  we 
did  not  try  to  determine  incidence  of  fetal  loss  among 
drug-exposed  infants,  the  adverse  outcomes  that  we  found 
for  children  of  cocaine  abusers  appeared  to  fall  some- 
where within  the  continuum  defined  by  previous  studies 
(which  ranges  from  no  effects  of  maternal  cocaine  abuse1 1 
all  the  way  to  an  increased  incidence  of  abruptio  placen- 
tae3'9). 

Most  importantly,  the  association  demonstrated  here 
between  maternal  drug  abuse  during  pregnancy  and  poor 
birth  outcome  persisted  even  when  we  attempted  to  con- 
trol for  confounding  socioeconomic  variables.  Thus,  these 
findings  contradict  the  conclusion  of  Lifschitz  et  al15  re- 
garding opiate  abusers,  that  “...adjustment  for  con- 
founding variables  abolished  the  difference  in  birth  mea- 
surements between  infants  of  drug  abusers  and  controls.” 
However,  because  our  study  is  an  observational  one,  we 
cannot  conclude  that  the  association  between  maternal 
drug  abuse  and  poor  birth  outcome  is  causal. 

Our  findings  of  decreased  birthweights  for  infants  of 
cocaine  and  opiate  abusers  agree  at  least  in  part  with  those 
reported  in  earlier  studies.  The  reduction  in  birthweight 
that  we  observed  for  infants  exposed  only  to  cocaine  is  less 


TABLE  VI.  Birth  Outcomes  Derived  from  IHAP  Data  for  Infants  in  Larger,  Combined  Drug  Groups:  Proportions  of  Infants  with 


Neurologic  Signs  and  Needing  Intensive  Care;  Length  of  Hospital  Stay 


Infants  with  Neurologic  Signs 

Infants  Needing  Intensive  Care 

Mean  Length  of 
Hospital  Stay  (in  days) 
± Standard  Deviation 

Number/Total  With 

Number/Total  With 

(Number  in  Group  With 

Drug  Group 

Characteristic  Known  % 

Characteristic  Known  % 

Known  Length  of  Stay) 

I.  Opiates  without  cocaine 

34/74 

46% 

30/78 

39% 

23.1  ± 19.3  (72) 

11.  Cocaine  without  opiates 

78/353 

22% 

77/371 

21% 

20.1  ± 23.4  (362) 

1 11. Cocaine  + opiates 

40/90 

44% 

38/93 

41% 

31.1  ± 28.1  (90) 

1 1 A.  Crack  without  opiates 

29/97 

30% 

25/102 

25% 

23.6  ± 27.2  (103) 

I IB.  Other  cocaine  without  opiates 

49/256 

19% 

52/269 

19% 

18.7  ± 21.6  (259) 
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dramatic  than  that  described  elsewhere;  in  fact,  birth- 
weights  for  cocaine-exposed  infants  in  this  study  were 
considerably  higher  than  those  reported  by  Bingol  et  al.3 
However,  the  mean  birthweight  of  our  polydrug-exposed 
infants  was  lower  than  that  reported  by  Ryan  et  al12  for 
infants  who  had  been  exposed  to  both  opiates  and  cocaine 
in  their  study.  The  significance  of  the  difference  in  gesta- 
tional age  between  drug-exposed  infants  and  controls  in 
our  study  was  more  equivocal  than  that  for  the  difference 
in  birthweight;  the  gestational  ages  that  we  observed  for 
children  of  heroin  and  methadone  abusers  were  somewhat 
higher  than  those  reported  by  Stimmel  et  al.7  It  should  be 
noted  here  that  Ryan  et  al 12  observed  no  significant  differ- 
ences between  the  gestational  ages  of  drug-exposed  in- 
fants and  drug-free  controls  in  their  study.12  Lengths  of 
hospitalization  after  delivery  for  drug-exposed  infants  in 
our  study  were  considerably  longer  than  the  routine  three- 
day  stay  of  healthy  infants;  the  lengths  of  hospitalization 
that  we  noted  for  opiate-exposed  infants  were  in  the  range 
of  those  reported  earlier.7  The  proportion  of  infants  with 
neurologic  signs  was  higher  among  those  exposed  to  opi- 
ates than  among  those  exposed  to  cocaine  alone.  In  this 
study,  the  proportion  of  cocaine-exposed  infants  who  dis- 
played symptoms  that  might  be  consistent  with  withdraw- 
al was  higher  than  the  10%  of  cocaine-exposed  infants 
who  were  identified  by  Bingol  et  al3  as  demonstrating 
withdrawal.  The  proportion  of  opiate-exposed  infants  who 
displayed  signs  of  withdrawal  was  higher  in  our  study  than 
in  that  described  by  Rosen  and  Johnson.6  Our  results  differ 
from  those  reported  by  Ryan  et  al,12  in  that  we  observed  no 
significant  difference  between  the  Apgar  scores  of  the 
drug-exposed  infants  and  those  of  drug-free  controls. 

Although  infants  of  various  types  of  drug  abusers  could 
not  be  considered  a homogeneous  group,  for  most  of  the 
outcomes  we  observed  no  statistically  significant  differ- 
ences between  infants  of  cocaine  and  opiate  abusers.  Only 
with  respect  to  proportions  showing  neurologic  signs  and 
requiring  intensive  care  did  opiate-exposed  infants  fare 
significantly  worse  than  those  born  to  cocaine  abusers. 
There  may  be  some  bias  towards  recording  neurologic 
signs  in  opiate-exposed  infants  in  whom  a well-defined 
withdrawal  syndrome  has  been  identified.  The  findings  of 
a greater  need  for  intensive  care  among  opiate-exposed 
infants  may  be  more  important,  since  intensive  care  prob- 
ably represents  a more  objective  way  of  assessing  infant 
health  status  than  evaluation  of  neurologic  signs. 

The  findings  for  infants  of  polydrug  (cocaine  + opiate) 
abusers  certainly  run  counter  to  the  suggestion  that  simul- 
taneous exposure  to  central  nervous  system  depressants 
and  stimulants  produces  an  interaction  in  which  each  drug 
antagonizes  the  effects  of  the  other.14  Infants  of  polydrug 
abusers  had  significantly  longer  hospital  stays  than  did 
the  infants  of  women  who  abused  either  cocaine  or  opiates 
alone;  birthweight  and  gestational  age  were  also  worse  for 
infants  of  polydrug  abusers,  although  for  these  outcomes, 
differences  did  not  attain  statistical  significance.  As  far  as 
presence  of  neurologic  signs  and  need  for  intensive  care 
were  concerned,  infants  of  polydrug  abusers  resembled 
those  of  opiate  addicts.  Although  infants  who  were  ex- 
posed to  cocaine  as  well  as  opiates  in  the  study  by  Ryan  et 
al12  generally  fared  worse  than  those  exposed  to  opiates 
alone,  the  two  groups  of  drug-exposed  infants  did  not  ap- 


pear to  differ  significantly  from  one  another;  certainly 
prenatal  exposure  to  cocaine  in  addition  to  opiates  did  not 
worsen  what  these  authors  defined  as  neonatal  abstinence 
symptoms. 

Given  the  theoretically  greater  potency  of  crack  com- 
pared to  other  types  of  cocaine,2  it  was  noteworthy  that 
birth  outcomes  for  infants  of  crack  abusers  were  worse  than 
those  observed  for  infants  of  mothers  who  abused  other 
forms  of  cocaine  with  respect  to  birthweight  and  presence 
of  adverse  neurologic  signs.  Differences  in  length  of  hospi- 
tal stay,  though  not  of  statistical  significance,  also  pointed 
toward  worse  outcomes  for  infants  of  crack  abusers. 

The  fact  that  drug-exposed  infants  had  greater  need  for 
intensive  care  and  longer  hospital  stays  suggests  that  their 
treatment  will  be  a costly  drain  on  the  financial  resources 
of  society,  and  suggests  that  successful  health  educational 
programs  designed  to  prevent  drug  abuse  during  pregnan- 
cy will  be  cost  effective.  However,  additional  levels  of  pre- 
vention must  also  be  implemented.  These  results  suggest 
the  need  for  a surveillance  system  to  monitor  postnatal 
developmental  delay  among  drug-exposed  infants,  as  well 
as  for  services  designed  to  minimize  developmental  prob- 
lems. Addicted  mothers  of  preterm,  low  birthweight  in- 
fants are  reportedly  less  likely  to  participate  in  drug  treat- 
ment programs  than  are  mothers  of  full-term,  normal 
birthweight  infants.17  The  findings  of  adverse  birth  out- 
comes for  drug-exposed  infants  suggest  that  special  out- 
reach and  follow-up  efforts  may  be  necessary  to  encour- 
age and  facilitate  mothers’  participation  in  drug 
treatment  and  pediatric  programs. 
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Wood  burning  related  injuries 

James  J.  Nicholson,  md,  Patrick  A.  Dietz,  md 


ABSTRACT.  During  the  past  two  years,  80  patients  were 
seen  in  the  emergency  department  of  The  Mary  Imogene 
Bassett  Hospital  (Cooperstown,  NY)  for  injuries  related  to 
the  use  of  wood  burning  stoves.  The  types  of  injuries  included 
25  lacerations,  19  crush  injuries,  10  fractures,  7 eye  injuries 
and  7 burns.  Seven  of  these  patients  required  hospitalization, 
and  five  required  operative  procedures.  There  was  no  mor- 
tality. Physician  and  patient  education  about  the  potential 
dangers  of  wood  stove  use  may  help  prevent  these  injuries. 

(NY  State  J Med  1989;  89:262-263) 

The  use  of  wood  as  a fuel  source  is  a common  alternative  to 
fossil  fuels,  especially  in  rural  areas.  During  the  late  1970s 
and  early  1980s,  with  rising  prices  of  oil  and  gas,  many 
people  returned  to  burning  wood  either  for  primary  heat- 
ing or  as  a supplementary  heating  source.  An  increase  in 
injuries  related  to  burning  wood  was  observed  at  this  insti- 
tution, including  two  deaths,  which  prompted  a prospec- 
tive review  of  all  wood  stove  related  injuries  seen  at  this 
hospital.  A review  of  the  literature  revealed  various  anec- 
dotal experiences,  but  aside  from  a review  of  burns  in  chil- 
dren by  Yanofsky,1  we  found  little  in  the  way  of  catalog- 
ing of  the  variety  of  injuries  associated  with  the  use  of 
wood  burning  stoves. 

Reported  here  is  the  experience  of  The  Mary  Imogene 
Bassett  Hospital,  a rural  teaching  hospital,  with  wood 
stove  related  injuries  over  the  period  1 984- 1986.  The  risks 
involved  in  the  use  of  this  type  of  burner  and  fuel  are  dis- 
cussed in  an  effort  to  improve  preventive  efforts  and  pa- 
tient education. 

Methods 

Emergency  department  records  were  kept  prospectively  for 
the  autumn  and  winter  months  of  1984-1985  and  1985-1986  on 
all  patients  who  presented  with  chief  complaints  related  to  the 
procurement,  preparation,  or  burning  of  wood  as  a fuel  source. 
These  records  were  examined  for  injuries  including  burns,  lacer- 
ations, fractures,  puncture  wounds,  soft  tissue  injury,  and  eye 
injuries.  Patients  were  identified  and  their  records  reviewed  with 
regard  to  type  of  injury,  age,  severity,  morbidity,  and  subsequent 
complications. 

Results 

There  were  81  visits  to  the  emergency  department  that  fulfilled 
the  criteria.  These  represented  1.2%  of  all  visits  during  the  study 
period.  The  injuries  are  listed  in  Table  I. 
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Lacerations  were  the  most  frequent  injuries  and  accounted  for 
31%  of  all  cases.  The  average  age  of  patients  presenting  with  lacer- 
ations was  38  years.  The  most  frequent  mechanism  of  injury  was 
related  to  use  of  the  chain  saw  (13  cases)  or  wood  splitter  (seven 
cases).  These  injuries  predominantly  occurred  in  people  who  were 
harvesting  wood  from  their  own  property  for  personal  use,  or  for  sale 
to  others  to  supplement  their  income.  Many  were  farmers  who  har- 
vest wood  in  autumn  after  crops  are  in.  The  lacerations  ranged  from 
4 cm  to  15  cm  in  length.  There  were  five  complicated  lacerations, 
including  digit  amputation,  nerve  injury,  tendon  injury,  cellulitis, 
skin  loss  requiring  grafting,  or  arterial  injury.  Two  patients  required 
hospitalization  lasting  two  days  each.  The  mean  length  of  time  lost 
from  work  was  one  day,  with  a range  of  from  zero  days  to  six  months. 

Crush  injuries  were  the  second  most  common  form  of  trauma  ob- 
served. They  accounted  for  23%  of  patients.  The  average  patient  age 
was  37  years,  and  most  patients  were  male,  again  reflecting  the  fact 
that  these  injuries  occur  among  people  harvesting  wood.  The  usual 
mechanism  of  injury  was  dropping  a log  on  an  extremity  or  being  hit 
by  a falling  branch.  Two  of  these  patients  required  hospitalization, 
one  for  six  days,  the  other  for  two.  One  of  these  patients  fell  from  a 
tree,  incurring  significant  hemorrhage — the  hematocrit  fell  from 
44%  to  34% — which  resolved  without  a source  being  identified.  The 
other  was  crushed  between  a log  and  a tree  and  subsequently  devel- 
oped cellulitis  from  an  abrasion.  The  morbidity  from  these  injuries 
averaged  seven  days  of  lost  work. 

The  next  most  common  injuries  were  fractures,  occurring  in  12% 
of  patients.  The  average  patient  age  was  35  years.  Eight  patients  had 
fractured  phalanges,  one  had  a trimalleolar  ankle  fracture,  and  one 
had  a radial  fracture  with  median  nerve  damage.  Three  patients  re- 
quired open  reduction  and  were  hospitalized  for  an  average  of  two 
days.  The  mean  time  lost  from  work  was  seven  days,  with  a range  of 
three  days  to  six  months. 

Burns  occurred  in  seven  patients,  with  an  average  age  of  1 6 years, 
making  this  the  most  common  pediatric  injury  related  to  wood  stove 
use.  All  were  first  degree  and  second  degree  burns  covering  less  than 
1-3%  of  the  body.  On  average,  these  burns  disabled  the  patients  for 
two  weeks. 

Eye  injuries  occurred  in  seven  patients,  with  an  average  age  of  28 


TABLE  I.  Wood  Burning  Related  Injuries  Treated  at  The 
Mary  Imogene  Bassett  Hospital  (Cooperstown,  NY), 
1984-1986 


Type  of  Injury 

Number 

Percent 
of  Total 

Lacerations 

25 

31 

Crush 

19 

23 

Fractures 

10 

12 

Burns 

7 

9 

Eye 

7 

9 

Muscle  strain 

7 

9 

Punctures 

3 

4 

Smoke  inhalation 

2 

2 

Bursitis 

1 

1 

Total 

81 

100 
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years.  Five  of  these  patients  had  corneal  abrasions,  one  a foreign 
body  in  the  eye,  and  one  conjunctivitis  from  smoke  exposure.  All 
these  injuries  resolved  within  two  days. 

Muscle  strain  was  the  chief  complaint  of  seven  patients,  with  an 
average  age  of  33  years.  Five  complained  of  lumbosacral  spine 
strain,  one  abdominal  muscle  strain,  and  one  neck  strain.  These  all 
resulted  from  chopping  and  carrying  wood.  Most  patients  with  these 
injuries  experienced  a resolution  of  symptoms  within  a week. 

Three  patients  were  seen  for  puncture  wounds,  one  of  which  was 
complicated  by  infection.  Two  of  these  were  caused  by  wood  splin- 
ters, but  one  was  caused  by  a piece  of  steel  from  a wedge.  Two  pa- 
tients were  seen  for  smoke  inhalation,  and  one  required  hospitaliza- 
tion for  a day.  One  patient  was  seen  for  bursitis  of  his  shoulder  after 
chopping  wood. 

Discussion 

The  principal  health  risk  from  the  use  of  wood  stoves  is 
death  by  structural  fire  which,  according  to  the  National 
Injury  Information  Clearing  House  (NIICH),  accounts 
for  about  350  deaths  per  year.2  Several  deaths  that  oc- 
curred as  a result  of  domestic  fire  caused  by  a wood  stove 
were  the  impetus  for  our  study.  No  such  deaths  were  seen 
at  this  institution  during  the  period  included  in  the  study. 
There  was  one  death  of  a professional  logger  who  was 
crushed  by  a tree  during  the  summer  months.  This  case 
was  not  included  in  this  series. 

The  second  major  health  risk  seen  in  this  study  was 
chain  saw  and  wood  splitter  accidents,  and  injuries  related 
to  residential  firewood  harvesting  and  preparation.  The 
NIICH  receives  reports  of  29,000  such  injuries  each 
year.2  We  suspect  many  more  go  unreported. 

Burns  from  wood  stoves,  which  reach  surface  tempera- 
tures of  300-600°C,  are  the  third  major  health  peril.  Chil- 
dren who  play  in  the  vicinity  of  unenclosed  wood  stoves 
are  especially  at  risk,  as  described  by  Yanofsky.1  This  type 
of  injury  can  be  avoided  by  properly  enclosing  the  wood 
stove  with  a child  protective  screen. 

There  are  an  estimated  10-15  million  wood  stoves  in 


use  across  the  country,  according  to  the  New  York  State 
Department  of  Environmental  Conservation  (personal 
communication,  Albany  office,  October  1986),  making 
them  a common  fixture  in  approximately  10%  of  Ameri- 
can households  and  a ready  source  of  injury.  Although  the 
current  prices  of  oil  and  gas  are  making  wood  a less  attrac- 
tive alternative,  the  United  States  has  a relative  under- 
utilization of  wood.  Given  the  variability  of  fossil  fuel 
prices,  wood  is  likely  to  remain  a significant  source  of 
heating,  particularly  in  rural  areas  where  wood  is  easily 
obtainable.  It  is  estimated  by  the  Department  of  Environ- 
mental Conservation  that  20%  of  homes  in  New  York 
State  burn  wood  as  a source  of  fuel,  and  that  over  half 
these  households  harvest  their  own  wood.3  A large  number 
of  these  harvesters  are  not  professional  loggers,  which 
makes  this  a particularly  dangerous  undertaking  for  these 
people.  Chain  saw  and  wood  splitter  injuries  have  dramat- 
ically increased  over  the  past  ten  years  as  these  tools  have 
become  more  common  among  residential  users.4  The  use 
of  protective  clothing  and  eye  shields,  and  the  use  of  prop- 
erly maintained  saws  by  informed  individuals  can  all  re- 
duce risk  of  injury.  We  recommend  continued  efforts  at 
improved  safety  in  the  design  of  tools,  and  education  in 
their  correct  use. 
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CLINICAL  CONFERENCE 


Transfusion  reactions 


Case  Presentation 

David  Rube,  MD  (Medical  Intern):  A 75-year-old  man 
was  admitted  with  a complaint  of  progressive  weakness  of 
one  week’s  duration.  The  patient  had  had  atherosclerotic 
heart  disease  and  stable  angina  pectoris  for  a period  of  ten 
years.  Two  months  prior  to  admission,  he  began  to  experi- 
ence angina  at  rest.  A stress  test  at  that  time  was  positive, 
and  he  was  promptly  referred  for  bypass  grafting  of  three 
coronary  arteries.  During  the  surgical  procedure  he  re- 
• ceived  four  units  of  packed  red  blood  cells;  prior  to  the 
transfusion,  his  direct  and  indirect  Coombs  tests  were 
negative.  The  patient’s  postoperative  clinical  course  was 
complicated  only  by  atrial  and  ventricular  arrhythmias 
which  were  controlled  with  procainamide  hydrochloride, 
propranolol,  and  digoxin.  He  was  discharged  from  the 
medical  center  in  stable  condition  with  a hematocrit  of 
29%.  Follow-up  hematocrit  at  his  physician's  office  three 
weeks  after  the  surgery  was  30%. 

Approximately  one  week  prior  to  the  present  admission, 
the  patient  began  to  feel  progressively  weak  and  tired  on 
minimal  exertion.  He  denied  any  chest  pain,  shortness  of 
breath,  nausea,  vomiting,  fever,  palpitations,  bright  red 
blood  per  rectum,  or  melena.  A complete  blood  count  per- 
formed in  the  physician’s  office  revealed  a hematocrit  of 
18%,  and  the  patient  was  referred  for  admission  to  the 
hospital. 

The  patient’s  medical  history  included  a right  hernia 
repair,  and  a transurethral  prostatectomy  four  years  be- 
fore, at  which  time  he  had  received  several  blood  transfu- 
sions. His  medications  at  the  time  of  the  present  admission 
included  enteric-coated  acetylsalicylic  acid,  one  tablet  per 
day;  dipyridamole,  25  mg  three  times  daily;  propranolol, 
10  mg  every  six  hours;  procainamide  hydrochloride,  500 
mg  four  times  daily;  digoxin,  0.25  mg/day;  and  ferrous 
sulfate,  324  mg/day.  The  patient  worked  as  an  accoun- 
tant; he  did  not  use  alcohol  to  excess;  he  had  smoked  five 
cigars  per  day  up  until  ten  years  previously,  at  which  time 
he  discontinued  the  habit. 

Physical  examination  disclosed  a well  developed,  well 
nourished  elderly  man  in  no  distress.  His  blood  pressure  in 
the  supine  position  was  1 15/60  mm  Hg,  with  a pulse  rate 
of  68/ min;  blood  pressure  in  the  upright  position  was  1 05 / 
50  mm  Hg,  with  a pulse  rate  of  76/min;  the  respiratory 
rate  was  18/min,  and  temperature  99° F.  The  skin  showed 
no  rashes;  no  lymph  nodes  were  palpable.  Examination  of 
the  head  revealed  only  pale  conjunctivae  and  anicteric 
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sclerae.  The  neck  was  supple  with  a full  range  of  motion 
and  with  no  audible  carotid  bruits.  The  chest  showed  only 
a sternotomy  scar;  the  lungs  were  clear  on  percussion  and 
auscultation.  The  first  and  second  heart  sounds  were  nor- 
mal; a grade  II/ VI  systolic  ejection  murmur  was  audible 
at  the  left  sternal  border.  Abdominal  examination  was 
negative;  the  liver  and  spleen  were  not  palpable.  There 
was  no  costovertebral  angle  tenderness.  The  rectal  exami- 
nation revealed  a black  stool  which  was  a trace  positive  on 
guaiac  test  for  blood.  The  genitalia  were  those  of  a normal 
adult  male.  The  extremities  showed  no  cyanosis,  clubbing, 
or  edema.  The  neurologic  examination  was  within  normal 
limits. 

Urinalysis  yielded  entirely  normal  findings.  The  hemo- 
globin (Hb)  was  5.7  g/dL;  hematocrit  (Hct),  16.1%; 
white  blood  cell  count  (WBC),  3,300/mL,  with  32%  ma- 
ture neutrophilic  polymorphonuclear  leukocytes,  21%  im- 
mature forms,  45%  lymphocytes,  and  2%  monocytes.  The 
reticulocyte  count  was  6.6  per  100  red  blood  cells  (RBCs). 
Examination  of  the  peripheral  blood  smear  showed  promi- 
nent polychromasia,  numerous  spherocytes,  normal  ap- 
pearance of  platelets,  and  no  fragmented  RBCs.  The 
platelet  count  was  278,888//xL;  prothrombin  time  (PT), 
11.4  sec  (control,  12.2  sec);  and  partial  thromboplastin 
time  (PTT),  24.4  sec  (control,  26.5  sec).  The  direct 
Coombs  test  was  negative;  the  indirect  Coombs  test  was 
initially  reported  as  negative  but  later  as  weakly  positive 
on  retest.  Bone  marrow  aspiration  on  admission  revealed 
normal  cellularity  with  normal  RBC  and  WBC  matura- 
tion. 

Chemical  tests  indicated  a blood  urea  nitrogen  (BUN) 
of  21  mg/dL,  and  serum  levels  of  creatinine,  1.5  mg/dL; 
glucose,  157  mg/dL;  alkaline  phosphatase,  92  U/L;  cre- 
atine phosphokinase,  28  U/L;  haptoglobin,  160  mg/dL 
(normal,  80-300  mg/dL);  total  protein,  5.9  g/dL  (albu- 
min, 3.4  g/dL;  globulin,  2.5  g/dL);  total  bilirubin,  0.9 
mg/dL;  alanine  aminotransferase  (ALT/SGPT),  29  U/ 
L;  aspartate  aminotransferase  (AST/SGOT),  26  U/L; 
lactate  dehydrogenase  (LDH),  247  U/L;  and  gamma- 
glutamyl  transferase,  38  U/L.  The  serum  electrolyte  lev- 
els were  as  follows:  sodium,  138  mEq/L;  potassium,  4.6 
mEq/L;  chloride,  107  mEq/L;  bicarbonate,  25  mEq/L; 
calcium,  7.8  mg/dL;  and  phosphate,  3.6  mg/L.  The  se- 
rum digoxin  level  was  1.1  ng/nL,  and  the  procaine  level 
was  3.6  ng/iiL. 

The  electrocardiogram  (ECG)  revealed  normal  sinus 
rhythm,  first  degree  atrioventricular  block,  elevated  ST 
segments  in  leads  I,  II,  aVL,  and  aVF;  and  depressed  ST 
segments  in  leads  V4  through  V6. 

The  chest  film  revealed  a normal  heart  size,  with  no 
evidence  of  pulmonary  infiltrations  or  effusions. 
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After  transfusion  with  one  unit  of  packed  RBCs,  the 
hematocrit  rose  to  20%  and  the  hemoglobin  to  6.7  g/dL. 

In  view  of  the  elevated  reticulocyte  count  and  the  previ- 
ous marked  fall  in  the  hematocrit  over  a two-week  period 
without  an  obvious  source  of  bleeding,  a series  of  guaiac 
tests  for  blood  in  the  stool  were  performed,  all  of  which 
were  negative.  An  adverse  drug  reaction  to  procainamide 
hydrochloride  (Procan)  was  considered;  the  medication 
was  discontinued,  and  treatment  with  prednisone  was  be- 
gun. 

During  the  patient’s  week  in  the  hospital,  his  serum 
LDH  level  rose  to  634  U/L,  and  thereafter  fell  to  516  U/ 
L.  The  direct  Coombs  test  never  became  positive.  It  was 
believed  that  a hemolytic  reaction  to  procainamide  was 
unlikely,  and  that  the  cause  of  the  fall  in  hemoglobin  and 
hematocrit  was  a delayed  transfusion  reaction.  Blood 
samples  were  submitted  to  the  New  York  Blood  Center 
for  study. 

While  in  the  hospital,  the  patient’s  bone  marrow  re- 
sponded well,  with  a continued  elevation  of  the  reticulo- 
cyte count  and  a rise  in  the  hematocrit  to  29%.  Therapy 
with  prednisone  was  rapidly  reduced  and  finally  discon- 
tinued, and  the  patient  was  discharged  in  good  condition. 

Historical  Perspective 

Norbert  Brau,  md (Medical  Resident):  In  1628,  William 
Harvey  revealed  the  nature  of  the  circulation;  a few  de- 
cades later,  in  1666,  Richard  Lower1  in  London  reported 
the  first  successful  transfusion  of  blood  between  dogs. 
Shortly  thereafter,  Jean-Baptiste  Denis2  from  Paris  re- 
ported preliminary  transfusion  experiments  in  which  nine 
out  of  19  dogs  died.  He  subsequently  secured  blood  by 
phlebotomy  for  the  first  blood  transfusions  into  two  paid 
healthy  human  volunteers.  Both  developed  transfusion  re- 
actions, and  a third  volunteer  died  after  a transfusion. 
Blood  transfusions  were  abandoned  over  the  next  150 
years. 

In  1824,  James  Blundell,3  an  obstetrician  in  London, 
approached  the  problem  of  postpartum  hemorrhage  with 
the  idea  of  blood  transfusions.  In  his  animal  experiments, 
Blundell  had  found  that  interspecies  transfusions  were  in- 
compatible; dogs  receiving  human  blood  died  immediate- 
ly. In  1828,  he  reported  the  first  human  blood  transfusion, 
into  a woman  hemorrhaging  with  sufficient  severity  that 
she  would  otherwise  have  died.3  For  the  procedure,  a vol- 
unteer donated  blood  at  the  bedside  which  was  then  di- 
rectly infused  into  the  patient’s  vein.  Blundell  warned 
against  the  possibilities  of  circulatory  overload  and  air 
embolism. 

In  1901,  Landsteiner4  in  Vienna  first  identified  the  ag- 
glutination phenomenon  and  subsequently  the  ABO  blood 
typing  system.  Subsequently,  the  administration  of  blood 
transfusions  was  systematized,  especially  in  World  War  I; 
but  difficulties  arose  in  techniques  of  storage  and  the  oc- 
currence of  clotting.  In  1914,  A.  Hustin5  reported  that 
citrate  and  dextrose  prevented  the  donor  blood  from  clot- 
ting. The  next  two  decades  witnessed  the  improved  orga- 
nization of  blood  banking. 

In  1943,  Beeson6  described  the  occurrence  of  jaundice 
many  months  after  transfusions.  Twenty-five  years  later, 
the  causative  agent,  the  Australia  antigen,  was  identified. 
More  recently,  we  have  been  faced  with  the  problem  of 


transmission  of  the  human  immunodeficiency  virus 
(HIV)  by  transfusion.  Today,  blood  transfusions  have  a 
complication  rate  of  between  1%  and  5% — some  reactions 
being  minor,  others  much  more  serious. 

Complications  of  blood  transfusions  can  be  categorized 
as  immediate  or  delayed.  The  immediate  reactions  are  of 
immune  and  non-immune  types.  The  immune-mediated 
reactions  include  hemolysis,  which  Dr  Rothman  will  dis- 
cuss. Febrile  reactions  occur  in  between  1%  and  3%  of  re- 
cipients, mostly  due  to  so-called  leukoagglutinins  or  lym- 
phocytotoxin  factors,  which  are  antibodies  directed 
against  granulocytes  rather  than  against  lymphocytes. 
Sensitivity  to  platelets  may  also  cause  febrile  reactions. 
Uncomplicated  febrile  reactions  typically  begin  between 
30  minutes  and  80  minutes  after  the  beginning  of  the 
transfusion,  and  resolve  completely  within  24  hours. 

A rare  reaction  to  white  cells  can  give  rise  to  so-called 
pulmonary  hypersensitivity,  which  is  manifested  by  dys- 
pnea, fever,  and  infiltrates  on  chest  film.  This  complica- 
tion resolves  within  24  hours,  once  the  transfusion  is 
stopped  and  the  patient  receives  supportive  care.  Howev- 
er, in  patients  with  already  impaired  pulmonary  function, 
the  outcome  can  be  fatal. 

Allergic  reactions  to  blood  transfusions  usually  present 
with  pruritus,  urticaria,  and,  in  more  severe  cases,  with 
bronchospasm.  These  are  thought  to  be  a sensitivity  reac- 
tion of  the  recipient  to  plasma  proteins  in  the  transfused 
blood.  Occasionally,  there  have  been  reports  in  which  at 
the  time  of  donation  the  donor  was  taking  antibiotics,  such 
as  ampicillin,  or  other  medications  to  which  the  recipient 
of  the  transfused  blood  is  sensitive  and  consequently  de- 
velops a reaction. 

A more  severe  hypersensitivity  reaction  to  infused  plas- 
ma proteins  can  occur  in  the  form  of  anaphylaxis,  most 
often  in  individuals  in  whom  the  serum  levels  of  IgA  are 
very  low  or  absent.  This  occurs  in  about  one  per  850  per- 
sons in  the  general  population.  Throughout  most  of  their 
lives  such  individuals  are  asymptomatic;  however,  they 
have  developed  class-specific  antibodies  against  IgA,  so 
that  when  they  are  infused  with  plasma  or  whole  blood  or 
packed  red  blood  cells  with  as  little  as  20%  of  plasma,  they 
develop  an  anaphylactic  reaction.  Another  immediate  re- 
action is  that  of  circulatory  overload  in  the  cardiac-im- 
paired patient,  which  can  lead  to  pulmonary  edema,  or  in 
milder  cases  only  to  some  increase  in  congestive  heart  failure. 

Massive  transfusions  are  required  most  often  in  surgi- 
cal patients  who  are  experiencing  severe  acute  hemor- 
rhage and  in  whom  as  a consequence  an  almost  complete 
replacement  of  blood  may  result.  In  this  situation,  citrate 
intoxication  with  decrease  of  serum  calcium  may  have  to 
be  corrected  with  injections  of  calcium.  Hyperkalemia  in 
the  recipient  can  result  from  the  loss  of  potassium  from 
the  donor  red  cells  into  the  donor  plasma  during  the  mild 
hemolysis  that  normally  occurs  during  the  storage  of  the 
blood  units.  Hypothermia  may  result  from  rapid  transfu- 
sion of  cooled  blood  units,  especially  in  accident  victims; 
usually  these  blood  units  can  be  warmed  prior  to  adminis- 
tration. If  only  packed  RBCs  are  transfused  and  replace 
about  half  of  the  recipient’s  blood,  the  latter’s  coagulation 
factors  become  diluted;  in  addition,  donor  platelets  usual- 
ly do  not  survive  more  than  two  or  three  days  in  the  stored 
red  blood  cell  units. 
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Instances  of  bacterial  contamination  of  stored  blood 
products  were  more  frequent  when  glass  bottles  were  for- 
merly used  for  the  storage  of  transfusion  products.  With 
the  present  closed  system  of  plastic  containers,  such  con- 
tamination is  very  rare.  However,  once  the  unit  is  attached 
to  the  transfusion  set,  it  becomes  an  open  system,  so  that 
transfusion  of  any  single  unit  of  blood  should  not  continue 
at  room  temperature  for  more  than  four  hours.  Bacterial 
contamination  of  donor  blood  can  occur,  although  rarely. 
Organisms  such  as  Pseudomonas  may  cause  septic  shock, 
which  is  fatal  in  50%  to  80%  of  cases.  For  the  sake  of  com- 
pleteness, we  should  mention  the  transmission  by  blood 
transfusion  of  infectious  diseases  such  as  hepatitis,  ac- 
quired immunodeficiency  syndrome  (AIDS),  cytomega- 
lovirus (CMV)  infection,  malaria,  and  syphilis. 

Delayed  complications  of  blood  transfusions  include  de- 
layed hemolysis,  which  we  believe  that  this  patient  had, 
and  which  Dr  Rothman  will  discuss. 

In  patients  with  hematologic  disorders  who  require 
multiple  blood  transfusions,  the  long  term  complications 
of  iron  overload  with  hemochromatosis  may  develop. 
When  more  than  20  to  50  grams  of  iron  have  been  trans- 
fused, the  body  has  no  normal  mechanism  to  excrete  the 
excess  iron,  and  hemochromatosis  develops,  usually  after 
a total  of  50  to  100  units  of  transfused  blood. 

When  transfusion  reactions  such  as  fever,  urticaria,  and 
hypotension  develop,  it  is  difficult  to  determine  initially 
from  these  symptoms  what  kind  of  reaction  is  occurring. 
Fever  is  nonspecific  and  can  occur  as  an  isolated  mild  re- 
action or  can  accompany  acute  hemolysis  or  allergic  reac- 
tions. Whenever  there  is  doubt,  the  transfusion  should  be 
stopped,  and  an  intravenous  line  should  be  maintained  in 
the  event  that  hypotension  develops  and  the  patient  needs 
intravenous  medications. 

The  routine  procedure  following  a transfusion  reaction 
includes  examination  of  the  donor  unit  for  any  signs  of 
bacterial  contamination,  such  as  discoloration  or  forma- 
tion of  clots;  culture  of  the  unit  for  bacterial  growth;  and 
typing  and  cross-matching  of  the  donor  unit  again  with 
pre-  and  post-transfusion  blood  samples  from  the  patient. 
By  this  means,  an  acute  ABO  hemolytic  reaction  can  be 
excluded.  When  acute  hemolysis  and  bacterial  contami- 
nation have  been  eliminated  as  the  cause  of  a febrile  reac- 
tion, the  reaction  is  attributed  by  exclusion  to  an  antileu- 
kocyte reaction.  Because  of  its  expense,  antileukoaggluti- 
nin  testing  is  not  routinely  available  in  most  blood  bank 
laboratories. 

Precautions  against  transfusion  reactions  and  their 
treatment  depend  on  their  causes.  Febrile  reactions 
against  white  blood  cells  can  be  treated  with  further  ob- 
servation and  antipyretics;  the  condition  usually  improves 
spontaneously  within  24  hours.  In  the  event  of  single  iso- 
lated febrile  reactions,  it  is  usually  not  recommended  that 
the  patient  be  subsequently  transfused  with  leukocyte- 
poor  blood,  prepared  by  removal  of  buffy  coat  after  cen- 
trifugation. However,  such  a recommendation  might  be 
appropriate  for  a recipient  who  had  already  experienced 
two  or  three  such  febrile  reactions.  In  the  rare  instances  of 
pulmonary  hypersensitivity,  the  treatment  is  supportive 
with  careful  observation;  subsequent  blood  donations 
should  not  be  taken  from  multiparous  donors.  Women 
who  have  had  several  pregnancies  can  often  develop  anti- 


white blood  cell  antibodies  consequent  to  fetal-maternal 
transmission  of  blood.  Donor  units  from  such  women  have 
been  reported  to  cause  pulmonary  hypersensitivity  reac- 
tions against  the  white  blood  cells  of  the  recipient.  To 
avoid  this  type  of  complication,  such  multiparous  women 
should  be  excluded  from  donating  blood,  as  should  other 
donors  who  have  received  multiple  transfusions  them- 
selves in  the  past. 

The  patient  in  whom  a mild  allergic  reaction  develops 
with  urticaria  or  a rash  can  be  treated  with  antihistamines 
alone  and  observed  further.  Subsequent  blood  transfu- 
sions should  be  administered  with  as  little  plasma  as  possi- 
ble, as  would  be  the  case  with  washed  or  frozen  red  blood 
cells.  If  the  patient  requires  platelets,  which  cannot  be 
transfused  without  plasma,  then  the  patient  should  be  pre- 
treated with  antihistamines. 

The  more  serious  allergic  reactions,  such  as  anaphylax- 
is, may  require  the  use  of  steroids  and  epinephrine  if  the 
status  of  the  circulation  deteriorates.  The  need  for  subse- 
quent blood  transfusions  presents  a difficult  situation.  If 
red  blood  cells  are  required,  they  can  be  washed  prior  to 
transfusion  so  as  to  remove  most  of  the  plasma.  An  even 
better  alternative  is  transfusion  of  frozen  red  blood  cells; 
prior  to  the  freezing  process  the  plasma  is  replaced  by 
glycerol,  and  prior  to  transfusion  the  glycerol  is  replaced 
by  normal  saline.  By  whatever  means,  subsequent  transfu- 
sions of  red  cells  must  be  given  with  the  least  amount  of 
plasma. 

Platelets  or  white  blood  cells  may  be  required  by  trans- 
fusion for  patients  who  have  previously  had  anaphylactic 
reactions  to  transfusions.  Here,  one  must  identify  the  pa- 
tients who  do  not  have  IgA  and  who  therefore  will  account 
for  most  instances  of  anaphylactic  reactions.  These  pa- 
tients have  anti-IgA  antibodies  which  will  react  with  IgA 
from  the  donor,  so  these  patients  should  receive  blood  only 
from  donors  who  themselves  lack  IgA.  The  American  As- 
sociation of  Blood  Banks  maintains  a rare-blood  donor  file 
for  such  purposes.  In  all  other  individuals  who  need  WBC 
or  platelet  transfusions  and  in  whom  the  cause  of  such 
anaphylactic  reactions  is  not  known,  the  patients  should 
be  pretreated  with  steroids  and  the  transfusion  procedure 
monitored  carefully. 

Jan  Rothman,  md  (Assistant  Chief  Medical  Resident):  I 

will  review  immune-mediated  hemolytic  transfusion  reac- 
tions, which  can  be  immediate  or  delayed.7 

The  surface  of  the  red  blood  cell  is  the  site  of  from  three 
hundred  to  four  hundred  antigenic  determinants.  The  im- 
mediate immune  hemolytic  transfusion  reactions  are  re- 
lated to  the  presence  on  the  red  cell  of  certain  antigenic 
determinants,  for  example,  antigen  A and  B.  We  all  pro- 
duce alloantibodies  in  response  to  certain  antigens  that 
are  not  present  on  the  surface  of  our  own  red  blood  cells. 
For  example,  if  we  belong  to  blood  group  A — ie,  have  anti- 
gen A on  our  own  red  blood  cells,  we  produce  anti-B  IgM 
antibodies.  If  an  individual  receives  donor  red  blood  cells 
that  have  foreign  antigenic  determinants  on  their  sur- 
faces, these  will  react  with  antibodies  in  the  recipient's 
serum  (either  IgG  or  IgM)  which  may  have  the  ability  to 
fix  complement. 

This  adherence  of  antigen  and  antibody  can  result  in 
immediate  hemolysis  and  a febrile  reaction  within  the  first 
few  minutes  of  starting  a transfusion,  or  up  to  four  to  six 
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hours  after  the  patient  has  first  received  the  blood.  Fortu- 
nately, the  incidence  of  this  type  of  incompatible  transfu- 
sion reaction  is  only  one  in  6,000  to  one  in  7,000  transfu- 
sions. More  than  75%  to  80%  of  such  reactions  are  due  to 
either  technical  or  human  error,  and  could  be  avoided.8 

The  symptoms  precipitated  by  these  reactions  are  vari- 
able— from  mild  to  very  severe,  ranging  from  nausea  and 
vomiting  with  febrile  reactions,  tachycardia,  and  tachyp- 
nea, to  hypotension,  disseminated  intravascular  coagula- 
tion, and  acute  renal  failure  with  renal  shutdown.  The  pa- 
tient described  here  did  not  manifest  any  of  these 
symptoms. 

The  delayed  type  of  immune-mediated  hemolytic  trans- 
fusion reaction  appears  to  be  more  relevant  to  this  patient. 
Delayed  transfusion  reactions  almost  invariably  occur  in 
patients  who  have  been  previously  sensitized,  either 
through  previous  blood  transfusions,  or  by  fetal-maternal 
transmission  of  red  cells  during  pregnancy.9-12  This  pa- 
tient had  previously  received  four  units  of  blood  several 
years  earlier  in  association  with  prostate  surgery. 

Delayed  hemolytic  reactions  characteristically  occur 
within  three  to  four  days,  or  up  to  two  to  three  weeks  at 
most,  after  a transfusion.  The  symptoms,  in  contrast  to 
those  of  an  acute  hemolytic  reaction,  are  usually  less  se- 
vere, ranging  from  mild  anemia,  weakness,  and  mild  jaun- 
dice, to  more  severe  anemia  with  a fall  in  the  hematocrit 
and  with  symptoms  that  correspond  to  the  degree  of  ane- 
mia. Most  of  these  reactions  are  undetected,  so  that  the 
reported  incidence  of  about  one  in  7,000  to  8,000  transfu- 
sions is  probably  a gross  underestimation. 

For  a better  understanding  of  the  delayed  hemolytic  re- 
action, one  needs  to  review  the  fundamental  principles 
that  underlie  direct  Coombs  testing,  which  is  commonly 
used  to  detect  the  potential  for  hemolysis.  Human  plasma 
contains  certain  proteins,  in  particular  immunoglobulin  G 
(IgG)  or  immunoglobulin  M (IgM),  which  bind  the  third 
component  of  complement  (C3),  and,  when  directed 
against  the  host’s  own  red  cells,  can  sensitize  them  to  sub- 
sequent hemolysis.  Antisera  against  these  immunoglobu- 
lin or  complement  components  are  obtained  by  injecting 
rabbits  with  human  serum.  The  antiserum  from  the  ani- 
mal, also  known  as  the  Coombs  reagent,  is  then  purified. 
The  red  blood  cells  to  be  tested  are  washed  to  remove  any 
impurities  or  contaminants  on  their  surfaces,  and  are  then 
incubated  with  the  Coombs  antiserum.  Shortly  thereafter, 
if  the  red  cell  surfaces  are  coated  with  IgG,  C3,  or  both, 
then  these  protein  substances  will  combine  with  their  cor- 
responding antibodies  in  the  serum,  causing  a physical 
bridge  between  cells,  with  resulting  agglutination  of  the 
red  cells. 

The  IgG  or  IgM  or  both  may  not  necessarily  be  found 
on  the  surface  of  one’s  own  red  blood  cells  but  rather  in  the 
serum.  Human  serum  suspected  of  containing  IgG  or  IgM 
or  both  directed  against  a minor  RBC  antigen  can  be  incu- 
bated with  ABO-  and  Rh-compatible  red  blood  cells.  Sub- 
sequently, these  red  cells  are  exposed  to  the  Coombs  anti- 
serum; if  agglutination  occurs,  this  indirect  Coombs  test  is 
said  to  be  positive. 

A false  negative  direct  Coombs  reaction  can  ordinarily 
occur  in  three  situations: 

1 .  The  IgG  or  C3  in  question  may  not  be  present  on  the 


red  blood  cell  in  significant  amounts;  or  there  may  be 
clumping  of  the  IgG  on  the  surface  of  the  red  blood 
cell. 

2.  Infrequently,  if  the  washing  of  the  red  blood  cells  has 
not  been  adequate,  certain  contaminants,  that  is, 
other  immunoglobulins,  may  prevent  the  antibodies 
in  the  animal  antiserum  from  binding  to  the  IgG  or 
C3  on  the  surface  of  the  red  blood  cell  and  agglutina- 
tion will  not  occur. 

3.  A possible  mechanism  could  be  a steadily  diminish- 
ing immune  response  by  the  recipient  against  the 
donor’s  red  blood  cells.  Antibodies  directed  against 
the  donor’s  red  blood  cells  may  be  detected  by  the 
Coombs  antiserum  for  the  first  several  days  after  the 
transfusion,  so  that  the  direct  Coombs  test  will  be 
positive.  However,  as  the  donor’s  cells  are  progres- 
sively removed  either  by  intravascular  or  extravas- 
cular  hemolysis,  the  direct  Coombs  test  will  change 
from  positive  to  negative. 

The  mechanism  of  delayed  transfusion  reactions  ap- 
pears to  be  the  following.  The  patient  has  either  been  giv- 
en a blood  transfusion  previously  or  has  had  a previous 
pregnancy.  As  a result,  the  recipient  may  develop  an  anti- 
body in  the  serum  to  a certain  antigenic  determinant  on 
the  foreign  red  cells,  but  at  such  a low  concentration  as  to 
escape  detection  during  usual  blood  banking  procedures. 
During  subsequent  transfusions,  if  the  surfaces  of  the  new 
donor  red  blood  cells  happen  also  to  have  the  same  anti- 
genic determinant,  then  the  recipient’s  plasma  cells  may 
respond  by  raising  the  level  of  antibodies  against  them.  As 
a result,  during  the  first  several  days  to  weeks  after  the 
transfusion,  these  antibodies  will  initiate  a delayed  hemo- 
lysis of  the  donor  red  blood  cells.  The  direct  Coombs  test 
will  become  positive;  but  as  the  donor  red  blood  cells  are 
progressively  removed  from  the  recipient’s  serum  by  he- 
molysis or  by  the  reticuloendothelial  system,  the  direct 
Coombs  test  will  revert  to  negative. 

One  would  expect  that  in  such  a situation  the  indirect 
Coombs  test  would  be  significantly  positive,  that  is,  the 
antibody  should  be  detected  in  the  serum,  if  not  in  the  first 
two  or  three  weeks,  then  in  the  next  several  months,  and 
thereafter  would  remain  positive  indefinitely. 

A few  reported  cases  suggest  the  possibility  of  a rare 
type  of  primary  sensitization  which  may  produce  a trans- 
fusion reaction.  A patient  who  has  not  received  any  prior 
transfusions  may  develop  so-called  alloantibodies  against 
the  donor’s  red  blood  cells,  with  a resulting  hemolytic  re- 
action seen  anywhere  from  three  to  six  weeks  post-trans- 
fusion.  This  was  roughly  the  time  sequence  in  this  patient. 
But  again,  one  would  expect  that  both  the  direct  and  the 
indirect  Coombs  test  reactions  would  be  significantly  pos- 
itive. 

There  are  three  basic  mechanisms  by  which  red  blood 
cells  are  destroyed: 

1.  The  donor’s  red  blood  cells  are  coated  with  IgG  of 
various  classes  and  IgM.  In  the  case  of  acute  hemo- 
lytic reactions  due  to  ABO  incompatibility,  the  anti- 
body present  in  the  recipient’s  serum  has  the  ability 
to  fix  complement  and  therefore  results  in  rapid  he- 
molysis of  the  donor’s  red  cells. 
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2.  The  donor’s  red  blood  cells  are  coated  with  IgG  class 
I,  II,  or  III,  and  are  hemolyzed  by  extravascular 
means  in  the  reticuloendothelial  system  (RES). 
Complement  is  present  but  is  not  the  means  by 
which  the  hemolysis  is  produced.  IgG  FC  receptors 
in  the  RES  system,  particularly  on  the  macrophages 
in  the  spleen,  recognize  the  donor  red  blood  cells  and 
facilitate  their  removal  from  the  circulation  by  the 
macrophages.  The  red  cells  thus  acted  on  will  appear 
either  as  microspherocytes,  or  will  be  completely  dis- 
integrated. The  production  of  any  one  of  these  three 
results  is  a function  of  the  type  of  antibody  present, 
its  quantity,  and/or  the  presence  of  complement. 

3.  The  so-called  antibody-dependent  cell  cytotoxicity 
(ADCC)  reaction  is  due  to  the  coating  of  donor  red 
blood  cells  with  antibodies,  normally  IgG,  together 
with  the  presence  of  T-lymphocytes  in  the  recipient 
that  have  not  been  exposed  or  sensitized  to  these 
antibodies.  These  cells  are  able  to  act  directly  on  the 
antibody-coated  donor  red  blood  cells  to  produce  he- 
molysis. 

The  clinical  detection  of  hemolysis  is  a function  of  four 
variables:  the  rate  of  red  blood  cell  breakdown;  the  quanti- 
ty of  red  blood  cells  broken  down;  the  ability  of  the  body, 
particularly  the  bone  marrow,  to  compensate  for  the  fall 
in  hematocrit  and  hemoglobin;  and  the  underlying  condi- 
tion of  the  patient.  Rapid  hemolysis  is  detected  usually 
with  ease,  as  the  patients  commonly  develop  impressive 
clinical  symptoms.  However,  quite  often  there  are  more 
subtle  manifestations,  in  which  case  one  must  rely  on  the 
laboratory  to  supply  the  essential  diagnostic  information. 

During  intravascular  hemolysis,  the  red  blood  cells  are 
rapidly  broken  down,  and  hemoglobin  is  liberated  into  the 
plasma.  Initially,  most  of  this  hemoglobin  is  picked  up  by 
a2-globulins,  which  include  haptoglobin  and  hemopexin. 
These  rapidly  bind  to  hemoglobin,  pass  through  the  hepat- 
ic circulation,  and  are  excreted  by  the  liver.  However, 
once  the  liver’s  capacity  to  synthesize  these  globulins  is 
exceeded,  there  will  be  a fall  in  haptoglobin  and  hemo- 
pexin in  the  serum;  in  this  circumstance,  the  excess  hemo- 
globin in  the  plasma  is  not  bound  to  them  but  is  metabo- 
lized, initially  to  methemoglobin  and  finally  to 
methemalbumin.  Circulating  hemoglobin  in  the  plasma 
can  be  detected  by  centrifuging  a sample  of  blood  and 
looking  for  a change  in  color  of  the  serum.  Also,  the  urine 
can  be  tested  for  the  presence  of  hemoglobin,  methemo- 
globin, and  hemosiderin. 

Reliance  on  a fall  in  haptoglobin,  though  detectable  by 
laboratory  methods,  is  fraught  with  one  difficulty.  Hapto- 
globin is  an  acute-phase  reactant,  that  is,  it  is  synthesized 
in  the  liver  in  increased  amounts  as  part  of  the  acute  re- 
sponse to  inflammation,  as  with  burns  and  infections. 
Thus,  a normal  or  elevated  level  of  haptoglobin  certainly 
does  not  rule  out  hemolysis. 

Extravascular  hemolysis  often  overlaps  with  the  intra- 
vascular type.  As  hemoglobin  is  metabolized  in  the  reticu- 
loendothelial system,  it  will  be  converted  to  biliverdin  and 
to  unconjugated  bilirubin.  The  latter  will  be  transported 
to  the  liver,  where  most  of  it  will  be  converted  to  conjugat- 
ed bilirubin,  and  then  excreted  in  the  bile.  Once  the  con- 
verting capacity  of  the  liver  is  overwhelmed  by  an  exces- 


sive load  of  unconjugated  bilirubin,  the  serum  bilirubin 
level  will  rise — one  of  the  earliest  manifestations  of  the 
delayed  transfusion  reaction  or  of  extravascular  hemoly- 
sis. Also,  in  the  presence  of  excess  urobilinogen  in  the  plas- 
ma, the  liver  will  not  be  able  to  excrete  it  completely,  and 
the  excess  will  appear  in  the  urine.  Another  relatively  sim- 
ple way  to  identify  hemolysis  is  by  review  of  the  peripheral 
blood  smear  for  the  presence  of  spherocytes,  reticulocytes, 
and  polychromasia.  The  bone  marrow  biopsy  may  demon- 
strate erythroid  hyperplasia. 

Over  the  past  several  years,  a heterogenous  group  of  so- 
called  innocent  antibodies,  identified  in  patients  who  have 
received  previous  transfusions,  have  been  found  quite  of- 
ten to  interfere  with  the  determination  as  to  whether  a 
transfusion  reaction  with  hemolysis  has  taken  place. 
These  antibodies  are  IgG  noncomplement-binding,  nor- 
mally of  very  low  avidity,  and  usually  of  no  clinical  signifi- 
cance; certainly  in  this  patient,  I do  not  believe  that  they 
are  the  reason  for  the  delayed  hemolysis. 

In  order  to  prove  definitively  whether  an  antibody  is 
implicated  in  producing  hemolysis,  the  gold  standard 
would  be  the  identification  of  the  antigen  against  which 
the  antibody  is  directed.  The  method  consists  of  obtaining 
red  blood  cells  that  present  this  antigen,  labelling  the  anti- 
gen with  radioisotope,  injecting  the  red  cells  into  the  pa- 
tient, and  then  determining  their  half-life.  Their  rapid  re- 
moval from  the  patient’s  serum  is  fairly  good  evidence 
that  the  hemolysis  is  due  to  this  antibody. 

It  is  reasonable  to  conclude  that  the  patient  presented 
here  did  undergo  hemolysis,  because  of  the  presence  of 
spherocytes,  the  fall  in  the  hematocrit,  and  the  elevated 
serum  lactate  dehydrogenase.  There  are  four  possible  rea- 
sons for  hemolysis  in  this  patient.  Some  are  very  remote 
and  others  more  relevant: 

1.  Congenital  spherocytosis.  This  condition  usually 
declares  itself  at  an  early  age  and  is  normally  accom- 
panied by  a family  history  of  anemia  and  jaundice. 
The  spherocytosis  is  persistent,  as  is  splenomegaly. 
We  should  have  been  able  to  obtain  such  a history 
and  to  observe  the  clinical  findings  mentioned,  if  this 
patient  had  such  a disorder. 

2.  Drug  reaction.  As  we  have  mentioned,  the  patient 
was  taking  an  anti-arrhythmic  medication,  procain- 
amide, which  is  quite  often  associated  with  drug-in- 
duced autoimmune  hemolytic  anemia.  Generally 
speaking,  however,  patients  with  this  condition  have 
a positive  direct  Coombs  test,  and  the  antibody  in 
question  can  usually  be  easily  identified  as  a panag- 
glutinin, as  opposed  to  an  alloantibody.  A drug-in- 
duced hemolytic  anemia  is  usually  accompanied  by  a 
gradual  drop  in  the  hematocrit;  the  drop  seen  in  this 
patient  was  not  gradual. 

3.  Delayed  transfusion  reaction.  In  spite  of  the  likeli- 
hood of  this  cause,  some  compelling  opposing  evi- 
dence in  this  case  must  be  mentioned.  We  would  ex- 
pect the  hemolysis  and  the  fall  in  hematocrit  to  occur 
within  a period  of  two  or  three  days  post-transfusion, 
up  to  the  first  two  weeks;  this  patient’s  drop  in  he- 
matocrit did  not  take  place  until  four  or  five  weeks 
after  transfusion.  Similarly,  we  should  have  seen  a 
negative  direct  Coombs  test  because  of  the  rapid  re- 
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moval  of  the  affected  red  blood  cells;  but  we  might 
have  anticipated  a significantly  positive  indirect 
Coombs  test,  with  the  presence  of  an  alloantibody 
which  should  be  identifiable.  The  patient’s  indirect 
Coombs  test  was  positive,  perhaps  due  to  one  of 
these  nuisance  antibodies  which  we  have  already 
mentioned,  but  which  I do  not  think  was  the  reason 
for  his  hemolysis. 

4.  Primary  sensitization.  This  is  seen  four  to  six 
weeks  after  an  initial  transfusion;  but  again  the  pos- 
sibility is  remote  because  one  would  expect,  if  not  a 
direct  positive  Coombs  test,  at  least  an  indirect  posi- 
tive one. 

So,  in  the  face  of  these  possibilities,  I will  let  the  experts 
decide  as  to  which  one  is  the  most  likely. 

Bruce  Raphael,  MD  (Director  of  Hematology /Oncolo- 
gy): Whenever  a patient  develops  an  abnormality  of  his  or 
her  blood  count  during  hospitalization,  shortly  after  dis- 
charge, or  following  contact  with  a physician,  we  must 
immediately  consider  the  possibility  that  some  event  in 
the  hospital  or  some  medical  activity  may  have  contribut- 
ed to  the  abnormality.  It  is  always  helpful  to  have  evidence 
that  the  patient  did  not  have  the  abnormality  previously, 
and  then  to  review  any  events  that  occurred  between  that 
time  and  the  appearance  of  the  abnormality. 

We  had  such  evidence  in  this  case;  that  is,  prior  to  the 
cardiac  surgery  the  patient’s  hemoglobin  level  was  nor- 
mal; drugs  were  added  and  he  received  transfusions  dur- 
ing cardiac  surgery;  following  the  operation  and  for  two 
weeks  after  discharge,  his  hematocrit  was  30%.  Then  sud- 
denly his  hematocrit  dropped.  The  examination  of  this  pa- 
tient does  not  indicate  the  cause  of  the  hemolysis,  so  it  is 
necessary  to  depend  on  laboratory  data  and  intuition  to 
determine  a reasonable  cause. 

The  only  drug  that  this  patient  received  for  the  first 
time  that  could  have  been  responsible  for  the  hemolysis 
was  procainamide.  Yet  at  the  time  of  admission,  his  direct 
Coombs  test  was  negative,  and  the  indications  of  continu- 
ing hemolysis  at  that  point  were  minimal,  with  an  LDH  of 
250  U/L.  The  drug  could  be  responsible,  but  one  would 
not  expect  the  hemolysis  to  diminish  so  markedly  during  a 
time  when  he  was  still  continuing  to  take  it.  Therefore,  we 
did  not  consider  the  drug  to  be  the  likely  cause. 

This  patient  had  been  given  blood  at  the  time  of  cardiac 
surgery.  Blood  transfusions  are  not  always  benign  proce- 
dures; both  immediate  and  delayed  reactions  can  occur, 
such  as  delayed  hemolysis  as  well  as  reactions  of  nonhe- 
molytic varieties,  ie,  infection  transmitted  by  the  donor 
blood.  There  are  antigens  other  than  the  ABO  and  Rh 
varieties  on  the  surface  of  red  blood  cells.  We  do  not  cross- 
match for  this  host  of  minor  antigens  because  they  are  not 
strongly  antigenic  and  do  not  stimulate  antibodies  in  most 
people.  Prior  transfusions,  especially  multiple  transfu- 
sions, in  a recipient  who  is  an  immune-responder  will  tend 
to  generate  such  antibodies,  and  these  in  turn  will  later 
destroy  any  red  blood  cells  that  carry  such  antigens.  Later 
cross-matchings  may  be  made  more  difficult;  the  indirect 
Coombs  test  will  tend  to  be  positive.  The  blood  from  a 
donor  who  has  such  antigens  should  not  be  used  for  trans- 
fusion for  such  a patient. 

Four  weeks  after  his  transfusions  for  bypass  surgery, 


this  patient's  level  of  hemoglobin  dropped;  he  reacted  with 
a good  bone  marrow  response  and  a good  reticulocyte 
count.  The  marrow  was  morphologically  normal.  His  re- 
action was  not  likely  to  be  due  to  procainamide,  and  there- 
fore we  accepted  the  diagnosis  of  a delayed  transfusion 
reaction.  The  comforting  awareness  that  that  diagnosis 
generates  is  that  the  patient  will  hemolyze  only  the  donor 
red  blood  cells  with  which  he  was  transfused.  The  process 
will  be  self-limited,  and  he  will  not  hemolyze  his  own  red 
cells.  Consequently  we  waited.  As  expected,  the  process  of 
hemolysis  gradually  terminated,  and  his  marrow  replaced 
the  destroyed  donor  cells  with  his  own. 

John  T.  Flynn,  md  (Associate  Chief  of  Medicine):  If  this 
patient  were  to  need  a transfusion  in  the  future,  what 
would  you  expect  to  happen? 

Dr  Raphael:  Ordinarily  there  would  be  no  problem,  be- 
cause the  indirect  positive  Coombs  test  would  tell  us  which 
antibody  and  which  antigen  were  involved.  As  long  as  the 
antibody  is  one  that  reacts  with  only  one  of  various  anti- 
gens which  are  well  distributed  among  the  white,  black, 
and  Oriental  populations,  the  antigen  could  thus  be  identi- 
fied and  the  patient  transfused  with  blood  that  does  not 
contain  it. 

This  patient  is  unique  in  that  we  never  detected  what 
the  antibody  was  against,  so  we  do  not  know  the  corre- 
sponding antigen.  Thus  there  is  an  excellent  chance  that 
his  level  of  this  same  antibody  will  again  rise  following 
transfusions  in  the  future,  and  once  again  this  patient  will 
hemolyze  the  transfused  cells. 

In  following  up  on  this  patient,  we  should  repeat  the 
Coombs  test  in  a month,  hoping  that  the  titer  of  the  anti- 
body will  have  increased  in  the  serum  and  that  we  will  be 
able  to  identify  it  and  consequently  its  corresponding  anti- 
gen. We  can  thus  avoid  giving  him  inappropriate  donor 
blood  in  the  future.  But  until  we  make  such  an  identifica- 
tion, I would  be  very  worried  about  transfusing  him.  And 
that  is  why  we  did  not  consider  giving  him  more  transfu- 
sions during  his  hospital  stay  here,  in  spite  of  his  coronary 
artery  disease  and  his  hematocrit  of  20%.  We  kept  him  on 
a regimen  of  bed  rest  and  hoped  he  would  replace  the  he- 
molyzed  blood  with  his  own,  rather  than  run  the  risks  of 
additional  transfusions,  which  he  might  well  hemolyze 
subsequently. 

Harold  Coppersmith,  MD  (Attending  Physician):  How 

good  is  a cross-match  in  a case  like  this? 

Dr  Raphael:  A cross-match  is  actually  an  indirect 
Coombs  test  specifically  against  the  donor’s  blood;  yet  an 
antibody  against  the  donor  cells  may  be  present  in  the  re- 
cipient’s plasma  but  not  detectable.  Obviously,  if  you  do 
not  detect  the  antibody,  you  are  not  going  to  identify  it. 

Dr  Flynn:  Is  there  any  chance  that  this  patient  would 
have  a worse  hemolytic  reaction  the  next  time? 

Dr  Raphael:  Most  IgG  antibodies  are  removed  by  the 
recipient’s  reticuloendothelial  system,  and  the  reaction  is 
not  complement-mediated.  Therefore,  the  patient  in  this 
situation  is  not  likely  to  develop  rapid  hemolysis  with  renal 
failure  and  disseminated  intravascular  coagulation 
(DIC),  such  as  would  characterize  a mismatch.  It  is  likely 
that  a second  reaction  after  a future  transfusion  would  be 
of  the  same  kind  as  this  one,  and  that  he  would  hemolyze 
only  the  donor  red  blood  cells.  Such  a reaction  might  be 
undetected  clinically,  except  for  the  appearance  of  mild 
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jaundice  or  angina  pectoris  because  of  the  decrease  in  his 
hemoglobin.  It  is  unlikely  that  he  would  develop  a high 
fever,  discolored  urine,  or  other  more  severe  symptoms. 

Ann  S-Y.  Chan,  MD  (Director  of  Blood  Bank):  On  the 
first  blood  specimen  which  we  received  from  this  patient, 
the  blood  was  typed  as  group  B Rh  positive;  the  direct  and 
indirect  Coombs  tests  were  negative.  Once  alerted  to  the 
possibility  of  a delayed  hemolytic  reaction,  we  repeated 
our  tests,  and  found  that  the  patient  had  a very  weakly 
positive  indirect  Coombs  test.  This  meant  that  some  type 
of  antibody  was  present  in  his  serum,  but  was  not  coating 
his  own  red  blood  cells. 

The  one  unit  of  blood  that  the  patient  received  in  this 
hospital  was  cross-matched  as  compatible;  the  patient  re- 
ceived that  unit,  he  had  no  reaction,  and  his  hemoglobin 
level  rose  1 g/dL.  This  suggests  that  the  unit  of  blood  that 
was  given  to  him  during  his  hospital  admission  here  sur- 
vived normally,  at  least  temporarily.  If  he  had  hemolyzed 
that  unit  of  blood  subsequently,  he  should  have  had  a de- 
crease in  his  hematocrit  and  increase  in  his  bilirubin  and 
serum  LDH  levels. 

A specimen  was  sent  to  the  New  York  Blood  Center  for 
special  studies.  One  of  the  items  in  which  we  were  interest- 
ed was  whether  there  were  any  surviving  donor  cells  from 
the  blood  transfusions  given  during  coronary  bypass  sur- 
gery. This  was  determined  by  a method  called  differential 
agglutination.  The  principle  is  based  on  the  fact  that  when 
the  patient  is  typed  for  the  minor  blood  groups  (usually 
the  M N system),  one  will  see  more  than  one  population  of 
donor  cells  present.  Only  one  homogenous  population  will 
be  identified  if  only  the  patient’s  own  cells  are  circulating. 
This  test  showed  that  there  were  no  donor  cells  still  in  the 
patient’s  circulation  when  he  was  admitted  here.  So  essen- 
tially he  had  hemolyzed  all  the  four  units  of  blood  that  he 
received  at  the  medical  center,  during  the  period  when  his 
hematocrit  fell  from  30%  to  18%.  When  he  entered  the 
hospital  here,  the  hemolytic  process  had  ended.  That  ex- 
plains why  the  direct  Coombs  test  was  negative  at  the  time 
of  his  admission  here,  because  there  were  no  more  donor 
cells  left.  However,  it  is  very  unfortunate  that  we  are  not 
able  to  identify  the  antibody  that  caused  the  hemolysis. 
Whatever  it  was,  it  must  have  appeared  and  disappeared 
very  rapidly,  which  is  unusual.  Rare  instances  have  been 
reported  in  which  the  patient  had  evidence  of  hemolysis  as 
shown  by  chromium-tagged  red  cell  survival  studies,  yet 
an  antibody  could  not  be  detected  in  the  patient’s  serum. 

The  time  sequence  of  the  hemolysis  in  this  patient  is 
very  unusual.  This  might  be  thought  to  be  an  anamnestic 
response,  initiated  originally  by  the  blood  given  at  the 
time  of  prostate  surgery  and  subsequently  restimulated  by 
the  blood  given  at  the  time  of  cardiac  surgery.  But  if  that 
were  so,  then  the  hemolysis  should  have  occurred  much 
earlier,  probably  w-ithin  one  or  two  weeks  after  the  sur- 
gery, rather  than  three  to  four  weeks  later.  The  possibility 
of  a hemolytic  transfusion  reaction  due  to  a primary  anti- 
body response  has  been  considered,  but  so  far  there  have 
been  no  such  cases  reported  that  are  clear-cut.  Usually 
when  the  patient  has  a primary  response  to  donor  red 
blood  cell  antigens,  it  seems  to  occur  four  to  six  weeks 
after  the  transfusion.  The  donor  cells  give  evidence  of  di- 
minished survival,  but  this  condition  is  not  manifest  clini- 
cally. 


The  most  potent  blood  group  antigen  besides  the  ABO 
system  is  Rh  O (D).  We  have  transfused  Rh-negative  pa- 
tients with  Rh-positive  blood  when  the  demand  for  Rh- 
negative  blood  exceeds  the  supply,  and  this  procedure  has 
not  been  followed  by  frank  delayed  hemolytic  transfusion 
reactions.  Anti-D  antibody  may  appear  two  to  five  months 
after  the  transfusion,  and  the  direct  Coombs  test  may  be- 
come positive,  but  there  is  no  frank  hemolysis. 

With  this  patient,  we  were  not  able  to  identify  the  anti- 
body; the  one  which  we  found  proved  to  be  a red  herring. 
This  antibody  belonged  to  the  high-titre  low-avidity 
group,  most  probably  anti-McCoy.  Anti-McCoy  antibod- 
ies have  been  shown  by  various  authors  not  to  cause  hemo- 
lytic transfusion  reactions,  and  not  to  affect  red  blood  cell 
survival  as  evidenced  by  chromium-tagged  red  cell  stud- 
ies. Patients  who  already  have  anti-McCoy  antibodies 
have  been  given  McCoy-positive  blood  transfusions,  and 
the  donor  red  cells  survived.  So  I would  not  consider  this 
class  of  antibodies  as  the  cause  of  this  patient’s  hemolysis. 
We  really  cannot  predict  this  patient’s  future  as  a transfu- 
sion recipient.  Perhaps  in  a few  weeks,  the  antibody  re- 
sponsible may  appear  in  the  patient’s  serum;  but  it  may 
never  appear.  Some  time  in  the  future,  he  may  have  anoth- 
er delayed  reaction  to  a transfusion,  if  the  specific  antigen 
is  involved  and  if  he  mounts  an  anamnestic  response.  We 
will  need  a fresh  blood  specimen  from  him  before  every 
future  transfusion. 

Clinical  Summary 

A 75-year-old  man,  who  had  been  given  transfusions  in 
connection  with  prostate  surgery  four  years  earlier,  under- 
went recent  coronary  bypass  surgery  during  which  he  re- 
ceived blood  transfusions;  three  to  four  weeks  later,  hemo- 
lytic anemia  developed. 

In  this  conference,  the  varieties  of  reactions  to  blood 
transfusions  are  reviewed;  it  is  believed  that  this  patient’s 
hemolytic  anemia  was  due  to  a delayed  immune  reaction 
against  the  donor’s  red  blood  cells. 

Final  Clinical  Diagnoses 

1.  Delayed  hemolytic  transfusion  reaction,  with  de- 
struction of  donor  red  blood  cells  following  coronary 
bypass  surgery. 

2.  Atherosclerotic  cardiovascular  disease.  Coronary 
artery  disease.  Angina  pectoris.  Status-post  coro- 
nary bypass  surgery  (three  vessels). 

3.  Status-post  transurethral  prostatectomy  four  years 
earlier,  involving  blood  transfusion. 
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FROM  THE  LIBRARY 


A FURTHER  CONTRIBUTION  TO  THE  SUBJECT  OF  BLOOD  TRANSFUSION:  DIRECT 

METHOD 

The  crude  study  of  anatomy  and  surgery  by  [Galen  and  Vesalius  and  Pare  and  others]  laid  deep  and 
wide  the  foundation  for  future  investigation,  and  upon  this  foundation  rested  the  masterly  work  of 
Harvey,  who  explained  to  the  world  more  fully  the  nature  of  the  circulation.  That  was  in  1628.  About 
fifty  years  more  was  now  consumed  in  experimental  work  upon  animals.  Then  came  the  first  transfusion 
upon  the  human  subject.  From  time  to  time  many  more  attempts  at  blood  transfusion  were  made  with 
asserted  good  results;  but  our  present  understanding  of  the  composite  character  of  the  blood  would  lead 
us  to  doubt  the  accomplishment  of  anything  definite  by  these  early  experimenters.  Nevertheless,  their 
work  was  an  inspiration  to  the  generations  which  followed  them.  They  tried  to  exclude  air  from  the 
vessels,  and  their  technique  was  intended  to  prevent  clotting  of  the  blood  on  its  way  from  the  donor  to 
the  recipient.  All  their  methods,  however,  required  an  intermediate  structure,  usually  some  form  of 
tubing.  Death  was  not  uncommon  from  emboli,  or  the  entrance  of  air  into  a vein.  A careful  search  of  the 
literature,  therefore,  would  reveal  many  failures.  Two  hundred  years  after  the  first  transfusion  there 
was  still  no  improvement  in  technique  the  apparatus  of  Aveling  being  the  one  of  choice.  With  this 
instrument  and  its  application  we  are  all  familiar.  Transfusion  was  done  from  vein  to  vein.  Referring  to 
the  American  Textbook  of  Surgery,  about  this  time,  we  find  the  subject  dismissed  in  very  few  words, 
preference  being  given  to  the  use  of  the  normal  salt  solution.  Ten  years  more  brings  us  down  to  the 
present  time.  During  the  last  half  of  this  decade,  blood  transfusion  has  acquired  a new  impetus,  so  that 
more  importance  is  attached  to  the  efficacy  of  blood  to-day  than  ever  before  in  the  history  of  surgery, 
and  the  manner  of  transfusing  it  has  been  completely  revolutionized.  Blood  is  now  carried  from  artery  to 
vein,  instead  of  from  vein  to  vein;  and  if  carefully  done,  under  proper  indications,  transfusion  is  no 
longer  a doubtful  procedure.  . . . 

We  have  already  come  to  know  a great  deal  about  the  effect  of  one  blood  upon  another,  and  the 
tendency  toward  incompatibility  and  haemolysis.  Before  transfusion,  the  percentage  of  haemoglobin  in 
the  patient  is  usually  low  and  the  number  of  red  blood  cells  is  diminished.  The  whites  are  variable.  After 
transfusion,  the  erythrocytes  and  the  percentage  of  haemoglobin  are  both  augmented  but  not  always  to 
a readily  perceptible  degree.  The  patient  seems  to  be  vitalized  from  the  start,  but  the  actual  blood 
findings  are  not  commensurate  with  the  favorable  clinical  manifestations.  A little  later,  however,  there 
is  evidence  of  greater  improvement  in  the  blood  constituents  than  could  have  been  realized,  had  the 
ordinary  treatment  of  anaemia  been  carried  out.  Eight  to  twelve  ounces  of  blood  is  a safe  quantity  to  be 
transfused  at  any  one  time.  The  donor  is  not  in  any  particular  danger,  but  the  donee  may  be  overcharged 
to  the  extent  of  causing  dilatation  of  the  right  ventricle.  He  should  be  kept  under  constant  surveillance. 
Unusual  irritability,  or  respiratory  embarrassment,  or  marked  sudden  change  in  the  character  of  the 
pulse,  are  indications  of  approaching  danger.  When  we  consider  the  rate  at  which  the  blood  circulates,  it 
is  evident  that  the  newly  transfused  blood  must  immediately  fall  into  line  with  the  rapidly  moving 
current,  and  deliver  to  the  tissues  its  portion  of  nutrient  material.  If  this  does  not  occur  there  is  danger  of 
incompatibility  and  the  transfused  blood  becomes  a foreign  body.  That  haemolysis  does  result  in  a small 
number  of  cases  should  remind  us  of  the  desirability  of  making  the  necessary  preliminary  tests  to 
determine  whether  the  blood  to  be  transfused  is  physiologically  acceptable.  . . . 

T.  L.  DEAVOR.  MD 

(NY State  J Med  1911;  11:313-316) 
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INTERNATIONAL  HEALTH 


Health  and  health  care  in  Nepal 

Susan  L.  Puretz,  edd 


Nepal’s  system  of  health  delivery  can  be  traced  to  1951 
when  the  country  was  liberated  and  opened  to  the  outside. 
Nepal  is  illustrative  of  the  classic  case  study  of  a develop- 
ing nation  with  limited  financial  resources  to  correct  a 
multitude  of  major  health  problems  including  widespread 
malnutrition,  low  life  expectancy,  high  mortality  of  chil- 
dren under  the  age  of  five,  and  limited  access  to  clean  wa- 
ter. While  Nepal’s  health  statistics  have  shown  a gradual 
improvement,  they  still  rank  among  the  poorest  in  the 
world.  In  addition  to  financial  exigencies,  the  problem  is 
compounded  by  understaffed  and  inadequately  trained 
personnel,  limited  resources,  poor  transportation,  poor 
communication  networks,  widespread  illiteracy,  a high 
population  growth  rate,  and  geographical  constraints  (in- 
cluding an  agrarian  base).  This  paper  describes  some  of 
the  problems  and  presents  an  analysis  of  Nepal’s  attempts 
to  deliver  “Health  for  All  by  the  Year  2000.” 

Background 

The  travelogue  image  of  Nepal  is  of  an  Asian  Switzer- 
land; the  reality  is  quite  different.  With  an  infant  mortal- 
ity rate  of  1 1 1.53/1,000  live  births,  maternal  mortality  of 
8.53/1,000  live  births,  and  life  expectancy  of  52.88  years 
for  males  and  50.10  years  for  females,1  Nepal  presents  a 
far  from  serene  and  sanitary  alpine  landscape. 

In  a developing  nation  how  does  one  begin  to  address 
the  health  problems  that  exist?  How  does  one  manufac- 
ture resources  to  bring  health  services  to  a population  liv- 
ing in  the  ninth  century  in  1951?  These  questions  faced 
health  planners  in  Nepal’s  Ministry  of  Health  (MOH) 
and  have  not  yet  been  resolved. 

Nepal  is  not  a typical  developing  nation;  it  has  had  nei- 
ther the  burdens  nor  the  benefits  of  a colonial  experience. 
It  has  had  no  recent  wars,  is  the  only  Hindu  monarchy  in 
the  world,  and  is  a landlocked  country  with  geographical 
extremes.  Nepal  has  also  attracted  a disproportionate 
amount  of  Western  donor  attention.  For  example,  the 
United  States  Agency  for  International  Development 
(USAID)  over  an  eight-year  period  has  spent  $37  million 
in  direct  government-to-government  aid  (personal  com- 
munication, David  Calder,  Director  of  USAID,  Kath- 
mandu, Nepal,  November  19,  1987).  The  reasons  for  this 
large  amount  of  Western  donor  aid  are  multiple  and  in- 
clude political  factors  as  well  as  the  attractiveness  of  the 
land,  climate,  and  people. 

Address  correspondence  to  Dr  Puretz,  State  University  of  New  York,  New 
Paltz,  NY  12561. 


Like  other  developing  nations,  Nepal’s  statistics  reveal 
the  extent  of  the  problems  it  faces.  The  per  capita  gross 
national  product  in  1984  was  $160  compared  to  an  aver- 
age gross  national  product  per  capita  of  $258  for  South 
Asia  and  $844  for  Southeast  Asia.2  According  to  Nepal’s 
National  Planning  Commission’s  estimates,  40%  of  Nepa- 
lese live  below  the  poverty  line.3 

More  than  90%  of  the  Nepalese  live  in  rural  areas  and 
about  93%  of  the  people  earn  their  livelihood  from  the 
land.3  The  overall  literacy  rate  in  1981  was  23. 5% — 34.9% 
for  males  and  1 1 .5%  for  females4;  however,  in  rural  areas, 
the  discrepancy  is  even  greater.5  Nepal’s  heavy  invest- 
ment in  primary  schools  should  begin  to  address  both  the 
low  literacy  rate  and  the  male/female  inequity  in  ensuing 
years. 

Nepal  is  ruled  by  King  Birendra— a direct  descendant 
of  the  Shah  family  dynasty.  It  was  his  grandfather,  King 
Tribhuvan,  who  regained  power  in  1951  from  the  Rana 
family  (who  although  only  serving  as  prime  ministers  ac- 
tually ruled  Nepal  for  almost  two  centuries).6  When  the 
Shah  family  regained  control,  they  “opened”  Nepal  to 
foreigners.  Although  the  system  of  government  remains  a 
constitutional  monarchy,  the  king  introduced  a Pancha- 
yat democracy  in  1962  which  was  reaffirmed  by  a nation- 
al referendum  on  May  2,  1980.  The  National  Panchayat 
is  a nonpolitical  (one-party  system)  organization,  with  a 
pyramidal  structure  from  the  village  and  town  panchayats 
at  the  base,  to  the  Rashtriya  Panchayat  at  the 
apex.6 

For  administrative  convenience,  Nepal  is  divided  into 
five  development  regions,  14  administrative  zones,  75  dis- 
tricts, and  3,866  village  panchayats,  each  comprising  sev- 
eral to  many  village  communities.  A majority  of  the  75 
districts  have  less  than  50  village  panchayats  and  only  six 
districts  have  more  than  100  village  panchayats.  There  is 
an  average  of  1 1 village  panchayats  to  a district  in  the 
Inner  (trans)  Himalayan  region,  33  in  the  Terai,  and  55  in 
the  heavily  populated  midland.6 

Nepal’s  Vital  Statistics 

The  key  to  understanding  the  immensity  of  Nepal’s 
health  problems  lies  in  its  vital  statistics,  which  reveal  that 
major  intervention  is  necessary  in  order  to  effect  any 
change  in  the  Nepalese  health  picture. 

Countries  of  Southeast  Asia  have  an  average  of  69 
deaths  per  1,000  live  births,  compared  with  a conservative 
estimate  for  Nepal  of  206  deaths  per  1,000, 7 one  of  the 
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world’s  highest.  It  is  worth  noting  that  health  indices  fig- 
ures supplied  by  His  Majesty’s  Government  (HMG)  usu- 
ally are  unreliable  as  precise  indicators.  When  they  err,  it 
is  on  the  side  of  underreporting.8  For  example,  the  statisti- 
cal problem  relative  to  accurate  data  on  infant  and  mater- 
nal mortality  is  compounded  by  the  fact  that  in  Nepal 
fewer  than  5%  of  total  deliveries  occur  in  health  institu- 
tions,3 making  data  collection  difficult. 

Nepal’s  population  is  estimated  to  be  about  16  million 
and  is  increasing  at  an  annual  rate  of  2.66%.  In  1 984— 
1985  the  crude  birth  rate  was  41.57/1,000,'  with  “no  evi- 
dence of  a decreasing  trend  in  fertility.”7  The  fertility  rate 
has  been  estimated  at  6. 1-6.3  (personal  communication, 
David  Calder,  Kathmandu,  Nepal,  November  19,  1987). 
The  life  expectancy  at  birth  for  1984  was  52.8  for  males 
and  50.10  for  females,  down  from  1981  expectancy  rates 
of  54.98  and  51.20  for  males  and  females,  respectively.1-5 
These  data  reveal  two  rare  phenomena:  a lower  life  expec- 
tancy for  females — which  most  likely  reflects  the  astound- 
ing burden  of  work  females  assume  and  their  excess  fertil- 
ity and  subsequent  mortality;  and  a decreasing  rate  of  life 
expectancy — a reversal  of  worldwide  trends. 

Nepal  had  a crude  death  rate  in  1984-1985  of  16.57/ 
1,000  population  with  communicable  diseases  as  the  main 
causes  of  mortality  (Table  I).  The  main  causes  of  morbid- 
ity after  complications  of  pregnancy  are  also  the  commu- 
nicable diseases.9 

In  1 985- 1 986  a range  of  immunizations  were  given  cov- 
ering approximately  27%  of  the  population  for  oral  polio 
vaccine  3 (OPV3)  to  87%  for  tetanus  toxoid  1 (TT1),  with 
other  immunizations  (bacillus  Calmette-Guerin,  diphthe- 
ria, diphtheria  3,  oral  polio  vaccine  1,  measles,  tetanus 
toxoid  2)  ranging  in  between.9  Deaths  from  diarrhea 
among  children  less  than  five  years  of  age  accounted  for 
46%  of  the  deaths. 10  That  figure  is  not  surprising  when  one 
considers  that  until  1 980  only  1 0.9%  of  the  population  had 
a piped  water  supply,  and  in  rural  areas  only  5.2%  had 
access  to  potable  drinking  water.3  Therefore  the  majority 
of  Nepalese  were  deprived  of  safe  drinking  water.  Addi- 
tionally, there  was  almost  no  system  of  sanitation;  esti- 
mates in  1985  revealed  that  only  1 7.2%  of  urban  and  0.2% 
of  rural  dwellers  were  served  by  sanitation  facilities,  ac- 
counting for  a total  of  1.7%  of  Nepal’s  population." 

Another  priority  health  problem  for  Nepal  is  the  wide- 
spread undernutrition  and  malnutrition  of  the  population. 
In  1980  Nepalese  were  getting  only  86%  of  their  caloric 
intake  requirements  and  the  per  capita  protein  intake  ex- 

TABLE  I.  Leading  Causes  of  Death  in  Nepal,  1984-1985, 9 
in  Descending  Order  of  Prevalence* 

Other  symptoms  and  ill-defined  conditions 

Tuberculosis,  all  types 

Bronchitis,  emphysema,  and  asthma 

Fever  of  unknown  origin 

Gastritis  and  duodenitis 

Enteritis  and  other  diarrheal  diseases 

Pneumonia 

Other  injuries 

Cirrhosis  of  the  liver 

Bacillary  dysentery  and  amoebiasis 


* Ten  leading  cause  groups  of  mortality  reported  by  15  health  posts,  Kaski  Dis- 
trict, 1984-1985,  which  accounted  for  72%  of  the  total  number  of  deaths  reported. 


pressed  in  grams  per  day  was  45%  of  requirements.12  It 
was  estimated  that  the  proportion  of  children  under  five 
years  of  age  who  were  adequately  nourished  was  only  7% 
in  1 985. 9 For  the  country  as  a whole,  only  29%  qualified  as 
being  at  a normal  nutritional  level  in  1975. 13 

These  health  indicators  present  the  extent  of  the  prob- 
lems facing  Nepal’s  Ministry  of  Health  (MOH).  The  ma- 
jor problems  requiring  intervention  fall  into  several  areas: 
maternal  and  child  health,  including  reduction  of  infant 
mortality,  total  fertility,  and  maternal  deaths  due  to  preg- 
nancy; communicable  disease,  including  reduction  in  the 
incidence  of  tuberculosis,  Hansen  disease,  malaria,  mea- 
sles, tetanus,  diphtheria,  and  childhood  diarrhea;  and 
malnutrition,  including  reduction  of  protein-energy  defi- 
ciency. 

However,  intervention  in  those  targeted  areas  will  not 
be  sufficient  unless  it  is  integrated  with  improvements  in 
water  and  sanitation,  improvements  which  will  necessitate 
massive  education  of  the  population  in  order  to  be  effec- 
tive. For  example,  in  most  villages  located  in  the  hill  coun- 
try, houses  are  built  near  the  bottom  of  the  hill.  The  water 
supply  is  located  further  up  the  hill.  Above  that  is  the  pit 
latrine.  These  practices  have  existed  for  generations  be- 
cause of  longstanding  ignorance  of  the  realities  of  sanita- 
tion. 

Nepal’s  System  of  Health  Service 
Nepal’s  health  delivery  system  basically  started  from 
nothing,  with  weak  local  resource  mobilization,  in  the 
1950s.  Nepalese  health  officials  created  a series  of  five- 
year  plans  beginning  in  1956;  they  are  now  in  the  seventh, 
1985-1990.  The  thrust  of  each  of  the  five-year  plans  can 
be  seen  in  Table  II. 

The  provision  of  basic  health  services  was  identified  as 
one  of  the  minimum  needs  of  the  Nepalese.  The  MOH,  in 
its  early  five-year  plans,  designed  an  implementation  plan 

TABLE  II.  Summary  of  Nepal’s  Five-Year  Plans 

First  (1956-1961)  and  Second  (1963-1965)  Five-Year  Plans 
Attention  focused  on  programs  related  to  preventive  health,  eg,  malar- 
ia eradication,  smallpox  vaccination,  leprosy  and  tuberculosis  project. 
Hospital  construction  emphasized. 

Third  (1965-1970)  Five-Year  Plan 

Beginning  attempts  towards  a comprehensive  health  plan  with  proper 
categorization  of  different  activities  as  curative,  preventative,  train- 
ing, and  miscellaneous. 

Introduced  family  planning  and  maternal  and  child  health  projects. 
Fourth  (1970-1975)  Five-Year  Plan 
Priority  extended  to  preventive  services. 

Strengthening  of  existing  curative  services. 

Introduction  of  middle  level  health  workers. 

Community  Health  and  Integration  Division  set  up  in  the  Department 
of  Health  Services. 

Fifth  (1975-1980)  Five-Year  Plan 
Clearly  defined  objectives,  policies,  priorities,  targets  and  details  re- 
garding the  development  of  the  health  sector. 

Targeted  the  expansion  of  facilities  for  the  rural  population  and  an 
emphasis  on  village  level  basic  health  care  activities. 

Sixth  (1980-1985)  Five-Year  Plan 

Set  higher  goals  including  increasing  life  expectancy  by  reducing  the 
death  rate,  preventing  infection  through  preventive  services,  control- 
ling birth  rates,  improving  nutritional  level  and  environmental  hy- 
giene, and  developing  basic  health  services  at  village  and  community 
level. 
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which  included  models  of  operation  for  the  75  districts, 
approximately  4,000  panchayats,  and  the  tens  of  thou- 
sands of  village  communities  (as  well  as  for  nongovern- 
mental organizations  (NGOs)  and  the  private  sector). 

The  early  plans  called  for  the  establishment  of  three 
levels  for  the  delivery  of  service:  physician-staffed  hospi- 
tals and  health  clinics  located  in  districts,  health  posts  in 
the  panchayats , and  individual  health  workers  at  the  com- 
munity village  level.  In  addition,  separate  projects  were 
begun  which  aimed  at  vaccination,  malaria  eradication, 
leprosy  and  tuberculosis  control,  family  planning,  and  ma- 
ternal and  child  health  (begun  in  the  third  plan,  1965). 
Some  of  these  projects  were  run  under  the  auspices  of  the 
MOH,  and  some  were  set  up  and  run  by  various  NGOs 
(for  example,  USAID,  Japanese  Organization  for  Inter- 
national Co-operation  in  Family  Planning,  Save  the  Chil- 
dren). 

The  major  development  of  the  heretofore  limited  medi- 
cal infrastructure  began  after  initiation  of  the  first  five- 
year  plan.  Table  III  presents  a comparison  of  facilities  pri- 
or to  1956  and  in  1987. 

Although  the  first  two  five-year  plans  included  primary 
health  care  targets,  it  soon  became  apparent  that  primary 
health  care  in  a vacuum  could  not  solve  Nepal’s  health 
problems.  Thus  the  third  five-year  plan  marked  the  begin- 
ning of  attempts  towards  comprehensive  health  planning 
which  integrated  many  previously  isolated  health  oriented 
projects.  It  was  aptly  named  the  Integrated  Community 
Health  Services  Development  Project  (ICHSDP). 

These  efforts  were  unfortunately  insufficient  to  change 
Nepal’s  depressing  health  statistics.  Despite  significant 
improvement,  Nepal’s  health  statistics  continue  to  remain 
among  the  world’s  worst. 

Nepal  has  committed  itself  to  trying  to  achieve  the 
goals  of  the  World  Health  Organization’s  (WHO) 
“Health  for  All  by  the  Year  2000”  (HFA/2000).  In  1979, 
WHO  issued  guiding  principles  for  formulating  strategies 
for  achieving  health  for  all  by  the  year  2000,  which 
stressed  primary  health  care  and  focused  on  the  develop- 
ment of  the  country’s  health  system’s  infrastructure  in  or- 
der to  deliver  programs  that  reached  the  entire  popula- 
tion. 

Nepal  presented  its  first  plan,  “Planning  for  Meeting 
the  Basic  Minimum  Needs  of  the  People  Between  1980- 
2000,”  to  WHO  in  December  1 979,  and  made  subsequent 
revisions  in  March  1 98 1 and  May  1 987.  Policy  and  strate- 
gy for  meeting  WHO’s  basic  minimum  needs  were  also 


TABLE  III.  Health  Resources  in  Nepal 


Resource 

Time  Period 

Prior  to  19563  April  1987* 

Hospitals 

34  (with  625  beds) 

91  (with  3,842  beds3) 

Dispensaries/health  posts 

24 

814 

Ayervedic  clinics 

63 

145 

Physicians 

50 

600-850* 

* Source:  His  Majesty’s  Government/Ministry  of  Health,  Health  Planning  Di- 
vision, Health  Information  Bulletin  2 (3),  1987. 

* 50%  of  health  services  are  confined  to  Kathmandu  Valley.  Includes  hospitals 
under  the  Ministry  of  Health  (66)  and  under  other  government  agencies  and  non- 
government agencies. 

1 Personal  communication.  Dr  B.  B.  Karki,  Kathmandu,  Nepal,  November  19, 
20,  1987. 


reflected  and  elaborated  in  the  documents  The  Long  Term 
Health  Plan  ( 1975-1990 ) and  The  Seventh  ( Five-Year ) 
Plan  ( 1985-1990 ). 

The  key  strategies  for  the  health  sector  in  the  seventh 
plan  include  stressing  primary  health  care,  providing  ap- 
propriate manpower,  developing  and  integrating  Ayerve- 
dic  (herbal  medicine)  services,  improving  nutrition,  en- 
couraging private  sector  growth  of  health  services,  and 
intensifying  family  planning  programs  to  reduce  the  birth 
rate. 

Severely  hampering  achievement  have  been  the  con- 
straints of  geography  and  population  distribution,  short- 
ages of  MOH  manpower  and  trained  personnel,  lack  of 
effective  coordination  between  and  within  the  MOH,  in- 
adequate infrastructure,  and  limited  financial  resources. 
However,  it  is  important  to  remember  that  prior  to  the 
mid-1950s,  traditional  healers  (spiritualists  and  herbal 
medicine  practitioners)  provided  all  the  medical  care  in 
the  country. 

Health  Service  Infrastructure 

Ninety-two  percent  of  the  population  of  Nepal  live  in 
rural  areas,  many  of  which  are  not  serviced  by  roads;  in 
1984,  there  were  only  5,717  kilometers  of  roads  in  all  of 
Nepal.  Recognizing  the  problem  of  population  distribu- 
tion, the  MOH  based  its  pyramidal  infrastructure  on  vol- 
unteers termed  “community  health  leaders.”  Use  of  vol- 
unteers as  the  first  line  of  service  began  in  1 980,  as  part  of 
a project  established  by  ICHSDP.  One  person  per  ward, 
preferably  someone  able  to  read  and  a stable  community 
member,  is  selected  as  the  community  health  leader,  and 
given  a minimal  training  program  of  approximately  24 
days.  The  community  health  leaders  work  at  the  ward  lev- 
el of  the  village  panchayat  on  a voluntary,  nonremunera- 
tive  basis  to  help  local  people  improve  their  health  condi- 
tions through  mutual  help.  These  Nepalese  are  mobile 
workers  who  travel  to  individual  village  homes  to  provide 
preventive  health  education,  eg,  how  to  build  pit  latrines. 
They  also  provide  some  basic  primary  health  care.  A few 
medications,  (malaria  kits,  aspirin,  cough  syrup,  etc)  are 
also  provided  to  enhance  the  community  health  leader’s 
motivation  and  status  within  the  “pill  oriented”  communi- 
ty (personal  communication,  Richard  Coffey,  Peace 
Corps  health  worker,  Nepal,  1984-1987,  New  Paltz, 
March  8,  1988).  A job  description  of  the  community 
health  leader  is  presented  in  Table  IV.  The  goal  of  the 
MOH  for  the  year  2000  is  to  have  one  health  volunteer  per 
500  population. 

The  next  tier  is  filled  by  salaried  government  employees 
called  village  health  workers  (or  panchayat- based  health 
workers),  who  travel  to  the  villages  and  also  work  out  of 
health  posts.  Their  job  requirements  involve  spending  four 
to  six  days  per  month  at  the  health  post  doing  paperwork 
and  the  remainder  of  the  month  in  the  field  visiting  every 
house  in  their  vek  (an  administrative  subdivision  of  the 
district).  This  latter  requirement  can  be  an  unreasonable 
expectation  in  certain  veks  given  geographical  constraints 
(personal  communication,  Richard  Coffey,  Peace  Corps 
health  worker,  Nepal,  1984-1987,  New  Paltz,  March  8, 
1988).  The  MOH  hopes  to  provide  each  of  the  3,866  pan- 
chayats with  a panchayat- based  health  worker  (eighth 
grade  education  plus  three  months  of  training),  who  will, 
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TABLE  IV.  Job  Description  of  the  Community  Health 
Leader,  Nepal* 

1.  Enlists  cooperation  of  the  ward  people  in  all  the  health  activities 
carried  out  by  the  health  post  to  make  them  more  effective. 

2.  Provides  treatment  in  case  of  minor  ailments  with  medicines  avail- 
able with  him. 

3.  Educates  people  and  especially  pregnant  and  lactating  women  about 
the  health  care  necessary  for  such  women. 

4.  Assists  in  the  conduct  of  any  immunization  program  and  educates 
people  about  immunization. 

5.  Teaches  the  people  ways  and  means  to  prevent  diarrhea. 

6.  Teaches  the  villagers  the  importance  of  a mixed  diet  (food  prepared 
from  various  ingredients)  and  also  teaches  them  preparation  techniques. 

7.  Educates  the  people  of  the  ward  about  family  planning  methods. 

8.  Continues  clean-up  campaigns  in  the  ward. 

9.  Educates  the  people  about  preventive  and  containment  measures  for 
communicable  diseases.  In  case  of  an  outbreak,  takes  necessary  contain- 
ment measures  and  helps  those  affected  by  the  disease  to  obtain  neces- 
sary treatment. 

10.  Tries  to  bring  about  radical  behavioral  changes  in  people  to  improve 
their  health  status. 

11.  Makes  people  aware  of  the  traditional  home  remedies  which  are 
proven  to  be  beneficial. 


* Source:  Community  Health  Leader  Training-Cum-Working  Manual.  Nepal, 
Community  Health  and  Integration  Project,  1982. 

among  other  duties,  provide  family  planning  advice,  infor- 
mation on  nutrition,  and  immunization  services  for  chil- 
dren (personal  communication,  Dr  B.  B.  Karki,  Public 
Health  Officer,  Nepal  Ministry  of  Health,  Kathmandu, 
Nepal,  November  19,  20,  1987).  This  far  reaching  system 
will  continue  to  be  essentially  free  to  all  Nepalese. 

The  health  posts  are  the  most  peripheral  units  and  they 
provide  both  static  and  mobile  basic  health  services.  Al- 
though there  are  currently  744  health  posts,  only  approxi- 
mately 450  are  delivering  integrated  community  health 
services  and  operating  at  full  efficiency.9  It  is  the  aim  of 
the  MOH  to  have  nine  fully  staffed  health  posts  in  every 
one  of  Nepal’s  75  districts  (for  a total  of  675  health  posts 
throughout  Nepal),  thus  reducing  the  distance  between 
the  most  peripheral  health  institution  and  the  community. 

The  health  posts  will  be  managed  by  a health  assistant 
who  has  received  a certificate  from  the  Institute  of  Medi- 
cine, indicating  three  and  a half  years  of  study  past  the 
tenth  grade.  This  includes  one  year  of  basic  science,  plus 
one  and  a half  years  of  specialization.  Four  auxiliary 
workers  assigned  to  each  post  will  include  two  auxiliary 
nurse  midwives  and  two  auxiliary  health  workers,  the  last 
requiring  a one-year  course  of  study  past  tenth  grade  at 
the  Institute  of  Medicine. 

Health  clinics,  which  were  established  in  the  first  five- 
year  plan  and  which  are  distinguished  from  health  posts 
because  they  are  manned  by  physicians,  are  being  phased 
out.  This  reflects  the  limited  number  of  doctors  in  Nepal. 

District  hospitals  are  the  next  level  of  patient  contact 
and  referral.  The  MOH’s  goal  is  to  have  one  hospital  for 
each  of  the  75  districts.  Currently  there  are  18  districts 
without  any  hospitals,  and  26  districts  without  hospitals 
under  MOH  jurisdiction.  There  are  four  types  of  hospitals 
under  the  MOH:  district,  zonal,  regional,  and  central  hos- 
pitals. Hospitals  under  other  governmental  agencies  and 
NGOs  are  located  in  1 5 districts  and  include  one  hospital 
of  the  Institute  of  Medicine  (the  teaching  hospital)  locat- 


ed in  Kathmandu,  eight  under  the  Royal  Army  Police,  one 
private  hospital  located  in  Kathmandu,  six  nongovern- 
mental, and  nine  mission  hospitals.  The  total  number  of 
beds  for  all  hospitals  in  Nepal  is  3,842,  serving  a popula- 
tion of  16  million  people.  Services  at  hospitals  under  the 
MOH  are  free,  but  patients  must  pay  for  drugs  and  pay 
for  or  provide  their  own  food. 

Within  the  MOH  there  is  an  interface  with  one  set  of 
traditional  healers,  the  Ayervedic  practitioners,  who  con- 
stitute a parallel  health  infrastructure.  Ayervedic  practi- 
tioners follow  a theory  of  medicine  based  on  the  Gyu  Shi, 
four  ancient  treatises.  They  are  viewed  as  operating  mid- 
way between  modern  20th  century  medicine  and  the 
Jhankris,  Nepalese  spiritualists.  Ayervedic  practitioners 
believe  that  illness  is  caused  by  an  imbalance  of  the  three 
humors  (phlegm,  wind,  and  bile)  and  work  to  restore  the 
lost  equilibrium,  mainly  with  herbal  medicines.  The  group 
of  traditional  healers  not  represented  within  the  MOH  are 
the  Jhankris.  It  has  been  conservatively  estimated  that 
they  number  at  least  400,000  practitioners,14  or  an  aver- 
age of  7.5  Jhankris  per  village  (approximately  one  practi- 
tioner for  every  40  people).  Their  fees  range  from  one  cent 
(25  paisa)  to  ten  cents  (2  rupees)  per  contact,  although  a 
large  cash  gift  is  customary  for  a “complete  cure.” 

The  remaining  pyramidal  tiers  are  occupied  by  the  cen- 
tral MOH  bureaucracy  which  provides  the  logistical  sup- 
port for  the  in-field  health  services,  as  well  as  acting  as  a 
planning  and  coordinating  resource. 

Over  the  years  since  the  inception  of  the  first  five-year 
plan,  several  fiefdoms  have  developed  within  the  MOH. 
These  were  the  outgrowth  of  specific  targeted  projects  and 
included  ICHSDP,  Family  Planning  and  Maternal  and 
Child  Health  Project  (FP/MCH),  Leprosy  Control  Pro- 
ject, Nepal  Malaria  Eradication  Organization,  Expanded 
Immunization  Project,  Prevention  of  Blindness  Project, 
and  the  Tuberculosis  Control  Project.  Most  of  these  pro- 
jects received  large  amounts  of  outside  donor  funding, 
amounting  to  twice  the  funds  allocated  by  the  govern- 
ment,9 which  tended  to  make  the  projects  separate  poli- 
ties, and  gave  those  outside  agencies  a disproportionate 
amount  of  influence  in  the  project’s  operation.  Because 
each  sector  acted  independently,  there  was  a lack  of  coor- 
dination between  and  within  the  different  sectors9  and 
also  intense  competition  for  limited  resources. 

A major  recent  reorganization  of  the  MOH  has  oc- 
curred in  order  to  meet  the  HFA/2000  goals  (July  16, 
1987).  As  a result  of  the  reorganization,  ICHSDP  no 
longer  exists.  Instead  there  is  now  a Public  Health  Divi- 
sion, which  is  responsible  for  all  primary  health  care  activ- 
ity as  well  as  having  authority  over  many  of  the  heretofore 
separate  projects.  Ultimately  this  reorganization  should 
achieve  one  system  wherein  all  districts  will  be  treated 
equally,  and  there  will  no  longer  be  separate  special  pro- 
jects operating  partially  outside  the  Ministry  of  Health 
and  receiving  special  attention  and  financial  resources. 

In  a recent  interview,  one  high  official  within  the  MOH 
made  ominous  statements  to  the  author  about  the  reorga- 
nization. He  suggested  that  it  represented  merely  a bu- 
reaucratic “sleight  of  the  hand,”  a paper  shuffle  reorgani- 
zation in  which  the  old  system  was  essentially  left  intact. 
“The  same  people  are  still  doing  the  same  jobs,”  was  his 
caustic  comment. 
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Financing  Nepal’s  Goal  of  Health  for  All  by 
the  Year  2000 

The  Nepalese  government  has  set  very  ambitious  levels 
of  health  status  indicators  (Table  V)  that  it  must  meet  and 
has  committed  itself  to  attaining  the  goals  of  HFA/2000 
through  primary  health  care.  The  program  initiated  by 
the  MOH  has  as  its  aim  the  delivery  of  free  basic  health 
services  to  Nepalese  throughout  the  country.  However, 
there  have  been  many  studies  indicating  that  Nepal  does 
not  have  the  financial  resources  for  achieving  these  goals. 
Understandably  there  is  concern  about  the  long  term  fi- 
nancial base  to  sustain  health  services  in  Nepal,15’16  which 
are  proving  very  expensive. 

Currently,  health  services  are  financed  through  public 
revenues,  household  expenditures,  and  donor  funding.  As 
mentioned  earlier,  non-WHO  external  donor  funding 
amounted  to  about  twice  the  funds  allocated  by  the  gov- 
ernment.9 More  than  55%  of  the  MOH’s  development 
budget  is  from  foreign  assistance.15  Reliance  on  this  sort 
of  funding  is  problematic  and  provides  an  unstable  base 
upon  which  to  make  major  future  health  decisions. 

As  for  household  expenditures,  in  a survey  conducted  in 
1 976  in  four  districts  of  Nepal,  it  was  estimated  that  Nep- 
alese spent  out-of-pocket  between  15  and  40  rupees  per 
person  per  year  for  health  care  services  and  supplies,  rep- 
resenting at  that  time  about  3%  of  the  average  annual  per 
capita  income.17  Jhankris  account  for  one  significant 
household  expenditure,  with  fees  either  in  cash  or  in-kind, 
while  retail  purchases  of  pharmaceuticals  (many  of  limit- 
ed therapeutic  value)  account  for  another. 

It  is  foreseen  that  in  the  future,  a convergence  of  rising 
incomes,  increased  urbanization,  and  successful  public 
health  information  campaigns  will  result  in  higher  expec- 
tations for  more  and  better  health  care  from  the  govern- 
ment. This  will,  in  turn,  require  even  more  of  a financial 
commitment  on  the  part  of  the  government. 

At  this  time,  the  per  capita  public  expenditure  for 
health  is  lower  in  Nepal  ($1.63)  than  in  the  other  nations 
of  Southeast  Asia  ($4. 1 2).  Government  allotments  to  the 
health  sector  account  for  slightly  over  5%  (5.16%  in  1 985— 
1986)  of  the  total  government  budget.9 

TABLE  V.  Targets  for  Health  for  All  Nepalese  by  the  Year 
2000* 

Reduction  of  the  infant  mortality  rate  from  the  present  level  of  1 1 1.50 
per  1,000  live  births  to  45  per  1,000  by  the  year  2000. 

Reduction  of  the  population  growth  rate  to  less  than  2%  per  year  by  the 
year  2000. 

Life  expectancy  to  be  raised  from  51  years  to  65  years  by  2000. 
Reduction  in  the  incidence  of  communicable  diseases  (tuberculosis,  lep- 
rosy, malaria,  measles,  tetanus,  and  diphtheria)  by  the  year  2000. 
Reduction  of  the  number  of  people  suffering  from  protein-energy  defi- 
ciency to  1-2  per  1,000  by  the  year  2000. 

Reduction  of  deaths  due  to  diarrhea,  especially  among  children. 
Increased  coverage  of  the  population  by  government  health  services  and 
nongovernmental  community  health  services  to  include  the  following: 
ratio  of  doctors  and  other  trained  personnel  (health  assistants,  auxilia- 
ry health  workers,  etc)  to  population  will  be  on  average  1/3000; 
one  health  volunteer  per  500  population; 

gradually  reduce  the  distance  between  the  most  peripheral  health  in- 
stitution and  the  community. 


* Source:  His  Majesty's  Government/National  Planning  Commission,  Central 
Bureau  of  Statistics,  Basic  Minimum  Needs,  May  1987. 


TABLE  VI.  Nepalese  Health  Sector  Allocations  by 
Functions,15  Fiscal  Year  1986-1987 


Function 

1986-1987 

Amount  Percent 

Primary  health  care* 

$404,622,000 

64.43 

Secondary  and  tertiary  care* 

125,313,700 

19.95 

Central  administration 

49,861,000 

7.94 

Total  Ministry  of  Health  budget 

579,796,700 

Ministry  of  Education 

allotments  of  health 

training! 

45,085,000 

7.18 

Royal  Drug  Ltd.§ 

3,118,000 

0.50 

Total 

$628,000,200 

100.00 

* Includes  health  post  services  and  project  level  activities  such  as  EPI,  1CHSDP, 
FP/MCH,  leprosy,  tuberculosis,  nutrition,  goiter,  rabies,  malaria  control  program, 
and  health  education. 

f Includes  all  hospitals,  health  centers,  pharmacies,  and  health  laboratories. 

* Ministry  of  Education  budget  allocations  to  health-related  teaching  facilities. 

8 Ministry  of  Forestry  budget  allocation  to  pharmaceutical  production. 

The  MOH  allocates  more  than  65%  of  its  public  funds 
to  primary  health  care  services  (Table  VI).  However,  less 
than  40%  of  these  funds  are  aimed  at  field-level  primary 
health  care  services.15  This  amount  might  actually  be  low- 
er because  a substantial  amount  of  primary  health  care 
funds  (42.7%)  is  spent  on  central  administration  support 
tasks,  and  there  is  a difference  between  planned  and  actu- 
al expenditures.  (There  is  a consistent  pattern  of  under- 
spending of  the  health  budget  because  of  lack  of  manpow- 
er or  materials.18)  More  than  16%of  the  MOH’s  budget  is 
used  to  support  recurrent  costs  (fuel,  drugs,  vehicle  and 
building  maintenance)  of  the  health  posts.  In  a recently 
published  report,  Daly15  addressed  the  problem  of  health 
financing  and  made  several  major  recommendations  to 
improve  health  services  with  the  limited  funds  available. 
Whether  they  will  be  implemented  is  questionable.  In 
summary,  it  seems  apparent  that  the  MOH  is  operating 
with  a very  limited  budget  which  is  being  thinly  spread 
and  is  not  reaching  a large  proportion  of  the  popula- 
tion. 

Issues 

There  is  an  unbalanced  distribution  of  health  services 
between  urban  and  rural  areas,  which  mitigates  against 
access.  For  example,  at  least  60%  of  Nepal’s  physicians 
are  in  the  Bagmati  zone  (which  includes  Kathmandu,  the 
capital),  but  only  13%  of  the  population  live  in  this  area.18 
Dr  B.  B.  Karki  has  estimated  the  number  of  physicians  in 
the  Kathmandu  area  to  be  about  600  to  860  of  the  approx- 
imately 1,000  doctors  in  Nepal  (personal  communication, 
Kathmandu,  Nepal,  November  19,  20,  1987). 

The  ambitious  plan  to  have  675  fully  staffed  health 
posts  throughout  Nepal  is  laudable  until  one  analyzes 
what  is  meant  by  “fully  staffed.”  The  senior  administrator 
of  the  health  post  is  the  health  assistant.  His  one  and  a half 
years  of  specialized  training  beyond  the  first  year  of  basic 
science  education  consists  of  one  half  year  of  field  work 
and  six  courses  in  health  education,  including  introduc- 
tion to  health  and  disease,  specific  health  problems  and 
health  services,  foundations  of  health  education,  applied 
health  education,  introduction  to  sanitation,  and  special 
sanitation  problems  (personal  communication,  Dr  Yogen- 
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dra  Pradhananga,  Department  of  Community  Medicine, 
Institute  of  Medicine,  Kathmandu,  Nepal,  November  27, 
1987).  This  training  does  not  adequately  prepare  health 
workers  to  handle  health  problems.  It  is  precisely  this  lack 
of  training  which  results  in  the  leading  cause  of  death  be- 
ing reported  as  “other  symptoms,  signs,  and  ill  defined 
conditions”  (Table  I). 

It  must  be  remembered,  however,  that  80%  of  health 
problems  are  minor,  self-limiting,  and  easily  treatable  by 
simple  intervention  (personal  communication,  Dr  B.  B. 
Karki,  Kathmandu,  Nepal,  November  19,  20,  1987).  For 
example,  giving  oral  rehydration  to  children  with  diarrhe- 
al problems  is  a function  that  can  be  performed  by  village 
Panchayat- based  health  workers  who  can  also  facilitate 
vaccinations,  encourage  family  planning,  and  teach  sani- 
tary improvements.  Further,  they  can  recognize  diseases 
which  need  to  be  referred  to  a physician  and  identify  peo- 
ple for  such  functions  as  initial  tuberculosis  screening. 

Because  Nepalese  are  so  poor,  they  have  a limited  ca- 
pacity to  pay  for  health  services  and  thus  are  reluctant  to 
spend  time  or  money  on  preventive  health  care,  especially 
when  it  involves  travel  time  to  a distant  health  post.  Addi- 
tionally, since  Nepalese  do  not  perceive  diarrhea,  tetanus, 
measles,  or  frequent  pregnancy  to  be  serious  problems, 
they  delay  seeking  treatment  to  a point  where  preventive 
intervention  is  no  longer  effective  (personal  communica- 
tion, Richard  Coffey,  New  Paltz,  March  8,  1988). 

Access  to  convenient  medical  facilities  and  trained  per- 
sonnel alone  will  not  remedy  Nepal’s  health  problems. 
What  is  needed  is  a simultaneous  assault  on  environmen- 
tal and  social  issues.  While  family  planning  or  fertility 
control  is  very  important,  it  will  not  be  a major  factor  in 
reducing  the  birth  rate  by  itself.  Blum19  states  that  fertil- 
ity control  will  follow  “particularly  when  there  is  clear  cut 
evidence  of  improving  survival  of  children  and  infants.” 
To  improve  survival  requires  improvements  in  mass  sani- 
tation and  assuring  a safe  water  supply. 

Time  will  tell  how  successful  the  Nepalese  will  be  in 
fulfilling  ambitious  goals  against  difficult  odds. 


References 

1 . His  Majesty’s  Government/Ministry  of  Health,  Epidemiology  and  Statis- 
tics Division,  Kathmandu,  Nepal:  Epidemiological  Bulletin  (Quarterly) 
1985;6:1-4. 

2.  US  Agency  for  International  Development  Congressional  Presentation: 
Working  Paper  #721.  Kathmandu,  Nepal,  US  Agency  for  International  Develop- 
ment/Nepal, 1984. 

3.  Agrawal  GR,  Shrestha  RP:  Health  Care  System  in  Nepal.  Kathmandu, 
Nepal,  Center  for  Economic  Development  and  Administration,  T ribhuvan  Univer- 
sity, 1984. 

4.  His  Majesty’s  Government/National  Planning  Commission,  Central  Bu- 
reau of  Statistics.  Intercensal  Changes  of  Some  Key  Census  Variables,  Nepal. 
1952/54-1981,  1985. 

5.  His  Majesty’s  Government/National  Planning  Commission,  Central  Bu- 
reau of  Statistics.  Population  Monograph  of  Nepal,  1987. 

6.  Shaha  R:  An  Introduction  to  Nepal.  Kathmandu,  Nepal,  Ratna  Rustak 
Bhandar,  1975. 

7.  Integrated  Development  Systems.  Health  Utilization  of  Health  Services/ 
Facilities,  Part  II:  Supplementary  Data  Analysis.  Submitted  to  US  Agency  for 
International  Development,  Nepal,  January  1985. 

8.  Petrich  EE  II:  Health  information  review:  Findings  and  recommendations. 
Kathmandu,  Nepal,  US  Agency  for  International  Development/John  Snow  Inc/ 
Ministry  of  Health,  October  1986,  in  His  Majesty’s  Government/World  Health 
Organization:  Basic  Information/Indicators  to  Support  Implementation  of  Basic 
Minimum  Needs  and  HFA/2000  Strategies.  Kathmandu,  Nepal,  1987,  p 275. 

9.  His  Majesty’s  Government/World  Health  Organization:  Basic  Informa- 
tion/Indicators to  Support  Implementation  of  Basic  Minimum  Needs  and  HFA/ 
2000  Strategies.  Kathmandu,  Nepal,  1987.  p 146. 

10.  Report  of  the  National  Diarrhoea  Disease  Survey,  May-June,  1985,  in  His 
Majesty’s  Government/World  Health  Organization:  Basic  Information/Indica- 
tors to  Support  Implementation  of  Basic  Minimum  Needs  and  HFA/2000  Strate- 
gies. Kathmandu,  Nepal,  1987,  p 146. 

1 1.  Nepal  Resource  Mobilization  Profile:  International  Drinking  Water  Sup- 
ply and  Sanitation  Decade.  March  1986. 

12.  World  Bank.  Nepal  financial  stability  with  economic  growth.  Report 
#6653-NEP.  March  12,  1987,  in  His  Majesty’s  Government/World  Health  Or- 
ganization: Basic  Information/Indicators  to  Support  Implementation  of  Basic 
Minimum  Needs  and  HFA/2000  Strategies.  Kathmandu,  Nepal,  1987,  p 133. 

13.  Bagchi  K:  Assessment  of  nutritional  situation  in  Nepal.  Geneva,  World 
Health  Organization,  Division  of  Nutrition,  1978. 

14.  Shrestha  RM,  Lediard  M:  Faith  Healer:  A Force  for  Change.  Kathmandu, 
Nepal,  His  Majesty’s  Government/Ministry  of  Health  Family  Planning/ Maternal 
Child  Health  Project,  1980-1981. 

1 5.  Daly  PM:  Health  Financing  and  Cost  Recovery  in  Nepal.  Integrated  Rural 
Health  and  Family  Planning  Services  Project  #367-0135.  Kathmandu,  Nepal, 
John  Snow,  Inc,  1987. 

1 6.  Donaldson  DS:  An  Analysis  of  Health  Insurance  Schemes  in  the  Lalitpur 
District , Nepal.  Kathmandu,  Nepal,  Integrated  Development  Systems,  1982. 

17.  Institute  of  Medicine:  Rural  Health  Needs  Survey:  Tanahu,  Dhankuta , 
Surkhet , Nuwakot.  Kathmandu,  Nepal,  Tribhuvan  University,  1977-1979. 

18.  World  Health  Organization  Intersectoral  Modeling  Group:  A Profile  of 
Nepal:  A Briefing  Report  in  Preparation  for  County  Health  Programming,  March 
29,  1974. 

19.  Blum  H:  Family  Planning  and  Maternal-Child  Health  Services  for  Ne- 
pal. A Report  Prepared  for  the  Family  Planning  Maternal  Child  Health  Project, 
Ministry  of  Health,  Nepal,  February  1978. 


MAY  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  277 


HISTORY 


Trends  in  American  gynecology,  1800-1910:  A short  history 


John  S.  Haller,  jr,  phd 


American  gynecological  surgery  began  in  1809  when 
Ephraim  McDowell,  MD  (1771-1830),  of  Danville,  Ken- 
tucky, removed  a 22-pound  ovarian  tumor  without  anes- 
thetic. His  47-year-old  patient,  Jane  Todd  Crawford  of 
Greene  County,  had  ridden  on  horseback  60  miles  to  Dan- 
ville for  the  operation,  which  was  performed  while  the  pa- 
tient sang  hymns  and  a mob  of  irate  neighbors  threatened 
to  storm  McDowell’s  home  for  attempting  such  surgery. 
McDowell’s  successful  ovariotomy  was  followed  by  13 
other  operations,  with  eight  recoveries.  Subsequent  ovari- 
otomies were  performed  by  Nathan  Smith,  MD,  of  Yale, 
in  1821,  Alban  G.  Smith,  MD,  of  Kentucky,  in  1823,  Da- 
vid L.  Rogers,  MD,  of  New  York,  in  1829,  and  J.  Bel- 
linger, MD,  in  1835.  By  the  1840s,  ovariotomies  were  fre- 
quently performed  although  sepsis  caused  certain  risks. 
Washington  L.  Atlee,  MD,  of  Lancaster,  Pennsylvania,  re- 
ported in  a paper  in  1855  that  17  of  the  first  30  patients 
had  recovered.  By  the  end  of  the  century,  the  mortality  for 
ovariotomies  had  decreased  to  10-12%.1-7(pp421-423)’8’9 
Landmarks  in  the  history  of  gynecology  included  the 
establishment  of  the  first  gynecological  clinic  by  G.  S. 
Bedford,  MD,  in  1841  in  New  York;  the  founding  of  the 
Woman’s  Hospital  of  New  York  in  1855  by  J.  Marion 
Sims;  and  the  contributions  of  Addis  Emmet,  MD,  whose 
operations  for  lacerated  cervix,  rectocele,  cystocele,  recto- 
vaginal fistula,  and  laceration  and  prolapse  of  the  urethra 
placed  him  second  only  to  Sims  in  American  gynecology. 
Other  significant  developments  included  the  founding  of 
the  Journal  of  the  Gynecological  Society  of  Boston  and 
the  American  Journal  of  Obstetrics  and  Diseases  of 
Women  and  Children  in  1869;  the  organization  of  the 
American  Gynecological  Society;  T.  Gaillard  Thomas’  re- 
moval of  an  ovarian  cyst  per  vaginam  in  1 870,  the  work  of 
Emil  Noeggarath  on  gonorrhea,  and  Lawson  Tait’s  re- 
moval of  suppurating  oviducts  in  1872.  From  the  1870s 
onward,  antisepsis  via  Lister’s  carbolic  method  had  re- 
duced the  risk  of  abdominal  operations  and,  by  the  end  of 
the  century,  vaginal  hysterectomies  (introduced  by  Lane, 
Fenger,  and  Henrotin)  and  abdominal  hysterectomies  (in- 
troduced by  Baer  of  Philadelphia)  had  become  common. 
In  the  early  1 890s,  physicians  began  treating  cases  of  lym- 
phangitis, salpingitis,  ovaritis,  and  peritonitis  by  curret- 
ting  the  endometrium,  a process  which  eventually  became 
a popular  technique  among  gynecologists  both  in  the 
United  States  and  abroad.  By  1900,  there  were  some  101 
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obstetrical  and  gynecological  journals  in  existence:  50  in 
Germany;  16  in  France;  10  in  the  United  States;  8 in 
Great  Britain;  5 in  Spain;  4 in  Belgium;  3 each  in  Holland 
and  Italy;  1 each  in  Russia,  Denmark,  and  Switzerland.10-15 

The  specialty  of  gynecology  can  properly  be  attributed 
to  J.  Marion  Sims  of  Alabama,  the  “Moses  of  Gynecolo- 
gy,” who  introduced  the  duck-bill  speculum  into  general 
use.  This  device,  along  with  Recamier’s  revival  of  the  tu- 
bular speculum  in  1801,  enabled  physicians  to  report  inju- 
ries to  the  parturient  canal  and  learn  more  of  the  parts  of 
the  pelvis  than  from  centuries  of  previous  medical  specu- 
lation. Prior  to  the  use  of  the  speculum,  diseases  such  as 
cystocele,  rectocele,  carcinoma,  corroding  ulcer,  polypus, 
and  cauliflower  excrescence  were  recognizable.  On  the 
other  hand,  inflammations  of  the  uterus  were  unknown 
and  vesicovaginal  fistulas  were  considered  incurable. 
With  the  speculum,  which  he  fashioned  from  a bent  pew- 
ter spoon,  Sims  experimented  on  slaves  suffering  from  ve- 
sicovaginal fistula  in  an  infirmary  constructed  in  his  back- 
yard. The  speculum  enabled  him  to  see  the  fistula  of  the 
slave  Anarcha,  who  passed  both  urine  and  feces  through 
the  vagina.  Sims  operated  some  30  times  on  Anarcha  be- 
tween 1845  and  1849  before  finally  succeeding  in  correct- 
ing the  condition  with  the  use  of  silver  wire  sutures.  Soon, 
visual  examination  via  the  speculum  gave  new  impetus  to 
the  study  of  the  cervix  and  os  uteri,  the  state  of  the  vaginal 
walls,  and  discharges  from  the  uterine  canal.16-19 

Inflammation  and  Ulceration  Period 
Although  the  speculum  marked  a turning  point  in  the 
treatment  of  female  diseases,  its  widespread  use  also  af- 
forded physicians  the  opportunity  to  attribute  almost  all 
of  woman’s  illnesses  to  the  inflammation  or  ulceration  of 
the  cervix,  which  they  treated  with  surgery  or  local  appli- 
cations of  silver  nitrate.  For  20  years  after  Sims’  initial 
success,  the  inflammation  and  ulceration  theory  influ- 
enced doctors  treating  nausea,  uterine  inertia,  sexual  dys- 
function, disorders  of  the  liver  and  kidneys,  hysteria,  and 
the  irritable  uterus. 7(pp442-453),2° 

Although  the  speculum  was  a catalyst  in  the  develop- 
ment of  gynecology  as  a specialty,  many  critics  described 
it  as  a diabolical  instrument  designed  to  undermine  wo- 
men’s chastity.  Doctors  opposing  the  specialty  condemned 
gynecology  as  a quackish  effort  to  interpret  all  of  women’s 
ills  as  somehow  connected  to  the  sexual  system.  They  du- 
biously titled  the  speculum  “the  spoiler.”  As  J.  A.  Mowris 
in  his  Expose  of  Surgical  Seduction!  As  Practiced  by 
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Physicians  who  Specialize  on  Female  Diseases  ( 1 87 1 ) re- 
marked, “Let  every  true  woman  shrink  instinctively  from 
the  physician  who,  for  paltry  gain,  would  subordinate  her 
individuality  to  sexualism.  Let  the  father  and  husband 
protect  the  domestic  circle  from  the  intrusion  of  the  spoil- 
er.” 21(p  4)-22  A review  of  medical  journals  during  this  peri- 
od indicates  that  many  of  their  editors  as  well  as  authors 
objected  to  the  use  of  the  speculum,  since  it  required  doc- 
tors to  make  visual  observation,  thus  “blunting  virtuous 
sensibility”  and  “breaking  down  the  barriers  which  hedge 
in  chastity.”  23’24  Its  application  was  thought  to  wreck  wo- 
men’s physical  and  moral  nature,  leading  to  “a  shock 
whose  climax  in  this  case  is  a spasm  or  fit”  which  shat- 
tered the  nervous  system  and  made  permanent  invalids  of 
many  women. 21(p  n One  physician  depicted  young  women 
“reduced,  by  the  constant  use  of  the  speculum,  to  the  men- 
tal condition  of  prostitutes;  seeking  to  give  themselves  the 
same  indulgences  by  the  practice  of  solitary  vice;  and  ask- 
ing every  practitioner,  under  whose  care  they  fell,  to  insti- 
tute an  examination  of  the  sexual  organs.”  25-26 

Even  at  the  turn  of  the  century,  many  within  the  medi- 
cal profession  criticized  their  colleagues  for  subjecting 
women,  particularly  unmarried  ones,  to  thorough  pelvic 
examinations.  These  opponents  believed  that  such  exami- 
nations were  little  more  than  “moral  rape,”  and  should  be 
made  only  as  a last  resort  to  protect  life.  Physicians  soon 
found  it  prudent,  when  examining  young  unmarried  wom- 
en, “to  insist  upon  the  mother  or  some  other  discreet  mar- 
ried friend  being  present.”  Those  physicians,  however, 
who  accepted  the  responsibilities  of  preventive  medicine 
insisted  that  the  advantages  of  the  pelvic  examination  far 
surpassed  its  perceived  affront  to  modesty.  “The  truth  is,” 
observed  Sheldon  Leavitt,  MD,  in  1909,  “there  would  be 
fewer  physical  wrecks  among  our  girls  if  careful  examina- 
tions were  more  common,  for  there  are  many  remediable 
ailments  which,  when  neglected,  work  disaster  to  physical 
health  and  vigor.”  27-28 

Mechanical  Period 

The  development  of  the  uterine  sound  and  sponge  tent 
by  Sir  James  Simpson  in  the  1 840s  resulted  in  the  gradual 
overthrow  of  theories  of  inflammation  and  ulceration  of 
the  cervix  and  gave  rise  in  the  1860s  to  a new  mechanical 
theory  of  uterine  pathology.  Displacements  of  the  uterus 
(versions  and  flexions)  now  held  major  pathological  im- 
portance and  advocates  of  the  new  mechanical  theory  be- 
came authorities  on  exercise,  bicycling,  walking,  sitting, 
social  etiquette,  and  sexual  relations.  Womb  displacement 
became  an  important  medical  and  social  concern  of  Vic- 
torians as  physicians  used  it  to  explain  everything  from 
menstrual  disorders  to  constipation  and  hysteria.  Believ- 
ing that  women’s  health  demanded  proper  mechanical 
supports,  doctors  became  structural  engineers,  straighten- 
ing the  uterus  with  an  assortment  of  props.  Despite  the 
lack  of  systematic  investigations  regarding  the  correct  po- 
sition of  the  uterus  in  healthy  women,  flexions  were  given 
grave  pathological  importance,  even  those  which  present- 
ed no  difficulty.  Proponents  of  the  mechanical  theory 
could  not  believe  that  the  healthy  uterus  could  encompass 
so  wide  a range  of  movement  and  variation  of  shape.29 

During  this  second  period  of  gynecological  treatment, 
Hugh  L.  Hodge,  MD  (1796-1873),  professor  of  diseases  of 
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The  al>ovo  Plato,  copied  from  “ Magrior’s  Midwifery  Illustrated  '*  — edilion  <•!  l»r. 
l)oano.  Now  York  — represents  some  of  the  indelicate  duties  of  male  phv-j  -ian-. 

Fifty  thousand  men,  composing  the  medical  profession  in  the  UniUsl  Mate**,  arc 
engaged  in  such  an  occupation ’ 

‘‘The  present  practice  of  medicine,  especially  obstetrics,  must  be  set  dnwrn  n»«t  only 
as  having  an  immoral  tendency,  but  as,  in  Itself,  a gross,  abusive.  <pid  shaun  1*  »« 
Immorulit  v .**  — Ulv.  Wm.  Hosmlu,  in  the  Young  Lady's  Book. 

FIGURE  1.  Illustration  with  original  caption  from  Gregory  G:  Medical 
Morals,  Illustrated  with  Plates  and  Extracts  from  Medical  Works;  Designed 
to  Show  the  Pernicious  Social  and  Moral  Influence  of  the  Present  System 
of  Medical  Practice,  and  the  Importance  of  Establishing  Female  Medical 
Colleges,  and  Educating  and  Employing  Female  Physicians  for  Their  Own 
Sex.  New  York,  George  Gregory,  1853. 

women  at  the  University  of  Pennsylvania  from  1835  to 
1863,  introduced  a hard  rubber  ring  pessary  (1830),  sug- 
gesting that  the  uterus  characterized  by  enlargement,  dis- 
location, congestion,  hypersecretion,  or  tenderness  could 
best  be  treated  through  a truss-like  support,  designed  to 
hold  the  cervix  well  back  and  up  in  the  pelvis.  His  model 
became  the  basis  for  nearly  all  other  pessaries,  including 
those  of  Albert  Smith  and  T.  Gaillard  Thomas. 

Within  a short  time,  however,  imitators  attempting  to 
capture  the  gynecological  market  flooded  medical  and 
popular  journals — including  the  Sear’s  Catalog — with 
devices  almost  as  numerous  as  patent  medicines.  In  many 
ways,  the  Victorian  age  represented  itself  as  a period  of 
mechanical  contrivances,  and  gynecology,  no  less  than  the 
other  professional  specialties,  became  enamored  of  its 
possibilities.  For  the  empiric,  gynecology  offered  a lucra- 
tive opportunity  to  develop  the  ultimate  panacea  for  wo- 
men’s troubles.  Gynecologists  who  had  become  overly  mo- 
nistic in  their  focus  on  the  genitalia  of  the  woman  turned 
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the  vagina  into  a “perpetual  tool  chest  or  toy  box  for  pes- 
saries” (known  popularly  as  “pokers”  or  “jockey  caps”) 
and  contrivances  too  numerous  to  catalog — from  vaginal 
injections  of  iodine  and  carbolic  acid,  sponge  tents,  caus- 
tics, and  cotton  tampons,  to  electricity,  ovarian  pressure 
belts,  corsets,  and  inflated  rings.30-34  The  pelvic  organs 
remained  the  locus  of  most  of  woman’s  ills  as  physicans 
and  empirics  found  that  her  uterus,  “like  her  nose,  is  a 
little  on  one  side;  or,  again,  that  the  organ  is  running  a 
little,  or  it  is  as  flabby  as  her  biceps;  so  that  the  unhappy 
viscus  is  impaled  upon  a stem,  or  perched  upon  a prop,  or 
is  painted  with  carbolic  acid  every  week  in  the  year  except 
during  the  iong  vacation  when  the  gynecologist  is  grouse- 
shooting.” 35 

One  conservative  innovation,  massage,  was  introduced 
into  gynecology  by  Thure  Brandt  (1819-1895)  in  the 
1890s.  Although  many  vigorously  protested  its  therapeu- 
tic value  as  unscientific  and  warned  that  its  application 
was  morally  dangerous  to  both  doctor  and  patient,  promi- 
nent gynecologists  including  A.  W.  Alvord  argued  that 
massage  had  been  successfully  used  to  treat  chronic  and 
sub-acute  perimetritis  and  oophoritis,  displacements,  re- 
laxation of  the  sphincters,  hematocele,  and  rectal  pro- 
lapse. Admitting  that  “unscrupulous  and  designing  per- 
sons” might  possibly  produce  harm,  Alvord  nevertheless 
believed  the  technique  preferable  to  the  surgical  knife, 
electricity,  or  addictive  drugs.  Because  of  moral  implica- 
tions if  male  physicians  administered  massage,  Alvord 
suggested  the  training  of  women  assistants  in  the  tech- 
nique.u-36  Disregarding  Alvord’s  conciliatory  remarks, 
critics  continued  to  insist  on  the  moral  dangers  of  the 
treatment,  suggesting  the  possibility  that  a genito-urinary 
surgeon  might  advise  massage  of  the  penis  for  “inflamma- 
tory deposits”  or  “pathological  congestions.”  37 

Despite  notable  achievements,  the  early  years  of  gyne- 
cology suffered  because  too  many  physicians  turned  to  the 
specialty  without  first  learning  from  general  practice,  a 
situation  which,  according  to  medical  critics,38-40  left 
many  physicians  tempted  “to  overleap  the  bounds  of  pru- 
dence and  humanity  in  subjecting  their  patients  to  unwar- 
ranted mutilation”  from  narrow  pathological  reason- 
ings.38 While  the  introduction  of  aseptic  surgery  rendered 
gynecological  operations  safer,  it  also  increased  the  num- 
ber of  instances  in  which  physicians,  without  sufficient 
justification,  were  only  too  eager  to  wield  the  knife  when 
other,  less  radical  techniques  would  have  sufficed. 

Radical  Surgery  Period 

The  mechanical  theory  of  the  1860s  and  1870s,  which 
replaced  the  inflammation  theory  of  the  1840s,  gave  way 
in  the  1880s  to  a period  of  radical  surgery,  with  doctors 
often  excising  the  entire  female  generative  system.  So  per- 
vasive did  this  tendency  become  that  noted  neurologist 
Silas  Weir  Mitchell  (1829-1914)  of  Philadelphia  com- 
plained that  pelvic  surgery  had  fallen  into  the  hands  of 
inexperienced  physicians  who  thought  that  destroying  the 
function  would  bring  an  end  to  the  disease.  “In  no  case 
seen  by  me,”  he  wrote,  “has  ablation  of  ovaries  and  termi- 
nation of  menstruation  cured  an  epilepsy.  I have  never 
sanctioned  such  operations  where  the  appendages  were 
sound.”  41 

Critics  complained  that  total  extirpation  of  the  genera- 


tive organs  was  done  for  trifling  as  well  as  serious  prob- 
lems. As  one  physician  remarked  in  1896,  “the  value  of 
the  operations  was  too  highly  placed,  the  relief  obtained 
from  them  was  unduly  magnified,  while  the  evil  results 
and  suffering  following  them  were  minimized  or  ignored.” 
In  effect,  remarked  those  opposing  the  tendencies  toward 
radical  surgery,  surgeons  without  sufficient  knowledge  of 
the  pathology  and  natural  history  of  diseases  chose  unusu- 
ally severe  operations  as  the  rule  rather  than  as  the  excep- 
tion. Failing  to  trace  a diseased  condition  from  cause  to 
effect,  they  indiscriminately  unsexed  women  with  the 
promise  of  cure.  Women  with  menstrual  problems,  epilep- 
sy, masturbatory  habits,  hysteria,  or  routine  nervous  dis- 
orders had  their  ovaries  removed  with  little  thought  of  al- 
ternative treatment.  Surgeons  “as  well  might  conclude 
that  a man  should  be  castrated  for  mental  derangement 
accompanied  by  some  abnormal  condition  of  the  genera- 
tive tract,”  remarked  R.  R.  Kime,  MD,  in  1892.  So  com- 
mon had  these  operations  become,  he  added,  that  he 
would  rather  take  his  chances  as  “a  moonshiner  in  the 
mountains  of  East  Tennessee  than  to  be  a uterus  in  New 
York.”  37 

The  professional  gravity  with  which  doctors  exercised 
their  diagnostic  skills  on  woman’s  illnesses  only  thinly  dis- 
guised their  mental  reservations  respecting  woman’s  place 
in  nature.  In  discussing  the  female  of  the  species,  physi- 
cians tended  to  indulge  in  a romantic  exultation  of  her 
beauty  while  choosing  a very  narrow  explanation  of  her 
ills.  Hugh  Hodge  was  typical  of  many  of  his  colleagues.  In 
his  Diseases  Peculiar  to  Woman  Including  Displacements 
of  the  Uterus  (1860),  Hodge  gave  an  intellectualized  tes- 
tament to  woman’s  refined  nature  which  relegated  her  to  a 
self-centered  invalidism. 

Sex  modifies  irritability  in  a remarkable  manner.  Women,  com- 
pared with  men,  are  impressible  and  sensitive.  This  is  true  of 
their  organic,  but  especially  of  their  animal  life.  The  action  of 
their  heart  and  arteries  is  rapid,  their  secretions  and  excretions 
are  usually  abundant  and  very  readily  increased  or  diminished. 
They  generate  animal  heat  rapidly;  and  this  function,  connected 
with  the  ever  varying  fluctuations  of  the  circulation,  is  also  easily 
disturbed  in  the  various  portions  of  the  economy.  Hence  arise 
sudden  determinations  of  blood  to  the  head,  with  the  develop- 
ment of  sensations  of  heat,  as  in  the  phenomena  of  blushing,  cry- 
ing; and,  at  the  same  time,  a corresponding  diminution  of  excite- 
ment, a sedation,  in  other  tissues  or  organs,  as  in  the  hands  and 
feet.  The  sensibility  and  versatility  of  the  organs  of  animal  life 
are  most  remarkable  in  the  female  sex.  Their  sensations  are  all 
delicate  and  acute,  making  powerful  impressions  on  the  “sensori- 
um  commune,”  with  a corresponding  influence  on  the  muscular 
system,  dependent,  as  we  all  know,  on  the  nervous  system.  Hence 
arises  the  ready  disturbance  of  the  heart,  stomach,  bowels,  uter- 
us, etc.,  from  certain  cerebral  excitements;  hence  the  rapidity 
and  delicacy  of  their  muscular  movements,  giving  rise  to  the 
beauty  and  grace  which  shed  a charm  over  the  motions  of  wom- 
en.42 

A physician  writing  in  the  Buffalo  Medical  and  Surgi- 
cal Journal  in  1894  described  a young  woman,  aged  23, 
whose  fiance  broke  off  their  engagement  three  days  before 
the  wedding.  The  woman  took  to  her  bed  with  nervous 
prostration  marked  by  dysuria  and  an  irritable  bladder. 
After  diagnosing  these  “uterine  sympathies”  as  signs  of 
hysteria,  her  family  physician  treated  her  with  external 
and  internal  electricity  and  repeated  flushing  of  the  blad- 
der. When  her  health  continued  to  deteriorate  she  sought 
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the  advice  of  a specialist  who  diagnosed  her  symptoms  as 
resulting  from  anteflexion  of  the  womb,  cervical  erosion, 
and  a fissure  at  the  neck  of  the  bladder.  For  these  prob- 
lems, he  dilated  the  urethra,  washed  out  the  bladder  and 
treated  the  womb  secundum  artem.  When  the  symptoms 
continued,  the  woman  went  to  a third  physician  who  dilat- 
ed the  urethra,  washed  out  the  bladder,  and  applied  inter- 
nal electrodes  and  cold  douches  to  the  bladder.  Failing  to 
obtain  relief,  she  sought  the  services  of  yet  another  physi- 
cian who  continued  the  same  form  of  treatment,  to  no 
avail.  A fifth  physician  treated  her  for  anteversion  of  the 
womb  and  a rectal  ulcer,  but  again,  the  symptoms  re- 
mained. At  length  she  turned  back  to  an  earlier  physician 
who  dilated  the  urethra  so  frequently  that  in  examination 
his  finger  entered  the  external  opening,  and  not  recogniz- 
ing his  mistake,  he  then  tried  an  artificial  vesicovaginal 
fistula.  When  no  benefit  accrued  from  this,  the  physician 
removed  her  ovaries.  Before  the  results  could  be  observed, 
the  patient  died  of  peritonitis.  The  significance  of  this  case 
was  not  so  much  the  endless  quest  for  recovery  as  it  was 
the  unanimity  among  the  physicians  treating  her  that  she 
suffered  diseases  of  the  bladder  and  ovaries  rather  than 
what  one  medical  skeptic  more  aptly  diagnosed  as  a “sore 
brain”  and  “shocked  pride.”  43 

Operations  were  not  without  risk  and  countless  women 
suffered  the  aftermath  of  unnecessary  surgery.  At  the 
same  time  Abraham  Flexner  was  urging  an  overhaul  of 
the  medical  educational  system  in  the  United  States,  phy- 
sicians concerned  with  the  excessive  surgical  tendencies  in 
gynecology  began  calling  for  an  end  to  the  ovariotomies, 
curettage,  and  wholesale  sacrificing  of  women’s  sexual  or- 
gans. In  criticizing  the  tendency  of  gynecologists  to  oper- 
ate on  women  for  symptoms  which  were  “neurasthenic,” 
J.  Thomas  Kelly,  MD,  of  the  District  of  Columbia,  com- 
plained that  “there  was  nearly  a wholesale  wiping  out  of 
gynecological  therapeutics.”  44  As  another  medical  critic 
observed,  there  had  been  “a  clean  sweep  of  the  pelvic  or- 
gans— a mutilated,  unsexed  woman — what  a tribute  to 
the  skill  of  a surgeon!”  45  Charles  Lee  Carroll,  MD,  of  the 
Woman’s  Hospital  in  New  York,  one  of  the  first  gynecolo- 
gists to  warn  of  the  dangers  of  over-enthusiasm  in  opera- 
tive procedures,  reminded  his  colleagues  in  the  profession 
that  “women  had  all  the  usual  organs  outside  their  pelvis 
any  of  which  might  be  the  subject  of  disease!” 12(vo1  '-pp  204~ 

205),46 

Reassessment 

Although  modern  techniques  made  it  possible  for  the 
surgeon  to  invade  nearly  every  part  of  the  body,  those  very 
skills  tended  to  transform  patients  into  a “case  of  this  or 
that  disease,  the  woman  with  the  tumor,  the  woman  with  a 
tube,”  rather  than  as  a creature  of  intellect  with  concerns 
and  emotions.  Moreover,  critics  of  radical  surgery  from 
the  early  decades  of  the  20th  century  onward  were  quick 
to  point  out  that  in  addition  to  the  known  function  of  ovu- 
lation, the  ovaries  played  a subtle  and  complex  role  in  the 
woman’s  body.47-48  “In  saving  tubes  and  ovaries,”  re- 
marked C.  M.  Rakestrow,49  MD,  in  1909,  “our  object  is 
something  more  than  merely  to  save  the  sexual  delights  of 
life  or  the  office  of  procreation;  in  saving  a uterus  we  are 
attempting  more  than  the  preservation  of  the  menstrual 
function  or  the  prevention  of  a premature  menopause.  We 
are  saving  the  intellectual  life,  the  emotional  life,  and  are 


regulating  the  sensory  nervous  system  so  that  the  various 
gland  functions  will  not  be  interfered  with." 

Though  not  all  general  practitioners  opposed  gynecolo- 
gy, many  felt  that  efforts  to  define  the  sexual  functions 
apart  from  the  general  system  complicated  successful  di- 
agnosis and  treatment.  To  be  proficient  in  the  field  of  gy- 
necology, argued  the  generalist,  a doctor  should  first 
broaden  rather  than  narrow  the  frame  of  reference.  “The 
differential  diagnosis  between  local  troubles  of  the  various 
organs  and  reflex  irritations  due  to  abnormal  conditions  of 
the  sexual  system,”  remarked  G.  E.  Cogswell,50  MD,  in 
1894,  “is  not  always  clear,  and  to  be  able  to  tell  at  a 
glance,  one  must  be  familiar  not  only  with  the  local  mani- 
festations, but  with  the  reflex  irritations  as  well.”  For  spe- 
cialists to  refer  every  disorder  to  the  confines  of  their  own 
particular  branch  without  understanding  its  relation  to 
the  whole  was  dangerous.  All  too  often,  medicine  became 
inundated  with  specialists  whose  tendency  was  to  view 
their  own  precinct  as  the  source  of  all  ills  and  overlook  the 
rest.  “What  we  need  is  not  less  knowledge  of  the  whole. 
When  we  can  take  the  entire  system  in  at  a glance,  we 
shall  be  better  able  to  assist  in  restoring  the  body  to  a state 
of  health  by  making  it  every  bit  whole.”  51  A successful 
gynecologist,  argued  the  new  school  of  conservative  thera- 
peutics, must  necessarily  look  to  the  entire  system. 

The  true  art  and  science  of  gynecology  remained  lost 
amid  an  assortment  of  surgical  and  scientific  triumphs  in 
the  19th  century — triumphs  which  were  often  achieved  at 
the  expense  of  an  enlightened  understanding  of  patient 
needs.  The  muddled  banalities  used  to  define  women,  the 
awkward  caricatures  and  cultural  prejudices  which  man- 
aged to  outlast  the  eras  which  spawned  them,  finally  cul- 
minated in  more  recent  times  in  deep  moral  stirrings  that 
significantly  modified  both  cultural  attitudes  and  institu- 
tional barriers.  Partly  in  response  to  these  changes,  sur- 
geons have  increasingly  chosen  to  retain  the  sexual  func- 
tion during  repairs  of  prolapse  and  lesions  of  the  cervix. 
Disorders  which  they  previously  “cured”  with  radical  sur- 
gery are  now  treated  with  less  drastic  therapeutic  proce- 
dures. Nevertheless,  while  change  has  become  apparent, 
the  removal  of  the  uterus,  dilation  and  curettage,  masto- 
tomy,  and  mastectomy  remain  among  the  more  frequently 
performed  operations.52  Perhaps  the  advice  of  one  doctor 
in  1888  best  illuminated  the  historical  and  cultural  influ- 
ences on  the  practice  of  gynecology — and  may  still  serve 
to  remind  us  today.  “No  men  in  medicine  are  worthy  of 
more  honor  than  the  true  gynecologist,”  he  wrote,  “but  to 
be  a gynecologist  one  must  be  broader  than  a woman’s 
pelvis,  deeper  than  her  vagina — in  his  range  of  mental  vi- 
sion.” 30 

References 

1.  Krusen  W:  Gynecology  in  America.  Therapeutic  Gaz  1900;  16:438-444. 

2.  McDowell  E:  Extirpation  of  diseased  ovary.  Eclectic  Repertory 
1817;  7:242. 

3.  Earle  AS  (ed):  Surgery  in  America : From  the  Colonial  Era  to  the  Twenti- 
eth Century.  Philadelphia.  WB  Saunders,  1965,  pp  60-67. 

4.  Duffy  J:  The  Healers:  The  Rise  of  the  Medical  Establishment.  New  York. 
McGraw  Hill,  1976.  pp  134-36. 

5.  Hall  CR:  The  rise  of  professional  surgery  in  the  United  States:  1800- 1 865. 
Bull  Hist  Med  1952;  26:231-262. 

6.  Moir  JC:  Edinburgh’s  obstetrical  heritage:  Some  names  from  the  past. 
Scott  Med  J 1970;  15:427-432. 

7.  Flack  IH:  Eternal  Eve:  The  History  of  Gynecology  and  Obstetrics.  Garden 
City,  NY,  Doubleday,  1951. 

8.  Schachner  A:  Ephraim  McDowell.  Father  of  Ovariotomy  and  Founder  of 
Abdominal  Surgery.  Philadelphia,  JB  Lippincott  Co,  1921.  pp  61-85. 


MAY  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  281 


9.  Lloyd  WEB:  A Hundred  Years  of  Medicine.  London,  Duckworth,  1936,  pp 
202-203. 

10.  Robinson  B:  American  gynecology.  Memphis  Med  Monthly 

1899;  19:551-553. 

1 1 . Alvord  AW:  The  past,  present,  and  future  of  gynecology.  Trans  Mich  State 
Med  Soc  1892;  16:57. 

1 2.  Walsh  JJ:  History  of  Medicine  in  New  York , Three  Centuries  of  Medical 
Progress  (5  vols).  New  York,  National  American  Society,  Inc,  1919. 

13.  Taylor  HC:  The  origin  and  evolution  of  the  journals  of  obstetrics  and  gyne- 
cology. Obstet  Gynecol  Surv  1965;  20:386. 

14.  Emmet  TA:  Personal  reminiscences  associated  with  the  progress  of  gyne- 
cology. Trans  Am  Gynecol  Soc  1900;  25:393-424. 

15.  Scheffey  LC:  The  earlier  history  of  the  transition  period  of  obstetrics  and 
gynecology  in  Philadelphia.  Ann  Med  Hist  1940;2:215-224. 

16.  Ward  SB.  The  Father  of  Gynecology.  Ala  J Med  Sci  1972;  9:33-39. 

17.  Sims  JM:  On  the  treatment  of  vesico-vaginal  fistula.  Am  J Med  Sci 
1852:23:59. 

18.  Marr  JP:  James  Marion  Sims,  A.B.,  M.D.,  LL.D.  (1813-1883).  J Med 
Assoc  Ala  1966;35:1021-1027. 

19.  Sims  JM:  The  Story  of  My  Life.  New  York,  D.  Appleton,  1885,  pp  209- 
246. 

20.  Rucker  MP:  Southern  gynecologists  and  obstetricians.  South  Med  Surg 
1938;  100:258-265. 

21 . Mowris  JA:  An  Expose  of  Surgical  Seduction!  As  Practiced  by  Physicians 
who  Specialize  on  Female  Diseases.  Syracuse,  NY,  1871. 

22.  Storer  HR:  The  mutual  relations  of  the  medical  profession,  its  press,  and 
the  community.  Gynaec  Soc  Boston  1871;  4:4. 

23.  Schenck  RV:  Gynecology  vs.  crookers.  Weekly  Med  Rev  1884;  9:210. 

24.  Harris  S:  Woman’s  Surgeon:  The  Life  Story  of  J.  Marion  Sims.  New 
York,  Macmillan,  1950,  pp  247-249. 

25.  Carter  RB:  On  the  Pathology  and  Treatment  of  Hysteria.  London,  J. 
Churchill,  1853,  p 69. 

26.  Donegan  JB:  Midwifery  in  America , 1760-1860:  A Study  in  Medicine  and 
Morality,  dissertation.  Syracuse  University,  Syracuse,  NY,  1972,  p 130. 

27.  Leavitt  S:  Certain  ethical  phases  of  gynecological  practice.  Trans  Am  Inst 
Homeopathy  1899;  54:321. 

28.  Leake  HK:  Some  abuses  of  gynecology.  Trans  Tex  State  Med  Assoc  1890, 
p 231. 

29.  Williams  J:  Historical  sketch  of  gynecology  during  the  last  fifty  years. 
Glasgow  Med  J 1896;  55:241-260. 

30.  Hughes  CH:  What  is  the  legitimate  scope  of  gynecology? — a rejoinder  to 
Dr.  Walter  Coles.  St  Louis  Cour  Med  1888;  19:410. 


31.  Axtelle  TE:  Hobbies  in  gynecology.  NY  Med  J 1886;  44:337-403. 

32.  Bonham  DG:  The  evolution  of  obstetrics  and  gynecology.  N Z Med  J 
1964;63:709-715. 

33.  Emge  LA,  Durfee  RB:  Pelvic  organ  prolapse:  4000  years  of  treatment.  Clin 
Obstet  Gynec  1966;9:997-1032. 

34.  Ricci  JV:  The  Development  of  Gynecological  Surgery  and  Instruments. 
Philadelphia.  Blakiston,  1949,  p 327. 

35.  Allbutt  T:  On  Visceral  Neuroses,  Being  the  Galstonian  Lectures  on  Neu- 
ralgia of  the  Stomach  and  Allied  Disorders.  London,  J.  and  A.  Churchill,  1 884,  pp 
15-17. 

36.  Mennell  JB:  Massage,  Its  Principles  and  Practice.  London,  J.  and  A. 
Churchill,  1917. 

37.  Kime  RR:  What  is  gynecology.  Trans  Med  Assoc  Georgia  1892;  p 105. 

38.  Coles  W:  What  is  the  legitimate  scope  of  gynecology.  St  Louis  Cour  Med 
1888;  19:3. 

39.  Noble  CP:  True  conservatism  in  gynecology.  Pennsylvania  Med  J 1898- 
1899;  2:471. 

40.  Skene  AJC:  The  status  of  gynecology  in  1876  and  1900.  Trans  Am  Gynecol 
Soc  1900;  25:425-438. 

41.  Mitchell  SW:  Relations  of  nervous  disorders  to  pelvic  disease.  Univ  Med 
Mag  1897;9:390. 

42.  Hodge  HL:  On  Diseases  Peculiar  to  Women  Including  Displacements  of 
the  Uterus.  Philadelphia,  Blanchard  and  Lee,  1860,  pp  20-21. 

43.  Thompson  JC:  The  physician’s  personality  and  its  influence.  Buffalo  Med 
SurgJ  1894;33:578-579. 

44.  Kelly  JT : How  far  is  the  so-called  conservative  surgery  conservative.  Am  J 
Obstet  1909;  59:94. 

45.  Barnesby  N:  Medical  Chaos  and  Crime.  London,  M.  Kennerley,  1910,  p 
235. 

46.  Means  JH:  The  Association  of  American  Physicians ; Its  First  Seventy- 
Five  years.  New  York,  Blakiston,  1961,  p 43. 

47.  Moore  JE:  Conservatism  in  surgery.  JAMA  1909;  52:935-937. 

48.  Janet  P:  The  Major  Symptoms  of  Hysteria.  New  York,  Macmillan  Co, 
1907,  pp  12-13. 

49.  Rakestrow  CM:  The  prophylactic  treatment  of  the  psychical  results  of  sur- 
gical diseases.  Am  J Obstet  1909;  60:229. 

50.  Cogswell  GE:  The  relation  of  gynecology  to  general  medicine.  Med  Cur- 
rent 1894;  10:252-254. 

51.  Cunningham  RM:  The  general  practitioner  as  a gynecologist.  Trans 
Southern  Surg  Assoc  1893;  5:210-21 1. 

52.  Comfort  A:  The  Anxiety  Makers ; Some  Curious  Preoccupations  of  the 
Medical  Profession.  London,  Nelson,  1967,  pp  7-12. 


282 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE/MAY  1989 


SPECIAL  ARTICLE 


Asthma  in  Timisoara 

Diary  of  a glimpse  at  the  Romanian  medical  system 

Richard  Seltzer 


We  just  returned  from  a trip  to  Romania,  where  our  son 
Bobby  played  in  the  World  Under  14  Chess  Champion- 
ship as  the  representative  from  the  United  States.  There, 
unexpectedly,  we  got  a glimpse  of  the  Romanian  medical 
system  and  became  friends  with  a young  Romanian  doc- 
tor who  aspires  to  become  a surgeon. 

July  25.  The  eight  tournaments  (World  Under  10, 
Under  12,  Under  14,  and  Under  16  Championships  for 
boys  and  girls)  are  being  held  in  Timisoara,  an  industrial 
city  of  300,000  in  southwestern  Romania,  near  Yugosla- 
via and  Hungary.  To  one  arriving  by  plane  from  Frank- 
furt, the  land  looks  flat  and  fertile,  large  fields  of  corn  and 
wheat  are  interspersed  with  stretches  of  forest.  On  the 
ground,  it  looks  like  Indiana. 

Recent  emigres  advised  us  not  to  drink  tap  water  and 
not  to  eat  the  meat  (for  fear  of  hepatitis  as  well  as  intesti- 
nal disorders).  Meat  was  likely  to  be  stale,  poorly  refriger- 
ated, and  handled  without  Western  concern  for  cleanli- 
ness. They  told  us  to  bring  canned  meat,  chocolate,  and 
coffee.  They  said  we  would  not  be  able  to  obtain  milk. 

In  a fertile  land,  which  is  now  bursting  with  ripe  grapes, 
plums,  and  watermelons,  fruit  is  very  hard  to  find  here. 
We  are  surprised  that  there  are  no  street  vendors  in  the 
parks,  and  the  stores  have  no  fruit. 

Today,  we  saw  bakeries  with  idle  sales  people  and  no 
baked  goods,  not  even  bread,  for  sale.  Fruit  and  vegetable 
stores  have  nothing  but  cabbage  for  sale.  A milk  store  had 
nothing  but  cobwebs  on  its  shelves.  A nearby  meat  store 
was  empty  the  First  time  we  passed.  Later,  we  saw  lines 
stretching  outside  and  around  the  block. 

It  turns  out  that  for  almost  everything  that  is  worth 
buying,  one  needs  dollars,  not  lei,  the  local  currency.  The 
hotel  bill  has  to  be  paid  in  dollars.  And  the  shops  in  the 
hotel,  that  sell  Romanian-bottled  Pepsi  Cola  (with  a 
strange  bitter-sweet  taste)  and  bottled  water,  only  accept 
Western  currency.  On  the  flourishing  black  market,  a dol- 
lar is  worth  80-90  lei,  in  contrast  to  the  official  8-9  lei 
exchange  rate.  The  chances  of  a foreigner’s  running  into 
trouble  with  the  law  are  great,  and  hardly  worth  the  risk. 

Because  of  the  underground  economy  and  the  relative 
uselessness  of  the  local  currency,  Kent  cigarettes  have  be- 
come an  unofficial  medium  of  exchange.  A package  of 
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Kents  makes  an  excellent  tip.  Fortunately,  we  had  heard 
that  before  and  brought  along  a couple  of  cartons. 

Outside  the  hotel,  there  is  very  little  to  be  purchased. 
The  department  store  next  door  has  unappealing,  ma- 
chine-made goods,  displayed  on  dark  shelves.  Because  of  a 
perpetual  shortage  of  electricity,  there  are  no  lights  on, 
and  the  escalators  have  not  operated  for  years. 

At  every  other  street  corner,  someone  huddles  up 
against  the  wall  and  opens  a canvas  bag,  and  passersby 
swarm  to  buy  black  market  merchandise,  typically  ciga- 
rettes and  foreign  goods. 

July  30.  After  breakfast,  standing  in  the  lobby  by  the 
stairs,  I was  talking  to  the  mother  of  Hedinn  Steingrims- 
son  from  Iceland.  Hedinn  is  sick.  He  collapsed  and  had  to 
be  taken  to  the  hospital.  He’s  in  their  room  now,  resting. 
She  doesn’t  know  if  he’ll  be  strong  enough  to  play  when 
the  tournament  resumes  tomorrow. 

Darshan  Kumaran’s  father  came  along.  (Darshan  is  the 
representative  from  England  in  the  Under  14.  I hadn’t 
known  that  his  father  was  a physician.)  Concerned  about 
Hedinn,  he  inquired  about  the  symptoms  and  what  the 
Romanian  doctors  had  done. 

Hedinn  had  had  stomach  troubles  and  diarrhea.  He  had 
severe  headaches  and  felt  very  weak.  When  he  fainted,  his 
mother  was  afraid  it  had  something  to  do  with  the  heart. 
“No,”  she  answered  Dr  Kumaran’s  question,  “he  never 
had  trouble  with  the  heart  before.”  They  gave  him  calci- 
um. As  a dietitian,  she  understood  that  was  because  of  the 
lack  of  calcium  due  to  the  absence  of  milk  in  the  diet  here 
in  Romania.  “How  did  they  give  it  to  him?”  Dr  Kumaran 
asked,  with  considerable  concern.  “Tablet  or  injection?” 
“Injection.”  “My  God,  that’s  dangerous.  He’s  all  right 
now.  That’s  fortunate.  No  need  to  worry  now.  But  such  an 
injection  could  have  stopped  his  heart.  It’s  normal  to  be 
weak  from  diarrhea.  There  is  nothing  wrong  with  his 
heart.  They  should  never  give  an  injection  of  calcium  in 
those  circumstances.”  “But  I didn’t  know.”  “If  he  is  sick 
again,  call  me.  Talk  to  me.  Let  me  talk  to  the  Romanian 
doctors.” 

At  lunch,  the  head  of  the  British  delegation  told  me  that 
seven  of  their  players  are  sick,  with  stomach  troubles. 

July  31.  Last  night,  while  we  were  playing  cards  in 
our  room,  Bobby  started  sniffling.  He  had  had  a slight 
head  cold  for  days.  How  could  he  catch  a cold  when  it’s 
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100  degrees  outside  and  there’s  no  air  conditioning?  May- 
be he’s  allergic  to  something,  and  we  shouldn’t  have 
opened  the  window. 

About  midnight,  when  the  card  game  ended,  Bobby 
went  running  up  the  stairs  to  the  sixth  floor  with  the  other 
kids  and  came  running  back.  When  he  returned,  he  was 
breathing  heavily,  coughing,  and  wheezing.  We  tried  to 
calm  him. 

He  had  previously  had  some  asthmatic  symptoms  asso- 
ciated with  bronchitis,  most  recently  a year  ago.  So  we 
had  brought  along  his  Ventolin  “inhaler.”  And  on  several 
nights,  he  had  wheezed  a bit  and  taken  medicine  through 
that  inhaler.  Tonight  that  medicine  had  no  effect. 

For  an  hour  and  a half,  he  struggled  to  find  the  right 
position  or  achieve  the  right  state  of  mind  for  the  problem 
to  subside.  But  it  was  becoming  increasingly  difficult  and 
painful  to  breathe.  By  1 AM,  he  was  desperate.  He  needed 
to  see  a doctor. 

I went  to  the  front  desk  at  the  hotel.  At  first  the  woman 
at  the  desk  could  not  find  the  doctor  who  was  assigned  to 
the  hotel  for  the  chess  tournaments.  She  called  another 
hotel.  The  doctor  there  wasn’t  in.  She  got  the  number  of 
another  doctor.  1 asked  her  to  please  call  Dr  Kumaran. 
She  did  not  know  what  room  Dr  Kumaran  was  in  and 
couldn't  find  his  name  in  the  hotel  register.  Eventually, 
she  located  the  doctor  assigned  to  our  hotel. 

At  1:20,  the  hotel  doctor  came  to  our  room.  He  looked 
at  Bobby,  who  was  leaning  over  the  sink  trying  to  breathe 
and  said,  “It  seems  he  breathes  fine.”  I tried  to  explain  in 
more  detail  Bobby’s  history  of  asthmatic  bronchitis. 
Without  examining  Bobby,  without  even  getting  within 
three  feet  of  him,  the  doctor  recommended  taking  him  to 
the  hospital  for  “an  injection.”  He  explained  that  he  was 
“not  a doctor  for  children”  and  could  not  “be  responsible” 
for  treating  Bobby.  Bobby  had  to  go  to  the  children’s  hos- 
pital for  treatment. 

I was  reluctant.  I wanted  to  talk  to  Dr  Kumaran  first.  I 
went  back  to  the  front  desk.  For  an  interminable  time,  the 
very  patient  and  helpful  woman  at  the  desk  scanned  the 
hotel’s  two  handwritten  registers  and  could  not  find  Dr 
Kumaran  listed.  I asked  her  to  call  someone  else  from  the 
English  delegation.  This  person  gave  her  Kumaran’s  room 
number,  511.  She  dialed  his  room,  and  I explained  the 
problem.  He  did  not  know  me  by  name  (at  least  not  at  2 
AM,  having  just  awakened).  But  he  did  come  within  five 
minutes. 

Dr  Kumaran  agreed  that  Bobby  probably  needed  a hy- 
drocortisone shot,  but  said  a slower  working  pill  might 
bring  relief  in  about  45  minutes.  We  decided  to  try  the  pill, 
which  Kumaran  fetched  from  his  room.  Both  doctors  left. 

For  over  half  an  hour,  Bobby  struggled  again  to  calm 
down  and  achieve  normal  breathing.  There  was  no  im- 
provement. 

The  Romanian  doctor  returned.  We  asked  him  to  please 
call  an  ambulance.  Dr  Kumaran  returned  and  gave  addi- 
tional advice. 

The  ambulance  was  called  at  3 AM,  and  arrived  at  3:05. 
I rode  with  Bobby  to  the  hospital  (about  half  a mile  away), 
where  he  was  was  under  observation  by  3:15. 

A team  of  medical  people  briefly  examined  him  and 
asked  me  questions,  with  the  doctor  from  the  hotel  acting 
as  interpreter.  They  asked  my  permission  to  give  Bobby  a 


hydrocortisone  shot.  (It  helped  my  sanity  that  Kumaran 
had  already  advised  that.)  They  then  took  him  upstairs  to 
another  room.  There  they  prepared  the  injection  and  give 
it  to  him  while  I sat  and  watched. 

The  white  metal  table  beside  me  had  a slightly  open 
drawer.  While  I watched  them  treat  Bobby,  a cockroach 
scampered  in  and  out  of  that  drawer. 

There  was  a blood  stain  on  the  sheet  Bobby  was  lying 
on.  At  the  time,  I thought  it  was  there  before  they  put 
Bobby  into  bed,  which  fed  my  fears  of  unsanitary  condi- 
tions. (Afterwards,  I realized  it  was  blood  from  Bobby, 
when  they  gave  him  the  injection.) 

The  syringes  were  not  disposable.  They  appeared  to  be 
made  of  glass  and  had  been  used  many  times.  The  needle 
was  inserted  into  the  patient’s  arm  and  then  the  glass  con- 
tainer with  the  medicine  was  screwed  onto  it. 

Along  with  the  hydrocortisone,  they  gave  Bobby  some- 
thing to  help  him  sleep.  Very  soon,  his  breathing  returned 
to  normal,  and  he  drifted  off  to  sleep. 

Every  ten  minutes  or  so  the  head  doctor  (a  woman  who 
spoke  no  English)  returned  to  listen  to  his  breathing. 

The  doctor  from  the  hotel  stayed. 

The  first  time  he  had  come  to  our  room,  back  when  I 
wishfully  thought  that  the  pill  from  Dr  Kumaran  would  do 
the  trick,  I had  offered  him  a package  of  Kent  cigarettes 
as  a thank  you.  He  had  refused  and  seemed  professionally 
offended  by  the  gesture.  Now  I explained  that  I appreciat- 
ed his  help  and  simply  wanted  to  thank  him.  Was  there 
anything,  such  as  books,  that  I could  send  him  from  the 
United  States  as  thanks? 

That  led  to  an  hour-long  conversation,  during  which  he 
enjoyed  practicing  his  English  and  I got  some  insight  into 
the  Romanian  medical  profession  and  came  to  respect  his 
good  intentions  and  competence. 

Students  in  Romania  attend  high  school  until  the  age  of 
20,  then  take  tests  for  the  university.  Only  about  one  in 
eight  passes  these  tests.  University  is  free,  but  one  can  only 
enter  if  one  passes  these  tests.  If  one  wishes  to  become  a 
doctor,  one  must  attend  the  university  for  six  years,  then 
have  three  years  of  residency,  after  which  another  test 
must  be  passed.  But  for  several  years  now,  that  test  has  not 
been  given,  so  this  student  is  stuck  in  limbo.  After  passing 
that  test,  he  will  have  three  more  years  of  residency  in  his 
specialty  (surgery).  His  “chief’  had  the  extraordinary 
good  fortune  of  being  able  to  study  at  Johns  Hopkins  on  a 
US  fellowship. 

Doctors  in  Romania  are  paid  about  100  lei  per  day.  In 
US  currency,  at  the  official  rate,  that  would  amount  to 
$12.50.  At  the  black  market  rate,  it  is  only  $1.25.  (Al- 
though he  didn’t  say  so,  this  is  almost  certainly  supple- 
mented with  black  market  dealings.) 

Foreign  medical  books  are  almost  impossible  to  obtain. 
Standard  texts  like  The  Textbook  of  Internal  Medicine  by 
Harrison  and  Textbook  of  Surgery  by  Schwartz  sell  for 
$85  in  the  US.  He  would  have  to  work  about  68  days  and 
save  every  penny  to  get  enough  US  currency  to  buy  one 
such  book. 

The  doctor  gave  Bobby  an  assortment  of  pills — predni- 
sone, enfilin,  calcium,  and  something  to  help  him  sleep. 
Now  Bobby  cannot  eat  anything  with  salt  because  the  salt 
would  interact  with  the  medication.  That  means  he  cannot 
eat  the  canned  meat  and  crackers  that  we  brought  with  us. 
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The  restaurant  in  the  hotel  will  prepare  special  salt-free 
meals  for  him. 

August  1.  Bobby  had  another  bout  with  asthma  this 
morning.  Again  he  went  to  the  hospital.  Again  they  gave 
him  a hydrocortisone  injection  (this  time,  three  vials  full). 

Seeing  the  children’s  hospital  in  the  daylight,  I could 
see  that  the  building  must  date  back  to  before  1900.  It 
looked  like  an  old  monastery  complex  in  bad  repair.  Stone, 
in  need  of  a new  coat  of  whitewash.  An  exterior  wall,  also 
needing  a whitewash.  Inside,  plaster  peeling  from  the 
walls.  Even  the  upper  stories  have  the  look  of  a basement. 
To  conserve  electricity,  there  are  almost  no  lights  on  in  the 
halls,  very  dark  at  noontime. 

They  also  provided  enough  enfilin  and  prednisone  pills 
to  last  for  the  rest  of  our  stay.  When  our  supply  of  calcium 
pills  ran  out,  we  were  given  calcium  in  liquid  form  in  glass 
tubes  that  could  only  be  opened  by  cracking  the  glass 
(which  is  very  hard  to  do  without  getting  particles  of  bro- 
ken glass  in  the  medicine). 

Bobby  has  played  very  well  while  sick.  The  weaker  he  is, 
the  more  determined  he  gets.  Yesterday,  after  staying  up 
most  of  the  night  with  asthma,  he  made  a mistake  on  move 
9 that  should  have  cost  him  the  game.  But  he  played  confi- 
dently, as  if  his  mistake  were  a deliberate  sacrifice;  and  his 
opponent,  Eliet  from  France,  proceeded  cautiously  and 
didn’t  find  any  of  several  possible  winning  plans.  Bobby 
got  the  upper  hand,  and  at  move  20,  Eliet  resigned,  in  a 
hopeless  position.  Then,  today,  even  more  exhausted  from 
his  second  bout  with  asthma,  Bobby  beat  Faybisch  from 
Belgium  in  22  moves. 

August  2.  The  cold  symptoms  have  returned  and  be- 
come far  worse.  Bobby  is  constantly  coughing  and  sneez- 
ing. The  doctor  has  given  him  penicillin  pills,  along  with 
the  other  medication. 

Today,  he  played  one  of  the  finest  games  he  has  ever 
played — not  for  flashes  of  brilliance,  but  rather  for  firm 
control  of  the  position — carefully  analyzing  his  own  and 
his  opponent’s  options  many  moves  in  advance,  finding  the 
best  plan,  and  executing  it  well. 

By  evaluating  his  opponent’s  threats  precisely  and  pro- 
viding no  more  defense  than  necessary,  he  could  gain  tem- 
po or  add  a piece  to  the  attack.  It  was  like  the  performance 
of  a race  car  driver  who  lets  his  vehicle  go  on  two  wheels 
around  a difficult  turn,  a well-calculated  risk  that  provid- 
ed a winning  advantage. 

August  3.  Round  9 was  a battle  of  the  walking 
wounded,  Bobby  versus  Hedinn.  Hedinn  looked  like  an 
Arab,  with  a wet  cloth  wrapped  turban-style  around  his 
head.  Bobby  was  well-armed  with  handkerchiefs  for  his 
runny  nose.  They  had  played  last  year  in  Puerto  Rico. 
Bobby  had  lost  then,  but  theirs  was  one  of  the  best  games 
in  the  Under  12  championship  tournament. 

This  year,  after  a slow  start  in  the  first  few  rounds,  both 
Hedinn  and  Bobby  needed  a win  to  climb  back  on  top. 


Actually,  in  a closely  matched  tournament  like  this,  it 
looked  like  eight  points  might  be  enough  to  tie  for  first — 
so  they  both  needed  wins  in  the  last  three  rounds. 

Hedinn,  as  white,  played  a line  that  offered  many  traps 
and  quickly  led  away  from  familiar  positions.  Underesti- 
mating the  dangers  of  this  line,  Bobby  accepted  a pawn 
sacrifice  and  quickly  found  himself  in  a stranglehold  posi- 
tion— unable  to  castle  or  develop,  while  Hedinn  relentless- 
ly added  pieces  to  the  attack.  It  was  a painful  experi- 
ence, probably  far  more  painful  than  his  worst  attack  of 
asthma. 

August  6.  In  round  10,  Bobby  beat  Zhu  from  China. 
And  today,  in  the  last  round,  he  was  paired  with  Chatalba- 
shev  from  Bulgaria.  While  the  game  was  in  progress,  1 
took  a walk  around  the  block.  When  I returned,  there  was 
an  ambulance  at  the  door.  A crowd  had  gathered  near  the 
stairs.  They  were  carrying  a child  out.  I struggled  to  get 
closer.  No,  it  wasn’t  Bobby,  It  was  another  player,  a young 
girl. 

When  we  said  goodbye  to  our  doctor  friend  tonight,  he 
told  us  that  two  players  in  the  tournaments  had  had  ap- 
pendicitis and  had  had  to  be  operated  on  immediately.  We 
were  quite  fortunate  that  Bobby’s  was  only  a minor  prob- 
lem. 

August  7.  Despite  the  shortages,  we  saw  no  evident 
discontent,  no  signs  of  imminent  rebellion.  We  saw  armed 
guards  at  the  airport,  but  nowhere  else.  This  was  simply  a 
different  way  of  life  that  people  were  used  to. 

In  fact,  the  shortages,  the  rationing,  and  the  black  mar- 
ket that  they  give  rise  to  are  part  of  the  system  of  govern- 
ment. For  instance,  each  family  is  rationed  just  30  liters  of 
gasoline  per  month  (not  enough  to  fill  the  tank  once);  the 
only  way  to  get  enough  to  meet  ordinary  needs  is  to  resort 
to  the  black  market.  The  same  is  true  for  many  other  es- 
sential commodities.  There  is  no  milk,  so  to  help  their  chil- 
dren grow  properly  and  stay  healthy,  parents  have  to  ob- 
tain calcium  pills  on  the  black  market.  Everybody  uses  the 
black  market,  and  everyone  knows  the  secret  police  are 
everywhere,  watching  everything — taking  notes  and  keep- 
ing files,  but  only  prosecuting  when  it  suits  their  purpose, 
always  having  enough  evidence  to  put  anyone  in  jail  or  to 
intimidate  and  manipulate  whomever  they  wish. 

Machiavelli  would  have  admired  this  system  of  govern- 
ment by  corruption.  It  seems  to  be  very  effective.  It  seems 
to  perpetuate  itself  and  to  require  only  a modicum  of  cen- 
tral direction  and  control. 

In  a nation  where  everyone  feels  compromised,  guilty, 
and  at  risk,  it  must  be  difficult  to  generate  righteous  indig- 
nation against  the  powers  that  be.  Abstract  notions  of  jus- 
tice and  human  rights  ring  false  here.  An  Oliver  North 
might  learn  to  cope  here,  but  a Robespierre  would  be  to- 
tally out  of  place.  The  survivors  are  those  who  can  work 
with  and  around  the  bureaucracy,  who  know  when  and 
how  to  bend  and  break  the  rules. 
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CASE  REPORTS 


Distal  colonic  tuberculosis  with  tuberculous  enteritis, 

peritonitis,  and  pericarditis 

Joseph  C.  Sciammarella,  Jr,  md,  Alex  H.  Bruckstein,  md 


Gastrointestinal  tuberculosis  has  de- 
clined in  frequency  since  the  introduc- 
tion of  anti-tuberculous  chemotherapy. 
The  36  cases  reported  by  Sherman  et 
al1  comprise  the  largest  recent  North 
American  series  published.  Of  the  38 
cases  of  extrapulmonary  tuberculosis 
reported  by  Weir  and  Thornton,2  only 
four  had  intra-abdominal  involvement. 
The  disease  remains  endemic  in  Asian 
countries,  particularly  India,  where  it 
continues  to  be  a major  health  prob- 
lem.3 

We  report  a case  of  gastrointestinal 
tuberculosis  involving  the  transverse 
and  descending  colon  without  clinical 
pulmonary  involvement.  The  patient 
had  associated  tuberculous  enteritis, 
pericarditis,  and  peritonitis,  all  docu- 
mented antemortem.  At  postmortem 
examination,  a basilar  pulmonary  gran- 
uloma was  discovered,  from  which  My- 
cobacterium tuberculosis  was  recov- 
ered. 

Case  Report 

A 66-year-old  woman  was  admitted  to  St 
Vincent’s  Medical  Center  of  Richmond  for 
evaluation  of  a 40-pound  weight  loss  over  a 
six-month  period.  The  patient  was  born  in 
Jamaica,  British  West  Indies,  and  had  emi- 
grated to  the  United  States  four  years  prior 
to  admission.  There  was  no  clinical  history 
of  tuberculosis,  and  chest  radiographs  taken 
at  the  time  of  immigration  were  reported  to 
be  negative. 

Although  experiencing  general  malaise, 
the  patient  denied  pulmonary  or  cardiovas- 
cular symptoms.  Physical  examination  re- 
vealed a cachectic,  elderly  woman.  Her  tem- 
perature was  1 0 1 .6°  F;  blood  pressure,  pulse, 
and  respirations  were  within  normal  limits. 
Bilateral  anterior  cervical  and  inguinal 
lymph  nodes  were  palpable,  as  was  a 4-cm 
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left  axillary  lymph  node.  No  evidence  of  in- 
creased central  venous  pressure  was  noted, 
and  the  cardiopulmonary  examination  was 
unremarkable.  The  abdomen  was  soft  and 
slightly  distended.  There  was  no  ascites  ap- 
preciable and  no  hepatosplenomegaly.  Rec- 
tal examination  was  unremarkable.  Stool 
was  negative  for  occult  blood. 

Initial  laboratory  data  included  hemoglo- 
bin, 7.3  g/dL;  hematocrit,  23.5%;  leukocyte 
count,  12,600  cells/mm3,  with  a differential 
count  of  76%  neutrophils,  16%  bands,  6% 
lymphocytes,  and  2%  monocytes;  platelet 
count,  617,000/mm3.  Serum  electrolytes 
were  within  normal  limits.  The  serum  aspar- 
tate aminotransferase  (AST)  was  77  IU/L; 
lactic  dehydrogenase  (LDH),  291  IU/L; 
and  alkaline  phosphatase,  134  IU/L. 

A chest  radiograph  revealed  cardiomega- 
ly,  but  no  pulmonary  infiltrate  or  effusion 
was  seen.  An  echocardiogram  subsequently 
documented  the  cardiomegaly  to  be  due  to  a 
pericardial  effusion.  Skin  testing  showed  the 
patient  to  be  anergic.  Computed  tomogra- 
phy of  the  abdomen  demonstrated  ascitic 
fluid. 

The  initial  impression  was  one  of  occult 
malignancy.  A barium  enema  revealed  a 
filling  defect  in  the  transverse  colon,  with 
colo-colo  and  colo-enteric  fistulae  (Fig  1). 
Colonoscopy  revealed  several  small  ulcer- 
ations of  the  transverse  and  descending  co- 
lon. 

The  preliminary  diagnosis  by  the  colonos- 
copist  was  inflammatory  bowel  disease.  Bi- 
opsy of  these  lesions  revealed  acute  and 
chronic  granuloma  formation.  Acid-fast  ba- 
cilli were  seen  on  stains  of  the  biopsied  speci- 
mens and  on  stains  of  ascitic  fluid  obtained 
at  paracentesis.  Cultures  subsequently  iden- 
tified Mycobacterium  tuberculosis.  Multi- 
ple blood  and  sputum  samples  were  negative 
for  acid-fast  bacilli. 

The  patient  was  begun  on  triple  anti-tu- 
berculous  therapy.  Several  days  later,  sud- 
den cardiac  arrest  developed.  The  presence 
of  electromechanical  dissociation  in  the  set- 
ting of  a documented  pericardial  effusion 
prompted  a therapeutic  pericardiocentesis. 
The  pericardial  fluid  yielded  acid-fast  bacil- 
li. 

The  patient  was  resuscitated,  but  died 


FIGURE  1.  Barium  enema,  demonstrating 
colo-colo  and  colo-enteric  fistulae  (arrows). 


several  days  later  after  a clinical  course  of 
septic  shock.  Postmortem  examination  de- 
termined the  cause  of  death  to  be  septic  peri- 
tonitis secondary  to  multiple  bowel  perfora- 
tions. Extensive  caseating  granulomas  of  the 
mesenteric  lymph  nodes  were  present,  as 
was  a clinically  undetected  2.5-cm  caseating 
granuloma  of  the  left  posterior  lung  base. 

Discussion 

This  case  is  very  unusual,  not  only  be- 
cause involvement  of  the  transverse  and 
left  colon  with  tuberculosis  is  rarely 
seen,  but  also  because  of  the  clinical  ev- 
idence of  pericardial,  peritoneal,  and 
enteric  disease.1 

The  ileocecal  area  is  the  most  com- 
mon location  for  gastrointestinal  tuber- 
culosis, while  the  transverse  and  left  co- 
lon are  very  rarely  affected.  In  the  most 
recent  review  from  a United  States  in- 
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stitution,2  of  38  patients  with  extrapul- 
monary  tuberculosis,  there  were  no 
cases  of  involvement  of  the  large  bowel. 
In  the  most  recent  review  of  gastroin- 
testinal tuberculosis  outside  the  United 
States,  Klimach  and  Ormerod3  found 
only  eight  of  109  patients  with  involve- 
ment of  the  large  bowel. 

Prior  to  the  introduction  of  anti-tu- 
berculous drugs,  70%  of  advanced  pul- 
monary tuberculosis  cases  had  coexist- 
ing gastrointestinal  tuberculosis.4 
Advanced,  cavitary  pulmonary  disease, 
with  or  without  tuberculous  laryngitis, 
allowed  large  enough  numbers  of  or- 
ganisms to  be  swallowed  that  the  de- 
fense mechanism  of  a low  gastric  pH 
was  not  sufficient  to  prevent  infection 
of  the  small  bowel.  Currently,  gastroin- 
testinal tuberculosis  is  very  rare  in  the 
western  world.  In  a study  of  4,222  pa- 
tients with  tuberculosis  hospitalized  at 
the  University  of  Michigan  affiliated 
hospitals  over  a 21 -year  period,  only  36 
cases  of  intestinal  involvement  (0.85%) 
were  noted.1  Of  these,  1 1 (0.26%)  had 
tuberculous  enteritis,  21  (0.50%)  had 
tuberculous  peritonitis,  and  4 (0.09%) 
had  both. 

Because  of  the  rarity  of  intestinal  tu- 
berculosis, such  a diagnosis  is  seldom 
considered,  often  causing  a delay  be- 
tween presentation  and  diagnosis.  This 
is  especially  true  when  pulmonary  in- 
volvement is  absent  or  when  the  sites  of 
intestinal  involvement  are  unusual. 
Eighty-five  percent  of  all  cases  of  intes- 
tinal tuberculosis  involve  the  ileocecal 
area,  perhaps  because  of  its  abundant 
lymphoid  tissue.  As  of  1980,  only  100 
cases  of  tuberculosis  occurring  distal  to 
the  cecum  had  been  reported  in  the  En- 
glish literature.5  The  frequency  of  in- 
volvement decreases  segmentally  as  one 
proceeds  distally  from  the  ascending 
colon,  with  only  28  cases  of  involvement 
of  the  transverse  colon  reported  in  the 
world  literature  as  of  1979. 6 

Concomitant  tuberculous  enteritis 
and  tuberculous  peritonitis  is  uncom- 
mon, occurring  in  four  of  36  cases  in 
one  study,2  two  of  31  cases  in  another,7 
zero  of  47  cases  in  another,8  and  in  five 
of  30  cases  in  an  additional  study.9 

If  intrinsic  intestinal  tuberculosis  is 
present,  the  peritoneum  can  be  affected 
either  by  direct  extension  from  the  in- 
testinal wall  or  through  hematogenous 
or  lymphatic  spread  of  the  infection. 

Tuberculosis  was  once  the  most  com- 
mon cause  of  pericarditis.  A 1 980  study 
that  evaluated  a ten-year  period  found 
that  the  incidence  of  tuberculous  peri- 
carditis had  decreased  to  12  of  1,194 
cases  (1%).10  Based  on  our  review  of  the 


English  literature,  there  are  no  reports 
of  documentation  of  concomitant  tu- 
berculous colitis  and  tuberculous  peri- 
carditis. 

Unfortunately,  no  pathognomonic 
syndrome  exists  for  intestinal  tubercu- 
losis. The  classic  “doughy”  abdomen  is 
rarely  encountered1 1 as  are  the  findings 
of  ascites12  and  intestinal  fistulae.1 
Constitutional  symptoms  are  present  in 
more  than  50%  of  cases,  with  fever  and 
abdominal  distention  being  the  most 
common.9  The  erythrocyte  sedimenta- 
tion rate  is  often  elevated,  but  this  is 
nonspecific.  Pulmonary  involvement  is 
frequently  absent,  with  minimal  or  no 
radiographic  evidence  of  pulmonary  le- 
sions.3 Because  of  the  severity  of  the 
disease,  advanced  age,  or  malnutrition, 
the  purified  protein  derivative  (PPD) 
skin  test  can  be  falsely  negative  due  to 
anergy. 

The  yield  of  abdominal  paracentesis 
in  the  diagnosis  of  tuberculous  peritoni- 
tis is  poor.9’13  Smears  of  ascitic  fluid  are 
usually  negative,  but  the  yield  increases 
as  the  volume  of  fluid  examined  in- 
creases. Bacteriologic  cultures  are  of- 
ten negative,  although  one  study  had  a 
positive  culture  rate  of  83%  by  utilizing 
a liter  of  ascitic  fluid.8  Peritoneal  biop- 
sy and  stool  cultures,  for  suspected  tu- 
berculous peritonitis  and  enteritis,  re- 
spectively, may  help  confirm  the 
diagnosis. 

Making  a diagnosis  of  pericardial  tu- 
berculosis is  difficult.  Diagnostic  peri- 
cardiocentesis for  bacteriologic  exami- 
nation yields  positive  smears  in  only  6% 
of  cases.  Pericardial  biopsy  may  in- 
crease the  yield.14  Colonoscopy  with  bi- 
opsy has  proven  a useful  tool  in  the  di- 
agnosis of  colonic  tuberculosis.15 
Because  accurate  differentiation  from 
malignancy  or  inflammatory  bowel  dis- 
ease is  difficult,  colonoscopy  remains 
an  important  diagnostic  modality.  De- 
spite the  lack  of  direct  evidence  of  acid- 
fast  bacilli  on  smear  or  positive  bacteri- 
ologic culture,  some  studies  have 
reported  a presumptive  diagnosis  of 
gastrointestinal  tuberculosis  based  on  a 
positive  response  to  anti-tuberculous 
chemotherapy.12 

Prior  to  the  use  of  anti-tuberculous 
drugs,  intestinal  perforation  due  to  tu- 
berculosis was  rare,  occurring  in  only 
ten  of  734  cases  (1%)  in  one  study.16 
Perforation  was  prevented  by  early  re- 
inforcement of  the  ulcer  bases  by  ad- 
herent mesentery.  Reports  have  since 
documented  the  prevalence  of  intestinal 
perforations  during  anti-tuberculous 
chemotherapy.17-18  The  presumed 
mechanism  of  perforation  is  a signifi- 


cant decrease  in  the  inflammatory  re- 
sponse before  enough  time  has  elapsed 
to  allow  the  formation  of  adequate 
amounts  of  fibrous  tissue  4 

This  patient  presented  with  several 
unusual  features,  including  the  atypical 
location  of  the  lesions  in  the  transverse 
and  descending  colon,  the  presence  of 
intestinal  fistulae,  and  tuberculous  en- 
teritis, peritonitis,  and  pericarditis. 
Also  unusual  was  the  recovery  and  sub- 
sequent identification  of  acid-fast  ba- 
cilli as  Mycobacterium  tuberculosis 
from  ascitic  and  pericardial  fluid. 

Features  consistent  with  intestinal 
tuberculosis  were  the  presence  of  con- 
stitutional symptoms,  a normal  chest 
film,  anergy,  and  the  development  of 
bowel  perforations  (perhaps  related  to 
the  initiation  of  anti-tuberculous  thera- 
py). One  must  be  alert  to  the  possibility 
of  bowel  perforation  following  the  ad- 
ministration of  anti-tuberculous  drugs. 
The  usefulness  of  colonoscopy  for  diag- 
nostic biopsy  was  corroborated  in  this 
case. 

A high  index  of  suspicion,  along  with 
an  awareness  of  the  possibility  of  intes- 
tinal tuberculosis,  especially  in  a person 
who  has  emigrated  from  an  endemic 
area  such  as  Asia  or  the  West  Indies, 
despite  the  rarity  of  the  disease  in  the 
western  world,  is  the  key  to  a prompt 
diagnosis. 
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Mammary  tuberculosis 

Alexander  A.  McMeeking,  md;  Raimundo  Gonzalez,  md;  Bruce  Hanna,  PhD 


Since  tuberculosis  of  the  breast  was  first 
described  by  Sir  Astley  Cooper  in  1829 
approximately  500  cases  have  appeared 
in  the  world  literature.1  A 1924  necrop- 
sy study  of  10,000  patients  who  died  of 
tuberculosis  found  mammary  involve- 
ment in  only  seven  cases.2  The  majority 
of  cases  reported  in  the  past  20  years 
come  from  either  the  surgical  literature 
or  from  countries  such  as  India,  where 
tuberculous  mastitis  represents  3%  to 
4.5%  of  all  surgically  treated  breast  dis- 
ease.3 The  disease  has  not  been  re- 
viewed in  the  American  medical  litera- 
ture since  1977. 3 We  present  a patient 
recently  seen  and  treated  at  the  Belle- 
vue Hospital  Center  in  whom  a mam- 
mary tuberculoma  was  apparently  re- 
fractory to  treatment  with  isoniazid 
and  rifampin  despite  in  vitro  suscepti- 
bility to  these  drugs.  A review  of  the 
English  language  literature  failed  to 
show  a prior  report  of  treatment  failure 
with  this  combination  of  drugs. 

Case  Report 

A 45-year-old  woman  from  Ecuador,  who 
had  lived  in  the  United  States  for  20  years, 
noted  a painless  mass  in  her  right  breast  in 
June  1986. 

She  underwent  mammography,  which  re- 
vealed a large  noncalcified  mass.  Her  medi- 
cal history  was  unremarkable.  Needle  aspi- 
ration showed  caseating  granuloma  with 
acid-fast  bacilli  present  on  smears.  Cultures 
grew  Mycobacterium  tuberculosis  suscepti- 
ble to  isoniazid,  rifampin,  ethambutol, 
streptomycin,  pyrazinamide,  and  ethion- 
amide. She  was  treated  with  isoniazid,  300 
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mg,  rifampin,  600  mg,  and  ethambutol, 
1,200  mg  per  day. 

During  the  next  four  months,  however, 
the  mass  continued  to  enlarge,  as  document- 
ed by  serial  sonographic  examinations.  The 
patient  claimed  to  have  taken  her  medica- 
tions appropriately,  and  was  noted  to  have 
orange  colored  urine.  She  was  admitted  to 
Bellevue  Hospital  for  surgical  excision  of 
the  mass.  When  seen  by  the  infectious  dis- 
ease consultant,  she  reported  no  knowledge 
of  a prior  history  of  tuberculosis,  and  had 
had  no  known  contact  with  tuberculosis,  yet 
was  found  to  have  a positive  purified  protein 
derivative  test  (PPD)  with  15  mm  of  indura- 
tion. 

On  physical  examination,  she  was  noted 
to  be  afebrile  and  had  no  complaints  of  fe- 
ver, weight  loss,  or  night  sweats.  The  only 
remarkable  finding  was  a 6 X 6-cm  non- 
tender, freely  movable  mass  in  the  lateral  as- 
pect of  the  right  breast.  There  was  no  skin  or 
nipple  retraction,  and  no  sinus  tracts  were 
present  over  the  mass.  A chest  film  was  nor- 
mal, as  was  a chemistry  profile,  including 
liver  function  tests  and  urinalysis.  The  com- 
plete blood  cell  count  showed  a hemoglobin 
of  1 2.3  g/dL  and  a white  cell  count  of  5.9  X 
103/^L  with  a differential  of  58%  polymor- 
phonuclear leukocytes,  34%  lymphocytes, 
5%  monocytes,  and  3%  eosinophils. 

The  patient  underwent  partial  mastecto- 
my for  removal  of  the  mass,  which  on  gross 
examination  revealed  fibrofatty  breast  tis- 
sue punctuated  by  areas  of  caseous  necrosis. 
Multiple  sections  of  the  specimen  showed 
diffuse  necrotizing  granulomatous  inflam- 
mation. The  granulomas  were  characterized 
by  collections  of  lymphocytes,  plasma  cells, 
epithelioid  histiocytes,  and  multinucleated 
giant  cells  with  extensive  necrosis.  Where 
the  breast  tissue  was  not  replaced  by  inflam- 
mation, it  showed  the  features  of  mild  fibro- 
cystic disease.  No  evidence  of  carcinoma 
was  seen.  Three  of  five  lymph  nodes  submit- 
ted for  microscopic  evaluation  also  showed 
necrotizing  granulomatous  inflammation. 
While  rare  fluorescent  bacilli  were  seen  on 
auramine  stain  of  one  of  the  lymph  nodes,  no 


acid-fast  bacilli  or  fungi  were  seen  on  special 
stains.  Repeat  cultures  of  surgical  materials 
were  negative  for  mycobacteria.  It  is  likely 
the  rare  bacilli  in  the  auramine  stain  were 
nonviable. 

Discussion 

The  vast  majority  of  tuberculous 
mastitis  is  seen  in  women  and  occurs 
primarily  during  the  reproductive 
years,  although  cases  have  been  report- 
ed from  adolescence  to  age  77. 4 The  ini- 
tial diagnosis  entertained  is  usually 
breast  abscess  or  cancer,  as  the  disease 
often  involves  the  lateral  aspect  of  the 
breast  with  fixation  to  the  chest  wall 
and  nipple  retraction.  The  disease  is 
usually  unilateral  and,  in  more  than 
60%  of  cases,  no  other  sites  of  active  in- 
fection are  found.-"'  There  appears  to  be 
a correlation  between  pregnancy  and 
the  development  of  mammary  tubercu- 
losis, as  three  of  five  cases  reported  by 
Wilson  and  MacGregor6  involved  lac- 
tating  women.  The  reasons  for  this  re- 
main unclear,  but  changes  in  hormonal 
balances  and  breast  anatomy  have  been 
suggested  as  possible  explanations. 
There  is  no  convincing  evidence  that 
trauma  or  breast  cancer  predispose  to 
the  development  of  tuberculosis. 

Three  main  patterns  of  clinical  pre- 
sentation of  mammary  tuberculosis 
have  been  recognized.3  The  nodular 
form  is  the  most  common,  presenting  as 
a slow  growing,  well  circumscribed 
mass  which  is  usually  painless  on  exam- 
ination. Left  untreated,  this  will  even- 
tually erode  through  the  skin  to  form  a 
draining  sinus.  The  second  form  is  dis- 
seminated tuberculous  mastitis  charac- 
terized by  multiple  foci  and  discharging 
sinuses.  The  sclerosing  form  of  tubercu- 
lous mastitis  is  seen  mainly  in  elderly 
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females;  it  is  the  least  common  form 
and  leads  to  chronic  fibrotic  changes 
with  breast  shrinkage  and  nipple  re- 
traction. 

Tuberculous  mastitis  can  occur  as 
secondary  spread  from  a pulmonary  fo- 
cus via  hematogenous  or  lymphatic 
routes,  and  there  have  been  cases  of  di- 
rect spread  via  erosion  through  the 
chest  wall.  Several  other  conditions  can 
give  a similar  histopathologic  picture 
including  traumatic  fat  necrosis  and 
mammary  duct  ectasia;  therefore,  one 
should  have  a positive  acid-fast  culture 
before  making  the  diagnosis  of  tubercu- 
lous mastitis.7 

Prior  data  on  therapy  for  tuberculous 
mastitis  have  shown  variable  results.8-1 1 
The  majority  of  patients  have  been 
treated  with  either  surgical  excision 
alone  or  excision  followed  by  a course  of 
antituberculous  medications.  Algarat- 
nam  et  al9  reported  1 6 cases  of  tubercu- 
lous mastitis,  12  of  which  were  cured 
via  excision  of  a tuberculoma  or  wedge 
resection  of  an  abscess  cavity  plus  over- 
lying  skin  sinuses,  followed  by  antitu- 
berculous chemotherapy  for  an  18- 
month  period.  Some  reports  have 
shown  a cure  with  medical  therapy 
alone.  Dent  et  al8  reported  success  in  20 
patients  treated  with  /?-aminosalicyclic 
acid,  isoniazid,  and  streptomycin  in 


whom  surgery  was  confined  to  a diag- 
nostic biopsy  procedure.  Others  have 
reported  failures  of  medical  therapy 
when  used  alone.  Ikard  et  al3  reported 
six  patients  with  tuberculous  mastitis, 
one  of  whom  showed  no  improvement 
after  a ten-week  course  of  isoniazid  and 
ethambutol  and  required  a simple  mas- 
tectomy. For  the  noncompliant  patient, 
a simple  mastectomy  has  been  suggest- 
ed as  the  treatment  of  choice.6  Our  lit- 
erature search  failed  to  show  prior  re- 
ports of  therapy  involving  isoniazid  in 
combination  with  rifampin. 

In  summary,  we  report  a case  of  tu- 
berculous mastitis  in  a middle-aged 
woman,  which  did  not  respond  to  anti- 
tuberculous medications  despite  the 
presence  of  a susceptible  organism. 
Cases  have  been  reported  of  central 
nervous  system  tuberculomas  develop- 
ing in  patients  taking  antituberculous 
medication  with  organisms  found  to  be 
susceptible  to  these  drugs.12  It  is  possi- 
ble a similar  situation  occurred  in  the 
patient  reported  here.  Possible  mecha- 
nisms for  this  may  include  poor  drug 
diffusion  into  the  infected  area,  as  well 
as  defects  of  cell  mediated  immunity. 

While  this  disease  is  rare  in  the  Unit- 
ed States,  it  should  be  considered  in  the 
differential  diagnosis  of  breast  masses, 
particularly  in  immigrants  from  areas 


where  the  incidence  of  tuberculosis  is 
high.  Despite  this  patient’s  apparent 
failure  on  medical  therapy  alone,  a trial 
of  antituberculous  medications  should 
be  attempted  in  a patient  who  is  able  to 
cooperate.  The  patient  must  be  fre- 
quently re-evaluated,  however,  and  it 
should  be  acknowledged  that  surgical 
excision  may  be  necessary. 
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Congenital  splenic  cysts  presenting  after  blunt  abdominal 

trauma 

Steven  Stylianos,  md,  Thomas  V.  Santulli,  md 


Congenital  splenic  cysts  are  rare  lesions 
found  predominantly  in  children  and 
young  adults.  Excision  of  these  cysts  by 
total  splenectomy  has  been  the  accept- 
ed treatment  until  recently.  We  de- 
scribe our  experience  with  two  adoles- 
cents who  presented  with  abdominal 
complaints  following  blunt  trauma  and 
were  found  to  have  congenital  splenic 
cysts.  Included  is  a review  of  the  perti- 
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nent  literature.  Reports  of  successful 
splenic  salvage  in  patients  with  congen- 
ital splenic  cysts  are  discussed. 

Case  Reports 

Case  1.  A 15-year-old  girl  presented 
with  vague  abdominal  discomfort  and  a pal- 
pable mass  in  the  left  upper  quadrant  fol- 
lowing a fall  from  her  bicycle  five  months 
earlier.  An  upper  gastrointestinal  series  re- 
vealed the  stomach  displaced  anteriorly  and 
to  the  right  by  a large  mass  with  a partially 
calcified  circumferential  rim  (Fig  1).  A liv- 
er-spleen scan  identified  filling  defects  in  the 
upper  and  lower  poles  of  the  spleen.  At  sur- 
gery, the  spleen  was  essentially  replaced  by 
a bilobed  cyst.  Total  excision  was  per- 


formed. The  specimen  measured 
22  X 1 4 X 1 1 cm  and  weighed  2. 1 kg.  Bisec- 
tion revealed  two  noncommunicating  cysts 
(Fig  2),  the  larger  being  14  cm  in  diameter 
and  containing  1.5  L of  a brown  fluid.  The 
cysts  were  lined  by  stratified  squamous  epi- 
thelium with  intercellular  bridges.  Micro- 
scopic examination  revealed  the  cysts  to  be 
epidermoid  in  nature. 

Case  2.  A 17-year-old  boy  presented 
with  left  pleuritic  chest  pain  and  postprandi- 
al, left-sided  abdominal  pain.  Three  months 
earlier  he  had  been  involved  in  a collision 
while  skiing,  receiving  a severe  blow  to  his 
left  side.  He  sought  no  medical  attention. 
Physical  examination  revealed  a palpable 
spleen.  A computed  tomographic  (CT)  scan 
(Fig  3)  identified  a 12-cm  splenic  cyst.  A re- 
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FIGURE  1.  Case  1:  Upper  gastrointestinal  se- 
ries (lateral  view)  showing  anterior  displace- 
ment of  the  stomach  by  a mass  with  a partially 
calcified  circumferential  rim  (arrows). 


peat  CT  scan  two  months  later  showed  no 
decrease  in  the  size  of  the  cyst,  and  the  pa- 
tient was  referred  for  surgical  management. 
At  exploration,  the  spleen  was  enlarged, 
with  the  upper  pole  and  hilum  replaced  by  a 
large  cyst  adherent  to  the  diaphragm.  The 
spleen  and  cyst  were  removed.  On  gross 
pathologic  examination,  the  specimen  (Fig 
3)  measured  20X14X13  cm,  weighed 
1,480  g,  and  consisted  of  a unilocular 
13.5  X 8.0-cm  cyst  containing  brown  fluid. 
Sections  of  the  cyst  showed  a lining  of  squa- 
mous epithelium  (Fig  4).  The  lining  was  fo- 
cally  replaced  by  a resolving  inflammatory 
reaction,  presumably  to  blood.  Microscopic 
examination  revealed  the  cyst  to  be  epider- 
moid in  nature. 

Discussion 

Association  with  Trauma.  Splenic 
cysts  associated  with  trauma  usually  re- 
sult from  blunt  injury  to  the  spleen 
causing  parenchymal  damage  with  an 
intact  splenic  capsule.1  The  resultant 
subcapsular  hematoma  liquefies,  form- 
ing a false  cyst  without  a cellular  lining. 

Congenital  splenic  cysts  that  were 


FIGURE  2.  Case  1:  Internal  surfaces  of  the 
two  noncommunicating  epidermoid  splenic 
cysts. 


FIGURE  3.  Case  1:  Left,  CT  scan  revealing  a splenic  mass  (arrow)  of  water  density,  12  cm  in 
diameter;  Right,  large  epidermoid  splenic  cyst  replacing  the  superior  pole. 


previously  undetected  can  become 
symptomatic  as  a result  of  abdominal 
trauma.  Stylianos  et  al2  found  that  30 
(24%)  of  125  patients  with  congenital 
splenic  cysts  presented  following  an  epi- 
sode of  blunt  abdominal  trauma.  The 
majority  (83%)  were  children  who  had 
relatively  minor  blunt  trauma.2  The  in- 
terval from  trauma  to  presentation  with 
abdominal  findings  ranged  from  sever- 
al hours  to  two  years.  Most  patients 
(63%)  presented  within  six  months  with 
an  abdominal  mass  (60%)  and  abdomi- 
nal or  pleuritic  pain  (57%). 2 It  is  likely 
that  the  intraluminal  or  intramural 
pressure  of  the  preexisting  congenital 
splenic  cysts  is  increased  due  to  hemor- 
rhage following  abdominal  trauma. 
The  blood  and  inflammatory  exudate, 
as  a response  to  injury,  cause  a localized 
irritation  of  the  diaphragm  and  perito- 
neum and  an  increase  in  the  size  of  the 
cyst,  exerting  pressure  on  adjacent 
structures.  Three  patients  presented 
acutely  with  peritonitis  following  trau- 
ma secondary  to  rupture  or  infection  of 
their  congenital  splenic  cysts. 2-4  The 
hemorrhagic  nature  of  cyst  contents  is 
best  explained  by  the  presence  of  focal 
subepithelial  ectatic  and  engorged  veins 
which  are  vulnerable  to  even  minor 
trauma  or  increased  luminal  pressure. 
The  trabeculated  appearance  of  the  lu- 
minal surface  is  due  to  the  organization 
of  the  intramural  hemorrhage.  In  the 
patients  presented  here,  the  congenital 
splenic  cysts  showed  evidence  of  both 
intraluminal  hemorrhage  and  subepi- 
thelial fibrous  reaction  with  hemosider- 
in deposits. 

Treatment.  Since  Pean  performed 
the  first  recorded  splenectomy  for  a 
splenic  cyst  in  1867, 5 splenectomy  has 
been  the  standard  treatment  for  such 
lesions.  Simple  evacuation,  intraopera- 
tive or  percutaneous,  or  catheter  drain- 
age via  the  transabdominal  or  retroper- 
itoneal approaches  have  been 
unsuccessful  in  preventing  recurrences. 
Subsequent  splenectomy  was  required 
after  these  failed  attempts.2  Splenecto- 


my has  been  advocated  as  it  relieves 
symptoms,  alleviates  the  disfiguring 
abdominal  protuberance,  confirms  the 
nature  of  the  mass,  and  removes  the 
possibility  of  rupture.6  However,  re- 
moval of  the  cyst  alone  can  also  accom- 
plish these  goals  without  the  need  for 
total  splenectomy.  Furthermore,  the 
hazards  and  severity  of  overwhelming 
postsplenectomy  sepsis  in  children  fol- 
lowing splenectomy  for  trauma  is  well 
documented,  and  the  value  of  splenic 
conservation  when  possible  must  be  em- 
phasized.7 With  a better  understanding 
of  the  segmental  blood  supply  to  the 
spleen  and  improved  hemostatic  tech- 
niques, splenic  salvage  has  become  a 
major  focus  in  splenic  surgery.  Success- 
ful splenic  cystectomy  has  been  report- 
ed in  eight  patients  with  congenital 
splenic  cysts.6  These  eight  reported 
cases  represent  only  6%  of  all  patients 
with  congenital  splenic  cysts  who  were 
surgically  treated.  The  remainder  had 
splenectomies.6 

The  current  accepted  practice  of 
nonoperative  management  of  splenic 
injuries  due  to  blunt  abdominal  trauma 
will  likely  result  in  an  increased  clinical 
experience  with  splenic  cysts.  Although 
the  potential  failure  of  splenic  salvage 
must  be  recognized,8  partial  splenecto- 
my with  cystectomy  for  splenic  cysts 
not  involving  the  hilum  is  recommend- 
ed whenever  possible. 


FIGURE  4.  Case  2:  Section  of  the  splenic  cyst 
wall  with  subepithelial  fibrous  bands  and  foci  of 
old  blood  (hematoxylin-eosin  stain,  X 25);  In- 
sert: squamous  epithelial  lining  with  intercellu- 
lar bridges  (hematoxylin-eosin  stain,  X 400). 


290  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/MAY  1989 


References 

1 . Ayala  LA,  Williams  LF,  Widrich  WC:  Occult 
rupture  of  the  spleen:  The  chronic  form  of  splenic  rup- 
ture. Ann  Surg  1974;  179:472-478. 

2.  Stylianos  S,  Santulli  TV,  Roth  J,  et  al:  Congen- 
ital splenic  cysts.  Contemp  Surg  1988;  33(5):71  —75. 

3.  Dibble  JB,  Weigent  CE:  Epidermoid  cyst  of 


the  spleen  presenting  as  an  abdominal  emergency. 
Report  of  a case.  JAMA  1965;  194:1 144-1 146. 

4.  Kiviniemi  H,  Ristkari  S,  Ramo  J:  Chemical 
peritonitis  as  caused  by  a rupture  of  a splenic  cyst. 
Report  of  two  cases.  Acta  Chir  Scand  1 984;  1 50:343- 
344. 

5.  Pean  M:  Operation  de  splenectomie.  Gaz  Sc 
Med  Bordeaux  1867;  50:795. 


6.  Tsakraklides  V,  Hadley  TW : Epidermoid  cysts 
of  the  spleen.  A report  of  five  cases.  Arch  Pathol 
1973;96:251-254. 

7.  Balfanz  JR,  Nesbit  ME  Jr,  Jarvis  C,  et  al: 
Overwhelming  sepsis  following  splenectomy  for  trau- 
ma. J Pediatr  1976;  88:458-460. 

8.  Van  Stiegmann  G,  Moore  EE,  Moore  GE: 
Failure  of  splenic  repair.  J Trauma  1979;  19:698-700. 


Malignant  melanoma  of  the  anal  canal 

Paul  Y.  Lin,  md;  James  Smith-Behn,  md;  Ludwig  M.  Deppisch,  md 


Malignant  melanoma  of  the  anal  canal 
is  a very  rare  entity;  it  comprises  only 
0.25%  to  1 .25%  of  all  malignant  tumors 
of  this  anatomic  region.  It  is  a high- 
grade  invasive  cancer,  and  eventually 
all  patients  die  of  widespread  metasta- 
sis, usually  to  the  liver  and  bones.  A ten- 
year  review  of  the  records  of  the  West- 
ern Reserve  Care  System  tumor 
registry  disclosed  only  one  patient  with 
melanoma  among  20  patients  with  pri- 
mary malignancies  arising  in  the  anal 
canal.  The  patient,  a 90-year-old  wom- 
an, was  treated  with  wide  surgical  exci- 
sion. There  was  no  recurrence  at  28 
months.  The  patient  is  presented  in  this 
report  with  a review  of  the  literature. 

Case  Report 

A 90-year-old  woman  presented  with  rec- 
tal bleeding  and  was  found  to  have  a throm- 
bosed hemorrhoid.  A large  indurated  mass, 
incorporated  with  the  thrombosed  hemor- 
rhoid, was  excised.  Microscopic  examina- 
tion revealed  malignant  melanoma  of  the 
anal  region. 

The  patient’s  medical  history  revealed 
that  20  years  previously  she  had  undergone 
excision  of  a well  differentiated  endometrial 
adenocarcinoma  within  an  endometrial  pol- 
yp 2.5  X 1.5  X 0.5  cm  in  size.  After  a total 
hysterectomy  and  bilateral  salpingo-oo- 
phorectomy,  she  was  followed  for  20  years 
without  any  recurrent  carcinoma  being  ob- 
served. 

The  patient  was  admitted  for  a wide  exci- 
sion of  the  anal  malignancy  in  September 
1985.  Physical  examination  upon  admission 
was  essentially  within  normal  limits.  There 
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was  no  evidence  of  any  other  primary  tumor. 
The  patient  tolerated  the  surgical  procedure 
very  well,  progressed  satisfactorily  during 
her  hospital  stay,  and  was  discharged  five 
days  later.  She  has  been  followed  for  28 
months  without  any  evidence  of  recurrence. 

Routine  histologic  examination  of  the 
primary  resected  lesion,  which  measured 
2 X 1.5  X 1 cm,  revealed  large  nodules  of 
melanoma  present  within  the  anal  mucosa 
(Fig  1).  These  nodules  closely  abutted  on 
the  anal  squamous  epidermal  surface.  Fon- 
tana-Masson  stain  disclosed  a highly  pig- 
mented cellular  tumor  (Fig  2).  S-100  im- 
munoperoxide  stain  demonstrated  a strong 
positive  result.  In  most  areas,  the  epithelium 
over  the  melanotic  nodules  was  thin,  and  no 
intra-epidermal  malignant  melanocytes 
were  seen.  However,  in  one  region  a mela- 
notic nodule  appeared  nearly  contiguous 
with  an  area  in  which  there  is  a strong  sug- 
gestion of  junctional  activity  of  the  melano- 
cytes at  the  lower  border  of  the  epidermis. 
The  specimen  from  the  wide  excision  re- 
vealed only  nonspecific  chronic  inflamma- 
tion and  subcutaneous  edema  without  any 
residual  melanoma. 

Discussion 

Anorectal  melanomas  are  very  rare. 
According  to  Pack  and  Oropeza,1  they 
comprise  only  0.25%  to  1 .25%  of  all  ma- 
lignant tumors  of  the  anal  canal.  Perzin 
et  al2  described  a 1.6%  incidence  of  an- 
orectal melanomas  among  all  melano- 
mas. The  skin  and  eye  are  the  more 
common  sites  of  origin  of  these  tumors. 
Morson  and  Volkstadt3  stated  that  ap- 
proximately one  malignant  melanoma 
of  the  anal  canal  is  seen  for  every  eight 
squamous  cell  carcinomas  of  the  anus 
and  anal  canal,  and  one  for  every  250 
adenocarcinomas  of  the  rectum.  An 
evaluation  of  the  incidence  of  anal 
melanoma  by  Scotto  et  al4  from  the  Na- 
tional Cancer  Institute  in  1976  dis- 
closed only  0.016  per  100,000  popula- 


FIGURE  1.  Large  pigmented  nodules  of  mela- 
noma, consisting  mainly  of  spindle-shaped  cells 
with  nuclear  pleomorphism,  within  the  anal  mu- 
cosa (hematoxylin-eosin  stain;  original  magnifi- 
cation X400). 

tion  per  year,  which  means  only  36  new 
cases  would  be  diagnosed  each  year  in 
the  United  States. 

Mills  and  Cooper5  described  only 
four  documented  sites  for  primary  ma- 
lignant melanoma  in  the  digestive  sys- 
tem: the  oral  cavity,  esophagus,  gall- 
bladder, and  anal  canal.  Allen  and 
Spitz6  suggested  that  to  be  interpreted 
as  primary,  a mucosal  melanoma 
should  ideally  have  overlying  or  lateral 
junctional  change.  The  absence  of  this 
important  feature  should  lead  to  care- 
ful evaluation  of  the  patient  in  order  to 


FIGURE  2.  Fontana-Masson  stain  showing 
highly  pigmented  cellular  tumor  containing  mel- 
anin (original  magnification  X400). 
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rule  out  other  primary  lesions.  Only 
three  of  the  15  cases  reported  by  Mor- 
son  and  Volkstadt3  and  seven  of  17 
cases  reported  by  Mason  and  Helwig7 
were  found  to  have  junctional  activity. 

A review  of  the  records  of  the  West- 
ern Reserve  Care  System  tumor  regis- 
try disclosed  only  20  cases  of  primary 
malignant  tumor  arising  from  the  anal 
canal  during  the  previous  ten  years. 
This  included  ten  cases  of  squamous 
cell  carcinoma,  eight  cases  of  basaloid 
carcinoma,  one  case  of  undifferentiated 
malignant  neoplasm  which  stained 
faintly  with  S-100  antigen,  and  one 
case  of  malignant  melanoma. 

In  a study  by  Mills  and  Cooper,5  pa- 
tients with  anal  melanoma  were  found 
to  range  in  age  from  22  to  96  years  of 
age,  with  an  average  age  of  58  years. 
Morson  and  Volkstadt3  reported  15  pa- 
tients who  varied  in  age  from  14  to  75 
years,  with  an  average  age  of  approxi- 
mately 59  years.  This  age  distribution  is 
much  the  same  as  the  age  distribution 
for  adenocarcinoma  of  the  rectum  and 
squamous  cell  carcinoma  of  the  anal  ca- 
nal. Anal  melanoma  affects  males  and 
females  almost  equally,  as  compared  to 
a preponderance  of  women  for  squa- 
mous cell  carcinoma  of  the  anal  canal 
and  a preponderance  of  men  for  adeno- 
carcinoma of  the  rectum. 

The  tumor  arises  from  the  transition 
zone  between  skin  and  mucosa  of  the 
anal  canal  near  the  dentate  line.  Mills 
and  Cooper5  stated  that  67%  of  the  1 56 
cases  reported  were  concentrated  in  the 
proximal  portion  of  the  pecten  and  in 
the  transitional  zone.  The  most  fre- 
quent complaints  are  rectal  bleeding  or 
the  presence  of  a mass  in  the  anal  canal. 
Other  symptoms  include  pain,  prolapse, 
loss  of  weight,  change  in  bowel  habit, 
and  constipation.  Hemorrhoids  and 
polyps  are  the  most  frequent  misdiag- 
noses. 

Melanoma  is  the  most  aggressive 
malignant  tumor  affecting  the  anorec- 
tum.  Rosai8  described  the  prognosis  of 
anal  melanoma  as  invariably  “hope- 
less.” The  average  life  expectancy  after 
diagnosis  is  approximately  five  months. 
The  most  frequent  sites  of  metastasis 
are  regional  lymph  nodes,  liver,  lungs, 
and  bones.  Although  there  were  no  sur- 
vivors after  18  months  in  the  15  cases 
reported  by  Morson  and  Volkstadt,3 
Freedman9  reported  two  advanced 


cases  with  mesenteric  lymph  node  in- 
volvement in  which  survival  was  longer 
than  ten  years.  The  reasons  for  the  poor 
prognosis  described  by  Pack  and  Mar- 
tins10 include  the  inadequacy  of  early 
treatment,  the  delay  in  diagnosis,  the 
rapidity  of  dissemination  of  the  tumor, 
and  the  high  degree  of  malignancy. 
Friedman  and  Bauer"  suggested  that, 
in  general,  anal  melanomas  thicker 
than  2 mm  have  a poor  prognosis,  while 
those  less  than  2 mm  in  thickness  have  a 
relatively  good  prognosis. 

The  treatment  of  melanomas  of  the 
anal  canal  depends  on  the  stage  of  the 
disease  and  the  location  of  the  tumor. 
Patients  with  evidence  of  metastatic 
disease  and  those  with  large  tumors 
should  have  only  local  excision  of  the 
tumor  performed.  If  there  is  evidence  of 
obstruction,  then  a diverting  colostomy 
suffices.  The  prognosis  for  these  pa- 
tients is  extremely  poor. 

Patients  with  disease  localized  to  the 
anal  canal  should  undergo  an  abdom- 
inoperineal resection;  however,  a pallia- 
tive result  and  an  occasional  cure  is  the 
most  one  can  expect.  Encouraging  re- 
sults were  reported  by  Baskies  et  al12 
using  a posterior  pelvic  exenteration 
with  in-continuity  groin  and  pelvic  nod- 
al dissections.  They  had  a 50%  five-year 
survival  rate  in  six  patients.  Likewise, 
Wanebo  et  al13  reported  five-year  sur- 
vival rates  in  some  patients  treated  in  a 
similar  fashion.  After  observing  the 
lack  of  uniform  results  with  the  differ- 
ent surgical  modalities,  Quinn  and  Se- 
lah14  concluded  that  there  is  no  good  ev- 
idence to  support  one  form  of  therapy 
(surgical  resection)  over  another.  In- 
deed, as  Stearns  et  al15  have  suggested, 
survival  is  related  more  to  the  stage  of 
the  disease  and  thickness  of  the  tumor 
than  to  the  mode  of  treatment. 

Gastrointestinal  malignant  melano- 
ma is  a relatively  radioresistant  neo- 
plasm. Radiation  therapy  has  never 
been  proposed  as  a primary  treatment, 
but  Stearns  et  al15  have  suggested  that 
it  is  occasionally  useful  in  metastatic 
disease  to  the  lung,  central  nervous  sys- 
tem, and  bone. 

There  are  some  chemotherapeutic 
protocols  described  by  Stearns  et  al15 
that  have  shown  some  response  in  late 
stage  melanoma.  Boey  et  al16  reported  a 
20%  response  rate  to  decarbazine 
(DTIC)  for  disseminated  melanoma. 


However,  no  significant  increase  in  sur- 
vival was  observed.  It  is  a real  hope  that 
tumor-specific  monoclonal  antibodies 
linked  to  various  toxins,  as  studied  by 
Oldham  et  al,17  may  prove  useful  in  the 
future.  For  the  time  being,  complete 
surgical  excision  remains  the  treatment 
of  choice  for  primary  malignant  mela- 
noma of  the  anal  canal. 
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Paget-Schroetter  syndrome  in  a 
patient  on  the  contraceptive  pill 

TO  THE  EDITOR:  The  paper  on  deep 

vein  thrombosis  of  the  upper  extremity 
by  Cohen  and  Dubin1  was  interesting, 
but  did  not  clarify  the  question  of  man- 
agement mainly  because  of  the  lack  of 
comparison  between  the  groups.  One  is 
not  informed  as  to  the  degree  of  antico- 
agulation achieved,  and  this  could  be 
relevant  to  the  resultant  degree  of  dis- 
ability, which  seemed  to  be  the  main  is- 
sue. In  Cohen  and  Dubin’s  study,  33% 
of  the  patients  had  effort  thrombosis, 
which  is  interesting,  as  it  is  a rare  occur- 
rence among  patients  with  an  uncom- 
mon type  of  deep  vein  thrombosis.  This 
form  of  thrombosis  has  also  been  called 
the  Paget-Schroetter  syndrome  and 
mainly  occurs  in  young  males.2  Hence 
it  would  have  been  helpful  to  know  the 
gender  of  the  patients  in  the  effort 
thrombosis  group.  Furthermore,  other 
predisposing  factors  to  thrombosis  such 
as  drugs,  family  history,  smoking  habit, 
or  hematologic  abnormality  should 
have  been  stated. 

We  recently  treated  a 15-year-old 
girl  who  was  admitted  with  painful 
swelling  of  her  right  arm  for  a week.  A 
diagnosis  of  a right  subclavian  vein 
thrombosis  was  confirmed  by  phlebog- 
raphy. In  the  absence  of  any  other  phys- 
ical, biochemical,  or  hematologic  ab- 
normality, the  cause  was  thought  to  be 
due  to  effort.  However,  the  patient  had 
been  taking  a combination  contracep- 
tive pill  preparation  of  35  pg  ethinyles- 
tradiol  and  500  pg  northisterone,  and 
she  also  smoked  50  cigarettes  a day. 
Her  symptoms  incompletely  resolved 
on  full  anticoagulation  with  6 mg  of 
warfarin  per  day. 

The  patient  presented  probably  de- 
veloped thrombosis  as  a result  of  the 
factors  mentioned,  but  further  exami- 
nation of  the  “effort”  group  is  required 
to  identify  predictors  of  outcome,  espe- 
cially as  these  patients  seem  to  do  poor- 
ly with  treatment.1  Furthermore,  this 
complication  should  be  borne  in  mind 
when  prescribing  contraceptive  pills  to 
younger  adolescents. 

K.  A.  EARLE.  MB,  BS 
M.  H.  LLOYD,  MB 


Ipswich  General  Hospital 
Suffolk,  England 

1.  Cohen  JR,  Dubin  M:  Deep  venous  thrombosis 
of  the  upper  extremity.  NY  Slate  J Med 
1988;  88:177-179. 

2.  Adams  JT,  DeWeese  JA:  “Effort”  thrombosis 
of  the  axillary  and  subclavian  veins.  J Trauma 
1971;  11:923-930. 


Professional  medical  conduct 

TO  THE  EDITOR:  I am  responding  to 

the  letter  from  Richard  Pearlman,  MD, 
in  the  November  issue  in  which  he  ex- 
presses his  concerns  over  the  changing 
nature  of  the  practice  of  medicine.1 
Specifically,  he  expresses  concern  over 
the  way  in  which  the  Office  of  Profes- 
sional Medical  Conduct  in  the  Depart- 
ment of  Health  carries  out  its  legisla- 
tive mandate  to  investigate  complaints 
of  misconduct  and  conduct  formal  dis- 
ciplinary hearings  in  that  small  per- 
centage of  cases  which  warrant  a hear- 
ing (5%  of  complaints  in  1988). 

I would  like  to  correct  the  record.  As 
I described  in  my  presentation  to  the 
Richmond  County  Medical  Society  on 
Staten  Island,  the  office  receives  sever- 
al thousand  reports  or  complaints  each 
year.  These  complaints,  as  required  by 
law,  are  all  reviewed  and  resolved  sim- 
ply or  investigated  by  one  of  the  depart- 
ment’s regional  offices  throughout  the 
state.  At  the  conclusion  of  the  review  or 
investigation,  the  vast  majority  of  com- 
plaints are  dismissed.  The  reports  are 
confidential,  pursuant  to  the  Public 
Health  Law,  and  cannot  be  released  un- 
der the  Freedom  of  Information  Act  or 
by  subpoena. 

Those  cases  that  are  not  dismissed 
upon  initial  review  or  investigation  are 
considered  by  a committee  of  the  New 
York  State  Board  for  Professional 
Medical  Conduct,  consisting  of  two 
physicians  and  one  lay  member  of  the 
board,  which  recommends  the  disposi- 
tion of  the  case — either  dismissal,  addi- 
tional investigation,  or  a formal  hear- 
ing. All  information  gathered  in  the 
course  of  our  review,  including  the  phy- 
sician’s response  to  the  concerns,  is  pre- 
sented to  this  committee. 

If  the  committee  of  the  board  deter- 


mines that  there  is  sufficient  informa- 
tion or  evidence  of  a possible  violation, 
the  physician  is  provided  with  a formal 
hearing  to  defend  against  these  charges 
before  another  committee  of  two  physi- 
cians and  one  lay  member  of  the  Board 
for  Professional  Medical  Conduct.  Dr 
Pearlman’s  assertion  that  “the  usual 
rules  of  due  process  are  suspended”  is 
without  basis.  They  are,  in  fact,  closely 
adhered  to.  Due  process  requires  that 
physicians  be  given  adequate  notice  of 
the  charges  against  them,  an  opportuni- 
ty to  defend  against  these  charges,  and 
an  opportunity  to  present  their  own  evi- 
dence before  impartial  decision  makers. 

Contrary  to  Dr  Pearlman’s  belief,  the 
accused  physician  does  have  adequate 
notice  of  the  charges  (in  writing)  in  ad- 
vance and  full  opportunity  to  confront 
the  charges,  on  the  record,  before  a 
committee  of  the  board.  Many  profes- 
sional medical  conduct  hearings  go  on 
for  days. 

It  is  important  to  underscore  that  the 
critical  decisions  in  the  professional 
medical  conduct  proceedings — the  de- 
cision to  bring  a case  to  hearing  and  the 
findings  of  fact  and  recommended  pen- 
alty in  a hearing — are  made  by  the 
members  of  the  Board  for  Professional 
Medical  Conduct.  These  are  practicing 
physicians  throughout  the  state  nomi- 
nated to  serve  on  the  board  by  their 
county  medical  society,  the  state  medi- 
cal society,  their  specialty  society, 
or  the  New  York  Academy  of  Medi- 
cine. 

In  my  experience,  the  members  of  the 
Board  for  Professional  Medical  Con- 
duct who  serve  on  these  committees 
give  careful  thought  and  consideration 
to  each  decision  they  make. 

I regret  both  the  misinformation  and 
tone  of  Dr  Pearlman’s  letter.  My  pre- 
sentation to  the  Richmond  County 
Medical  Society,  as  to  other  societies 
and  medical  organizations  and  hospi- 
tals, was  intended  both  to  shed  light  on 
the  activities  of  the  office  and  to  en- 
courage members  of  the  society  to  par- 
ticipate in  our  work.  It  is  only  through 
the  active  involvement  of  the  practicing 
physicians  that  the  profession  can  truly 
be  effective  in  identifying  those  we  need 
to  help  for  problems  of  substance  abuse 
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or  winnow  out  for  incompetent  or  un- 
ethical practices. 

KATHLEEN  TANNER 
Director 

Office  of  Professional  Medical  Conduct 
New  York  State  Department  of  Health 
Empire  State  Plaza 
Corning  Tower,  Room  438 
Albany,  NY  12237 

!.  Pearlman  RL:  Professional  medical  conduct. 
NY  State  J Med  1988;  88:603-604. 


In  reply.  I believe  Ms  Tanner  has 
missed  the  point  of  my  letter  published 
in  the  November  1988  issue  of  the 
Journal I do  not  argue  or  disagree 
with  the  goals  of  the  Office  of  Profes- 
sional Medical  Conduct.  It  is  the  pro- 
cess with  which  I take  issue,  and  the 
pervasive  attitude  that  seems  to  have 
been  promulgated  by  the  bureaucratic 
structure.  To  my  way  of  thinking,  the 
review  process  prior  to  formal  hearings 
assumes  the  guilt  of  physicians  rather 
than  their  innocence.  Physicians  under 
investigation  need  not  be  notified  prior 
to  the  decision  for  formal  hearings. 
While  I am  thankful  for  written  notice 
in  advance  of  formal  hearing  proce- 
dures, the  fact  that  physicians  need  not 
be  informed  of  the  investigation  nor 
their  input  necessarily  sought  disturbs 
me  greatly.  This  is  particularly  true  of 
those  cases  reported  and  investigated 
anonymously. 

The  possibility  of  punishment  is  dev- 
astating and  includes  the  loss  of  license 
and  reputation.  I do  not  think  it  appro- 
priate to  leave  decisions  about  going  on 
to  formal  hearings  to  individuals  who 
did  not  have  input,  information,  or  clar- 
ification from  the  physician  in  question. 
I believe  this  should  be  sought  from  the 
outset  of  a complaint  and  should  be  a 
mandated  step,  not  one  left  to  the  dis- 
cretion of  a committee  or  of  an  investi- 
gator. 

From  the  perspective  of  aiding  physi- 
cians to  practice  better,  more  effective, 
and  competent  medicine,  one  would 
like  to  think  that  the  Office  of  Profes- 
sional Medical  Conduct  would  notify 
physicians  that  an  investigation  is  in 
process  or  has  taken  place.  This  can 
only  be  done  in  a spirit  of  cooperation 
that  relies  on  the  acceptance  of  inno- 
cence as  primary.  “Due  process”  is 
based,  as  I learned  it,  on  the  assumption 
of  innocence  with  the  burden  of  proof 
on  those  who  intimate  guilt.  The  system 
as  currently  described  by  Ms  Tanner 
does  not  dispel  my  belief  that  this  pro- 
cess has  been  perverted. 


RICHARD  L.  PEARLMAN,  MD 
1260  Richmond  Rd 
Staten  Island,  NY  10304 


1 Pearlman  RL:  Professional  medical  conduct. 
NY  State  J Med  1988;  88:603-604. 


Legislator-physician  relationships 

TO  THE  EDITOR:  One  of  the  seeming 

difficulties  in  our  continuing  struggle 
with  the  government  is  a mutual  inabil- 
ity to  understand  each  other’s  mission. 
Physicians  are  primarily  concerned 
with  the  health  care  of  their  patients. 
Legislators  are  responding  to  political 
and  social  mandates.  To  the  physician, 
the  legislative  process  is  complex,  often 
contradictory,  and  given  to  excessive 
regulation.  To  the  legislator,  medical 
care  is  overly  expensive  and  primarily 
targeted  to  the  well  to  do.  We  both  are 
given  to  labels  and  stereotypes.  They 
view  us  as  the  greedy,  Mercedes-Benz 
acolytes  and  we,  at  times,  refer  to  them 
as  those  characters  in  Albany  and 
Washington. 

As  a large  customer  for  medical  ser- 
vices the  government  has  developed  an 
intense  interest  in  patient  care.  Like  the 
lawyers,  legislators  have  become  an  in- 
tegral part  of  health  care  and  we  must 
adjust  to  their  presence  and  their  pow- 
er. We  must  become  students  of  the 
philosophy  and  mechanics  of  the  legis- 
lative process.  We  should  build  a rela- 
tionship of  credibility  and  trust  which 
allows  them  to  consult  us  before  their 
subcommittees  have  begun  to  consider 
a possible  piece  of  pertinent  legislation. 
By  acting  as  an  honest  resource,  we  can 
help  to  shape  the  reports.  Our  input 
should  be  received  prior  to  the  decision 
making. 

In  planning  for  this  undertaking  we 
need  allies.  Our  one  set  of  steadfast  al- 
lies are  the  auxiliaries  which  are  often 
composed  of  savvy  ladies  who  have  been 
protecting  our  flanks  for  years.  It  has  to 
be  understood  that  beyond  that  group, 
coalitions  can  become  tomorrow’s  ad- 
versaries. Given  a future  congruence  of 
interests  we  may  well  work  together  on 
other  issues.  In  the  same  vein  our  legis- 
lators may  be  adversaries  or  allies  de- 
pending on  the  circumstances. 

We  must  also  learn  to  accept  the  fact 
that  in  large  legislative  systems  as  di- 
verse and  fractious  as  those  we  face, 
change  is  often  incremental,  a series  of 
compromises  by  a multiplicity  of  stake- 
holders. These  systems  require  us  to  be 
innovative,  patient,  and  persistent. 
Trips  to  Washington  and  Albany  are 
more  effective  if  they  have  been  preced- 


ed by  meetings  in  the  local  offices  of  our 
legislators. 

We  need  to  learn  more  about  the 
staffs  of  our  legislators.  Very  often 
these  talented  individuals  are  the  pivot- 
al players  in  fashioning  a bill.  By  the 
nature  of  the  structure,  they  are  often 
the  unsung  spear  carriers  who  make 
their  bosses  look  good.  Although  their 
input  has  to  be  shaped  to  fit  the  philoso- 
phy of  the  incumbent,  this  window  of 
possibilities  is  worth  exploring. 

Nurturing  the  legislator-physician 
relationship  is  a high  priority  item.  We 
cannot  leave  it  entirely  in  the  hands  of 
our  lobbyists  if  we  hope  to  be  success- 
ful. The  future  of  our  profession  is  inex- 
tricably bound  to  this  relationship.  To 
ignore  it  would  be  fatal. 

RANDALL  D.  BLOOMFIELD,  MD 
Past  President 
Medical  Society  of  the 
County  of  Kings 
1313  Bedford  Ave 
Brooklyn,  NY  11216 


The  New  York  Medical  Journal 
and  cigarette  smoking 

TO  THE  EDITOR:  During  the  course  of 

research  for  a book  on  the  history  of 
smoking  I came  upon  an  editorial  in  the 
New  York  Medical  Journal  of  July  25, 
1914,  clearly  intended  to  remove  the 
then  existing  prejudice  against  ciga- 
rette smoking1 : “Particularly  do  the  un- 
informed . . . enjoy  an  attack  on  the  cig- 
arette; it  is  cheap,  it  is  small,  and  its 
patrons,  numerous  as  they  are,  yet  form 
an  insignificant  minority  in  our  im- 
mense population.  Therefore  the  ciga- 
rette and  its  users  are  fair  game  for 
cheap  and  silly  sneers;  sneers  which  are 
capable,  however,  of  cowering  an  entire 
legislature  ...  Yet  beyond  cavil,  it  has 
been  proved  scientifically  that  of  all 
methods  of  using  tobacco  cigarette 
smoking  is  the  least  harmful.” 

The  editorial  goes  on  to  say  that  al- 
though employers  are  “well  within  their 
rights  in  forbidding  cigarette  smoking 
. . . they  overstep  their  bounds  when 
they  condemn  smoking  . . . especially 
when  [it]  affords  . . . solace  and  recrea- 
tion to  millions  perfectly  capable  of 
judging  what  is  and  what  is  not  good  for 
them.  In  Europe,  where  a good  deal  of 
logical  thinking  still  prevails,  there  is 
probably  not  one  smoker  of  distinction 
in  any  walk  of  life  who  does  not  include 
the  cigarette  in  his  nicotian  armamen- 
tarium.” 

That  one  of  the  leading  medical  jour- 
nals of  its  time  could  be  so  wrong  and  so 
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prejudiced  in  its  scientific  and  sociocul- 
tural pronouncements  is  a humbling  re- 
minder of  how  not  so  very  long  ago  the 
medical  profession  was  as  much  hos- 
tage to  bad  science  and  prevailing  cul- 
tural dogma  as  the  contemporaneous 
lay  public. 

The  New  York  Medical  Journal 


eventually  went  to  its  reward  (some 
might  say  fortunately).  The  New  York 
State  Journal  of  Medicine  (which  had 
no  relationship  with  the  New  York 
Medical  Journal)  has  for  decades  now 
consistently  editorialized  against  ciga- 
rette smoking,  providing  proof  in  the 
immortal  words  of  the  tobacco  slogan- 


eers that  the  medical  profession  has 
“come  a long  way,  baby.” 

ZIRA  DeFRIES,  MD 

40  East  83rd  St 
New  York,  NY  10028 


1.  The  luckless  cigarette.  NY  Med  J 1914;  IBS- 
189. 


FROM  THE  LIBRARY 


THE  ROLE  OF  THE  PHYSICIAN’S  PERSONALITY  IN  MEDICAL 
PRACTICE  (PSYCHOTHERAPEUTIC  MEDICINE) 

Physicians  are  constantly  in  search  of  ways  and  means  to  improve  their  professional  skill.  This  is  a 
source  of  justified  pride,  and  we  cherish  the  tradition.  It  is  in  this  spirit  that  the  present  paper  is  offered. 

Any  kind  of  self-examination  is  painful.  We  do  not  like  to  find  ourselves  “less  than  perfect.”  This 
accounts  for  the  doctor’s  almost  exclusive  emphasis  on  the  patient  and  what  is  wrong  with  him.  The 
tacit  assumption  is  made  that  the  doctor  is  a constant.  It  is  important  that  physicians  become  aware  of 
themselves  as  people.  Their  personalities  are  an  integral  part  of  their  therapeutic  armamentarium. 

All  physicians  practice  psychotherapy.  Some  do  so  with  conscious  intent.  Others  are  relatively  un- 
aware of  the  effect  on  their  patients  of  their  manner,  words,  and  actions.  It  is  inevitable  in  a relationship 
between  any  two  human  beings  that  they  will  exert  some  effect  upon  one  another.  This  is  especially  true 
in  the  case  of  a doctor-patient  relationship.  When  the  physician  keeps  this  in  mind,  he  can  use  it  to 
therapeutic  advantage. 

It  is  well  known  that  patients  bring  with  them  to  the  doctor  their  individual  conscious  and  uncon- 
scious attitudes  and  biases.  For  most  people  he  represents  some  combination  of  man-of-science,  father- 
confessor,  adviser,  and  even  a bit  of  magician.  Just  as  a sick  child  looks  to  his  parents,  so  a sick  adult 
looks  to  his  doctor  to  make  him  “all  better.”  The  patient’s  expectations  and  the  physician’s  response  to 
them  play  a part  in  determining  the  outcome  of  the  illness.  His  valuation  of  the  prescription  given  him, 
his  likelihood  to  carry  out  therapeutic  orders,  his  sensitivity  to  any  hint  of  optimism  or  pessimism  on  the 
doctor’s  part,  etc.,  are  all  involved.  We  can  scarcely  hope  to  fill  all  the  roles  patients  assign  to  us,  but  we 
can  learn  how  to  use  their  attitudes  and  expectations  to  help  them.  In  so  doing  we  shall  be  practicing  not 
only  psychotherapy  but  good  medicine.  . . . 


BERNARD  V.  STRAUSS,  MD 

{NY  State  J Med  1951;  51:753-757) 
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ESSAY  REVIEW 


The  wickedest  woman  in  New  York 


The  Wickedest  Woman  in  New  York:  Madame  Restell,  the 
Abortionist.  By  Clifford  Browder.  217  pp.  Hamden, 
Conn,  Archon  Books,  1988.  $25.00  (hardcover) 


Despite  its  puerile  title,  The  Wickedest  Woman  in  New 
York:  Madame  Restell,  the  Abortionist  is  fun  to  read. 
The  author,  freelance  journalist,  editor,  and  writer  Clif- 
ford Browder,  has  dipped  with  relish  into  the  newspapers 
and  public  records  of  Victorian  New  York  to  produce  not 
only  a biography,  but  a fascinating  picture  of  the  attitudes 
of  the  mid- 1 9th  century  towards  the  seamier  side  of  sex.  In 
tracing  the  lurid  yet  banal  career  of  one  of  the  foremost 
abortionists  of  the  day,  he  manages  to  teach  us  a great 
deal  about  the  social  conditions  which  left  the  manage- 
ment of  unwanted  pregnancies  to  lay  persons  brave 
enough  to  risk  all  for  money. 

The  writing  is  first  class,  an  important  factor  for  those 
not  content  merely  to  be  entertained  or  to  learn,  but  truly 
appreciative  of  the  language.  The  portrait  drawn  of  the 
young,  maverick,  and  fearfully  ambitious  British  immi- 
grant is  challenging  and  multidimensional.  We  see  her 
rise  from  dire  poverty  on  the  Lower  East  Side  of  New 
York  to  become  mistress  of  a carriage  trade,  as  well  as 
devoted  wife  and  mother  of  one.  When  we  say  farewell  to 
our  protagonist  as  she  lies  in  the  bathtub  like  Marat,  ex- 
sanguinated and  anticlimactic,  we  are  still  unsure  of  her 
character.  Was  she  a pragmatic  helper  of  women  in  dis- 
tress, or  a greedy  opportunist  with  enough  chutzpa  to 
maintain  a 40-year  reign  of  uterine  sociopathy? 

The  story  of  a woman  ever  ready  to  tweak  the  noses  of 
the  staid  New  York  establishment  by  aborting  its  wives, 
mothers,  and  daughters  in  dead  of  night  somehow  casts 
the  20th  century  struggle  over  abortion  in  a whole  new 
light.  For  this  reason,  I would  recommend  the  book  highly 
to  all  persons  interested  in  the  history  of  the  women’s 
movement,  as  well  as  all  medical  personnel,  particularly 
those  for  whom  abortions  constitute  a significant  portion 
of  their  income.  I would  also  suggest  the  book  to  devotees 
of  Victoriana,  New  York  City  history  buffs,  journalists 
and  historians,  and  all  persons  lacking  in  confidence.  The 
brazen  gall  of  Madame  Restell  should  be  a lesson  to  us  all. 

Faithfully  and  steadily,  the  author  draws  upon  contem- 
porary news  accounts  to  show  us  how  one  woman,  aided, 
abetted,  and  prodded  by  her  husband,  managed  to  estab- 
lish a virtual  monopoly  on  the  one  personal  service  most 
highly  prized  by  half  the  population  of  the  city.  Through  a 
canny  knowledge  of  PR  which  would  put  most  of  Madison 
Avenue  to  shame,  and  word  of  mouth  (several  million  of 
them,  actually),  she  managed  to  define  her  target  popula- 


tion, secure  it,  retain  it,  milk  it  of  vast  riches,  and  only 
spend  one  year  in  the  hoosegow  (where,  characteristically, 
she  saw  to  it  that  she  had  preferential  treatment  and  all 
that  bribery  could  buy).  She  survived  not  only  the  mild 
disapprobation  of  a once  fairly  accepting  public,  but  the 
increasing  viciousness  of  an  establishment  rapidly  Victori- 
anizing  in  its  pursuit  of  the  sexually  wicked. 

When  she  was  brought  down  at  last,  and  forced  into 
suicide  the  night  before  a trial  fomented  by  a crusader 
who  had  devoted  his  life  to  her  destruction,  we  are  actually 
feeling  sorry  for  the  flamboyant  wretch.  We  regret  that 
Fifth  Avenue  will  no  longer  see  her  coach  and  four,  flaunt- 
ing its  gaudy  finery  in  the  faces  of  the  bluebloods  who 
financed  her  mansion  at  its  upper  end  (next  door  to  the 
highest  church  of  the  day).  We  no  longer  look  askance  at 
the  woman  who  murdered  a few  young  women,  yet  proba- 
bly saved  thousands  more  from  a life  of  misery.  We  no 


NATIONAL  POLICE  GAZETTE. 


TH"  FEMALE  ABORTIONIST. 


FIGURE  1.  This  "purported  likeness"  of  Madame  Restell  was  originally 
published  in  the  National  Police  Gazette  ( March  13,  1847),  and  is  reprinted 
from  The  Wickedest  Woman  in  New  York. 
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longer  deplore  the  quack  to  end  all  quackery,  who  made  a 
fortune  on  pills,  potions,  devices,  books,  and  lectures  on 
what  every  fecund  woman  should  know.  We  are  actually 
moved  at  her  depression,  a woman  finally  alone,  husband 
dead,  child  a disappointment,  the  lust  for  life  fading  away. 
We  see  another  colorful  personality  lost  to  our  wagging 
tongues,  a real  life  Belle  Starr,  no  longer  around  to  un- 
mask the  hypocrisy  of  the  establishment. 

It  is  a tribute  to  the  author  that  such  a readable  and 
apparently  highly  reliable  character  study  is  produced, 
given  that  this  real-life  woman  left  behind  no  notebooks, 


letters,  or  memorabilia  upon  which  such  studies  charac- 
teristically draw.  We  will  remember  her  and  feel  that  she 
gave  us  new  insights  into  the  feelings  and  fate  of  thou- 
sands of  unfortunate  women  trapped  by  biology  and  of- 
fered no  way  out  by  the  traditional  healers  of  the  day. 
Surely  this  woman,  and  her  less  awesome  imitators, 
shaped  the  history  of  our  medical  profession  as  much  as 
the  giants  whose  motivations  and  accomplishments  were 
less  equivocal. 

NAOMI  R.  BLUESTONE,  MD 
Consulting  Editor 


FROM  THE  LIBRARY 


MADAME  RESTELL,  AND  SOME  OF  HER  DUPES 

It  is  with  feelings  of  regret  that  we  deem  ourself  called  upon  to  make  some  disclosures  of  the  infamous 
practises  of  this  notorious  fiend  in  human  form.  No  one  will  doubt,  that  we  are  surrounded  by  learned 
and  scientific  medical  men,  whose  skill  has  not  only  been  appreciated  by  thousands  of  our  fellow  crea- 
tures, the  subjects  of  pain  and  sickness,  but  whose  acuteness  of  perception  in  the  various  diseases  which 
our  race  is  heir  to,  and  the  deep  love  for  the  profession  of  their  choice,  which  is  manifested  by  their 
devotion  to  it, — have  been  repaid  by  tears  of  joy  from  many  a fond  mother,  devoted  father,  and  anxious 
husband.  Yet!  amidst  all  this  skill  and  devotedness  on  the  part  of  the  Profession,  and  enlightenment  and 
wholesome  laws  on  the  part  of  the  people,  we  behold  Quacks,  of  every  grade,  practising  their  charlatan- 
ism upon  the  unwary,  and  becoming  millionaires  from  the  fruits  of  their  wickedness.  We  have  been 
among  the  number,  who  have  thought  best  hitherto,  to  let  the  people  discover  for  themselves,  the 
motives  of  the  various  pretenders  in  the  healing  art,  which,  alas!  they  too  frequently  do,  when  it  is  too 
late  to  repair  the  sad  injury,  and  the  silent  grave  closes  over  the  dupe  who  has  been  the  victim  of 
quackery.  If  the  modest  Physician  is  heard  to  raise  his  voice  against  the  practice  of  any  of  the  popular 
mountebanks  of  the  day,  he  is  immediately  accused  of  selfishness,  and  the  plea  of  persecution  is  urged 
on  the  part  of  the  Charlatan.  But  the  time  has  arrived,  when  “forbearance  ceases  to  be  a virtue.  . . .” 

. . . This  creature’s  advertisements  are  to  be  seen  in  our  daily  papers;  there  she  invites  the  base  and  the 
guilty,  the  innocent  and  the  unwary,  to  apply  to  her.  She  tells  publicly  what  she  can  do,  and.  without  the 
slightest  scruple,  urges  all  to  call  on  her  who  may  be  anxious  to  avoid  having  children.  Here,  then,  is  a 
premium  offered  for  vice,  to  say  nothing  of  the  prodigal  destruction  of  human  life,  that  must  necessarily 
result  from  the  abominations  of  this  mercenary  and  heartless  woman. 

With  all  the  vigilance  of  the  police  of  our  city,  and  with  every  disposition,  I am  sure,  on  the  part  of  the 
authorities  to  protect  public  morals,  and  bring  to  merited  punishment  those  who  violate  the  sanctity  of 
the  law,  this  Madame  Rested,  as  she  styles  herself,  has  as  yet  escaped  with  impunity.  . . . 

EDITORIAL 

(NY  Med  Surg  Rep  1846;1:158-165) 


MAY  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  297 


LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  December  1988  issue  of  Epidemiol- 
ogy Notes  ( Vol.  3,  No.  12),  published  by  the  Division  of 
Epidemiology , New  York  State  Department  of  Health, 
Albany , NY. 


Alzheimer’s  disease  and  other 
dementias  registry 

Alzheimer’s  disease  is  a neuropsychiatric  disorder  re- 
sulting in  progressive  and  irreversible  cognitive  impair- 
ment due  to  cellular  destruction  within  the  brain.  Alzhei- 
mer’s disease  is  not  considered  to  be  a natural 
consequence  of  aging,  despite  a linear  association  with 
age.  About  5%  of  individuals  over  age  64  are  estimated  to 
have  dementia  of  varying  severity,  with  prevalence  in- 
creasing sharply  over  age  80.  Several  studies  indicate  that 
approximately  60%  of  all  dementing  illness  may  be  diag- 
nosed as  Alzheimer’s  disease.1  The  New  York  State  De- 
partment of  Health’s  Alzheimer’s  Disease  and  Other  De- 
mentias Registry  has  estimated  that  by  1995  there  will  be 
approximately  163,000  New  York  State  residents  over  65 
years  of  age  with  severe  dementia  including  Alzheimer’s 
disease  (Figure  1 ).  These  estimates  were  derived  by  apply- 
ing published  age  specific  prevalence  rates  to  population 
projections.1-2 

Mortality  attributable  to  dementia  in  New  York  State 
is  significant.  However,  only  445  deaths  due  to  Alzhei- 
mer’s disease  were  recorded  in  1 987. 3 Most  deaths  among 
Alzheimer’s  disease  patients  are  recorded  as  pneumonia, 
urinary  tract  infections  and  other  infectious  diseases.4 
Data  from  the  New  York  Statewide  Planning  and  Coop- 
erative System  (SPARCS)  uniform  hospital  discharge 
data  set  indicate  the  disparity  between  related  service  uti- 
lization and  reported  cause  of  death.  Over  36,000  hospital 
discharges  were  reported  in  1986  for  34  reportable  de- 
mentia International  Classification  of  Diseases,  Ninth 
Revision  Clinical  Modification  (ICD-9-CM)  codes. 

National  estimates  of  the  costs  of  dementias  indicate 
that  $ 1 3.26  billion  are  spent  on  direct  costs  and  twice  that 
amount  is  spent  on  indirect  home  care.5  Individual  patient 
care  costs  were  estimated  at  $17,643  annually  by  re- 
searchers at  the  Hoover  Institution.6  The  annual  care  cost 
for  New  York  State  is  estimated  to  be  $2.17  billion.7 

The  Alzheimer’s  Disease  and  Other  Dementias  Regis- 
try was  established  as  a result  of  legislation  which  amend- 
ed the  New  York  State  Public  Health  Law.  The  amend- 
ment was  signed  into  law  in  July  1986  and  requires  that 
physicians  and  medical  care  facilities  report  the  diagnosis 
or  confirmation  of  Alzheimer’s  disease  and  other  demen- 
tias to  the  Commissioner  of  Health.  Reporting  began  Jan- 
uary 1 , 1 987  and  was  defined  as  information  the  Commis- 
sioner of  Health  deemed  necessary  for  research  purposes 
on  the  epidemiology,  cause  and  prognosis  of  Alzheimer’s 
disease.  Additional  uses  of  the  registry  data  will  include 


FIGURE  1.  Estimated  total  population  diagnosed  with  severe  dementia 
in  New  York  State.  (Note:  Official  population  projections  of  the  New  York 
State  Department  of  Commerce  were  used  to  estimate  total  dementia 
cases  calculated  at  5%  of  age  65-84  and  20%  of  age  85+. ) 

health  care  planning,  education  and  improved  diagnosis 
and  treatment  for  patients  with  Alzheimer’s  disease  or 
other  dementia  and  their  family  caregivers. 

Confidential  case  reports  (DOH-1988,  2/87)  are  re- 
quired for  34  ICD-9-CM  codes  for  dementia  or  dementia 
causing  diseases.  Each  of  the  34  codes  was  selected  on  the 
basis  of  progressive  irreversible  dementia  with  and  with- 
out important  neurological  findings  as  were  diseases 
which  may  or  may  not  result  in  dementia,  such  as  chronic 
infectious  diseases  (neurosyphilis,  HIV),  nutritional  dis- 
orders (Korsakoff  s)  and  vascular  disease  (cerebral  ath- 
erosclerosis). Over  18,000  reports  of  dementia  have  been 
submitted  to  the  registry  to  date.  Analysis  of  early  reports 
indicates  that  59%  were  for  dementias  other  than  Alzhei- 
mer’s disease. 

One  important  reason  for  requiring  reports  based  on 
chronic  irreversible  dementia  is  that  the  division  between 
reversible  and  irreversible  is  both  clinically  and  epidemio- 
logically  useful  in  studying  the  differential  diagnosis  of 
dementia.  A small  percentage  of  dementias  (10-1 5%)  are 
considered  to  be  arrestable  or  reversible  through  manage- 
ment and  treatment.  The  treatable  dementias  include  nor- 
mal pressure  hydrocephalus,  brain  tumors,  hypothyroid- 
ism and  subdural  hematomas. 

Since  the  definitive  diagnosis  of  Alzheimer’s  disease  is 
only  made  upon  direct  examination  of  brain  tissue,  usually 
at  autopsy,  a necessary  part  of  the  registry  operations  will 
involve  evaluation  of  the  validity  of  registry  reports.  There 
are  two  methods  for  evaluating  the  validity  of  case  reports. 
The  first  is  through  comparison  of  the  clinical  work-up  for 
individual  patients  reported  to  the  registry  to  a predeter- 
mined clinical  diagnostic  criteria  that  would  serve  as  a 
standard.  Diagnostic  guidelines  have  been  developed  by 
the  National  Institute  of  Neurological  and  Communica- 
tive Disorders  and  Stroke-Alzheimer’s  Disease  and  Re- 
lated Disorders  Association  (NINCDS-ADRDA)  work 
group,8  the  National  Institutes  of  Health,9  the  National 
Institute  on  Aging,10  the  New  York  Academy  of  Medi- 
cine/New York  State  Department  of  Health1 1 and  by  re- 
searchers and  consortiums  of  university  based  Alzhei- 
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mer’s  disease  registries.  The  second  method  of  case  report 
validation  is  by  comparison  of  individual  case  report  diag- 
nosis to  an  autopsy  diagnosis.  Both  methods  require  the 
performance  of  retrospective  analysis  of  registry  case  re- 
ports. 

The  New  York  State  Alzheimer’s  Disease  and  Other 
Dementias  Registry  has  been  designed  to  reduce  or  pre- 
vent bias  in  the  data.  A necessary  part  of  developing  a 
useful  tool  for  epidemiologic  analysis  will  be  the  mainte- 
nance of  high  standards  of  quality  control  and  evaluation 
of  registry  data  completeness,  validity  and  reliability.  As 
the  nation’s  first  state  population-based  dementia  regis- 
try, the  New  York  State  Alzheimer’s  Disease  and  Other 
Dementias  Registry  must  maintain  these  standards  in  or- 
der to  foster  progress  in  the  care  and  research  of  Alzhei- 
mer’s disease.3’7 

Other  Gerontology  Program  initiatives  in  Alzheimer’s 
disease  include  the  Alzheimer’s  Disease  Assistance  Cen- 
ters (ADAC)  and  the  Alzheimer  Disease  Community 
Services.  The  ADAC  network  provides  diagnostic,  educa- 
tional and  case  management  services  to  patients  and  fam- 
ily caregivers.  The  Alzheimer’s  Disease  Community  Ser- 
vices Program  provides  funding  for  local  Alzheimer’s 
disease  community  organizations  to  provide  support, 
training,  respite,  information  and  referral  services  for 
Alzheimer’s  disease  patients. 

Further  information  on  the  registry  may  be  obtained  by 
contacting  Todd  Gerber,  Alzheimer’s  Disease  and  Other 
Dementias  Registry,  Bureau  of  Adult  and  Gerontological 
Health,  Corning  Tower,  Room  557,  Albany,  NY  12237- 
0620,  (518)  473-0622. 
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Burn  injuries  and  deaths 

In  New  York  State,  as  well  as  nationwide,  noninten- 
tional  injuries  to  children  are  the  leading  cause  of  death 
and  a major  cause  of  disability.  In  the  home,  the  number 
of  childhood  injury  deaths  from  burns  for  ages  0-14  is 


more  than  double  the  number  for  other  types  of  injuries. 
In  1986,  the  total  number  of  reported  burns  sustained  by 
0-14-year-olds  in  the  state  was  1,624  (30.9%),  with  the 
highest  incidence  for  all  age  groups  occurring  in  0-4-year- 
olds  at  1,142  (21.7%).' 

The  highest  death  rate  from  fire  and  smoke  was  5.1  per 

100.000  for  infants  followed  by  4.6  per  100,000  for  adults 
age  65  and  over.  For  those  65  and  over,  it  u'as  the  second 
leading  cause,  behind  falls,  in  home  injury  deaths.  A 1985 
report  on  New  York  State  resident  death  rates  by  race  and 
age  shows  that  black  males  and  females  ages  0-14  and  65 
and  over  are  at  a higher  risk  for  deaths  than  white  males 
and  females  in  the  same  age  group. 

Burn  Injuries.  Injury  due  to  burns  was  analyzed  from 
1986  hospital  discharges  from  five  high-risk  cities.  The 
highest  rate  for  burn  injuries  occurred  in  children  under 
15  at  99.6  per  100,000,  followed  by  adults  over  64  at  73 
per  100,000.  This  compares  to  a rate  of  56.1  per  100,000 
for  all  ages  combined.2  The  leading  cause  of  all  burns  re- 
ported to  the  State  Office  of  Fire  Prevention  and  Control 
in  1986  was  hot  liquid  burns  in  children  0-14  with  51.5% 
(905)  of  the  1,752  burns  from  hot  liquids,  followed  by 
50.4%  (238)  of  472  burns  from  contact  with  hot  objects, 
23.7%  (147)  of  620  cooking  burns  and  15.2%  (67)  of  440 
burns  from  structure  fires.1  In  children  ages  0-4,  the  pre- 
dominant nonfatal  burn  injury  was  scalds  from  hot  liquids 
and  beverages  or  from  their  containers. 

Residential  Structure  Fires.  The  New  York  State  De- 
partment of  State’s  Office  of  Fire  Prevention  and  Control 
reported  that  in  1985  there  were  64,128  building  fires  in 
New  York  State;  39,491  (61.6%)  were  residential.  Nearly 
75%  of  residential  fires  outside  New  York  City  were  in 
one-  and  two-family  dwellings.  In  New  York  City,  82%  of 
residential  fires  occurred  in  apartment  buildings.  A total 
of  455  civilians  died  in  residential  structure  fires.  Of  these, 
children  under  nine,  adults  20-29  and  adults  over  age  70 
accounted  for  the  highest  percentages.  Most  residential 
fires  occurred  during  the  late  night  hours  when  most  peo- 
ple are  asleep.3 

Smoke  Detector  Use.  In  1984,  65%  of  residential  fires 
(excluding  New  York  City)  took  place  in  homes  that  did 
not  have  smoke  detectors.  Only  2 1 .5%  had  working  smoke 
detectors,  while  1 1 .4%  had  detectors  that  failed  to  oper- 
ate.4 A 1984  study  analyzed  residential  fire  fatalities  and 
the  use  of  smoke  detectors  and  found  that  twice  as  many 
deaths  per  1,000  residential  fires  occurred  in  homes  where 
smoke  detectors  were  absent  (4.0  per  1,000)  as  compared 
to  where  they  were  present  and  operating  ( 1 .8  per  1 ,000) . 
In  homes  that  had  smoke  detectors  that  failed  to  operate, 
the  death  rate  was  found  to  be  2.8  deaths  per  1 ,000  fires.  A 
possible  explanation  for  a lower  rate  in  homes  that  had 
inoperative  detectors  as  compared  to  homes  where  they 
were  absent  could  be  due  to  a heightened  awareness  of  fire 
and  the  proper  response  to  fire  conditions.4 

In  1985,  24  civilians  died  in  fires  caused  by  kerosene 
heaters,  compared  with  eight  deaths  in  1984  and  three 
deaths  in  1983.  The  death  rate  in  fires  caused  by  kerosene 
heaters  was  39  deaths  per  1,000  incidents,  compared  with 
a rate  of  six  deaths  per  1,000  incidents  for  structure  fires 
with  other  causes.  Injuries  followed  a similar  pattern  with 
83  per  1,000  incidents  for  kerosene  heaters  versus  23  per 

1.000  incidents  for  other  causes.3 
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Prevention.  In  1985  in  New  York  State,  smoking  ac- 
cidents accounted  for  32%  of  all  fatal  fires  recorded  and 
were  the  leading  cause  of  fatal  incidents.  Fire-related  in- 
juries associated  with  certain  health  risk  behaviors  sug- 
gest the  need  for  passive  technology  approaches.  These 
approaches  include  fire  safe  (self-extinguishing)  ciga- 
rettes, smoke  alarms,  automatic  sprinkler  systems  and 
lowering  of  hot  water  temperatures.  The  passive  preven- 
tion approach  is  the  most  effective  deterrent  to  injury  be- 
cause it  provides  automatic  protection  rather  than  relying 
on  people  at  risk  to  voluntarily  alter  their  behavior. 

The  New  York  State  Health  Department's  Injury  Con- 
trol Program  is  funding  ten  pilot  burn  injury  prevention 
demonstration  projects  under  a three-year  grant  from  the 
US  Department  of  Health  and  Human  Services  using  a 
combination  of  passive  and  active  (educational)  ap- 
proaches. These  projects  will  provide  for  the  installation 
of  smoke  detectors,  lowering  of  hot  water  heaters  and  es- 
cape plans  from  burning  structures.  It  will  also  include 
instructions  on  how  to  extinguish  flames  on  a person  and 
inspect  households  for  burn  hazards.  Recipients  of  these 
burn  prevention  activities  are  rural  low-income  families 
with  children  under  age  15,  minorities  and  the  handi- 
capped. 

Additional  information  is  available  from:  Burn  Injury 
Prevention  Project,  Injury  Control  Program,  New  York 
State  Department  of  Health,  Corning  Tower,  Room  621, 
Albany,  NY  12237. 
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Infectious  arthritides 

Joint  involvement  is  frequently  a manifestation  of  in- 
fection with  a large  number  of  pathogens  which  can  in- 
clude viruses,  bacteria  and  fungi.  The  mechanisms  for  in- 
fectious arthritis  are  not  entirely  understood  and 
represent  a major  investigative  challenge.  It  is  now  clear, 
however,  that  there  probably  are  multiple  mechanisms 
that  can  ultimately  induce  the  articular  manifestations  of 
infections. 

Mechanisms  of  Infection 

The  most  obvious  mechanism  involves  direct  penetra- 
tion of  the  synovial  membrane  by  infectious  organisms. 
Punctures  and  other  types  of  articular  trauma  can  bring 
the  infection  directly  into  the  joint  where  the  organism 
can  replicate.  A number  of  both  gram  positive  and  gram 
negative  bacteria  cause  articular  infection  in  this  manner. 
Sporotrichosis  of  the  joints  is  often  associated  with  rose 
thorn  or  other  vegetable  matter  punctures  and  can  be  seen 
as  an  occupational  mycosis  of  gardeners. 

The  second  mechanism  for  articular  infection  involves 
the  hematogenous  spread  of  the  organism.  Once  in  the 


joint,  the  organism  may  be  trapped  and  phagocytic  cells 
and  their  products  can  add  to  the  inflammation.  Not  all 
infectious  organisms  cause  the  same  amount  of  injury.  For 
example.  Staphylococcus  aureus  is  notable  for  rapid  joint 
destruction,  whereas  Neisseria  gonorrhoeae  is  not  associ- 
ated with  severe  and/or  irreversible  joint  destruction. 

Viral  Infections 

Viral  disease  often  leads  to  joint  manifestations.  The 
most  ubiquitous  examples  are  the  arthralgias  resulting 
from  influenza  virus  infections.  Although  a prominent 
clinical  feature,  the  arthralgias  of  influenza  infection  are 
self-limited  and  generally  need  no  additional  intervention. 
A true,  marked  inflammation  of  the  joints  can  occur  in  the 
prodromal  phase  of  hepatitis  B infection;  that  is,  prior  to 
the  onset  of  clinically  apparent  liver  disease.  Approxi- 
mately 20%  of  the  patients  develop  articular  manifesta- 
tions that  usually  disappear  with  the  onset  of  jaundice. 
During  this  phase,  the  hepatitis  B surface  antigen 
(HBsAg)  can  be  present  in  the  blood  and  can  be  demon- 
strated in  synovial  tissue  by  immunofluorescence. 

Both  vaccine  induced  and  naturally  occurring  rubella 
can  cause  arthritis,  involving  primarily  women  and  chil- 
dren. In  both  cases,  rubella  virus  has  been  isolated  from 
synovial  fluid  during  the  acute  inflammatory  phase.  As  in 
other  viral  diseases,  the  arthritis  is  self-limited. 

Many  other  viruses  can  cause  articular  disease  and  in 
some  infections,  the  predilection  for  the  joints  is  marked. 
O’nyong-nyong,  an  African  mosquito-borne  arbovirus, 
literally  means  “joint  breaker,”  and  Ross  River  virus,  an- 
other arbovirus,  has  been  implicated  as  the  cause  of  epi- 
demic polyarthritis  in  Australia. 

Bacterial  Infections 

Gonococcal  arthritis  is  one  of  the  better  known  clinical 
manifestations  of  infection  with  Neisseria  gonorrhoeae. 
Following  disseminated  gonococcal  infection,  approxi- 
mately 0.5-1%  of  gonorrhea  patients  will  develop  a rather 
broad  syndrome  of  articular  manifestations  ranging  from 
migratory  polyarthralgias  to  inflammatory  arthritis  with 
purulent  joint  effusions.  Neisseria  gonorrhoeae  is  not  eas- 
ily recovered  from  the  synovial  fluid  or  infected  tissue 
with  actual  isolations  occurring  less  than  50%  of  the  time. 
Clinically,  gonococcal  arthritis  has  some  features  that  set 
it  apart  from  other  bacterial  arthritis.  There  is  evidence  to 
suggest  that  host  associated  factors  such  as  complement 
deficiencies  play  a role  in  this  entity. 

Tuberculosis  arthritis  incidence  has  decreased  in  recent 
decades.  When  all  the  extrapulmonary  manifestations  of 
tuberculosis  are  considered,  arthritis  is  a relatively  rare 
event.  This  arthritis  bears  many  clinical  similarities  with 
arthritis  caused  by  fungal  infections  or  by  other  atypical 
mycobacteria.  Tuberculosis  of  the  spine,  also  called  Pott’s 
disease,  attacks  the  thoracic  and  lumbar  vertebrae  often 
leading  to  collapse  of  the  affected  vertebrae.  In  other 
joints,  the  findings  of  the  synovial  fluid  are  variable,  but 
unlike  other  bacterial  arthroses,  synovial  fluids  and  tissues 
yield  the  acid-fast  mycobacteria  with  regularity.  Granulo- 
matous changes  are  often  seen  in  the  synovium  but  these 
can  also  be  caused  by  other  mycobacteria;  specific  identi- 
fication is  necessary. 
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Fungal  Infections 

The  frequency  of  candidal  arthritis  has  increased  in  re- 
cent years  reflecting  the  increased  incidence  of  systemic 
candidiasis  in  patients  at  high  risk  for  opportunistic  infec- 
tions. Premature  infants  account  for  the  majority  of  pedi- 
atric cases,  while  in  adults,  it  is  seen  in  intravenous  drug 
users,  patients  undergoing  parenteral  therapies  and  in 
cancer  and  AIDS  patients.  Candidal  arthritis  occurs 
mostly  in  patients  with  systemic  disease  and  involves  the 
large  joints  often  with  adjacent  osteomyelitis.  Unlike  tu- 
berculosis arthritis,  Candida  organisms  are  rarely  detect- 
ed in  synovial  fluid  or  in  synovium. 

Reiter’s  Syndrome 

The  first  case  of  Reiter’s  syndrome  was  described  in  a 
patient  with  a complex  syndrome  of  arthritis  and  uveitis 
following  a sexually  acquired  urethritis.  Another  patient 
had  an  illness  marked  by  arthritis,  urethritis  and  conjunc- 
tivitis, following  an  episode  of  enteritis.  These  initial  cases 
summarize  the  most  common  presentations  of  Reiter’s 
syndrome.  The  association  of  the  systemic  onset  of  Rei- 
ter’s with  a preceding  sexually  acquired  urethritis  or  an 
illness  with  enteric  bacteria  has  never  been  causally  prov- 
en, but  persuasive  epidemiologic  evidence  has  just  about 
conclusively  allowed  for  the  inclusion  of  Reiter’s  syn- 
drome among  the  arthritides  of  infectious  origin.  Urethri- 
tis caused  by  Chlamydia  trachomatis  is  the  most  common 
precipitating  infection  in  the  United  States.  Occasionally, 


this  agent  has  been  isolated  from  the  conjunctiva,  urethra 
and  even  synovium  and  synovial  fluid.  Antibodies  to  the 
chlamydia  are  present  in  many  patients. 

The  postdysenteric  form  of  Reiter’s  syndrome  can  be 
precipitated  by  infection  with  shigella,  Yersinia  enteroco- 
litica,  and  to  a lesser  extent  with  salmonella.  The  two  pre- 
cipitating infections  (sexually  acquired  urethritis  and  en- 
teric disease)  cause  nearly  identical  clinical 
manifestations.  Typically,  Reiter’s  is  a multisystem  dis- 
ease involving  the  joints,  the  skin,  the  genitourinary  tract, 
the  eyes  and  other  organs.  Reiter’s  arthritis  is  of  the 
reactive  type,  in  which  the  synovial  fluid  and  tissue  are 
sterile. 

Early  reports  of  familial  aggregation  of  Reiter’s  led  to 
the  investigation  of  a possible  genetic  basis  for  the  syn- 
drome. The  HLA-B27  phenotype  is  found  in  approxi- 
mately 75%  of  the  patients  and  is  present  in  a similar  fre- 
quency in  sexually  acquired  urethritis  and  postdysenteric 
disease  even  though  neither  clinical  chlamydial  urethritis 
or  gram  negative  bacterial  enteritis  alone  are  associated 
with  the  HLA-B27  phenotype.  Patients  with  these  precip- 
itating infections  appear  to  be  at  a greater  risk  for  devel- 
oping Reiter’s  syndrome  if  they  express  the  HLA-B27 
phenotype. 

Immunologic  processes  play  a role  in  infectious  arthriti- 
des, as  exemplified  by  the  predisposing  influence  of  the 
HLA-B27  phenotype  but  the  mechanisms  involved  re- 
quire further  research. 
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BOOK  REVIEWS 


BEGINNING  CHILD  PSYCHIATRY 

By  Paul  L.  Adams,  MD,  and  Ivan  Fras, 
MD.  620  pp.  New  York,  Brunner/Ma- 
zel  Publishers,  1988.  $50.00  (hardcov- 
er) 

As  the  data,  accumulated  experi- 
ence, and  concepts  change  in  a given 
field,  there  is  need  for  a coherent  docu- 
ment to  reflect  these  changes.  This  is  es- 
pecially true  of  the  rapidly  developing 
body  of  knowledge  which  constitutes 
the  field  of  child  psychiatry.  A textbook 
is  one  vehicle  in  which  these  changes 
may  be  reflected.  There  are,  of  course, 
monographs  on  specific  aspects  of  a 
field,  and  there  are  compendia  of  pa- 
pers, written  by  many  different  authors, 
tied  together  by  the  efforts  of  an  editor 
or,  most  frequently,  editors.  Important 
as  such  hydra-headed  contributions 
are,  it  is  the  textbook  with  one  or  two 
authors  which  offers  a conceptual  unity 
and  coherence — a clear  reflection  of 
the  entire  body  of  the  then  existing 
knowledge  as  seen  by  the  authors. 

Leo  Kanner’s  text,  first  appearing  in 
1935,  reflected  the  beginnings  of  the 
pluralistic,  multidisciplinary  influences 
in  child  psychiatry;  Gerald  Pierson's 
Emotional  Disorders  of  Children 
(1949)  stressed  the  psychodynamic 
viewpoint  so  prevalent  in  the  1940s; 
Harry  and  Ruth  Bakwin  reflected  the 
clinical  emphasis  of  the  1950s;  and  in 
the  Stella  Chess  and  Mehin  Hassibi 
text  can  be  seen  the  psychopharmacolo- 
gy of  the  1970s.  Each  was  the  product 
of  its  time.  Now,  for  the  1980s,  the  era 
stamped  by  DSM-III  and  DSM  1II-R, 
Paul  Adams  and  Ivan  Fras  have  pro- 
duced a textbook  for  this  time. 

They  are  well  qualified  to  do  so.  Paul 
Adams,  now  occupying  an  endowed 
chair  as  professor  of  child  psychiatry  at 
the  University  of  Texas  Medical 
Branch  at  Galveston,  has  long  been 
concerned  with  teaching  the  art  and  sci- 
ence of  child  psychiatry.  He  has  docu- 
mented many  of  his  concerns  in  what  I. 
Berlin  has  described  as  “human  docu- 
ments, moving  and  poetic.”  He  has 
authored  Children's  Rights  (1941), 
Obsessive  Child  ( 1 949),  Primer  of  Psy- 
chotherapy (1982),  and  Fatherless 
Children  (1984).  Ivan  Fras,  now  clini- 
cal professor  of  psychiatry  at  the  State 
University  of  New  York  Upstate  Medi- 
al Center  in  Syracuse  and  the  clinical 
campus  at  Binghamton,  has  had  exten- 


sive experience  in  the  teaching  and 
practice  of  child  psychiatry. 

The  Adams-Fras  text,  however,  does 
not  neglect  the  past.  It  respects  the  ori- 
gins of  child  psychiatry  in  medicine  and 
pediatrics,  law,  educational  theories 
and  practice,  movements  for  social  re- 
form, social  work  and  child  psychiatry, 
but  it  hews  closely  to  the  nosology  of 
DSM-III  and  DSM  III-R,  the  first  text 
in  child  psychiatry  to  do  so.  The  major 
section  of  the  book  (its  Part  II)  thus  de- 
scribes three  major  groups  of  disorders 
in  accordance  with  DSM-III:  the  doing 
or  behavior  disorders,  the  feeling  or 
mood  disorders,  and  the  thinking  and 
central  processing  disorders.  For  each 
condition  described,  the  authors  have 
provided  a definition  and  description 
(usually  in  accordance  with  DSM-III), 
etiology,  course  and  prognosis,  treat- 
ment, and  differential  diagnosis.  Each 
entity  is  illustrated  with  case  vignettes 
(the  significant  findings  in  each  care- 
fully italicized),  questions  for  “study 
and  action,”  and  references  for  further 
reading.  The  case  illustrations  are  well 
chosen,  the  questions  for  study  are 
thought  provoking,  and  the  problems  of 
definition  and  nosology  are  discussed  in 
a reasonable,  well-modulated  tone, 
with  a clarity  and  economy  of  writing, 
all  of  which  make  this  a very  readable 
opus. 

Drs  Adams  and  Fras,  however,  have 
gone  beyond  DSM  III-R.  There  is  a 
complete  section  in  “Disorders  of 
Childhood”  (Section  II)  on  the  child  as 
a victim,  in  which  neglect  and  sexual, 
physical,  and  emotional  abuse  are  con- 
sidered. This  section  includes  a chapter 
on  the  role  of  the  child  psychiatrist 
in  the  courtroom  and  discusses  child 
custody  fights,  legal  infractions  by 
children,  involuntary  commitment  to 
mental  hospitals,  competency  deter- 
minations, consent  and  assent  to  treat- 
ment and  research,  termination  of  pa- 
rental rights,  personal  injury  to  chil- 
dren, privacy,  and  confidentiality.  The 
authors  speak  of  these  topics  with  the 
authority  of  their  own  courtroom  con- 
sultation experiences  and  the  intensity 
of  their  own  feelings  in  fighting  for  the 
rights  of  children. 

Their  compassion  and  understanding 
are  reflected  also  in  Section  III  of  this 
text,  “The  Child  as  a Family  Member.” 
Here  the  family  context  of  the  child  is 
considered  more  systematically  than  in 
the  discussion  of  clinical  entities  in  Sec- 


tion II.  The  many  ways  in  which  fam- 
ilies respond  to  stress  and  crisis,  the 
supports  which  help  the  child  and  the 
parental  dysfunctions  which  hurt  him, 
are  considered.  Separate  chapters  deal 
with  specific  problems;  divorce  and  re- 
marriage, adoption  and  re-adoption, 
the  meaning  of  separation  and  hospital- 
ization, and  finally  “one  outline  of  what 
a wholesome  family  can  do  for  chil- 
dren.” It  is  clear  that  the  nature-nur- 
ture dichotomy  is  not  a theme  of  this 
book  but  that  the  interrelationship  be- 
tween nature  and  nurture  is. 

Section  IV  deals  with  psychiatric 
emergencies,  attempted  suicide,  acci- 
dental poisoning,  violence,  bereave- 
ment, and  trauma.  And  finally  there  is 
a concluding  chapter  on  the  field  of 
child  psychiatry  itself,  its  place  within 
the  context  of  the  neurosciences,  medi- 
cine, education,  and  the  social  sciences. 
An  appendix  traces  the  chronology  of 
child  psychiatry  from  the  year  5000  BC, 
when  the  earliest  cities  were  built  in 
Mesopotamia,  to  1970  when  Jean  Pia- 
get’s book,  the  Principles  of  Genetic 
Epistemology,  was  published.  The 
chronology  is  wide  in  scope  and  con- 
cept. All  that  ever  happened  on  this 
earth  must  have  had  some  influence  on 
children! 

This  book  is  a reflection  of  the  state 
of  the  art  and  science  of  child  psychia- 
try of  today.  It  is  eclectic  in  that  it  deals 
with  many  approaches  to  etiology  and 
treatment  of  children:  behavioral,  edu- 
cational, family  psychotherapy,  psy- 
choanalytic, and  psychopharmacologi- 
cal.  It  is,  however,  a reasoned 
eclecticism,  a balancing  of  what  would 
be  of  help  to  a child  at  this  particular 
time  in  his  life,  in  the  context  of  the 
world  he  lives  in.  As  with  most  text- 
books, however,  so  much  has  to  be  cov- 
ered that  most  cannot  be  considered  in 
depth.  Drs  Adams  and  Fras  must  have 
recognized  this,  because  they  elected  to 
title  their  book  Beginning  Child  Psy- 
chiatry. As  a result  some  of  us  may  be- 
come impatient  with  clinical  presenta- 
tions, labeling  them  as  superficial, 
incomplete,  sometimes  misleading  (as 
on  p 331:  “a  history  of  brain  damage 
almost  ensures  the  diagnosis  of  ADHD 
in  the  presence  of  symptomatology  in 
the  hyperactivity-attention  deficit-im- 
pulsivity  clusters).”  The  discussion  of 
psychopharmacology  is  also  brief  and 
superficial.  Yet,  this  book  accomplishes 
what  it  sets  out  to  do,  “to  present  an  up- 
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dated  view  of  what  can  be  said  about 
the  field  of  child  psychiatry  as  a grow- 
ing body  of  knowledge,  skills  and  atti- 
tudes concerning  the  mental  disorders 
of  children.” 

Typographically  this  is  a beautiful 
book.  The  hard  cover  is  a modest  gray, 
with  the  title  emblazoned  in  gold  in  a 
field  of  dark  gray.  The  paper  stock  is 
heavy,  the  type  large  and  clear.  Unfor- 
tunately in  the  copy  reviewed,  scattered 
pairs  of  blank  pages  appeared  in  the 
center  of  the  book,  obviously  pages 
which  were  not  printed  and  which  inter- 
fered with  continuity.  It  is  hoped  that 
this  error  will  be  corrected  in  the  subse- 
quent printings,  which  this  book  de- 
serves. 

ARCHIE  A.  SILVER.  MD 
University  of  South  Florida  School  of 
Medicine 
Tampa,  FL  33613 


ASSURING  QUALITY  OUTPATIENT 
CARE  FOR  CHILDREN.  GUIDELINES 
AND  A MANAGEMENT  SYSTEM 

By  Charles  D.  Cook,  MD,  and  Jane 
Heidt.  204  pp,  illustrated.  New  York, 
Oxford  University  Press,  Inc.  1988. 
$35.00  (hardcover) 

To  my  knowledge  this  book  repre- 
sents the  first  systematic  approach  to 
quality  health  assurance  for  ambula- 
tory pediatric  care  and  the  authors 
should  be  commended  for  this.  Dr 
Cook,  the  senior  author,  served  for 
many  years  as  chairman  of  the  Depart- 
ment of  Pediatrics  at  the  State  Univer- 
sity of  New  York  Health  Science  Cen- 
ter at  Brooklyn  where  he  had  a large 
data  base  of  patients,  primarily  at  the 
affiliated  Kings  County  Hospital.  It 
was  there  that  he  developed  a system 
for  assuring  quality  outpatient  care  for 
children. 

This  book  is  a fine  pediatric  manual 
intended  more  for  the  managers  of  pe- 
diatric outpatient  departments  (OPDs) 
than  for  pediatricians.  Pediatric  pro- 
gram directors  will  also  want  to  study  it 
and  insure  that  their  respective  OPD 
managers  read  it  so  as  to  become  well 
versed  in  its  guidelines. 

One  of  the  book’s  problems  is  that  its 
table  of  contents  does  not  always  follow 
a logical  pattern.  The  book’s  mission  is 
set  forth  in  the  first  three  introductory 
chapters.  They  emphasize  guidelines 
for  the  common  disease  problems  seen 
in  the  pediatric  OPD.  In  these  chapters 
the  authors  imply  that  the  term  proto- 
col is  synonymous  with  guideline  and 


use  the  latter  throughout  the  book.  In 
my  view  guideline  implies  a less  rigid 
connotation  than  protocol. 

Chapter  4 deals  with  the  structural 
components  of  the  guidelines  such  as 
standards  of  care,  encounter  forms,  and 
patient  education.  Chapters  5 through 
7,  which  discuss  common  disease  prob- 
lems encountered  in  the  pediatric  OPD, 
tend  to  be  redundant  at  times.  The  re- 
maining chapters  appropriately  con- 
centrate on  the  structures  and  processes 
needed  to  implement  the  system. 

The  authors  deal  with  outcome  eval- 
uation in  chapter  12.  They  utilize  corre- 
lational patterns  and  chi-square  analy- 
sis. A multivariate  analysis  could  have 
been  used  by  combining  several  2X2 
contingency  tables. 

There  are  a number  of  specialized 
health  professionals  for  whom  this  book 
will  prove  extremely  valuable.  These  in- 
clude quality  assurance  personnel,  hos- 
pital clinicians,  and  those  concerned 
with  health  care  financing.  The  book 
will  be  a valuable  asset  for  all  hospital 
based  medical  libraries,  pediatric 
OPDs,  and  neighborhood  family  health 
care  centers. 


ANGELO  FERRARA,  MD 
New  York  University  Medical  Center 
New  York,  NY  10016 


LINEAR  GROWTH  RETARDATION  IN 
LESS  DEVELOPED  COUNTRIES 

By  John  C.  Waterlow,  MD.  313  pp,  il- 
lustrated. New  York,  Raven  Press,  Ltd, 
1988.  $40.00  (hardcover) 

This  book  provides  valuable  data  on 
the  stature  of  children  in  various  parts 
of  the  developing  world.  Important  in- 
formation by  authoritative  investiga- 
tors emerges  on  the  relationships  be- 
tween stature,  nutrition,  socioeconomic 
class  and  mental  development.  Specific 
deficiencies  of  substances  such  as  the 
metals  zinc  and  calcium,  as  well  as  an 
excellent  review  of  hormonal  factors  for 
growth,  are  valuable  additions  to  the 
literature.  The  question/answer  sec- 
tions are  in  some  ways  the  most  inter- 
esting as  they  indicate  the  thinking  and 
suggest  future  projects  in  this  vitally 
important  area  of  international  child 
health.  What  is  to  be  done?  This  should 
perhaps  be  the  subject  of  a future  con- 
ference. 

In  general,  the  organization  of  the 
book  is  good,  although  it  would  have 
been  helpful  to  index  the  countries  and 
ethnic  groups.  The  bibliography  is  ex- 
cellent. My  only  criticism  is  that  the 


current  volume  would  have  been  even 
more  valuable  had  it  included  growth 
curves  from  each  underdeveloped  coun- 
try for  international  use.  This  book  will 
serve  pediatricians,  politicians,  and 
child  advocates  well  in  changing  the 
status  of  health  in  children. 

MARIA  NEW,  MD 
The  New  York  Hospital 
Cornell  Medical  Center 
New  York,  NY  10021 


SOLVING  COMMON  PEDIATRIC 
PROBLEMS:  AN  ALGORITHM 
APPROACH 

By  Carmi  Z.  Margolis,  MD.  206  pp,  il- 
lustrated. Jamaica,  NY,  Solomon 
Press,  1988.  $29.95  (hardcover) 

This  book  was  written  for  practitio- 
ners who  care  for  infants  and  children, 
and  has  as  its  goal  the  presentation  of 
an  approach  to  clinical  decision  mak- 
ing. The  format  championed  is  the  clin- 
ical algorithm.  The  author  makes  two 
contentions:  that  the  clinical  algorithm 
is  especially  suited  for  decision  making, 
and  that  the  stepwise  nature  allows  the 
clinician  critically  to  look  at  the  ratio- 
nale behind  each  of  the  steps.  The  au- 
thor does  not  expect  each  reader  to 
agree  with  every  algorithm,  but  rather 
contends  it  is  the  inherent  superiority  of 
the  algorithmic  process  that  is  impor- 
tant. 

Dr  Margolis  is  well  qualified  to  write 
a book  on  this  subject.  It  is  a culmina- 
tion of  more  than  six  years  of  scholarly 
work.  He  acknowledges  the  assistance 
of  a group  of  dedicated  clinical  algor- 
ithmicians  and  many  well-known  aca- 
demicians who  made  substantial  contri- 
butions to  the  content. 

Dr  Margolis  begins  with  the  evolu- 
tion and  uses  of  clinical  algorithms.  The 
chapter,  like  the  entire  book,  is  well 
written  and  provides  the  reader  with  an 
excellent  historical  perspective  and  also 
a working  understanding  required  for 
their  use.  The  following  chapters  dis- 
cuss the,  process  of  developing  and  ap- 
plying them. 

The  body  of  the  text  involves  the  pre- 
sentation of  28  clinical  algorithms  that 
cover  most  common  acute  pediatric 
problems.  It  might  have  been  helpful  to 
add  algorithms  on  such  common  prob- 
lems as  exanthems,  lumps  and  bumps, 
acute  abdominal  pain,  and  limp.  These 
omissions  among  others  prevent  this 
book  from  being  used  as  a general  text, 
but  this  was  not  the  author’s  intention. 
The  algorithms  are  clearly  presented 
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and  meticulously  referenced.  The 
method  of  presentation  makes  this  text 
useful  for  the  medical  student,  resident, 
experienced  clinician,  and  academic 
teacher. 

Dr  Margolis  anticipated  some  oppo- 
sition and  has  included  a rebuttal  in  the 
text.  I do  agree  that  the  algorithm  can 
facilitate  and  clarify  the  clinician’s  ap- 
proach to  problem  solving.  I also  agree 
that  there  is  no  reason  that  physicians 
cannot  be  taught  to  think  “algorithmi- 
cally,” but  it  is  still  my  impression  that 
algorithms  often  result  in  an  oversim- 
plistic  approach  to  clinical  situations 
and  that  if  followed  rigidly,  without  a 
greater  understanding,  they  could  lead 
one  astray. 

The  algorithm  on  acute  asthma,  for 
example,  fails  adequately  to  stratify 
treatment  options  for  severity  of  illness. 
While  some  patients  may  be  stable 
enough  for  nebulized  treatment  or  sub- 
cutaneous epinephrine  every  15  to  30 
minutes,  other  patients  need  immediate 
oxygen  therapy  and  use  of  multiple 
agents  and  modalities  over  a shorter 
time  period.  The  fever  algorithm  ad- 
dresses infants  under  age  two  with  tem- 
peratures greater  than  or  equal  to  40° 
C.  This  definition  excludes  the  majority 
of  febrile  infants.  This  algorithm,  like 
others,  suffers  from  a lack  of  branch 
points.  A child  who  looks  well,  but  has  a 
temperature  of  42.5°  C and  congenital 
heart  disease  should  be  approached  dif- 
ferently than  another  infant  with  a tem- 
perature of  40.1°  C and  a completely 
negative  past  medical  history.  The  al- 
gorithm presented  on  the  injured  pa- 
tient fails  to  mention  the  importance  of 
the  ABCDE  approach  (assure  airway 
breathing  and  circulation,  protect  the 
C-spine,  completely  expose  the  pa- 
tient). 

In  summary,  if  one  does  not  agree 
with  Dr  Margolis’  contention  that  the 
algorithmic  approach  is  the  right  one, 
one  would  still  find  this  book  challeng- 
ing and  thought  provoking.  If  one  is  en- 
amored of  the  use  of  clinical  algo- 
rithms, then  this  book  should  be  an 
essential  addition  to  one’s  library. 

DAVID  TURKEWITZ,  MD 
Geisinger  Medical  Center 
Danville,  PA  17822 


DIAGNOSIS  AND  MANAGEMENT  OF 
RENAL  DISEASE  AND  HYPERTENSION 

By  Anil  K.  Mandal,  MD,  and  J.  Charles 
Jennette,  MD.  540  pp,  illustrated.  Phila- 
delphia, Pa,  Lea  & Febiger,  1988. 
$67.50  (hardcover) 


Many  years  of  clinical  and  research 
work  in  nephrology  have  allowed  this 
reviewer  to  read  and  consult  a host  of 
textbooks  in  this  field.  Writing  or  edit- 
ing a book  is  an  arduous  and  demanding 
challenge  of  great  responsibility.  It  is 
spiritually  rewarding,  although  the  pos- 
sibility of  failing  to  contribute  signifi- 
cantly to  a discipline  and  slip  into  obliv- 
ion is,  regrettably,  more  frequent  than 
we  would  like  to  acknowledge. 

The  work  by  Drs  Mandal  and  Jen- 
nette is  not  just  one  more  book  on  the 
subject.  This  single  volume  constitutes 
a compact  assembly  of  vast  and  com- 
prehensive nephrologic  knowledge.  It 
has  been  put  together  clearly  and  con- 
cisely; its  well  organized  text  is  easily 
readable  as  the  subjects  flow  logically 
and  smoothly.  It  is  fully  illustrated  and 
uses  abundant  and  well  designed  fig- 
ures, diagrams,  and  tables.  An  ample 
number  of  current  references  provide  a 
strong  and  up-to-date  background  to 
the  19  chapters,  of  which  Drs  Jennette 
and  Mandal  contributed  five  and  four, 
respectively.  The  remaining  sections 
were  written  by  another  group  of  distin- 
guished national  (Georgia  Medical 
College,  VA  Medical  Center)  and  in- 
ternational (Australia,  India,  Saudi 
Arabia)  experts.  The  book  consists  of 
540  pages  of  text  which,  as  described  by 
Dr  R.  Schrier,  who  wrote  the  foreword, 
emphasizes  “ . . . clinically  useful  and 
applicable  information  ...  for  the  prac- 
tising physician  and  nephrologist  and 
all  those  who  look  after  patients  with 
renal  diseases.”  In  this  reviewer’s  mind 
there  is  no  doubt  that  the  book  will  in- 
deed fulfill  this  commitment.  Drs  Man- 
dal and  Jennette  have  combined  their 
expertise  in  nephropathology  and  clini- 
cal nephrology  to  deliver  a high  quality, 
authoritative,  yet  eminently  practical 
book  at  the  level  of  the  best  presently 
available  contributions  in  nephrology. 

Minor  criticism  can  be  made  of  typos 
and  misspellings  that  presumably 
slipped  through  the  final  manuscript  re- 
view. It  may  be  argued  that  the  promi- 
nence of  hypertension  in  the  book’s  title 
constitutes  a bit  of  an  inconsistency 
since  only  one  chapter  is  devoted  to  this 
subject.  However,  the  thorough  review 
and  updating  of  physiology,  pathophys- 
iology, semiology,  and  therapeutics  of 
hypertension,  the  same  approach  exhib- 
ited in  the  other  chapters,  makes  this 
section  most  comprehensive.  Through- 
out this  book,  Drs  Mandal  and  Jennette 
and  collaborators  transmit  didactic 
knowledge  cogently  and  wisely.  This  re- 
viewer highly  recommends  the  enjoy- 
ment of  reading  this  book  through  and 


through,  and  keeping  it  handy  for  con- 
sultation. 

RODRIGO  URIZAR,  MD 
New  York  State  Department  of  Health 
Albany,  NY  12237 


MEDICAL  TOXICOLOGY.  DIAGNOSIS 
AND  TREATMENT  OF  HUMAN 
POISONING 

By  Matthew  J.  Ellenhorn,  MD,  and 
Donald  G.  Barceloux,  MD.  1,512  pp,  il- 
lustrated. New  York,  Elsevier  Publish- 
ing Co,  Inc,  1988.  $175.00  (hardcover) 

This  book  is  a compendium  of  the  lit- 
erature of  poisonings.  Its  purpose  is  to 
“present  data  necessary  to  evaluate  and 
treat  the  clinical  effects  of  toxic  sub- 
stances.” Basic  information  on  patient 
assessment  and  treatment,  pharmaco- 
kinetics, drug  interactions,  and  toxic 
exposures  during  pregnancy  is  present- 
ed in  the  initial  chapters.  The  main  por- 
tion of  the  book  consists  of  monographs 
on  poisoning  produced  by  drugs,  chemi- 
cal products,  and  animal  and  plant  tox- 
ins. 

The  monographs  follow  a general 
format  of  introduction,  pathophysiolo- 
gy, clinical  presentation,  laboratory, 
and  treatment,  which  facilitates  finding 
pertinent  information.  This  format 
works  well  when  only  one  entity  is  de- 
scribed, less  well  when  multiple  related 
entities  are  included.  For  example, 
pathophysiology  may  contain  symp- 
toms not  given  in  clinical  presentation, 
making  it  necessary  to  check  both  sec- 
tions. The  text  is  interspersed  with  an 
impressive  collection  of  tables,  illustra- 
tions, and  graphs,  mainly  reprinted 
from  other  publications. 

The  quality,  accuracy,  and  clarity  of 
the  information  varies  throughout  the 
text.  Extensive  quoting  from  the  litera- 
ture influences  the  monographs  both 
positively  and  negatively.  When  the  lit- 
erature is  complete  and  timely,  the  re- 
sulting monograph  is  usually  good.  If 
the  literature  is  voluminous  but  outdat- 
ed, it  may  be  cited  at  the  expense  of 
more  timely  information  with  less  clini- 
cal data.  However,  adherence  to  pub- 
lished reports  is  not  always  followed. 
When  case  reports  are  rare,  symptoms 
presumed  from  the  pharmacology  of 
the  drug  may  be  included  (eg,  “nausea, 
vomiting,  . . . and  abdominal  pain  re- 
sulting from  closure  of  the  sphincter  of 
Oddi  in  patients  with  pancreatobiliary 
disorders”  are  listed  as  symptoms  of 
pentazocine  overdose,  yet  there  were  no 
gastrointestinal  symptoms  in  the  two 
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cases  reported  to  date).  While  citing  an 
article,  other  references  and  author’s 
comments  are  occasionally  inserted,  re- 
sulting in  distortions  of  the  informa- 
tion. 

In  a complicated  book  of  this  size, 
some  mistakes  are  to  be  expected,  but 
this  book  has  an  inordinate  amount  of 
errors.  Examples:  “activated  charcoal 
alone  may  be  the  preferred  emetic”; 
“body  lice,  which  burrow  into  human 
skin”;  “amantadine  is  a drug  with  cho- 
linergic properties.”  Rock  cocaine  is  de- 
scribed as  “tiny  crystalline  pieces  of 
freebase”;  however,  it  is  not  crystalline 
and  some  pieces  are  quite  large.  Refer- 
ring to  “loads,”  the  authors  state:  “this 
combination  street  drug  contains  co- 
deine and  glutethimide”;  however,  a 
“load”  is  a variable  number  of  both 
glutethimide  tablets  and  acetamino- 
phen with  codeine,  or  aspirin  with  co- 
deine, tablets.  Some  errors  are  of  omis- 
sion. There  is  no  mention  of 
hyperinsulinism  in  response  to  glucose 
infusion  in  chlorpropamide  overdose.  In 
treating  allergic  reactions  from  snake 
antivenin,  corticosteroids  are  not  men- 
tioned. 

Many  statements  are  unclear  or 
strange.  Under  heroin  overdose:  “nor- 
mal appearing  blood  pressure  may 
mask  prior  hypertension.”  For  oral  hy- 
poglycemic overdose:  “glucagon  ad- 
ministration must  follow  the  use  of  glu- 
cose.” “Insomnia  may  occur  after 
sudden  withdrawal  of  short-acting  ben- 
zodiazepines perhaps  because  of  a lag 
in  replacement  of  endogenous  benzo- 
diazepines.” “The  vast  majority  of 
PCP  First  time  users  do  not  like  [the  ef- 
fects] and  do  not  seek  further  encoun- 
ters” followed  by  “80%  of  [PCP]  users 
have  pleasurable  experiences.” 

Some  treatment  recommendations 
are  not  standard  practice.  Examples: 
immersion  in  ice  for  hyperthermia;  la- 
vage with  patient  in  left/lateral  head 
down  position;  IV  diazepam  as  treat- 
ment of  choice  for  PCP  intoxication; 
propranolol  as  antidote  for  cocaine; 
chelation  therapy  for  acute  arsenic  ex- 
posure only  when  the  patient  is  symp- 
tomatic. 

This  book  has  more  information  than 
other  similar  publications  in  the  field 
and  has  better  information  on  the  com- 
position of  natural  toxins,  chemical 
properties  of  products,  and  plant  intoxi- 
cation. However,  its  spotty  character 
with  regard  to  scholarship  prevents  it 
from  being  a definitive  primary  source 
of  information  on  current  diagnosis  and 
treatment.  Nevertheless,  there  is 
enough  good  information  in  this  book  to 


warrant  adding  it  to  a library  that  con- 
tains other  available  toxicology  texts. 

MARGARET  M.  McCARRON,  MD 
University  of  Southern  California 
School  of  Medicine 
Los  Angeles,  CA  90033 


COMMON  SKIN  DISORDERS:  A 
PHYSICIAN’S  ILLUSTRATED  MANUAL 
WITH  PATIENT  INSTRUCTION  SHEETS 
Third  Edition.  By  Ernst  Epstein,  MD. 
1 10  pp,  illustrated.  Oradell,  NJ,  Medi- 
cal Economics  Books,  1988.  $35.95 
(paperback) 

Dr  Epstein  states  in  his  preface  that 
Common  Skin  Disorders  is  directed  at 
physicians  who  do  not  specialize  in  der- 
matology. The  book  is  divided  into 
three  sections.  The  first  and  longest  is 
described  as  a “mini-text”  on  the  most 
common  skin  disorders  and  methods  of 
treatment.  Certainly  the  40  or  so  topics 
in  this  section  would  account  for  98%  of 
the  skin  conditions  seen  by  a nonderma- 
tologist. Each  topic  is  generally  divided 
into  sections  on  etiology,  diagnosis, 
complications,  and  treatment. 

In  many  areas  this  book  admirably 
accomplishes  its  stated  purpose,  partic- 
ularly in  the  management  of  common 
skin  conditions  not  requiring  special  di- 
agnostic ability  or  surgical  manage- 
ment. For  instance,  there  are  excellent 
chapters  on  rational  use  of  topical  corti- 
costeriods,  diagnosing  dermatitis, 
treatment  of  dermatitis,  hand  dermati- 
tis, and  others.  For  many  skin  condi- 
tions, diagnosis  by  a nondermatologist 
can  be  difficult.  Yet  the  book  places 
more  of  an  emphasis  on  treatment  rath- 
er than  diagnosis.  For  example,  in  the 
section  on  actinic  keratoses,  the  author 
says  that  “diagnosis  is  usually  straight- 
forward— the  scaly,  often  red,  irregu- 
larly surfaced,  sharply  demarcated 
roughenings  on  the  sun-exposed  areas 
of  fair  skinned  persons  are  distinctive.” 
Following  this  are  three  pages  on  treat- 
ment modalities  including  surgical  re- 
moval, topical  5 FU,  and  liquid  nitro- 
gen cryotherapy.  Even  if  the  diagnosis 
of  actinic  keratoses  were  really 
“straightforward,”  by  giving  detailed 
instructions  Epstein  seems  to  advocate 
that  nondermatologists  manage  these 
lesions. 

The  topic  of  pigmented  nevi  is  pre- 
sented in  a similar  fashion.  A detailed 
description  of  what  should  make  a phy- 
sician suspicious  of  a pigmented  lesion 
might  be  more  worthwhile  than  the 
statement,  “If  you  strongly  suspect  ma- 
lignancy, full-thickness  excision  should 


be  performed  as  initial  therapy 

The  second  section  consists  of  16 
pages  of  color  photographs.  These  are 
also  devoted  to  treatment  rather  than 
diagnosis,  including  many  pre-  and 
post-treatment  photos. 

The  third  section  includes  patient  in- 
struction sheets  meant  to  be  photocop- 
ied and  handed  out  to  patients.  Accord- 
ing to  the  author  these  sheets  should 
serve  five  basic  purposes:  to  provide 
general  information  before  the  patient 
is  seen,  to  inform  the  patient  after  the 
examination;  to  deal  with  the  “by-the- 
way”  questions;  to  inform  about  routine 
post-op  care;  and  to  outline  standard 
but  detailed  treatments.  In  general, 
these  sheets  serve  these  purposes  well. 

I recommend  this  book  to  both  der- 
matologists and  nondermatologists  for 
the  section  on  patient  instruction 
sheets.  I would  also  recommend  this 
book  to  nondermatologists  for  the  chap- 
ters on  management  of  common  skin 
disorders.  However,  I would  issue  the 
caveat  to  be  aware  of  the  importance  of 
undertaking  cases  only  in  those  areas  in 
which  the  physician  has  been  thorough- 
ly trained. 

WILFRED  MINKIN,  MD 
170  Maple  Ave 
White  Plains,  NY  10601 


WHEN  LIVING  HURTS.  DIRECTIVES 
FOR  TREATING  DEPRESSION 

By  Michael  D.  Yapko,  PhD.  250  pp. 
New  York,  Brunner/Mazel  Publishers, 
1988.  $25.00  (hardcover) 

This  book  attempts  to  present  various 
concepts  that  the  author  thinks  would 
be  of  assistance  in  the  treatment  of  de- 
pression. Dr  Yapko,  who  is  in  private 
practice  in  California,  has  written  sev- 
eral books  and  papers  on  Ericksonian 
psychotherapy  and  on  hypnosis.  He  has 
also  written  several  papers  on  depres- 
sion. In  addition  to  his  private  practice, 
he  is  on  the  teaching  staff  of  several  uni- 
versities in  the  San  Diego  area. 

The  focus  of  the  book,  as  stated  by  Dr 
Yapko,  is  on  responding  to  the  experi- 
ence of  depression  that  is  already 
present  in  the  individual.  He  attempts 
to  deal  with  this  issue  by  presenting 
“preventive  strategies”  for  dealing  with 
depression.  The  book  is  organized  ac- 
cording to  a series  of  “directives”  which 
are  grouped  according  to  associated  is- 
sues. These  directives  are  methods  for 
actively  directing  the  client’s  experi- 
ence. Dr  Yapko  states  that  he  presents 
the  book  in  this  “somewhat  unusual 
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way,”  in  order  “to  illustrate  ways  to 
promote  experiential  learning.”  The 
author  further  states  that  an  even 
greater  goal  of  this  book  “is  to  catalyze 
the  clinician’s  creativity  in  generating 
novel  and  active  ways  of  facilitating  re- 
covery for  their  depressed  clients.” 
This  book  is  useful  in  that  it  presents 
a different  approach  to  the  treatment  of 
depressive  illness.  As  the  author  states, 
“many  of  the  strategies  in  this  book  are 
simply  vehicles  for  stimulating  clearer 
thinking  and  positive  action.”  The  au- 
thor tries  to  establish  various  ways  to 
help  engage  the  “client”  in  a therapeu- 
tic milieu.  He  attempts  to  use  active 
strategies  in  order  to  achieve  this  goal. 

The  book  is  divided  into  two  sections, 
one  on  theoretical  framework  and  the 
other  on  treatment  strategies.  Its  12 
chapters  are  put  together  in  an  orga- 
nized fashion.  A bibliography  and  two 
appendices  are  included.  The  author 
makes  an  attempt  to  present  his  data, 
sometimes  successfully,  in  a clear  and 
concise  manner.  Many  of  the  premises 
presented  in  the  book  are  not  supported 
by  a great  deal  of  research  material. 
The  bibliography  given  is  not  an  exten- 
sive one,  and  the  appendix  that  gives  the 
case  narratives  only  includes  four  cases. 

Dr  Yapko  tries  to  present  a some- 
what different  approach  to  the  treat- 
ment of  depression.  Those  practitioners 
who  are  more  interested  in  a psycho- 
therapeutic or  pharmacologic  approach 
may  find  this  book  less  satisfying.  With 
depressive  illness  being  such  a prevalent 
and  difficult  to  treat  illness,  it  is  always 
helpful  to  look  at  a potentially  newer 
treatment  approach. 

ALAN  HERTZ,  MD 
State  University  of  New  York 
Health  Science  Center 
at  Brooklyn 
Brooklyn,  NY  11203 


SOCIAL  LEARNING  AND  SYSTEMS 
APPROACHES  TO  MARRIAGE  AND  THE 
FAMILY 

Edited  by  Ray  DeV.  Peters,  PhD,  and 
Robert  J.  McMahon,  PhD.  340  pp.  New 
York,  Brunner/Mazel  Publishers, 
1988.  $37.50  (hardcover) 

Peters  and  McMahon  are  two  social 
scientists  who  were  inspired  by  the 
Banff  Conferences  of  1985  concerning 
marriage  and  the  family  to  write  a book 
on  this  subject.  They  have  set  out  to  in- 
tegrate what  has  been  learned  from  a 
family  systems  approach  derived  from 
clinical  psychiatry  with  social  learning 


theories  derived  from  experimental 
psychology.  This  book  consists  of  12 
chapters,  the  first  half  dealing  with  psy- 
chological processes  as  they  apply  to 
marriage  and  families  and  the  second 
half  dealing  with  treatment  approach- 
es. 

The  first  half  gives  much  background 
on  topics  ranging  from  parenting  prob- 
lems such  as  maternal  depression  to 
family  correlates  of  spouse  abuse,  peer 
relations,  and  patterns  observed  in  di- 
vorce. These  chapters  are  highly  read- 
able and  well  organized.  They  offer 
much  relevant  information  on  some 
very  complex  issues  without  being  fac- 
ile and  without  overwhelming  the  read- 
er. For  example,  Ross  Parke  et  al,  in  a 
chapter  entitled  “The  Role  of  the  Fam- 
ily in  the  Development  of  Peer  Rela- 
tions,” give  fascinating  examples  of 
how  interactions  within  the  family  such 
as  physical  play,  directiveness,  and  ver- 
bal reasoning  may  be  transmitted  and 
later  expressed  in  peer  interactions  out- 
side of  the  family;  eg,  a physically  play- 
ful father  is  seen  to  produce  both  sons 
and  daughters  with  more  desirable  so- 
cial attributes. 

The  second  half  of  the  book  deals 
with  treatment  of  such  marriage  and 
family  problems  as  male  sexual  dys- 
function, child  sexual  abuse,  marriage 
conflict,  and  training  programs  for 
families  with  handicapped  children. 
This  half  is  more  uneven  than  the  first 
half.  In  an  excellent  chapter  by  Phar- 
and  et  al,  entitled  “Comprehensive  As- 
sessment of  Family  Functioning,”  rat- 
ing scales  and  checklists,  many  of 
which  were  filled  out  by  family  mem- 
bers, were  demonstrated  as  useful  tools 
for  identifying  areas  of  conflict,  cohe- 
sion, and  adaptability  in  families  and 
could  also  be  used  to  measure  changes 
after  psychotherapy.  Families  were  ob- 
served to  function  well  no  matter  what 
their  style  provided  that  individual 
members  were  all  satisfied  with  the 
family  style.  In  this  same  chapter  a plea 
is  eloquently  made  for  therapists  and 
“measurers”  to  work  together  to  the  ad- 
vantage of  all.  The  complaint  is  regis- 
tered that  research  articles  are  often 
written  in  such  a way  that  they  seem  to 
have  little  clinical  relevance  and  mea- 
surement instruments  are  often  not  user 
friendly.  It  was  ironic  that  this  chapter 
followed  immediately  after  a chapter  in 
which  the  reader  might  well  have  felt 
inundated  by  confusing  and  question- 
ably relevant  statistical  findings.  But 
that  chapter  was  clearly  the  exception 
rather  than  the  rule  and  the  book  gener- 
ally follows  in  the  worthwhile  tradition 


of  Dollard  and  Miller,  whose  book  Per- 
sonality and  Psychotherapy , an  Analy- 
sis in  Terms  of  Learning,  Thinking  and 
Culture , published  in  1 950  and  dedicat- 
ed to  “Freud,  Pavlov  and  Their  Stu- 
dents,” also  attempted  to  integrate 
these  disparate  approaches.  This  need 
seems  certainly  as  great  now  as  it  did 
then  because  of  the  plethora  of  data  be- 
ing generated  by  behavior  therapy. 

Although  journal  articles  proliferate, 
there  is  surprisingly  little  material 
available  in  book  form  that  addresses 
the  continuing  need  to  put  together 
what  is  coming  out  of  laboratories  with 
respect  to  behavior  modification  tech- 
niques with  what  is  coming  out  of  clini- 
cians’ offices  regarding  marital  and 
family  conflicts.  This  book  clearly  does 
not  take  sides  but  rather  strongly  sug- 
gests that  there  is  more  than  enough 
room  for  both  Freud  and  Pavlov.  It  has 
set  out  to  and  succeeded  in  espousing  a 
“bidirectional”  approach  and  as  such 
merits  a place  in  the  library  of  both 
therapist  and  academician  dealing  with 
problems  relating  to  marriage  and  the 
family. 

JANET  DEMB.  PhD 
Department  of  Psychiatry  (Psychology) 
Albert  Einstein  College  of  Medicine 
Bronx,  NY  10461 


HEALTH  SERVICES  ADMINISTRATION: 
EDUCATION  AND  PRACTICE 

By  Karen  M.  Lorentzen,  RN,  EdD,  and 
Linda  Roemer,  PhD.  118  pp.  St  Louis, 
Mo,  Warren  H.  Green,  Inc,  1988. 
$19.50  (softcover) 

Considering  the  current  and  constant 
furor  and  upheavals  taking  place  in  the 
US  health  care  delivery  system,  this 
slim,  1 18-page  book  presents  a rather 
placid  view  of  the  situation.  Although 
the  book  was  published  in  1 988,  none  of 
the  54  items  listed  in  the  bibliography  is 
dated  later  than  1983.  Obviously,  that 
gap  leaves  much  of  the  literature  deal- 
ing with  the  impact  of  the  cost  contain- 
ment initiative  via  the  prospective  pay- 
ment system  (PPS)  and  diagnosis 
related  groups  (DRGs)  out  of  the  dis- 
cussion. 

Since  October  1983  when  the  PPS/ 
DRG  reimbursement  scheme  was  initi- 
ated, the  US  health  care  industry  has 
undergone  numerous  evolutions  direct- 
ly relating  to  health  services  adminis- 
tration. Professional  literature  has  been 
redundant  with  articles  detailing  com- 
binations and  permutations,  seeking  to 
arrive  at  the  proper  organizational 
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structure  to  survive  in  the  cost  contain- 
ment and  competitive  health  care  mar- 
ketplace. That  vibrant  tempo  of  mana- 
gerial maneuvering  is  not  evident  in  this 
book.  Heated  debates  about  the  “medi- 
cal-industrial-complex” and  its  empha- 
sis upon  the  role  of  profit-making  or 
nonprofit  organizations  providing 
health  care  services  are  hardly  in  evi- 
dence. Those  aspects  certainly  do  not 
lead  to  an  accurate  portrayal  of  where 
we  are  today  in  the  US  health  care  de- 
livery system. 

Starting  with  a brief  history  of  the 
development  of  health  care  administra- 
tion, the  authors  proceed  to  the  two 
chapters  dealing  with  management. 
Among  the  issues  and  trends  noted  in 
chapter  2 are  cost  containment  and  ac- 
cess, regulation  and  competition,  and 
organizational  changes.  Chapter  3 
talks  about  planning;  managing,  using 
analysis,  communications,  facilitation, 
and  leadership;  decision  making;  and 
closes  with  evaluation.  While  those  ad- 
ministrative elements  are  relevant  and 
appropriate,  the  missing  tempo  and  at- 
mosphere of  the  times  diminish  their 
importance  in  discussing  today’s  health 
care  administration. 

Most  of  the  book  concentrates  on  the 
educational  process  of  preparing  indi- 


viduals to  become  health  service  admin- 
istrators. Four  out  of  the  seven  chapters 
cover  educational  programs,  field 
placements,  health  care  administration 
as  a profession,  and  model  syllabi.  In 
addition,  professional  and  health  relat- 
ed organizations  and  related  journals 
are  listed  in  an  appendix  section. 

Since  both  authors  are  college  level 
educators,  this  book  does  stress  the  edu- 
cation of  administrators  rather  than  the 
practice  of  health  services  administra- 
tion. In  fact,  the  authors  clearly  state 
their  intent  to  do  so  in  the  introduction 
to  the  book.  With  that  point  of  view, 
this  book  will  not  be  of  compelling  in- 
terest to  the  majority  of  practicing  phy- 
sicians. 

However,  what  is  more  disturbing 
about  this  1 988  book  is  that,  essentially, 
it  is  “too  little  and  too  late.”  How  can 
we  discuss  the  education  of  heath  care 
administrators  without  integrating  the 
movements  into  alternative  care  situa- 
tions? Or  the  wrenching  intrusion  of  a 
corporate  profit-making  culture  into 
the  pristine,  humane  ethics  of  deliver- 
ing health  care  services?  As  Charles 
Dickens  commented  in  A Tale  of  Two 
Cities : “This  is  the  best  of  times  and  the 
worst  of  times.” 

High  technology  medicine  in  the 


United  States  achieves  miracles  but 
still  leaves  people  longing  for  a return  to 
the  family  physician  who  was  a friend 
as  well  as  a healer— the  physician  who 
cured  as  well  as  who  cared. 

Vital  statistics  reveal  that  there  is 
only  one  communicable  disease  (influ- 
enza/pneumonia) among  the  top  ten 
killers  in  America.  Are  our  health  care 
administrators  being  trained  to  manage 
in  an  environment  where  individuals 
suffer  from  ailments  directly  linked  to 
life  style  deficits? 

Lastly,  and  most  seriously,  this  book 
simply  is  not  up  to  date.  Joint  ventures, 
managed  health  care  plans,  holding 
companies,  wellness  centers,  home 
health  care,  organizational  restructur- 
ing, and  the  inevitable  profit  centers  ap- 
proach are  only  a few  of  the  missing 
health  services  administration  links. 
Therefore,  this  book  is  not  recommend- 
ed for  the  practicing  physician  or  for 
health  care  administrators.  There  are 
suitable  alternative  publications  that  do 
the  task  more  effectively. 

ALLEN  D.  SPIEGEL,  PhD 
State  University  of  New  York 
Health  Science  Center 
at  Brooklyn 
Brooklyn,  NY  1 1203 
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NEWS  BRIEFS 


Cigarette  smoking  and  passive  smoking  linked  to  cervical 
cancer 

Women  who  smoke  cigarettes  and  women  who  are  ex- 
posed to  others’  cigarette  smoke  are  at  increased  risk  of 
developing  cervical  cancer,  according  to  a study  by  Slat- 
tery et  al  ( JAMA  1989;  261:1593-1598).  These  findings 
support  earlier  hypotheses  of  an  association  between  ciga- 
rette smoking  and  cervical  cancer. 

Such  hypotheses  were  based  on  the  link  between  ciga- 
rette smoking  and  squamous  cell  carcinomas,  including 
those  of  the  lung  and  larynx,  and  on  the  fact  that  squa- 
mous cell  carcinoma  is  a common  form  of  cervical  cancer. 
Although  the  mechanism  by  which  cigarette  smoking  af- 
fects the  development  of  cervical  cancer  has  not  yet  been 
elucidated,  studies  have  demonstrated  that  substances  in 
cigarette  smoke  can  travel  through  the  blood  stream  to 
tissues  throughout  the  body.  In  fact,  such  substances, 
which  may  constitute  the  mutagenic  and  carcinogenic 
components  of  tobacco  smoke,  have  been  identified  in  the 
uterine  cervix  of  cigarette  smokers.  Furthermore,  some  of 
these  mutagenic  substances  exist  in  greater  concentra- 
tions in  side-stream  smoke — the  smoke  present  in  areas 
where  other  people  are  smoking — than  in  mainstream 
smoke — the  smoke  inhaled  by  smokers. 

Fifty-six  percent  of  the  subjects  with  cervical  cancer 
were  smokers,  whereas  75%  of  the  control  population  had 
never  smoked  cigarettes.  Among  the  study  population, 
87%  had  carcinoma  in  situ  and  1 3%  had  invasive  carcino- 
ma. Other  characteristics  of  the  study  population  included 
lower  educational  and  income  levels  and  greater  numbers 
of  sexual  partners  than  control  subjects. 

The  risk  of  cervical  cancer  is  greatest  among  women 
smokers  less  than  30  years  of  age  and  among  smokers  who 
have  had  one  or  fewer  sexual  partners.  The  authors  inti- 
mate that  “this  is  probably  because  cigarette  smoking  will 
be  a greater  risk  factor  in  women  who  do  not  have  other 
major  competing  risk  factors.” 

Women  exposed  to  the  cigarette  smoke  of  others  are 
also  at  increased  risk  of  developing  cervical  cancer.  This 
study  demonstrated  that  “the  risk  associated  with  passive 
smoking  ...  is  as  strong  as  that  observed  from  personal 
cigarette  smoking.”  Furthermore,  the  risk  associated  with 
passive  smoking  was  greater  in  women  who  did  not  smoke 
than  among  women  who  smoked.  Women  exposed  to  pas- 
sive smoke  in  their  homes  were  at  greater  risk  than  women 
exposed  to  others’  smoke  outside  the  home.  In  addition, 
personal  cigarette  smoking  in  combination  with  exposure 
to  passive  smoke  yields  an  even  greater  risk  for  cervical 
cancer  than  does  each  risk  factor  considered  independent- 
ly- 

One  strength  of  this  study,  as  emphasized  by  the  au- 
thors, was  that  subjects’  reports  of  smoking  status  were 
verified  with  tests  of  serum  cotinine  levels — a validation 
procedure  not  commonly  employed  in  epidemiologic  stud- 
ies. Future  studies  to  identify  specific  mutagens  in  the  cer- 
vical fluid  of  women  exposed  to  passive  smoke  would 
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strengthen  the  association  between  passive  smoking  and 
cervical  cancer  and  would  help  define  the  mechanism  by 
which  cigarette  smoking  increases  the  risk  of  cervical  can- 
cer. 

Menopause  is  associated  with  an  increased  risk  of 
atherosclerosis 

Menopause  has  been  related  to  an  increased  incidence 
of  cardiovascular  disease,  although  some  studies  have  dis- 
puted such  findings.  Witteman  et  al  sought  to  assess  the 
association  between  menopause  and  atherosclerosis  by  de- 
termining the  presence  of  calcified  deposits  in  the  abdomi- 
nal aorta  as  viewed  on  lateral  radiographs  of  the  lumbar 
spine  ( Br  Med  J 1989;  298:642-644). 

In  this  study,  menopause  constituted  the  absence  of 
menstruation  for  at  least  one  year.  When  linear  densities 
were  apparent  in  an  area  parallel  and  anterior  to  the  lum- 
bar spine,  calcification  was  determined  to  be  present. 

The  onset  of  menopause,  smoking,  and  serum  total  cho- 
lesterol concentration  were  significantly  associated  with 
increased  risk  of  aortic  calcification.  “Women  with  a nat- 
ural menopause  had  a 3.4  times  greater  risk  of  aortic  cal- 
cification than  premenopausal  women  . . . , and  women 
who  had  had  a bilateral  oophorectomy  had  a 5.5  times 
greater  risk  . . . .”  The  authors  conclude  that,  “Among 
women  with  a natural  menopause  the  risk  of  aortic  calcifi- 
cation adjusted  for  age  and  other  indicators  of  cardiovas- 
cular risk  showed  a highly  significant  trend  (p  < 0.001) 
with  increasing  years  after  the  menopause.” 

The  authors  caution  that  although  aortic  calcification  is 
associated  with  cardiovascular  disease,  this  study  exam- 
ined calcification  in  the  abdominal  aorta,  and  the  results 
may  not  extend  to  the  coronary  arteries.  Bodily  changes 
associated  with  menopause  may  affect  various  arteries 
differently. 

The  reduced  estrogen  levels  that  result  following  meno- 
pause may  directly  cause  the  increased  risk  of  atheroscle- 
rosis. Estrogens  may  have  a direct  effect  on  vessel  walls. 
These  hypotheses  are  yet  to  be  proven  or  disproven.  Fu- 
ture studies  should  also  address  the  effect  of  postmeno- 
pausal estrogen  therapy  on  atherosclerosis. 

Illness  among  commercial  air  travelers  is  more  common 
on  the  ground 

In  a one-year  prospective  assessment  of  the  frequency 
and  types  of  medical  emergencies  among  commercial  air 
travelers,  Cummins  and  Schubach  demonstrated  that 
only  25%  of  the  754  travelers  surveyed  had  a medical 
problem  during  flight,  while  75%  of  emergencies  occurred 
when  travelers  were  on  the  ground  in  the  airport  complex 
(JAMA  1989;  261:1295-1299). 

The  most  common  medical  problems  fell  into  a catego- 
ry labeled  “other  medical”  and  were  characterized  by 
complaints  such  as  fatigue,  sleeplessness,  “not  feeling 
right,”  and  presumed  alcohol  intoxication.  During  flight, 
gastrointestinal  symptoms  predominated,  including  nau- 
sea, vomiting,  diarrhea,  and  abdominal  pain.  Other  com- 
mon in-flight  medical  problems  involved  respiratory  corn- 
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plaints  including  shortness  of  breath,  hyperventilation, 
and  asthmatic  attacks,  cardiac  disorders  that  produced 
symptoms  such  as  chest  pain  and  angina,  syncope,  sei- 
zures, and  allergic  reactions.  Most  problems  related  to  di- 
abetes occurred  in  the  airport  and  were  attributable  to  for- 
gotten or  misplaced  insulin  and  hypoglycemic  incidents. 

In  this  study,  personnel  trained  as  emergency  medical 
technicians  effectively  treated  the  majority  of  travelers 
who  experienced  medical  emergencies — primarily  those 
emergencies  that  occurred  on  the  ground.  With  regard  to 
in-flight  emergencies,  the  authors  recommend  that  flight 
attendants  receive  improved  training  in  the  handling  of 
medical  emergencies,  training  similar  to  the  basic  level 
acquired  by  emergency  medical  technicians. 

During  an  in-flight  medical  emergency,  flight  atten- 
dants will  frequently  seek  the  assistance  of  any  physicians 
on  board.  “Of  particular  importance  to  the  traveling  phy- 
sician is  increased  knowledge  of  field  assessment  of  ab- 
dominal pain,  shortness  of  breath,  chest  pain,  and  syncope 
and  presyncope.”  As  required  by  the  Federal  Aviation 
Administration  (FAA),  all  US  commercial  aircraft  must 
carry  a “doctors  only”  medical  kit,  which  contains  such 
items  as  a stethoscope,  a sphygmomanometer,  three  sizes 
of  oropharyngeal  airways,  sublingual  nitroglycerin,  and 
needles  and  syringes  to  deliver  epinephrine,  diphenhydra- 
mine, and  50%  dextrose.  The  authors  recommend  the  ad- 
dition of  several  medications  to  this  kit:  an  injectable  anti- 
seizure medication,  an  inhaled  bronchodilator,  an 
injectable  narcotic  antagonist,  a parenteral  diuretic,  and  a 
parenteral  antiemetic.  The  findings  of  this  survey  suggest 
that  the  “doctors  only”  medical  kit  is  useful  and  should 
continue  to  be  a required  component  of  commercial  air- 
craft. 

AIDS  educational  material  may  increase  rather  than 
reduce  fear  of  AIDS  victims 

“Workers  who  received  educational  brochures  or  pam- 
phlets about  the  disease  AIDS  are  more  likely  to  have  neg- 
ative feelings  toward  AIDS-stricken  co-workers  than  em- 
ployees who  received  no  information,”  according  to  a 
survey  conducted  by  the  Georgia  Institute  of  Technolo- 
gy’s Center  on  Work  Performance  Problems  (Atlanta). 
This  finding  sends  an  important  message  to  the  developers 
of  public  education  campaigns  that  focus  on  AIDS:  the 
tone  and  focus  of  the  message  you  deliver  are  crucial.  It  is 
not  sufficient  to  merely  warn  of  the  danger  of  AIDS  and  to 
focus  on  the  practices  that  can  increase  risk  of  transmit- 
ting the  disease.  The  social,  emotional,  and  humanitarian 
aspects  of  the  AIDS  epidemic  should  be  addressed  in  pub- 
lic education  efforts.  Only  then  will  such  efforts  begin  to 
affect  people’s  attitudes  towards  the  disease  and  its  vic- 
tims, in  addition  to  encouraging  the  cessation  of  risky  be- 
haviors. 

Employees  who  attended  lectures  or  viewed  videotapes 
on  AIDS  demonstrated  little  change  in  attitude.  “Howev- 
er, employees  who  participated  in  comprehensive  training 
sessions  became  significantly  less  fearful.”  The  director  of 
the  survey  stressed  the  need  for  more  comprehensive  edu- 


cational programs  focusing  on  AIDS.  “We  not  only  have 
to  be  able  to  deal  with  what  happens  when  a person  with 
AIDS  is  in  the  work  force,  but  also  the  potential  disrup- 
tion related  to  the  millions  of  other  people  who  associate 
with  people  who  have  AIDS.” 

Factors  affecting  the  health  care  of  physicians’  children 

It  would  seem  obvious  that  physicians  w'ould  be  virtual- 
ly guaranteed  the  highest  quality  health  care  for  their 
families.  Their  knowledge  of  health  matters,  advanced 
education,  relationships  with  colleagues  in  the  medical 
profession,  familiarity  with  the  health  care  system,  and 
financial  status  should  all  serve  as  advantages  in  obtaining 
quality  health  care.  However,  the  results  of  a study  by 
Wasserman  et  al  suggest  that  there  are  specific  differ- 
ences in  the  health  care  received  by  physicians’  children  as 
compared  to  other  children  ( Pediatrics  1989;  83:319- 
322).  The  authors  found  that  “although  this  differential 
care  is  in  some  ways  better  . . . , in  most  ways  it  appears  to 
be  worse.” 

Interviews  of  31  pediatricians  in  a specified  geographic 
region  provided  the  data  on  physician  behavior  in  the  care 
of  physicians’  children  and  other  children.  The  authors 
detailed  six  areas  in  which  care  of  physicians’  children  dif- 
fered from  the  care  provided  to  other  children.  First,  al- 
though physician  parents  tend  to  have  easier  access  to  pe- 
diatricians, they  were  less  likely  to  call  for  help — perhaps 
because  their  increased  knowledge  of  medicine  makes 
physician  parents  feel  that  they  should  be  able  to  care  for 
their  children’s  medical  needs.  Similarly,  physician  par- 
ents waited  an  “inappropriately  long”  time  to  bring  their 
children  to  the  pediatrician  for  treatment  of  an  acute  ill- 
ness. 

The  authors  noted  differences  in  communication  be- 
tween pediatricians,  their  patients,  and  the  parents.  Pedia- 
tricians were  less  likely  to  give  detailed  instructions  to 
physician  parents,  and  were  less  likely  to  mention  behav- 
ior problems  or  matters  concerning  the  parent-child  rela- 
tionship. Furthermore,  pediatricians  recorded  less  infor- 
mation on  the  patient’s  medical,  social,  and  psychologic 
history  in  the  charts  of  children  with  physician  parents. 
The  pediatricians’  expectations  of  physician  parents’ 
knowledge,  the  awkwardness  associated  with  assigned 
roles  and  dominance,  and  the  embarrassment  of  discuss- 
ing personal  concerns  with  a colleague  could  all  contribute 
to  the  differences  observed  in  parent-pediatrician  commu- 
nication. 

Other  findings  include  the  increased  likelihood  of  phy- 
sician parents  to  self-refer  to  a specialist  without  consult- 
ing the  pediatrician.  Pediatricians  were  more  involved  in 
the  day-to-day  care  of  physicians’  children  in  the  hospital, 
visiting  these  patients  more  frequently. 

The  authors  propose  that,  “Simple  awareness  of  the  po- 
tential for  problems  can  itself  help  pediatricians  and  phy- 
sican  parents  by  alerting  them  to  possible  pitfalls.”  Clari- 
fication of  roles  and  emphasis  on  the  need  for 
communication  are  important  facets  of  any  physician-pa- 
tient relationship. 
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OBITUARIES 


In  addition  to  these  listings , the  Journal  will  publish 
obituaries  written  by  physician  readers.  Inquiries  should 
first  be  made  to  the  Editor. 


Pierre  Alexis,  MD,  New  Rochelle.  Died 
July  17,  1988;  age  49.  Dr  Alexis  was  a 
1967  graduate  of  the  Universitaire 
Katholique  de  Louvain,  Faculte  de  Me- 
decine,  Louvain,  Belgium.  He  was  a 
member  of  the  New  York  County  Med- 
ical Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Raymond  Jerome  Boiler,  MD,  New 

York.  Died  February  22,  1989;  age  73. 
Dr  Boiler  was  a 1942  graduate  of  the 
New  York  University  School  of  Medi- 
cine. He  was  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine  and  a 
Fellow  of  the  American  College  of  Phy- 
sicians. He  was  a member  of  the  New 
York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

Murray  Almon  Bratt,  MD,  Rochester. 
Died  February  2,  1989;  age  83.  Dr 
Bratt  was  a 1932  graduate  of  the  State 
University  of  New  York  at  Buffalo 
School  of  Medicine.  He  was  a member 
of  the  New  York  Academy  of  Medi- 
cine, the  Medical  Society  of  the  County 
of  Monroe,  and  the  Medical  Society  of 
the  State  of  New  York. 

Daniel  Gerard  Butera,  MD,  Bayside. 
Died  February  20,  1989;  age  80.  Dr  Bu- 
tera was  a 1933  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a Dip- 
lomate of  the  American  Board  of  Radi- 
ology and  a Fellow  of  the  American 
College  of  Radiology.  His  memberships 
included  the  Radiological  Society  of 
New  York  State,  the  Radiological  Soci- 
ety of  North  America,  Inc,  the  Medical 
Society  of  the  County  of  Kings,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Umbert  Cimildoro,  MD,  Oswego.  Died 
January  3,  1989;  age  88.  Dr  Cimildoro 
was  a 1930  graduate  of  the  Facolta  di 
Medicina  e Chirurgia  dell’Universita  di 
Roma,  Rome,  Italy.  He  was  a Fellow  of 
the  American  Academy  of  Family  Phy- 
sicians. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
Medical  Society  of  the  County  of  Os- 
wego, and  the  Medical  Society  of  the 
State  of  New  York. 


Leoni  Neumann  Claman,  MD,  New 

York.  Died  February  5,  1989;  age  88. 
Dr  Claman  was  a 1 924  graduate  of  Co- 
lumbia University  College  of  Physi- 
cians and  Surgeons.  Her  memberships 
included  the  New  York  Academy  of 
Medicine,  the  American  Academy  of 
Allergy,  the  American  Medical  Wo- 
men’s Association,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Anni  Gerda  Cohn,  MD,  Poughkeepsie. 
Died  February  15,  1989;  age  78.  Dr 
Cohn  was  a 1938  graduate  of  the  Frie- 
drich-Wilhelms  Universitaet  Medizin- 
ische  Fakultaet,  Berlin,  Germany.  Her 
memberships  included  the  American 
Psychiatric  Association,  the  American 
Geriatrics  Society,  the  Dutchess  Coun- 
ty Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Joseph  Jordan  Eller,  MD,  West  Palm 
Beach,  Florida.  Died  February  13, 
1989;  age  93.  Dr  Eller  was  a 1919  grad- 
uate of  the  University  of  Rochester 
School  of  Medicine-Dentistry.  He  was 
a Diplomate  of  the  American  Board  of 
Dermatology,  Inc.  His  memberships  in- 
cluded the  New  York  Academy  of 
Medicine,  the  New  York  State  Derma- 
tological Society,  the  Society  for  Inves- 
tigative Dermatology,  the  Pan  Ameri- 
can Medical  Association,  the  American 
Academy  of  Dermatology,  the  Ameri- 
can Dermatological  Association,  the 
American  Society  of  Plastic  and  Re- 
constructive Surgery,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Henry  Charles  Engster,  MD,  Troy.  Died 
January  29,  1989;  age  77.  Dr  Engster 
was  a 1937  graduate  of  the  Albany 
Medical  College  of  Union  University. 
He  was  a Diplomate  of  the  American 
Board  of  Urology  and  a Fellow  of  the 
American  College  of  Surgeons.  He  was 
a member  of  the  American  Urological 
Association,  the  Medical  Society  of  the 
County  of  Rensselaer,  and  the  Medical 
Society  of  the  State  of  New  York. 

Edwin  Wilder  Gates,  MD,  Lewiston. 
Died  January  14,  1989;  age  89.  Dr 
Gates  was  a 1926  graduate  of  Harvard 


Medical  School,  Boston,  Massachu- 
setts. He  was  a Fellow  of  the  American 
College  of  Physicians.  His  member- 
ships included  the  New  York  Academy 
of  Medicine,  the  New  York  State  Soci- 
ety of  Internal  Medicine,  the  American 
Society  of  Internal  Medicine,  the  Medi- 
cal Society  of  the  County  of  Niagara, 
and  the  Medical  Society  of  the  State  of 
New  York. 

George  Clifford  Hamilton,  MD,  Fort 
Myers,  Florida.  Died  February  2,  1989; 
age  88.  Dr  Hamilton  was  a 1924  gradu- 
ate of  the  Queens  University  Faculty  of 
Medicine,  Kingston,  Ontario,  Canada. 
He  was  a member  of  the  Broome  Coun- 
ty Medical  Society  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Francis  Xavier  Ipolyi,  MD,  Houston, 
Texas.  Died  January  30,  1989;  age  85. 
Dr  Ipolyi  was  a 1928  graduate  of  the 
Orvosi  Fakultas  Tudomanyegyetem, 
Budapest,  Hungary.  He  was  a Diplo- 
mate of  the  American  Board  of  Otolar- 
yngology. His  memberships  included 
the  American  Academy  of  Otolaryn- 
gology, the  Pan  American  Medical  As-' 
sociation,  the  Medical  Society  of  the 
County  of  Franklin,  and  the  Medical 
Society  of  the  State  of  New  York. 

S.  Edward  King,  MD,  New  York.  Died 
June  4,  1988;  age  88.  Dr  King  was  a 
1923  graduate  of  Columbia  University 
College  of  Physicians  and  Surgeons.  He 
was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a Fel- 
low of  the  American  College  of  Physi- 
cians. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
American  Public  Health  Association, 
the  American  Society  of  Nephrology, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Elmer  A.  Kleefield,  MD,  Westport,  Con- 
necticut. Died  November  6,  1988;  age 
82.  Dr  Kleefield  was  a 1 930  graduate  of 
the  State  University  of  New  York 
Health  Science  Center  at  Brooklyn.  He 
was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a Fel- 
low of  the  American  College  of  Physi- 
cians. He  was  a member  of  the  Medical 
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Society  of  the  County  of  Queens  and 
the  Medical  Society  of  the  State  of  New 
York. 

Harold  M.  Langs,  MD,  Island  Park. 
Died  January  29,  1989;  age  56.  Dr 
Langs  was  a 1958  graduate  of  the  New 
York  University  School  of  Medicine. 
He  was  a member  of  the  Nassau  Coun- 
ty Medical  Society  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Stanley  Mackta,  MD,  Lido  Beach.  Died 
December  9,  1988;  age  63.  Dr  Mackta 
was  a 1958  graduate  of  the  Faculte  de 
Medecine  de  l’Universite  de  Lausanne, 
Lausanne,  Switzerland.  His  member- 
ships included  the  American  Geriatrics 
Society,  the  American  Academy  of 
Physical  Medicine  and  Rehabilitation, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Norma  Lontok  Maligaya,  MD,  Bronx. 
Died  December  30,  1988;  age  51.  Dr 
Maligaya  was  a 1960  graduate  of  the 
Faculty  of  Medicine  and  Surgery  of 
Santo  Tomas,  Manila,  Philippines.  She 
was  a member  of  the  Bronx  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Cecil  Mantell,  MD,  Staten  Island.  Died 
February  20,  1989;  age  75.  Dr  Mantell 
was  a 1 940  graduate  of  the  McGill  Uni- 
versity Faculty  of  Medicine,  Montreal, 
Quebec,  Canada.  He  was  a Diplomate 
of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American 
College  of  Gastroenterology.  His  mem- 
berships included  the  American  Tho- 
racic Society,  the  American  Gastro-en- 
terological  Association,  the  Richmond 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Bernard  R,  Margolius,  MD,  Catskill. 
Died  January  1,  1989;  age  79.  Dr  Mar- 
golius was  a 1936  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a Dip- 
lomate of  the  American  Board  of  Anes- 
thesiology and  a Fellow  of  the 
American  College  of  Anesthesiologists. 
His  memberships  included  the  New 
York  State  Society  of  Anesthesiolo- 
gists, the  American  Society  of  Anesthe- 
siologists, Inc,  the  Medical  Society  of 
the  County  of  Greene,  and  the  Medical 
Society  of  the  State  of  New  York. 

Joseph  E,  Milgram,  MD,  New  York. 
Died  February  19,  1989;  age  89.  Dr 


Milgram  was  a 1924  graduate  of  Co- 
lumbia University  College  of  Physi- 
cians and  Surgeons.  He  was  a Diplo- 
mate of  the  American  Board  of 
Orthopedic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a 
Qualified  Fellow  of  the  International 
College  of  Surgeons.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  American  Orthopaedic 
Association,  the  American  Academy  of 
Orthopaedic  Surgeons,  the  Society  for 
Experimental  Biology  and  Medicine, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Marino  Nataloni,  MD,  Riverhead.  Died 
February  3,  1989;  age  63.  Dr  Nataloni 
was  a 1957  graduate  of  the  Facolta  di 
Medicina  e Chirurgia  delPUniversita  di 
Bologna,  Bologna,  Italy.  He  was  a 
member  of  the  Suffolk  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Max  Nauman,  MD,  Forest  Hills.  Died 
February  2,  1989;  age  96.  Dr  Nauman 
was  a 1920  graduate  of  the  Medizin- 
ische  Fakultaet  der  Julius  Maximiliams 
Universitaet,  Wurzburg,  Bayern,  Ger- 
many. He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens  and 
the  Medical  Society  of  the  State  of  New 
York. 

Francis  X.  Reynolds,  MD,  Bronxville. 
Died  February  18,  1989;  age  67.  Dr 
Reynolds  was  a 1946  graduate  of  the 
New  York  University  School  of  Medi- 
cine. He  was  a Diplomate  of  the  Ameri- 
can Board  of  Surgery,  a Fellow  of  the 
American  College  of  Angiology,  and  a 
Fellow  of  the  American  College  of  Sur- 
geons. He  was  a member  of  the  Pan 
American  Medical  Association,  the 
Bronx  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Harold  Carl  Rosenthal,  MD,  Pough- 
keepsie. Died  January  26,  1989;  age  86. 
Dr  Rosenthal  was  a 1929  graduate  of 
the  Cornell  University  Medical  Col- 
lege. He  was  a member  of  the  Dutchess 
County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Walter  Schaefer,  MD,  Corning.  Died 
January  23,  1989;  age  91.  Dr  Schaefer 
was  a 1 923  graduate  of  the  Schlesische- 
Friedrich-Wilhelms  Universitaet  Me- 
dizinische  Fakultaet,  Breslau,  Germa- 
ny. He  was  a member  of  the  Steuben 


County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Samuel  Jay  Stabins,  MD,  Rochester. 
Died  January  27,  1989;  age  88.  Dr  Sta- 
bins was  a 1925  graduate  of  the  Emory 
University  School  of  Medicine,  Atlan- 
ta, Georgia.  He  was  a Diplomate  of  the 
American  Board  of  Surgery  and  a Fel- 
low of  the  American  College  of  Sur- 
geons. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
American  Surgical  Association,  the 
Medical  Society  of  the  County  of  Mon- 
roe, and  the  Medical  Society  of  the 
State  of  New  York. 

David  Steinberg,  MD,  Coconut  Creek, 
Florida.  Died  January  29,  1989;  age  85. 
Dr  Steinberg  was  a 1931  graduate  of 
the  New  York  Medical  College.  He  was 
a member  of  the  New  York  Academy 
of  Medicine,  the  Bronx  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

David  Joshua  Surrey,  MD,  Smithtown. 
Died  February  5,  1989;  age  82.  Dr  Sur- 
rey was  a 1935  graduate  of  the  Medi- 
zinische  Fakultaet  der  Universitaet 
Bern,  Switzerland.  He  was  a member  of 
the  Suffolk  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

James  J.  Toomey,  MD,  Millbrook.  Died 
February  6,  1989;  age  94.  Dr  Toomey 
was  a 1921  graduate  of  Fordham  Uni- 
versity School  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of 
Urology,  a fellow  of  the  American  Col- 
lege of  Surgeons,  and  a Qualified  Fel- 
low of  the  International  College  of  Sur- 
geons. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
American  Urological  Association,  the 
Dutchess  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Russell  H.  Wixson,  MD,  Clearwater, 
Florida.  Died  January  21,  1989;  age  79. 
Dr  Wixson  was  a 1934  graduate  of  the 
State  University  of  New  York  Upstate 
College  of  Medicine,  Syracuse.  He  was 
a Fellow  of  the  American  Academy  of 
Family  Physicians.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  American  Occupational 
Medical  Association,  the  American 
Geriatrics  Society,  the  Medical  Society 
of  the  County  of  Niagara,  and  the  Med- 
ical Society  of  the  State  of  New  York. 
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Guidelines  for  authors 


Originality 

The  New  York  State  Journal  of  Medicine  welcomes  research 
papers  and  original  essays  on  the  practice  of  medicine,  medical 
education,  public  health,  the  history  of  medicine,  medicolegal 
matters,  legislation,  ethics,  the  mass  media,  and  socioeconomic 
issues  in  health  care. 

Manuscripts  should  be  prepared  according  to  the  “Uniform 
requirements  for  manuscripts  submitted  to  biomedical  journals” 
{NY  State  J Med  1988;  88:456-462).  The  requirements  were 
established  by  the  International  Committee  of  Medical  Journal 
Editors,  of  which  the  Journal  is  a participating  member.  These 
Guidelines  are  intended  to  highlight  aspects  of  the  Journal's 
particular  style  of  publication. 

A manuscript  will  be  considered  for  publication  if  it  is  origi- 
nal, has  not  been  published  previously  in  whole  or  in  part  in  ei- 
ther a medical  journal  or  a lay  publication,  and  is  not  simulta- 
neously under  consideration  elsewhere.  A copy  of  any  possibly 
duplicative  material,  such  as  a reference  “in  press,”  should  be 
submitted  along  with  the  manuscript. 

Preparation 

An  original  typewritten  or  “word-processed”  manuscript  and 
two  photocopies  (to  facilitate  outside  review)  are  required.  If  the 
manuscript  is  not  accepted  for  publication,  the  original  and  one 
copy  will  be  returned.  All  figures  must  be  submitted  in  triplicate. 
The  manuscript  should  be  double-spaced  throughout,  including 
references,  tables,  legends,  quotations,  and  acknowledgments.  A 
separate  title  page  should  include  the  full  title  of  the  paper  in 
upper  and  lower  case  type,  the  names  of  the  authors  exactly  as 
they  should  appear  in  print  (including  their  highest  academic 
degree),  and  the  names  of  all  providers  of  funding  for  research 
on  which  the  paper  is  based.  Information  on  the  amount  and 
allocation  of  funding  is  optional. 

A corresponding  author  should  be  designated  in  the  covering 
letter.  Authors  should  list  their  title  and  affiliation  at  the  time 
they  did  the  work,  and,  if  different,  their  present  affiliation.  The 
addresses  and  telephone  numbers  of  all  authors  should  be  sup- 
plied for  editorial  purposes.  All  authors  of  a manuscript  are  re- 
sponsible for  having  read  and  approved  it  for  submission. 

Categories 

Research  Papers  should  be  limited  to  3,000  words  and  should 
include  the  following  sections:  Introduction,  Methods,  Results, 
Discussion,  and  References.  Multiple  subheadings  and  num- 
bered lists  are  discouraged.  An  abstract  limited  to  150  words 
should  state  the  reasons  for  the  study,  the  main  findings,  and 
their  implications.  Statistical  evaluations  should  be  described  in 
the  Methods  section,  and  the  name  and  affiliation  of  the  statisti- 
cian should  be  included  in  the  acknowledgments  if  this  individ- 
ual is  not  listed  as  a coauthor.  Reports  of  experiments  involving 
human  subjects  must  include  a description  in  the  Methods  sec- 
tion of  the  informed  consent  obtained  and  a statement  that  the 
procedures  followed  were  approved  by  an  institutional  research 
review  committee.  Anonymity  of  patients  must  be  preserved. 
Reports  of  experiments  on  animals  must  note  which  guidelines 
were  followed  for  the  care  and  use  of  laboratory  animals. 

Case  Reports  should  be  limited  to  1,250  words.  Review  Arti- 
cles should  not  exceed  3,000  words.  Commentaries  should  be 
between  1,000  and  1,500  words.  Other  kinds  of  original  essays 
should  not  exceed  2,500  words.  A letter  of  inquiry  should  be  sent 
to  the  editor  prior  to  submitting  a Review  Article  or  Commen- 
tary. 


For  Research  Papers  only,  scientific  measurements  should  be 
given  in  conventional  units,  with  Systeme  Internationale  (SI) 
units  in  parentheses.  Abbreviations  and  acronyms  should  be  kept 
to  a minimum,  and  jargon  should  be  avoided.  Generic  names  of 
drugs  should  be  used  instead  of  brand  names. 

Figures 

The  submission  of  color  illustrations  or  slides  is  discouraged. 
Only  black  and  white  glossy  photographic  prints  or  “camera- 
ready”  artwork  will  be  accepted.  The  Journal  is  unable  to  pro- 
vide art  services  such  as  the  addition  of  arrows  to  photographs.  A 
signed  consent  for  publication  must  accompany  photographs  in 
which  the  patient  is  identifiable.  Illustrations  from  other  publi- 
cations generally  will  not  be  considered.  Legends  for  illustra- 
tions should  be  typed  on  a separate  sheet,  and  for  photomicro- 
graphs should  include  magnification  and  stain.  Each  illustration 
should  be  lightly  marked  on  the  back  in  pencil  with  the  name  of 
the  first  author,  the  number  as  cited  in  the  text,  and  an  arrow 
indicating  the  top.  Each  set  of  illustrations  should  be  submitted 
unmounted  in  a separate  envelope. 

Tables  should  be  simple,  self-explanatory,  and  few  in  number. 
Each  table  should  be  typed  double-spaced  on  a separate  sheet. 

References 

References  should  be  limited  to  the  most  pertinent.  The  rec- 
ommended maximum  number  of  references  is  25  for  Research 
Papers  and  most  other  original  contributions  (except  lengthier 
Review  Articles),  12  for  Commentaries  and  Case  Reports,  and 
six  for  letters  to  the  editor. 

Authors  are  responsible  for  the  accurate  citation  of  refer- 
ences. Citation  of  secondary  sources  is  discouraged  except  where 
the  original  reference  is  unobtainable.  Authors  may  not  cite  ref- 
erences they  have  not  read,  and  the  use  of  abstracts  as  references 
should  be  avoided. 

References  should  be  indicated  in  the  text  by  superscript  num- 
bers following  the  name  of  the  author  (eg.  Smith2  reported  two 
cases). 

The  list  of  references  at  the  end  of  the  article  should  be  typed 
double-spaced  and  references  should  be  numbered  in  the  order  in 
which  they  appear  in  the  text.  When  there  are  three  or  fewer 
authors,  all  should  be  listed;  where  there  are  four  or  more,  the 
first  three  should  be  listed,  followed  by  et  al.  Names  of  journals 
should  be  abbreviated  according  to  Index  Medicus  and  under- 
lined. 

Sample  references: 

1.  Kepes  ER,  Thomas  P,  Vemulapalli  K:  Methadone  and  intravenous  mor- 
phine requirements.  NY  State  J Med  1983;  83:925-927. 

2.  Behrman  RE,  Vaughn  VC:  Nelson  Textbook  of  Pediatrics,  ed  12.  Philadel- 
phia, WB  Saunders  Co.  1983,  pp  337-338. 

Review 

All  manuscripts  are  reviewed  by  the  editors,  and  most  manu- 
scripts are  sent  to  outside  referees.  Decisions  concerning  accep- 
tance, revision,  or  rejection  of  a manuscript  are  usually  made 
within  three  to  six  weeks.  Every  effort  will  be  made  to  assure 
prompt  publication  of  an  accepted  manuscript.  A galley  proof 
will  be  sent  to  the  author  for  approval  prior  to  publication. 

Address  correspondence  to  Pascal  James  Imperato,  MD,  Edi- 
tor, New  York  State  Journal  of  Medicine , PO  Box  5404,  420 
Lakeville  Road,  Lake  Success,  NY  1 1042. 
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FOR  NOW. 


FOR  THE  FUTURE. 

According  to  a national  survey  by  the  U.S.  government,  the  majority  of  adult 
Hispanic  male  hypertensives  remain  untreated  and  uncontrolled*  their  future  at 
risk  of  cardiovascular  complications.  For  over  20  years,  'Dyazide’  has  delivered 
the  dependable  blood  pressure  control  that  helps  reduce  cardiovascular  risk. . . 
while  its  low  side-effects  profile,  convenient  once-daily  dosing,  and  real 
economy  all  make  compliance  easy. 

Dyazide’.  Today’s  choice  for  your  hypertensive  patients — both  for 
today  and  for  tomorrow. 

In  mild  to  moderate  hypertension  / 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Tnamterene/5KF  ™ 

HELPS  REDUCE  CARDIOVASCULAR  RISK. 


Before  prescribing,  please  see  brief  summary  of  prescribing  information  on  adjacent  page. 


a product  of 


SK &F  CO. 

Cidra.  P.R.  00639 
© SK&F  Co..  1988 


DYAZIDE- 

25  mg.  Hydrochlorothiazide/50  mg.  Triamterene/SKF 

Belore  prescribing,  see  complete  prescribing  information  in  SKSF  CO.  literature  or  PDR. 

He  following  is  a brief  summary. 

Indications  and  Usage:  Hypertension  or  edema  in  patients  who  develop  hypokalemia  on 
hydrochlorothiazide  alone:  in  patients  who  reguire  a thiazide  diuretic  and  in  whom  the 
development  ol  hypokalemia  cannot  be  risked 

This  llxed  combination  drug  is  not  indicated  tor  the  initial  therapy  ot  edema  or  hyperten- 
sion except  in  individuals  in  whom  the  development  ot  hypokalemia  cannot  be  risked. 
Dyazide ' may  be  used  alone  or  as  an  adjunct  to  other  anlihyperlensive  drugs:  dosage 
adjustments  may  be  necessary 

Contraindications  Concomitant  use  with  other  potassium-sparing  agents  such  as  spironolac- 
tone or  amiioride,  potassium  supplements  ( except  in  presence  ol  severe  hypokalemia):  anuria, 
acute  and  chronic  renal  insutticiencies  or  signilicant  renal  impairment:  hypersensitivity  to 
drug  or  other  sullonamide-denved  drugs:  preexisting  elevated  serum  potassium  concentration. 

Warnings:  Abnormal  elevation  ol  serum  potassium  levels  I greater  than  or  egual  to  5 5 mCg/ 
tiler)  can  occur  with  all  potassium-conserving  diuretic  combinations,  including  Dyazide 1 
Hyperkalemia  is  more  likely  to  occur  in  patients  with  renal  impairment,  diabetes  I even  without 
evidence  ot  renal  impairment),  elderly  or  severely  ill  patients  Since  uncorrected  hyperkalemia 
may  be  latal,  serum  potassium  levels  must  be  monitored  at  Ireguenl  intervals  especially  in 
patients  first  receiving  Dyazide '.  when  dosages  are  changed  or  with  any  illness  that  may 
influence  renal  /unction 

It  hyperkalemia  is  suspected,  obtain  an  ECO  and  monitor  serum  potassium.  II  hyperkalemia 
develops,  discontinue  Dyazide  and  initiate  thiazide  therapy  it  needed  Persistent  hyperkale- 
mia may  reguire  dialysis.  Monitor  serum  electrolytes  treguenlly  in  patients  with  mild  renal 
dysfunction  and  in  diabetic  patients.  In  patients  who  may  develop  respiratory  or  metabolic 
acidosis,  monitor  serum  electrolytes  and  acid/base  balance  treguenlly. 

Precautions  The  bioavailability  ol  the  hydrochlorothiazide  and  triamterene  components  ol 
Dyazide  is  about  50%  ol  the  maximum  obtainable  with  oral  therapy  Theoretically,  a patient 
transferred  from  therapy  with  hydrochlorothiazide  with  or  without  triamterene  might  show  an 
increase  in  blood  pressure,  fluid  retention,  or  change  in  serum  potassium  Extensive  clinical 
experience  with  Dyazide '.  however,  suggests  that  these  conditions  have  not  been  commonly 
observed  in  clinical  practice  I See  CLINICAL  PHARMACOLOGY.)  Use  thiazides  cautiously  in 
patients  with  impaired  hepatic  lunction.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease:  potassium  depletion  induced  by  the  thiazide  may  be  important  in  this  connection: 
administer  Dyazide ' cautiously  and  be  alert  lor  such  early  sighs  ol  impending  coma  as 
contusion,  drowsiness  and  tremor:  it  mental  contusion  increases,  discontinue  Dyazide' lor  a 
lew  days:  attention  must  be  given  to  other  lactors  that  may  precipitate  hepatic  coma,  such  as 
blood  in  the  gastrointestinal  tract  or  preexisting  potassium  depletion  It  patients  develop 
hypokalemia,  which  is  uncommon  with  Dyazide'.  increase  potassium  intake  (i.e . with 
supplements  or  potassium-rich  loods).  II  repeat  determinations  show  serum  potassium  con- 
centrations below  3.0  mEg/L,  discontinue  Dyazide  and  initiate  potassium  chloride 
supplementation.  Institute  corrective  measures  cautiously  and  monitor  serum  potassium 
concentrations  treguenlly.  especially  in  patients  receiving  digitalis  or  those  with  a history  ol 
cardiac  arrhythmias  Diuretics  may  aggravate  existing  electrolyte  imbalances,  especially  at 
high  dosages  or  in  patients  on  salt-restricted  diets.  Do  periodic  serum  electrolyte  determina- 
tions I particularly  important  in  patients  vomiting  excessively  or  receiving  parenteral  fluids) 
Chloride  replacement  may  be  reguired  in  the  treatment  ol  metabolic  acidosis.  It  dilutional 
hyponatremia  develops,  restrict  water  intake  In  actual  salt  depletion,  initiate  sodium  chloride 
replacement.  Use  Dyazide ' cautiously  in  patients  with  a history  ol  renal  stone  formation 
It  hyperkalemia  develops  when  treating  lor  hypokalemia,  take  corrective  measures.  Also 
discontinue  Dyazide  ’ and.  il  appropriate,  substitute  a thiazide  diuretic  until  potassium  levels 
return  to  normal.  Do  periodic  BUN  and  serum  creatinine  determinations,  especially  in  the 
elderly  and  in  patients  with  suspected  or  confirmed  renal  insulticiency.  Serum  PBI  levels  may 
decrease  without  signs  ol  thyroid  disturbance.  Discontinue  thiazides  belore  conducting 
parathyroid  function  tests. 

Angiotensin-converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium,  use  with 
caution  with  Dyazide '.  Concurrent  use  with  chlorpropamide  may  increase  the  risk  ol  severe 
hyponatremia.  A lew  occurrences  ot  acute  renal  lailure  have  been  reported  in  patients  on 
Dyazide ' when  treated  with  indomelhacm.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inllammatory  agents  with  Dyazide '.  Diuretics  reduce  renal  clearance  ol 
lithium  and  increase  Ihe  risk  ol  lithium  toxicity.  Climcaliy  insignihcant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  ettect  ol  nondepolarizing  muscle  relatanls  such  as  tubocurarme, 
therefore  use  cautiously  in  patients  undergoing  surgery  Monitor  electrolytes  in  patients  taking 
amphotericin  B.  corticosteroids  or  corticotropin  concomitantly.  Thiazides  may  potentiate  the 
action  ol  other  anlihyperlensive  drugs.  The  effects  ol  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage  ad/uslmenls  may  be  needed 
Dyazide ' may  raise  the  level  ol  blood  uric  acid:  dosage  adjustments  ol  antigout  medication 
may  be  needed  to  control  hyperuricemia  and  gout  The  following  agents  given  with 
triamterene  may  promote  serum  potassium  accumulation  and  possibly  result  in  hyperkalemia, 
especially  in  patients  with  renal  insulticiency:  blood  from  blood  bank  (may  contain  up  to  30 
mEg  ol  potassium  per  liter  ol  plasma  or  up  to  65  mEg  ol  potassium  per  liter  ol  whole  blood 
when  stored  lor  more  than  10  days):  low-salt  milk  (may  contain  up  lo  60  mEg  ol  potassium  per 
liter):  potassium-containing  medications  ( such  as  parenteral  penicillin  D potassium),  and  salt 
substitutes  /most  contain  substantial  amounts  ol  potassium)  Exchange  resins,  such  as 
sodium  polystyrene  sullonate.  whether  administered  orally  or  redally.  reduce  serum 
potassium  concentrations  by  sodium  replacement  ol  Ihe  potassium:  lluid  retention  may  occur 
in  some  patients  because  ol  the  increased  sodium  intake  Chronic  or  overuse  ol  laxatives  may 
reduce  serum  potassium  concentrations  by  promoting  excessive  potassium  loss  horn  the 
intestinal  tract : laxatives  may  interfere  with  Ihe  potassium-retaining  effects  ol  triamterene 
The  effectiveness  ol  methenamme  may  be  decreased  when  used  concurrently  with  hydrochlo- 
rothiazide because  ol  alkalinization  ol  the  urine  Dyazide ' will  interfere  with  Ihe  fluorescent 
measurement  ol  guinidine. 

There  are  no  adeguale  and  well-controlled  studies  in  pregnant  women  This  drug  should  be 
used  during  pregnancy  only  il  clearly  needed  Thiazides  and  triamterene  cross  the  placental 
barrier  and  appear  in  cord  blood  The  use  ol  thiazides  in  pregnancy  reguires  weighing  the 
anticipated  benelit  against  possible  hazards,  including  letal  or  neonatal  jaundice,  pancreatitis, 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  aduil 
Thiazides  appear,  and  triamterene  may  appear,  in  breast  milk.  II  use  ol  Ihe  drug  is  essential, 
the  patient  should  stop  nursing.  Salety  and  ettectiveness  in  children  have  not  been  established 
Adverse  Reactions  The  serious  adverse  eltects  associated  with  Dyazide ' have  commonly 
occurred  in  less  than  0. 1 % ol  patients  treated  with  this  product  Anaphylaxis,  rash,  urticaria, 
photosensitivity,  cardiac  arrhythmias,  postural  hypotension,  diabetes  mellitus,  hyperkalemia, 
hyperglycemia,  glycosuria,  hyperuricemia,  hypokalemia,  hyponatremia,  acidosis,  hypochlore- 
mia,  jaundice  and/or  liver  enzyme  abnormalities,  pancreatitis,  nausea  and  vomiting,  diarrhea, 
constipation,  abdominal  pain,  acute  renal  lailure.  interstitial  nephritis,  renal  stones  composed 
primarily  ol  tnamterene.  elevated  BUN  and  serum  creatinine,  abnormal  urinary  sediment, 
leukopenia,  thrombocytopenia  and  purpura,  megaloblastic  anemia,  muscle  cramps, 
weakness,  latigue,  dizziness,  headache,  dry  mouth,  impotence,  sialadenitis  Thiazides  alone 
have  been  shown  to  cause  the  following  additional  adverse  reactions:  paresthesias,  vertigo, 
xanthopsia,  transient  blurred  vision,  allergic  pneumonitis,  pulmonary  edema,  respiratory 
distress,  necrotizing  vasculitis,  exacerbation  ol  lupus,  aplastic  anemia,  agranulocytosis, 
hemolytic  anemia.  In  neonates  and  inlants:  thrombocytopenia  and  pancrealitis-rarely,  in 
newborns  whose  mothers  have  received  thiazides  during  pregnancy. 

Supplied:  Capsules  containing  25  mg.  hydrochlorothiazide  and  50  mg.  triamterene,  in  bottles 
ol  1000  capsules:  in  Single  Unit  Packages  (unit-dose)  ol  100  (intended  lor  institutional  use 
only):  in  Patienl-Pak™  unit-ol-use  bottles  ot  100 
BRS-DZL5S 

* Ad  Hoc  Committee  on  Cardiovascular  Pulmonary  Disease  Risk  Factors  in  Minority 
Populations  1986  Forum  on  Cardiovascular  Disease  Risk  Factors  in  Minority  Populations 
Bethesda.  Maryland  US  Department  of  Health  and  Human  Services.  1986 
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PRACTICES  AVAILABLE— CONT’D 


GENERAL  PRACTICE  FOR  SALE,  Long  Island. 
Suffolk  County,  centrally  located.  14  years  old, 
low  downpayment.  Owner  moving  out  of  state. 
Please  call  (5 1 6)  736- 1331,  Monday-Friday  be- 
tween 11  AM-5  PM. 


SUCCESSFUL  SOLO  PRACTICE— Internal  medi- 
cine for  immediate  sale.  Excellent  continued 
growth  potential  in  a growing  community, 
across  from  hospital  in  suburban  Greece.  No 
Medicaid,  sign  out  group  coverage.  Retiring  for 
health  reasons.  Mail  inquiries  to  Robert  T. 
Breckenridge,  M.D.,  1570  Long  Pond  Road, 
Rochester,  New  York  14626. 


EQUIPMENT 


FOR  SALE — Office  lab  equipment.  New  hardly 
used,  C-A  QBC  2 with  printer,  Kodak  DT  60, 
Kodak  DTSC  module,  Kodak  DTE  module.  Call 
(212)  549-1300  or  reply  Dept.  483  c/o  NYSJM. 

G.P.  OFFICE  FURNITURE  AND  EQUIPMENT  for 

sale  in  Richmond  Hill,  Queens.  Call  516-223- 
4449  or  718-846-0404. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN'S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time  (212)861-9000. 

THE  CONTINENTAL — Professional  Co-op  office 
space  for  sale  70-20  108  St.  Premier;  presti- 
gious building  in  the  heart  of  Forest  Hills, 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A/C,  separate  professional  wing.  370 
or  1600  sq  ft.  Call:  Mr.  Marvin  Weingart, 

(718)  793-1081. 

FREE  CONDOMINIUM  CONVERSION  CONSUL- 
TATION. Convert  your  professional  building 
to  commercial  condominium  Maximize  your 
profit  potential!  Create  financial  flexibility!  For 
free  consultation  and  free  article  “Doctors  Go 
Condo",  contact:  Paul  Gellert,  President. 

Healthcare  Realty  Associates,  155  West  68th 
Street,  New  York,  NY  10023  Phone  (212) 
724-7900. 

NEWLY  BUILT  OFFICE  FOR  RENT— 1,000  sq  ft 
Across  from  South  Side  Hospital,  Bay  Shore, 
(516)  665-4466.  Newly  Equipped  Office  for 
sublet.  1000  sq.  ft.  near  Brookhaven  Hospital, 
East  Patchogue,  (516)  654-3363. 

FOR  SALE  PROFESSIONAL  CONDOMINIUM 
MEDICAL  SPACES  ON  THE  GRAND  CON- 
COURSE. Some  up  to  8,000  sq.  ft.  Largest 
space  ideal  for  laboratory  or  radiology.  Totally 
upgraded  building.  Close  to  Montefiore  Hospi- 
tal. Garage  and  separate  entrance.  Price  ne- 
gotiable. Call  AKAM,  (212)  643-2100. 


REAL  ESTATE  FOR  SALE 
OR  RENT— CON’D 


MUST  SELL/GREATLY  REDUCED.  Charming 
Tudor  with  newly  decorated  professional  suite. 
Separate  entrances.  4 bedrooms,  3 full  baths, 
finished  basement.  Garden  City/West  Hemp- 
stead. $335,000.00,  call  (516)  538-2761  or 
(516)  484-0321. 

MANHASSET  HILLS,  LONG  ISLAND:  Spacious 
home-office  combination,  very  desirable  corner 
location  for  professional  on  main  street.  Ten 
plus  rooms,  3 bathrooms.  Close  to  L.I.E., 
Northern  State  Highways;  L.l.  Jewish,  North 
Shore,  St.  Francis  Hospitals  and  schools.  Tele- 
phone (516)  627-2416. 

FOR  SALE — Exceptional  opportunity,  M.D. 
moving.  Beautiful  colonial  home  with  adjoining 
medical  office,  separate  entrance,  central  inde- 
pendent air  conditioning.  Location,  Westbury, 
N.Y.  many  advantages  for  family  and  practice. 
Move  right  in,  excellent  condition.  Call  Buffa- 
lo Realty.  (516)  997-9669. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S. 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  110  E.  42nd 
Street.  NYC.  (212)  697-2950  or  evenings 
(914)  723-0799. 

IF  YOU  GET  CITED  FOR  A QUALITY  ISSUE,  you 

have  only  one  chance  to  defend  yourself.  For 
the  best  defense,  call  URQA  Associates,  Ltd. 
URQA  provides  professional,  confidential  help 
to  physicians  cited  for  quality  issues.  Dr.  Clif- 
ford Weingarten,  Medical  Director  of  URQA, 
has  been  deeply  involved  with  utilization  review 
and  quality  assurance  for  the  past  15  years. 
Working  with  a team  of  medical  professionals 
from  both  sides  of  the  review  process,  URQA 
offers  sound  advice  and  experienced  represen- 
tation to  doctors  who  have  been  cited  unjustly. 
(516)  427-1234;  427-7651. 

BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 

MACINTOSH  OFFICE  MANAGEMENT  SYSTEM. 

Healthcare  Communications  has  1000  installa- 
tions nationwide.  Electronic  Claims  now  avail- 
able for  MediMac™.  Multiple  fee  schedules,  in- 
surance, billing,  aged  accounts,  day  sheets, 
deposit  slip,  and  more  than  30  other  reports. 
Custom  reports  and  mail  merges  are  easy!  In- 
office training  available.  Network  option.  The 
Macintosh  computer  is  easier  to  learn!  Market- 
ing Consultant:  Anne  Ephraim,  (914)  628- 

4709. 
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Carafate  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers]  For  those  NSAID 


users  to  become 
users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique, 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


G 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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( ARAFATE 

^^(sucralfate)  Tablets 

BRIEF  SUMMARY 
CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term 
treatment  with  sucralfate  can  result  in  complete  healing  of  the 
ulcer,  a successful  course  of  treatment  with  sucralfate  should  not 
be  expected  to  alter  the  post-healing  frequency  or  severity  of 
duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simul- 
taneous administration  of  CARAFATE  (sucralfate)  with  tetracy 
dine,  phenytoin,  digoxm,  or  cimetidme  will  result  in  a statistically 
significant  reduction  in  the  bioavailability  of  these  agents  The 
bioavailability  of  these  agents  may  be  restored  simply  by  sepa- 
rating the  administration  of  these  agents  from  that  of  CARAFATE 
by  two  hours  This  interaction  appears  to  be  nonsystemic  in 
origin,  presumably  resulting  from  these  agents  being  bound  by 
CARAFATE  in  the  gastrointestinal  tract  The  clinical  significance  of 
these  animal  studies  is  yet  to  be  defined  However,  because  of 
the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  trad  the  separate  administration  of 
CARAFATE  from  that  of  other  agents  should  be  considered  when 
alterations  in  bioavailability  are  felt  to  be  critical  for  concomi 
tantly  administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 

Chronic  oral  toxicity  studies  of  24  months'  duration  were  con 
duded  in  mice  and  rats  at  doses  up  to  1 gm/kg  (12  times  the 
human  dose)  There  was  no  evidence  of  drug-related  tumorige- 
mcity.  A reprodudion  study  in  rats  at  doses  up  to  38  times  the 
human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment Mutagenicity  studies  were  not  conduded 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Ter- 
atogenicity studies  have  been  performed  in  mice,  rats,  and  rab- 
bits at  doses  up  to  50  times  the  human  dose  and  have  revealed 
no  evidence  of  harm  to  the  fetus  due  to  sucralfate  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reprodudion  studies  are  not  always 
predidive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is 
excreted  in  human  milk.  Because  many  drugs  are  excreted  in 
human  milk,  caution  should  be  exercised  when  sucralfate  is 
administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effediveness  in  children  have 
not  been  established 

ADVERSE  REACTIONS 

Adverse  readions  to  sucralfate  in  clinical  trials  were  minor  and 
only  rarely  led  to  discontinuation  of  the  drug  In  studies  involving 
over  2,500  patients  treated  with  sucralfate,  adverse  effects  were 
reported  in  121  (4  7%) 

Constipation  was  the  most  frequent  complaint  (2.2%)  Other 
adverse  effects,  reported  in  no  more  than  one  of  every  350 
patients,  were  diarrhea,  nausea,  gastnc  discomfort,  indigestion,  dry 
mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute 
oral  toxicity  studies  in  animals,  however,  using  doses  up  to 
12  gm/kg  body  weight  could  not  find  a lethal  dose  Risks  as 
sociated  with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm 
four  times  a day  on  an  empty  stomach 
Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but 
should  not  be  taken  within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first 
week  or  two,  treatment  should  be  continued  for  4 to  8 weeks 
unless  healing  has  been  demonstrated  by  x-ray  or  endoscopic 
examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of 
100  (NDC  0088-1712-47)  and  in  Unit  Dose  identification  Paks 
of  100  (NDC  0088-1712-49).  Light  pink  scored  oblong  tablets  are 
embossed  with  CARAFATE  on  one  side  and  1712  bracketed  by 
C’s  on  the  other  Issued  1/87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D J Clin  Gastroenterol  1987, 
9(4): 395-399 
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Symposium:  Emergency  Medicine  & 
Toxicology.  Cathedral  Hill  Hotel,  San 
Francisco.  Contact:  Continuing  Educa- 
tion S/P,  University  of  California, 
3333  California  St,  Room  218,  San 
Francisco,  CA  941 18.  Tel:  (415)  476- 
8469. 

June  30- July  1.  Euthanasia:  An  Old/ 
New  Dilemma  for  Physicians.  San 

Francisco.  Contact:  Extended  Pro- 
grams in  Medical  Education,  Universi- 
ty of  California,  Room  U-569,  San 
Francisco,  CA  94143-0742.  Tel:  (415) 
476-4251. 

DISTRICT  OF  COLUMBIA 

June  29-July  2.  Flexible  Fiberoptic 
Sigmoidoscopy  and  Naso-pharyngo- 
laryngoscopy  in  the  Primary  Care  Phy- 
sician’s Office.  1 9 ’/>  Cat  I Credits.  Wa- 
tergate Hotel,  Washington.  Contact: 
Seminars  & Symposia,  Inc,  132  E 70th 
St,  New  York,  NY  10021.  Tel:  (212) 
517-7520. 

FLORIDA 

June  9-11.  The  Amelia  Island  National 
Conference  on  Family  Practice.  Amelia 
Island  Plantation,  Amelia  Island.  Con- 
tact: Dr  Elliot  F.  Ellis,  PO  Box  5720, 
Jacksonville,  FL  33247.  Tel:  (904)  390- 
3676. 

NEBRASKA 

June  6.  Sudden  Infant  Death  Syndrome 
(S.I.D.S.) — To  Monitor  or  Not.  Marri- 
ott Hotel,  Omaha.  Contact:  Cindy  S. 
Hanssen,  University  of  Nebraska  Med- 
ical Center,  Center  for  Continuing 
Education,  42nd  & Dewey  Ave,  Oma- 
ha, NE  68105-1065.  Tel:  (800)  228- 
9630. 

NEW  MEXICO 

June  28- July  1 . Highlights  in  Women’s 
Health  Care.  16  Cat  I Credits.  Santa 
Fe.  Contact:  Sharon  Stermer,  Office  of 
Continuing  Medical  Education,  Scott 
and  White,  2401  S 31st  St,  Temple,  TX 
76508.  Tel:  (817)  774-4073. 


AROUND  THE  WORLD 


CHINA 

June  7-13.  Medical  China  ’89.  China 


International  Exhibition  Centre,  Beij- 
ing. June  9.  The  Medical  China  ’89 
Healthcare  Conference.  Healthcare  in 
China  in  the  1990s.  Science  Hall, 
Friendship  Hotel,  Beijing.  Contact: 
Chris  Woodthorpe,  Director  of  North 
American  Operations,  Medical  China 
Publishing  Ltd,  McGraw-Hill  Health- 
care Group,  800  Second  Ave,  2nd 
Floor,  New  York,  NY  10017.  Tel: 

(212)  599-3400,  ext  503. 

DENMARK 

June  17 -July  1 . Radiology  in  Scandina- 
via and  the  Soviet  Union.  Copenhagen, 
Stockholm,  and  Leningrad.  Contact: 
Dawne  Ryals,  Ryals  & Associates,  PO 
Box  1925,  Roswell,  GA  30077-1925. 
Tel:  (404)  641-9773. 

ENGLAND 

June  24-30.  Challenge  89 — Decisions 
in  Imaging.  London.  Contact:  Universi- 
ty Imaging  Associates,  LAC/USC 
Medical  Center,  Box  66,  1200  North 
State  St,  Los  Angeles,  CA  90033.  Tel: 

(213)  226-7245. 

FRANCE 

June  2-9.  “Paris  in  Spring”  Meeting 
for  Anesthesiologists.  Paris.  Contact: 
George  Silvay,  MD,  PhD,  Department  of 
Anesthesiology,  Box  1010,  Mt  Sinai 
School  of  Medicine,  1 Gustave  L.  Levy 
PI,  New  York,  NY  10029-6574.  Tel: 
(212)  241-7630. 

June  25- July  1 . American  and  Europe- 
an Views  on  Critical  Care.  20  Cat  I 

Credits.  Cannes.  Contact:  Professional 
Seminars,  Inc/University  of  Miami, 
PO  Box  012318,  Miami,  FL  33101. 
Tel:  (305)  547-6411. 

WEST  GERMANY 

June  6-9.  Interhospital  ’89.  Hanover 
Fairgrounds,  Hanover.  Contact:  Hano- 
ver Fairs  USA  Inc,  103  Carnegie  Cen- 
ter, PO  Box  7066,  Princeton,  NJ 
08540.  Tel:  (609)  987-1202.  □ 

We’re  here  to  help. 
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Name 

Address 

City 

Phone  ( )_ 

Best  time  to  call. 


State. 


Mail  this  coupon  to: 
The  AMA  Group 
200  N.  LaSalle  Street 
Suite  535 
Chicago,  IL  60601 


7fo,CAi. 


AMA  ADVISERS.  INC. 

The  Financial  Services  and  Investment 
Counseling  Organization  Owned  by  the 
American  Medical  Association 


Established  1966 


PTNY06 
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YES!  I want  to  learn  more  about  how  AMA  Advisers,  Inc.  can  serve 
my  investment  needs.  Please  send  me  more  complete  information  on  the 
financial  products  I've  noted  below: 


Where  do  physicians 
turn  for  financial 
services? 


Send  the  coupon  today  or. . . 
Call  toll-free 

1-800-262-3863 


Products  and  services  as  described  herein  are  not  offered  for  sale  in  any  state  where 
they  are  not  lawfully  registered. 


AMA  Advisers,  Inc.  . . . Investment  experts 
for  physicians  and  their  families  nationwide 


Here’s  what  we  offer  you: 


• Tax-Free  Unit  Trusts 

• Tax-Deferred  Annuities 

• Money  Market  Funds 

• Mutual  Funds 

• Discount  Brokerage 

• Certificates  of  Deposit 


• Stocks 

• Bonds 

• IRAs  (no  Trustee  fee) 

• Retirement  Plans 

• Retirement  Distribution 
Service 


At  AMA  Advisers,  Inc. , we  make  it  easier  for  busy  physicians  to 
make  investment  decisions.  Our  highly  qualified  representatives  are 
salaried,  which  means  you  get  objective  advice — not  a sales  pitch. 
Plus,  we  offer  easy-to-read,  consolidated  account  statements  and  a 
toll-free  hotline.  Whenever  you  have  an  investment  question,  we’re 
there  for  you. 


Find  out  how  AMA  Advisers,  Inc.  can  serve  all  your  investment  and 
retirement  plan  needs.  Call  now  for  more  information  and  current 
rates. 


MISCELLANEOUS— CONT’D 


MISCELLANEOUS— CONT’D 


OF YOUR 
LUNGS. 

THEY’RE 

ONLY 


AMERICAN 

LUNG 

ASSOCIATION 

The  Christmas  Seal  People® 


MISCELLANEOUS— CONT’D 


MEDICAL  SECRETARY — seeks  position  in  Man- 
hattan, downtown  preferred.  Medical  and  legal 
background.  Intelligent,  caring,  college  edu- 
cated. Dictating  machine  transcription,  light 
book  keeping,  patient  contact.  Professional 
appearance.  Available  Monday-Friday  10:30 
A.M.  to  8 P.M.  (718)  979-2543. 


LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, transfers  of  practices,  professional  licen- 
sure, defense  of  medicaid/medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician's  licenses  in  matrimonial  actions. 
Lifschutz  & Polland,  P.C..  Attorneys  at  Law, 
One  Madison  Avenue,  New  York,  N.Y.  10010 
212-213-8484. 


COMPUTERIZED  MEDICAL  TRANSCRIPTION 
SERVICE:  Radiology,  Neurology,  Otolaryn- 

gology and  all  medical  specialties.  Profession- 
al work  and  fast  turn-around-time  at  competi- 
tive rates.  Transcribe  by  telephone  upstate/ 
out  of  state.  Free  pick  up  & delivery  in  the  New 
York  metropolitan  area.  Call  7 1 8-894- 1 987  for 
more  information. 


AVOID  IRS  PENSION  PENALTY  TAXES  on  Plan 
reversions  and  excess  accumulations.  Former 
IRS  pension  plan  specialist  and  revenue 
agent — Coordinate  pension  distributions  with 
estate  planning.  IRS  approval  for  plan  termina- 
tions, initial  IRS  qualifications  and  TRA  1986 
Amendments.  Annual  Administration  and  ac- 
tuarial certifications.  Professional  practice 
agreements,  dissolutions,  estate  planning  and 
probate.  No  insurance  required — References 
upon  request — Wachstock  & Dienstag  Attor- 
neys at  Law,  122  Cutter  Mill  Road,  Great  Neck, 
NY  11021  (516)  773-3322. 


2V  STAT  STAT  STAT  STAT  STAT  STAT— 

Diagnostic/therapeutic  software,  covering  the 
knowledge  of  69  specialties.  Updated  medical 
algorithms  at  your  fingertips!!!!  Only  $5,857.00 
for  complete  turnkey  system  (software,  knowl- 
edge base/69  Specialties,  AT  computer 
w/80MB  HD,  EGA  monitor  and  card,  printer 
and  40MB  backup).  2V  STAT,  2480  Windy  Hill 
Road.  Suite  201,  Marietta,  GA  30067.  Call 
Dongbong  Kim,  M.D.  at  1-800-228-STAT 


GERALD  GOLDBERG,  CPA-ATTORNEY,  formerly 
with  IRS,  announces  his  availability  to  prepare 
taxes  and  plan  under  changing  tax  environ- 
ment, accounting,  tax  appeals,  legal  represen- 
tation on  practice  transfers,  employment  and 
partnership  agreements.  Manhattan  and  Long 
Island  offices.  (212)  967-1404  and  (516)  565- 
6260. 


PROFESSIONAL  MISCONDUCT  ATTORNEYS. 

William  L.  Wood.  Jr.,  formerly  Executive  Direc- 
tor of  the  New  York  State  Office  of  Professional 
Discipline  and  Anthony  Z.  Scher,  formerly  Di- 
rector of  Prosecutions.  Our  recent  tenure  as 
chief  enforcement  officers  for  the  regulation  of 
New  York  State's  one-half  million  licensed  pro- 
fessionals has  given  us  experience  which  allows 
us  to  represent  physicians  in  professional 
misconduct  proceedings,  malpractice,  license 
restoration,  controlled  drug  proceedings,  insur- 
ance company  reimbursement  disputes,  pur- 
chase and  sale  of  professional  practices  and  all 
other  matters  affecting  the  professional  lives 
and  careers  of  practitioners.  Wood  & Scher, 
Attorneys  at  Law.  One  Chase  Road,  Scarsdale, 
New  York  10583.  Telephone  (914)  723-3500. 

COMPUMEDIC— THE  COMPLETE  PRACTICE 
MANAGEMENT  SYSTEM.  Microcomputer 
based  management  system  for  the  single  to 
multi-physician  practice.  Full  featured  and 
proven  program  provides  a total  solution  for 
automation.  Advanced  features  include: 
Electronic  Insurance  Processing,  Statistical 
Analysis,  On-Line  Scheduling,  & Financial  Ac- 
counting (Including  A/P  & G/L).  We  offer  20 
years  industry  experience,  hardware  and  soft- 
ware installation,  and  complete  training.  For 
On-Site  Demonstration  Contact:  Automated 

Practice  Management  Associates,  Inc.,  875  Av- 
enue of  the  Americas,  Suite  500;  New  York, 
New  York  1 000 1 or  call  (2 1 2)  643- 1 868  or  (9 1 4) 
562-7408 


HAVE  YOU  BEEN  CONTACTED  BY  THE  OFFICE 
OF  PROFESSIONAL  MEDICAL  CONDUCT?  If 

affirmative,  contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998  Practice  limited  to  as- 
sisting, advising  and  defending  physicians  and 
professional  misconduct  processings,  issues  re- 
lating to  chemical  dependence  and  restoration 
of  medical  licenses — with  extensive  trial  and 
administrative  experience — formerly  Assistant 
Chief  of  Prosecution  and  Deputy  Director  of 
Prosecution  for  New  York  State's  Office  of  Pro- 
fessional Discipline  (the  state  agency  responsi- 
ble for  regulating  NYS's  31  licensed  profes- 
sions). and  as  an  Assistant  District  Attorney  in 
Nassau  County  Susan  Kaplan,  Esq  , 165 
West  End  Avenue,  Suite  27P,  New  York,  NY 
10023 


PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA 
Serving  MD's  for  over  10  years.  Toll-free  (800) 
241-6905. 

PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General's  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs  George  Weinbaum,  Esq.,  3 
Barker  Avenue.  White  Plains.  New  York 
10601.  Telephone  (914)  686-9310  office 
hours.  (212)  621-7776-24  hours. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 

ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  212-661  -8070. 

1989  CME  CRUISE/CONFERENCES  on  Medico- 
legal Issues  & Risk  Management — Caribbean, 
Mexico,  Alaska/Canada,  China/Orient,  Scan- 
dinavia/Russia. Mediterranean.  Black  Sea. 
Trans  Panama  Canal.  Approved  for  24-28 
CME  Category  1 Credits  (AMA/PRA)  and 
AAFP  prescribed  credits  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in  compli- 
ance with  IRS  requirements.  Information:  In- 
ternational Conferences,  189  Lodge  Ave..  Hun- 
tington Station,  NY  11746.  (800)  52 1-0076  or 
(516)  549-0869. 
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A PRESCRIPTION 
FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

EXT  517 
1-800-252-2228 


Why  me. 
Mommy? 

Children  often  ask  hard-to- 
answer  questions.  And 
parents  don't  always  have  the 
right  answers.  But  how  do 
you  explain  cancer  to  your 
child? 

The  doctors  and  scientists 
at  St.  Jude  Children's 
Research  Hospital  have  been 
trying  to  answer  this  "why 
me"  since  1962.  We've  found 
many  cures;  we're  working  on 
a cause. 

Our  hope  is  that  once  a 
cause  can  be  found,  a preven- 
tion might  not  be  too  far 
behind.  Until  that  time; 
however,  St.  Jude  Hospital's 
work  must  continue  . . . for 
the  sake  of  all  children. 

To  find  out  how  you  can 
help  St.  Jude  answer  the  ques- 
tions of  childhood  cancer, 
write  for  your  free  brochure, 
or  call  1-800-238-9100. 


St.  Jude  Children's 
Research  Hospital 

^ 505  North  Parkway 

Memphis,  TN  38105 


Doctor . . 


Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 

Telephone:  516-488-7777. 
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For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


Antianxiety 

Antisecretory 

Antispasmodic 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg 
clidinium  bromide. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
'‘Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HC1  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating 
machinery,  driving). 

Usage  in  Pregnancy  : Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Withdrawal  symptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such 


as  MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treating  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established.  Inform  patients  to  consult  physician 
before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide HC1  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoidable  in  most  cases 
by  proper  dosage  adjustment,  but  also  occasionally  observed  at 
lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  patterns 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occa- 
sionally with  chlordiazepoxide  HCl,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to 
those  noted  with  barbiturates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individuals  because  of  predisposition  to 
habituation  and  dependence. 

PI.  0208 

Roche  Products  Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


In  IBS,*  when  it's  brain  versus  bowel, 


us  TIME 
FORTH! 
PEACEMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HC1  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 
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nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = 100) 

■ 1 00%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


iffr^ 

°nce  niahrh 


s^Ce  - 


Convenience  Pak  is  available  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


AXID® 

nizatidine  capsules 

Brief  Summary 

Consult  the  package  literature  lor  complete  Intormatlon. 

Indications  and  Usagt:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patents,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patents  at  a reduced 
dosage  of  1 50  mg  h s after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  contnuous  therapy  with  Axid  for  longer  than  one  year  are  not  known 
Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
Hrreceptor  antagonists 

Precautions:  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  excreted  pnmanly  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
is  similar  to  that  in  norma!  subiects 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Multistix«  may 
occur  dunng  therapy  with  nizatidine 

Drug  Interactions  - No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfann  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system, 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 
expected  to  occur  In  patients  given  very  high  doses  (3,900  mo)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine.  150  mg  b i d . was 
administered  concurrently 

Carcinogenesis.  Mutagenesis,  Impairment  ot  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  m^kg/day  (about  80  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  ol  errterochromaffin-like 
(ECL)  cells  in  the  gastnc  oxyntic  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numencal  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  ol  a carcinogenic  potential  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  perlormed  to  evaluate  its  potential 


In  a two-generation,  pennatal  and  postnatal  fertility  study  in  rats,  doses  of 
"'0  mg/kg/day  prc ' 

; of  parental  animals  or  ... 

Pregnancy -Teratogenic  Effects  - Pregnancy  Category  C-  Oral  reproduction 


nizatidine  up  to  650  mg/kgday  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 


studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administration  to  pregnant  New  Zealand  White  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventncular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus  There  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizatidine  should  be 
used  dunng  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactating  women  have  shown  that 
<0  1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrations  Caution  should  be  exercised  when  admims- 
tenng  nizatidine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 


Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled  trials 
included  over  1 ,900  patients  given  nizatidine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  tnals.  sweating  (1  % vs 
0 2%).  urticana  (0  5%  vs  < 0 01  %).  and  somnolence  (2  4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

Hepatic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
(AST),  SGPT  (ALT],  or  alkaline  pnosphatase).  occurred  in  some  patients  and  was 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SbPT  enzymes  (greater  than  500 IU/1)  and,  in  a single  instance, 
SGPT  was  greater  than  2,000  IU/1  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
patients  All  abnormalities  were  reversible  after  discontinuation  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  ot  asymp- 
tomatic ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  antiandrogemc  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic  - Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  Hrreceptor  antagonist  On  previous  occasions,  this 
patient  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integumental  - Sweating  and  urticana  were  reported  significantly  more  fre- 
quently in  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermati- 
tis were  also  reported 

Hypersensitivity  - As  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported  Because  cross-sen- 
sitivity in  this  class  of  compounds  has  been  observed,  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg,  bronchospasm, 
laryngeal  edema,  rash,  and  eosmophilia)  have  been  reported 
Other  - Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosmopfulia,  fever,  and  nausea  related  to  nizatidine  administration  have  been 
reported 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholinergic-type  effects,  including  lacnmation,  salivation,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  3u1 
mg/kg  and  232  mg/kg  respectively 

Treatment  - To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians ' Desk  Reference 
( PDR ) In  managing  overdosage,  consider  the  possibility  ol  multiple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kinetics  in  your  patient 
If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  momtonng  and  supportive  therapy  Renal  dialysis  for 
four  to  six  hours  increased  plasma  clearance 


■ 

1 . Data  on  file,  Lilly  Research  Laboratories. 
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An  intensive,  five-day  course  providing: 

• a concentrated  review  and  update  of  Emergency 
Medicine  topics 

• analysis  of  relevant  articles  from  the  past  six  years 
of  Emergency  Medicine  literature 

• interaction  regarding  clinical  controversies  in 
management  techniques 

• sessions  in  written  test-taking,  and  oral  problem 
solving  in  ED  medicine 

• group  sessions  to  assist  participants  with  Oral 
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throughout  the  course 
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VASOTEC 


VASOTEC 


(ENALAPRIL  MALEATE I MSD) 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
palientstreated  withACEmhibitors,  including  VASOTEC  Insuchcases.  VASOTECshouldbepromptlydiscontinued  and  the 
patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the  tace and  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  usetul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  mLto  0.5  mL).  should  be  promptly  administered.  (See  ADVERSE  REACTIONS  ) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed;  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS.  Drug  Interactions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  for  the  first  two  weeks  of  treatmenl  and  whenever  fhe  dose  of  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  if  necessary,  receive  an  intrave- 
nous infusion  of  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  turther  doses  ot  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  If  symptomatic  hypolension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neutropenia/Agranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  Irequently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  lailure 
whose  renal  function  may  depend  on  the  activity  ol  the  remn-angiotensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
few  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
(unction.  I See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/l)  was  observed  in  approximately  1%  of  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  of  Iherapy  in  0 28%  ot  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3 6%  of  patients,  but  was  not  a cause  tor  discontinuation 

Risk  factors  for  the  development  ot  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus.  and  the  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  il  at  all.  with  VASOTEC  (See  Drug  Interactions  ) 

Surgery! Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  fhe  first  dose  of  enalapril 
Palienls  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing!  and  to  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  lew  days  of  therapy  If 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ot  infection  (e  g , sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  inlormalion  is 
intended  to  aid  in  the  sale  and  effective  use  of  this  medication.  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects. 

Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  effects  wilh  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  of  Ireatment  with  enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  for  at  least  two  hoursand  until  blood  pressure  has  stabilized  for  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g , spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therelore,  it  concomitant  use  ot  these 
agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing of  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  lailure  receiving 
VASOTEC 

Lithium:  A lew  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  of  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequently. 


Pregnancy- Category  C There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicily,  expressed  as  a decrease  in  average  tetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  tetal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/kg/day.  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleate.  MSD)  should  be 

used  during  pregnancy  only  it  the  potential  benetit  justifies  the  potential  risk  to  the  tetus 

Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  ol  |4C  enalapril  maleate  It  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10,000  patients,  including  over  100D 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients 

Hypertension  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%),  dizziness 
(4.3%).  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%).  nausea  (1 4%),  rash  (1 4%).  cough  (13%).  orthostatic  effects  (1.2%).  and  asthenia  (1.1%) 

Heart  Failure:  The  most  trequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%).  hypotension  (6  7%).  orthostatic  effects  (2  2%).  syncope  (2  2%).  cough  (2  2%).  chest  pain  (21%).  and  diarrhea 
(2 1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  healed  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  fatigue  (1 8%).  headache  (18%).  abdominal  pain  (16%).  asthenia  (16%),  orthostatic  hypo- 
tension (1.6%),  vertigo  (1.6%).  angina  pectoris  (1.5%),  nausea  (13%).  vomiting  (1.3%).  bronchitis  (1.3%).  dyspnea 
(13%),  urinary  tract  infection  (13%),  rash  (1.3%),  and  myocardial  infarction  (1.2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0 5%  lo  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension ).  cardiac  arrest,  pulmonary  embolism  and  infarction,  rhythm  distur- 
bances. atrial  fibrillation;  palpitation. 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous/Psychiatric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure.  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Bronchospasm.  rhinorrhea,  asthma,  upper  respiratory  infection 
Skin  Herpes  zoster,  pruritus,  alopecia,  Hushing,  photosensitivity 
Other  Muscle  cramps,  hyperhidrosis  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur.  These  symptoms  have  disap- 
peared after  discontinuation  ol  Iherapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  of  the  lace  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  occurred  in  0.5%  ot  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy 
in  0.1%  of  hypertensive  patients  In  heart  lailure  patients,  hypolension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 
ot  patients  Hypolension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  of  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  of  patients  wilh  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  lo  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ot  clinical  importance  unless  another  cause  ot  anemia  coexists  In  clinical  trials,  less  than  01%  of  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension:  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ot  hypotension  (See 
WARNINGS ) II  fhe  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  for  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions .) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  the  end  ot  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  II  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ot  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mt/min  (serum  creatinine  of  up  lo  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  s*3  mg/dl).  the  first  dose  is  2.5  mg  once  daily.  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily. 

Heart  Failure  VASOTEC  is  indicated  as  adiunctive  Iherapy  with  diuretics  and  digitalis  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  If  possible,  fhe  dose  ol  the  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ot  hypotension  The  appearance  of  hypotension  alter  the  initial  dose  ot  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  effective  management  ot  the  hypotension  The  usual  therapeutic  dosing  range  for 
the  treatment  ol  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  patients  were 
treated  with  2 5 to  40  mg  per  day  ot  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Effects ) Dosage  may  be  adiusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS.) 

Dosage  Adjustment  in  Heart  Failure  Patients  wilh  Renal  Impairment  or  Hyponatremia  In  heart  lailure  patients  wilh 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initialed  at  2.5  mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS.  Ozzzg  //7Zerac//o/7s ) The  dose  may  be  increased  to  2 5 mg  b i d then  5 mg  b i d andhigher 
as  needed,  usually  at  intervals  ol  four  days  or  more,  if  at  the  time  ot  dosage  adjustment  there  is  not  ivl  3 U 
excessive  hypotension  or  significant  deterioration  ol  renal  funclion  The  maximum  daily  dose  is  40  mg  MERCK 
For  more  detailed  inlormalion.  consult  your  MSD  representative  or  see  Prescribing  Inlormalion  Merck  SH  ARft 

Sharp  & Dohme.  Division  ol  Merck  & Co..  Inc  , West  Point.  PA  19436  j6vsisr(8i5j  DOFHME 


WHAT  IS  YOUR  PRACTICE  WORTH ? 

Physician  International  is  experienced  in  providing  professional  valuation  of  medical 
practices  for:  Sale,  Retirement  Planning,  Insurance  Purposes.  Estate  Settlement. 

Call  our  staff  of  over  fifty  dedicated  professionals: 

Physician  International 

4-NYS  Vermont  Street,  Buffalo,  NY  14213-2498  1-800-622-4062 

' Physician  International  is  an  approved  Membership  Benefit  Program  of  the 
Medical  Society  of  the  State  of  New  York" 
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“SELLING  PRACTICES  IS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment?  Before  you  buy  or  sell,  call  for 
an  appraisal  to  assure  the  best  financial  and  transfer  terms.  We  are  a full 
service  practice  broker,  not  simply  a listing  service.  Since  1981,  Countrywide 
has  been  instrumental  in  helping  hundreds  of  doctors  like  yourself  buy  and  sell 
their  practices.  We  guide  you  through  the  entire  sales  process  from  initial 
meeting  to  closing.  Our  offices  serve  New  York,  New  Jersey  and  New  England. 
Countrywide  Business  Brokerage,  Inc. 

319  East  24th  Street,  Suite  23-G,  New  York,  NY  10010 
(212)  686-7902  (800)  222-7848  (203)  869-3666 


DIRECTOR 

OF 

LABORATORIES 


Qualifications:  Board  of  American  Pathology. 
Boarded  in  Clinical  and  Anatomical  Pathology, 
with  five-ten  years  experience. 


Responsible  for  coordinating  all  subdivisions  of  labora- 
tory, hiring  and  discharging  of  technologists,  all  work 
related  to  autopsies,  surgicals,  cytologies,  bone  mar- 
rows and  frozen  sections.  Responsible  for  initiating 
new  methologies,  overseeing  work  put  out  by  staff, 
teaching  for  nurses  and  interns,  committee  participa- 
tion and  availability  for  medical  and  technical  consulta- 
tion. 

We  are  a 221  bed,  acute  care  hospital  located  in  the 
Capital  District  of  New  York  State. 

Excellent  salary  and  fringe  benefit  program.  To  be  con- 
sidered for  position,  send  resume  to: 


Personnel  Department 
St.  Clare’s  Hospital 
600  McClellan  Street 
Schenectady,  New  York  12304 


E.  O.  E. 


GIVE  ADDED  CHANCE  TO  YOUR 
RESPIRATOR  DEPENDENT  PATIENT 
TO  IMPROVE  DIFFUSION  AND 
GET  OFF  THE  RESPIRATOR 


with 

Effective  Lobe  to  Lobe 
Aspirations  with  the 
Rockey-Thompson  Bronchial 
Suction  Catheters  will  help. 

AVAILABLE  IN  SETS  OF  4: 

FI4,  F16,  FI8,  F20 

from: 

R.E.P.  DIVISION  PECK  PACKAGING  CORP. 
528  Carter  Street-P.O.  Box  973,  New  Canaan, 
CONN.  06840  Tel.  (203)  972-0119 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it.  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon s is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1  2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vt  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NOC  _ 

53159-001-10. 

References: 

1.  A.  Morales  et  al. . New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 

2.  Goodman,  Gilman  — The  Pharmacological  b 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A Morales  et  al. , The  Journal  of  Urology  128: 

45-47, 1982 

Rev. 1/85 


AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


MEETINGS  AND 
LECTURES 


The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 

JULY  1989 

AROUND  THE  STATE 

MANHATTAN 

July  10-13.  Neuropharmacology  of  Se- 
rotonin. Vista  International  Hotel. 
Contact:  Conference  Director,  The 
New  York  Academy  of  Sciences,  2 E 
63rd  St,  New  York,  NY  10021.  Tel: 
(212)  838-0230. 

SARATOGA  SPRINGS 

July  6-7.  Regional  Conference  on 
Chronic  Pain  and  Its  Management.  Ra- 

mada  Renaissance.  Contact:  Barbara 
G.  Post,  Program  Coordinator,  Sunny- 
view  Hospital  and  Rehabilitation  Cen- 
ter, 1270  Belmont  Ave,  Schenectady, 
NY  12308.  Tel:  (518)  382-4500. 

AROUND  THE  NATION 

CALIFORNIA 

July  21-22.  American  In-Vitro  Aller- 
gy/Immunology  Society  Annual  Pro- 
gram. 12  Cat  I Credits.  San  Diego  Mar- 
riott Hotel  and  Marina.  Contact:  Betty 
Kahler,  Administrator,  American  In- 
Vitro  Allergy/Immunology  Society, 
PO  Box  459,  Lake  Jackson,  TX  77566. 
Tel:  (409)  297-5636. 

July  17-30.  Third  Annual  Symposium 
on  Magnetic  Resonance  Imaging.  23 

Cat  I Credits.  Ritz-Carleton  Resort 
Hotel,  Laguna  Niguel.  July  31-Aug  4. 
Modern  Radiology  Practice.  24  Cat  I 
Credits.  Four  Seasons  Biltmore  Hotel, 
Santa  Barbara.  Contact:  Dawne  Ryals, 
Ryals  & Associates,  PO  Box  1925, 
Roswell,  GA  3077-1925.  Tel:  (404) 
641-9773. 

MASSACHUSETTS 

July  13-15.  Advances  in  Cardiology.  15 
Cat  I Credits.  Country  Inn  and  Confer- 
ence Center  at  Jiminy  Peak,  Hancock. 
July  20-22.  Special  Challenges  in  Gen- 
eral Medicine.  1 5 Cat  I Credits.  Coun- 
try Inn  and  Conference  Center  at  Ji- 
miny Peak,  Hancock.  Contact:  Berk- 
shire Area  Health  Education  Center, 

( continued  on  p 18A) 
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Unique,  nonsystemic 


ARAFATE' 

sucralfate/Marion 


Three  Reasons  To 
Prescribe  Carafate 

Unique,  nonsystemic  mode  of 
action 

Unsurpassed  duodenal  ulcer 
healing  rates  and  unsurpassed 
safety  record 

No  known  contraindications 


Unique,  nonsystemic 


ARAFATE 

'sucralfate/Marion 


Please  see  brief  summary  of  prescribing  information  on  adjacent  page. 


1759E9 


CAFAB033 


Professional  Use  Information 


0\RAFATE* 

^-^(sucralfate)  Tablets 


Classified 

Advertising 


PHYSICIANS  WANTED 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  seventy  of  duodenal  ulceration 
Drug  Interactions:  Animal  studies  have  shown  that  simultaneous 
administration  of  CARAFATE  (sucralfate)  with  tetracydine,  phenytoin. 
digoxin,  or  cimetidine  will  result  in  a statistically  significant  reduction  in  the 
bioavailability  of  these  agents  The  bioavailability  of  these  agents  may  be 
restored  simply  by  separating  the  administration  of  these  agents  from 
that  of  CARAFATE  by  two  hours  This  interaction  appears  to  be  non- 
systemic  in  ongin.  presumably  resulting  from  these  agents  being  bound 
by  CARAFATE  in  the  gastrointestinal  tract  The  dinical  significance  of  these 
animal  studies  is  yet  to  be  defined.  However,  because  of  the  potential  of 
CARAFATE  to  alter  the  absorption  of  some  drugs  from  the  gastrointestinal 
tract,  the  separate  administration  of  CARAFATE  from  that  of  other  agents 
should  be  considered  when  alterations  in  bioavailability  are  felt  to  be 
critical  for  concomitantly  administered  drugs 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic 
oral  toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and 
rats  at  doses  up  to  1 gm/kg  (12  times  the  human  dose)  There  was  no 
evidence  of  drug-related  tumongenioty  A reproduction  study  in  rats  at 
doses  up  to  38  times  the  human  dose  did  not  reveal  any  indication  of 
fertility  impairment  Mutagenicity  studies  were  not  conducted 
Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50 
times  the  human  dose  and  have  revealed  no  evidence  of  harm  to  the 
fetus  due  to  sucralfate  There  are.  however  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduction 
studies  are  not  always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  dearly  needed 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exerosed  when  sucralfate  is  administered  to  a nursing  woman 
Pediatnc  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  dinical  trials  were  minor  and  only  rarely 
led  to  discontinuation  of  the  drug  In  studies  involving  over  2,500  patients 
treated  with  sucralfate,  adverse  effects  were  reported  in  121  (4  7%). 

Constipation  was  the  most  frequent  complaint  (22%)  Other  adverse 
effects,  reported  in  no  more  than  one  of  every  350  patients,  were 
diarrhea,  nausea,  gastnc  discomfort,  indigestion,  dry  mouth,  rash,  pruritus, 
back  pain,  dizziness,  sleepiness,  and  vertigo 

Issued  8/87 


Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY  MO  64137 


CAFAB033  1759E9 


ROCHESTER,  NEW  YORK  AREA— Seeking  full- 
time and  part-time  physicians  for  moderate 
volume  emergency  department  in  54  bed  hospi- 
tal. Attractive  compensation  and  malpractice 
insurance.  Benefit  package  available  to  full- 
time physicians.  Contact:  Emergency  Con- 
sultants, Inc.,  2240  South  Airport  Road,  Room 
42,  Traverse  City,  Ml  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496. 

NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 
and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided,  and 
optional  benefit  package.  Contact:  Emergen- 
cy Consultants,  Inc.,  2240  S.  Airport  Rd.,  Room 
42,  Traverse  City,  Ml  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496. 

ONCE  IN  A LIFETIME  OPPORTUNITY  for  the  right 
OBG  to  join  young,  busy  practice  in  suburban 
Hudson  River  community  30  minutes  from  New 
York  City.  Generous  salary,  benefits  including 
malpractice,  vacation  and  continuing  education 
allowance.  Association  leading  to  partnership. 
Must  be  caring  and  committed  to  quality  OB/ 
GYN  practice.  Send  CV  and  letter  of  interest 
to:  Pat  Akellian,  Director  PPSS,  Nyack  Hospi- 
tal, Nyack,  NY  10960. 

BC/BE  FP  to  join  three  ABFP  members.  Full  fam- 
ily practice  including  OB.  Women  encouraged 
to  apply.  Part  time  or  full  time.  Suburban 
Rochester,  NY.  Hilton  Health  Care,  279  East 
Avenue,  Hilton,  NY,  14468.  716-392-9100 

collect. 

INTERNIST  BE/BC:  North  Shore  Internal  Medi- 
cine, PC  is  seeking  an  energetic  general  inter- 
nist to  enjoy  the  benefits  of  a rapidly  expanding 
practice.  New  office  close  to  hospital.  Michi- 
gan State  Medical  School  Campus.  Send  re- 
sume to  2420  First  Avenue  South,  Escanaba, 
Ml  49829  (906)  786-1563. 

INTERNIST  (PRIMARY  CARE)  FOR  JULY  1989: 

BC/E,  to  join  multispecialty  group  practice. 
Position  is  located  at  site  housing  4 internists, 
which  is  part  of  larger  19-internist  department. 
Shared  call  with  competitive  salary  and  benefit 
package.  The  Department  is  affiliated  with  Uni- 
versity teaching  hospital  and  residency  pro- 
gram. Mail  resume  to  Patricia  Hosking, 
GVGHA,  1800  Hudson  Ave.,  Rochester,  NY 
14617.  EOE,  M/F. 

DIAGNOSTIC  RADIOLOGIST,  immediate  opening 
to  join  two  other  Radiologists  in  a large,  multi- 
specialty group  practice,  serving  four  outpatient 
offices  in  Rochester,  New  York.  State-of-the- 
art,  Toshiba  fluoroscopy,  ATL  ultrasound  & 
LoRad  mammography  equipment.  Ultra- 
sound, mammography,  and  CT  experience 
preferable.  32,000  exams/yr.  Please  contact 
Dennis  S.  Moss,  M.D.,  Rochester  Medical 
Group  Associates,  P C.,  Radiology  Depart- 
ment, 800  Carter  Street,  Rochester,  New  York 
14621,  (716)  338-1400  x4096.  EOE/MF. 


PHYSICIANS  WANTED— CONT’D 


ANESTHESIOLOGIST,  N.Y.S.  license.  B.C./B.E., 
for  540  bed  hospital,  affiliated  with  major  teach- 
ing institution,  N.Y.C.  suburb.  Respond  to 
Dept.  482  c/o  NYSJM. 

PHYSICIANS — Provider  Placement  Services  spe- 
cializes in  the  relocation  of  physicians  through- 
out the  U.S.,  with  special  emphasis  in  the  south- 
east. Currently,  we  have  several  hospitals/ 
clinics/groups  with  openings.  All  fees  paid  by 
employer.  All  inquiries  kept  in  strict  confi- 
dence. No  obligation.  Send  C.V./ Resume  to: 
PPS,  Attn:  Mr.  Scott,  2221  University  Blvd., 
W.,  Jacksonville,  FL  32217,  or  call  toll  free 
1-800-848-8772. 


PRACTICES  AVAILABLE 


HOME  WITH  ATTACHED  OFFICE,  Monmouth 
County,  N.J.  Internal  medicine,  family  prac- 
tice, low  overhead,  25  year  patient  base,  5 min- 
utes to  hospital.  Home  has  5 bedrooms,  4 
bathrooms,  excellent  condition.  Call  (201) 
566-4275  after  8 P.M. 

OB-GYN  PRACTICE  AND  BUILDING  FOR  SALE, 

Fairfield  County,  high  yearly  gross  income.  1 50 
deliveries,  prime  location.  Malpractice 
C.M.I.C.  physician  owned,  claims  made,  1st 
year  $7000.00,  10  rooms,  fully  equipped.  Call 
(203)  579-0632. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN'S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time  (212)  861-9000 

THE  CONTINENTAL — Professional  Co-op  office 
space  for  sale.  70-20  108  St.  Premier;  presti- 
gious building  in  the  heart  of  Forest  Hills, 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A/C,  separate  professional  wing.  370 
or  1600  sq.  ft.  Call:  Mr.  Marvin  Weingart, 

(718)  793-1081. 

FREE  CONDOMINIUM  CONVERSION  CONSUL- 
TATION. Convert  your  professional  building 
to  commercial  condominium  Maximize  your 
profit  potential!  Create  financial  flexibility!  For 
free  consultation  and  free  article  "Doctors  Go 
Condo”,  contact:  Paul  Gellert,  President, 

Healthcare  Realty  Associates,  155  West  68th 
Street,  New  York.  NY  10023  Phone  (212) 
724-7900 

NEWLY  BUILT  OFFICE  FOR  RENT— 1,000  sq.  ft. 
Across  from  South  Side  Hospital,  Bay  Shore, 
(516)  665-4466.  Newly  Equipped  Office  for 
sublet,  1000  sq.  ft.  near  Brookhaven  Hospital, 
East  Patchogue,  (516)  654-3363. 
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Medical  Society  of  the  State  of  New  York 

ANNUAL  CME  ASSEMBLY 


CASE  MANAGEMENT 
& 

CLINICAL  CARE  DILEMMAS 

September  15-16,  1989 

The  New  York  Hilton 

Avenue  of  the  Americas  at  53rd/54th  Streets 
New  York  City 


HIGHLIGHTS  . . . 


24  Sessions 
Technical  Exhibits 


Panel  Discussions 
Hospitality  Functions 


CLIP  & MAIL 

1 


Director  of  Front  Office  Operations 
The  New  York  Hilton 
1335  Avenue  of  the  Americas 
New  York,  N.Y.  10019 


for  hotel  use  only 


NAME 
FIRM  _ 


Phone:  212-586-7000 


TITLE 


PHONE 


STREET . 


CITY/STATE/ZIP . 
REMARKS 


(please  print) 


NOTE:  Reservations  must 
be  received  no  later  than 
3 weeks  prior  to  opening 
date  of  the  Convention 
and  will  be  held  only  until 
6 p.m.  on  day  of  arrival 
unless  guaranteed. 


ARRIVAL  DATE 

( check-in  time  is  3 p.m.) 

□ 2-4  p.m.  □ 4-6  p.m.  □ 6-8  p.m.  □ after  8 p.m. 


DEPARTURE  DATE  . 


( checkout  time  is  1 p.m.) 


HAVE  A CREDIT  CARD?  To  take  advantage  of  this  credit 
card  PAYMENT  GUARANTEED  reservation,  please 
complete  the  information  below. 

□ MasterCard 


Visa 

American  Express 
Diners  Club 
Carte  Blanche 


Expiration  Date . 


Credit  Card  No. 


Signature . 


CONTINUING  MEDICAL  EDUCATION  ASSEMBLY 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

FRIDAY,  SEPT.  1 5-SATURDAY,  SEPT.  16,  1989 

Single:  $150  $165  $180 

Double/Twin:  $175  $190  $210 

Triple:  Additional  $25 

EXECUTIVE  TOWER: 

Single/Double:  $210/$235 


Rates  subject  to  8'/,%  NY  State  sales  tax;  $2.00  per  room  per  night,  and  5%  N.Y.C 
occupancy  taxes.  (If  room  at  the  rate  requested  is  unavailable,  one  at  the  nearest  available 
rate  will  be  reserved.) 
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GENERAL  INFORMATION 

Don’t  miss  this  opportunity  to  gain  Category  1 credits  over  a weekend  when  you  are  free  from  office  hours.  Bring  your 
family  to  New  York  City  to  enjoy  the  many  sights. 


All  physicians,  members  of  the  al- 
lied professions,  and  their  guests 
are  invited  to  attend  the  Medical 
Society  of  the  State  of  New  York’s 
Annual  CME  Assembly  to  be  held 
September  15-16,  1989,  at  the  New 
York  Hilton.  The  two  days  of  meet- 
ings will  provide  the  individual  phy- 
sician with  a possible  14  credits  out 
of  a total  of  68  Category  1,  CME 
credit  hours  being  offered.  The 
Medical  Society  of  the  State  of  New 
York  is  accredited  by  the  Accredi- 
tation Council  for  continuing  Medi- 
cal Education  to  sponsor  CME  for 
physicians. 

The  theme  of  the  CME  sessions 
will  be  “Case  Management  and 
Clinical  Care  Dilemmas.”  The  cho- 
sen subjects  are  varied  and  topical, 
e.g.,  the  battered  woman  syndrome 
(Psychiatry) — child  abuse  (Pedi- 
atrics/Forensic Medicine) — cocaine 
(Substance  Abuse) — osteoporosis 
(American  Medical  Women’s  As- 
soc./Orthopaedic  Surgery) — mal- 
practice (Mock  Trial,  Medical  Li- 
ability Mutual  Insurance  Co.)  are 
but  a few.  . . . Our  programs  are  de- 
signed to  be  interesting  and  infor- 
mative. 


HOTEL  THEATRE  DESK 

Located  in  the  main  lobby  of  the 
New  York  Hilton  to  accommodate 
those  persons  wishing  to  purchase 
tickets  to  any  of  the  various  New 
York  theatres. 


TECHNICAL  EXHIBITS 

Technical  exhibits  include  pharma- 
ceutical products,  medical  and  sur- 
gical suppliers,  health  and  pension 
plans,  office  management  systems 
and  more.  Representatives  from 
several  companies  will  be  in  the 


Rhinelander  Gallery  Exhibit  Hall  on 
Friday  and  Saturday  to  introduce 
you  to  their  products  and  services. 


HOTEL  RESERVATIONS 

Physicians  must  make  their  own 
reservations  with  the  New  York  Hil- 
ton, no  later  than  August  31,  1989. 
After  that  date,  rooms  are  on  an 
availability  basis  only.  If  making 
reservations  by  telephone,  please 
mention  that  you  are  attending  the 
Medical  Society  Convention  for  bill- 
ing at  the  special  rate. 


AWARDS  TO  BE  GIVEN 
AT  THE  CME  ASSEMBLY 

Suiter  Lectureship  presented  during 
the  Internal  Medicine  Program  on 
Saturday,  9/16.  Suiter  Lectureship 
is  given  for  a non-surgical  subject. 
The  recipient  of  this  award  will  be 
announced. 

Albert  F.  R.  Andresen  Memorial  Lec- 
ture presented  during  the  Gastro- 
enterology/Colon and  Rectal  Sur- 
gery Program  on  Friday,  9/15.  The 
Albert  F.  R.  Andresen  Memorial 
Lecture  is  for  a lecture  on  Gastro- 
enterology. Adrian  J.  Greenstein, 
M.D.,  Professor  of  Surgery,  Mount 
Sinai  School  of  Medicine,  NYC  will 
receive  this  award. 

Lucien  Howe  Prize  presented  dur- 
ing the  Neurology/Ophthalmology 
Program  on  Saturday,  9/16.  Lu- 
cien Howe  Prize  is  given  for  the  best 
original  contribution  to  our  knowl- 
edge of  some  branch  of  surgery, 
preferably  ophthalmology.  Myles 
Behrens,  M.D.  of  Columbia  Univer- 
sity, NYC  will  be  the  recipient  of  this 
award. 
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1989  ANNUAL  CME  ASSEMBLY 

Medical  Society  of  the  State  of  New  York 
The  New  York  Hilton,  New  York  City 
September  15-16, 1989 

"CASE  MANAGEMENT  AND  CLINICAL  CARE  DILEMMAS" 
FRIDAY,  SEPTEMBER  15 

8:30  a. m. -9:30  a.m.  Medical  Technology,  Nassau  A 

9:30a.m. -12:30  p.m.  Gastroenterology/Colon  & Rectal  Surgery,  Sutton  Center 


2:00  p.m.-5:00  p.m. 

Computers  in  Medicine,  Nassau  A 

Occupational  & Environmental  Health/Family  Practice,  Murray  Hill  B 
Physical  Medicine  & Rehabilitation,  Murray  Hill  A 
Medical  Liability  Mutual  Insurance  Company,  Sutton  South 

Chest  Diseases/Radiology,  Sutton  Center 
Cardiovascular  Diseases,  Sutton  South 

American  Medical  Women's  Association/Orthopaedic  Surgery  Society, 
Murray  Hill  A 
Neurology,  Nassau  A 
Neurosurgery,  Murray  Hill  B 

Emergency  Medicine/Critical  Care,  Nassau  B 

SATURDAY,  SEPTEMBER  16 

8:30  a.m. -9:30  a.m.  Medical  Technology,  Murray  Hill  B 


9:30a.m. -12:30p.m. 

Substance  Abuse,  Sutton  North 

Internal  Medicine  (All  Day),  Sutton  Center 

Neurology/Ophthalmology  (All  Day),  Beekman  Parlor 

Psychiatry  (All  Day),  Nassau  B 

Obstetrics  & Gynecology/Urology,  Murray  Hill  A 

General  Surgery,  Sutton  South 

Dermatology/Plastic  Reconstructive  Surgery  (All  Day),  Nassau  A 
Allergy  & Immunology,  Sutton  North 

2:00  p.m. -5:00  p.m. 

Internal  Medicine  (All  Day),  Sutton  Center 
Neurology/Ophthalmology  (All  Day),  Beekman  Parlor 
Psychiatry  (All  Day),  Nassau  B 
Pediatrics/Forensic  Medicine,  Sutton  North 

Otolaryngology/Neurosurgery/Plastic  Reconstructive  Surgery,  Sutton  South 
Plastic  Surgery,  Regent  Parlor 

Dermatology/Plastic  Reconstructive  Surgery  (All  Day),  Nassau  A 

CME  CREDITS: 

The  Medical  Society  of  the  State  of  New  York  (MSSNY)  is  accredited  by 
the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  CME 
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Ticks,  Lyme  disease,  and  spotted  fever 


Ticks  have  long  been  regarded  by  many  nonphysicians 
primarily  as  harmless  ecto-parasites  rather  than  as  vec- 
tors of  serious  disease.  This  long  held  view  emerged  from 
the  empirical  observation  that  tick  bite  exposure  rarely 
resulted  in  such  serious  diseases  as  Rocky  Mountain  spot- 
ted fever,  tick  paralysis,  babesiosis,  and  an  assortment  of 
other  bacterial  and  viral  diseases.  With  the  appearance  of 
Lyme  disease,  that  perception  is  changing. 

The  intensification  and  frequency  of  contact  between 
man  and  ticks  have  increased  as  highways  and  suburbs 
have  brought  people  closer  to  open  and  wild  areas  where 
these  arthropods  and  their  usual  hosts  live.  In  the  cities 
nature’s  reclaiming  of  abandoned  areas  and  the  establish- 
ment of  pathogens  among  ticks  in  city  parks  and  open 
spaces  can  carry  tickborne  infections  over  the  urban  fron- 
tier.1-2 For  many  years.  Rocky  Mountain  spotted  fever  in 
New  York  City  was  only  observed  among  those  who  ac- 
quired it  elsewhere,  frequently  on  Long  Island.3  That  has 
now  changed,  at  least  in  one  small  area  of  the  Bronx.1-2  It 
is  too  early  to  tell  if  the  cluster  of  cases  acquired  in  the 
Bronx  in  1987  and  reported  by  Salgo  et  al1  in  1988  are 
predictive  of  future,  wider  trends  or  merely  an  isolated 
occurrence  in  a discrete  subenvironment.  This  occurrence, 
however,  tells  us  that  urban  boundaries  may  not  provide 
protection  from  the  pathogens  which  ticks  can  transmit. 

The  principal  vector  of  Rocky  Mountain  spotted  fever, 
Dermacentor  variabilis , the  dog  tick,  never  became  a ref- 
ugee from  progressive  urbanization.  Rather  it  retreated  to 
viable  corners  of  the  city  where  it  has  continued  to  thrive. 
During  most  of  the  1970s,  regular  annual  analyses  of  cap- 
tured dog  ticks  in  New  York  City  revealed  them  to  be  free 
of  Rickettsia  rickettsii,  the  causative  agent  of  Rocky 
Mountain  spotted  fever  (personal  observations,  New 
York  City  Department  of  Health,  1972-1978).  As  docu- 
mented in  the  late  1 980s  this  may  no  longer  be  the  case,  at 
least  in  the  Soundview  Park  section  of  the  Bronx.1 

Although  cases  of  Rocky  Mountain  spotted  fever  and 
babesiosis  regularly  occur  every  year  in  the  eastern  United 
States,  their  total  numbers  and  incidence  are  not  great 
enough  to  make  them  prime  suspects  for  many  physicians 
in  diagnosing  febrile  illnesses.  Many  physicians  have  nev- 
er encountered  a case  of  either  Rocky  Mountain  spotted 
fever  or  babesiosis.  For  them  these  diseases  have  remained 


rarities,  whose  modes  of  transmission  and  clinical  features 
have  been  all  but  forgotten.  Lyme  disease  has  now  begun 
to  alert  physicians,  not  only  to  it,  but  also  to  other  tick- 
borne  infections. 

Unlike  the  large  dog  tick  which  transmits  Rocky  Moun- 
tain spotted  fever,  the  deer  tick  vector  of  Lyme  disease  in 
the  eastern  United  States  ( Ixodes  dammini ) is  extremely 
small,  no  larger  than  a grain  of  pepper  when  not  engorged 
with  blood.  This  tick  also  transmits  babesiosis.  Lyme  dis- 
ease is  now  the  most  prevalent  arthropod  transmitted  in- 
fection in  the  United  States.  It  is  also  a disease  which  is 
second  only  to  acquired  immunodeficiency  syndrome 
(AIDS)  in  the  level  of  press  and  media  coverage  that  it  has 
received.  At  present  the  disease  is  confined  in  New  York 
State  to  six  counties  and  within  those  counties  to  specific 
“hot  spots”  where  the  vector,  causative  spirochete  ( Borre - 
lia  burgdorferi),  animal  reservoirs,  and  humans  come  to- 
gether. The  clinical  diagnosis,  while  clear-cut  in  some  in- 
stances, is  more  elusive  in  others.  Serologic  confirmation 
of  both  early  and  late  Lyme  disease  is  hampered  by  the 
less  than  ideal  levels  of  specificity  and  sensitivity  of  cur- 
rently available  tests. 

In  this  issue  of  the  Journal,  Zaki4  presents  a compre- 
hensive overview  of  Lyme  disease,  babesiosis,  and  Rocky 
Mountain  spotted  fever.  These  are  the  three  tickborne  dis- 
eases of  greatest  concern  in  this  part  of  the  country.  From 
this  review,  it  is  obvious  that  our  knowledge  of  Lyme  dis- 
ease, its  management,  and  its  prevention  are  still  evolving. 
Yet  another  message  is  also  clear.  Physicians  must  think 
of  tickborne  infections  whenever  they  are  confronted  with 
patients  with  febrile  illnesses.  The  fact  that  both  tick  vec- 
tors are  geographically  widespread  coupled  with  the  pres- 
ence of  wild  hosts  means  that  the  introduction  of  the  caus- 
ative agents  and  subsequent  disease  can  occur.  Thus  the 
appearance  of  “hot  spots”  of  Lyme  disease5  or  of  Rocky 
Mountain  spotted  fever  in  areas  previously  free  of  these 
diseases  should  come  as  no  surprise.  This  means  that  nei- 
ther disease  can  be  ruled  out  on  the  basis  of  a negative 
travel  history  to  known  endemic  areas. 

The  epidemiology  of  Lyme  disease  is  complex,  involv- 
ing an  arthropod  vector  with  a developmental  life  cycle 
dependent  on  two  different  animal  hosts,  the  white-footed 
mouse  and  the  white-tailed  deer.  Control  of  the  disease  is 
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equally  complex  and  facile  solutions  such  as  destroying 
deer  populations  are  of  questionable  value.  There  are  a 
number  of  currently  available  pesticides  that  are  highly 
effective  against  Ixodes  dammini  ticks.  Their  widespread 
use  in  the  prevention  of  tickborne  diseases  is  impeded  by  a 
number  of  factors  including  expense,  toxicity,  and  lack  of 
residual  killing  capacity  a few  days  after  spraying.  Sevin, 
whose  active  ingredient  is  carbaryl,  is  highly  effective 
against  adult  ticks.  Although  it  is  not  toxic  to  humans 
when  used  as  directed  by  manufacturers,  it  is  extremely 
toxic  to  bees.  It  is  presently  being  evaluated  under  field 
conditions  on  Long  Island.  Diazinon,  which  was  found  to 
be  highly  effective  in  field  tests  conducted  in  New  Jersey, 
is  lethal  to  adult  ticks.  However,  it  is  also  very  toxic  to 
birds.  Dursban  is  toxic  to  adult  ticks  and  is  presently  un- 
dergoing field  tests  in  Connecticut.6 

The  most  promising  of  the  pesticides  is  Damminix, 
whose  active  ingredient  is  permethrin.  This  product  ap- 
pears to  have  little  toxicity  for  man  and  other  mammals 
but  is  very  toxic  to  tick  larvae  and  nymphs.  Field  tests  with 
it  have  focused  on  using  saturated  cotton  balls  which  are 
in  turn  inserted  into  biodegradable  cardboard  tubes.  The 
tubes  are  placed  in  locations  frequented  by  mice  which 
take  the  cotton  back  to  their  nests.  There  the  product  kills 
the  tick  nymphs  and  larvae  without  harming  the  mice. 
Unfortunately,  Damminix  tubes  must  be  distributed  ev- 
ery ten  feet  or  so  for  them  to  have  an  appreciable  impact 
on  tick  populations.  Because  Damminix  is  an  expensive 
product,  it  is  unlikely  that  it  will  be  widely  used  for  tick 
control  in  the  immediate  future.  A significant  decline  in 
cost  would  place  it  in  a front  line  position  for  tick  control 
because  of  its  efficacy  and  low  toxicity.  As  Zaki4  suggests, 
much  research  needs  to  be  done  before  we  can  elaborate 
successful  and  acceptable  strategies  for  broad  environ- 
ment-based control. 


Meanwhile,  there  is  much  that  individuals  can  do  to 
minimize  their  exposure  to  ticks  as  outlined  by  Zaki.4  The 
correct  removal  of  already  attached  ticks,  their  preserva- 
tion, and  their  analysis  for  pathogens  are  important  steps 
in  determining  risk  exposure  and  necessary  medical  inter- 
ventions. Even  in  the  absence  of  a history  of  tick  exposure, 
physicians  must  be  alert  to  the  possibility  of  a tickborne 
infection  in  anyone  presenting  with  an  obscure  febrile  ill- 
ness. The  diagnosis  of  these  diseases  is  frequently  ren- 
dered difficult  by  the  absence  of  pathognomonic  signs  and 
symptoms.  In  such  instances  a correct  diagnosis  may  not 
be  made  unless  the  treating  physician  thinks  of  it  as  a pos- 
sibility. In  assessing  a patient’s  exposure  history,  one  must 
remember  that  even  a stroll  in  the  grass  or  puttering  in  the 
garden  may  represent  risk. 

PASCAL  JAMES  IMPERATO,  MD 
Editor 

Professor  and  Chairman 
Department  of  Preventive  Medicine 
and  Community  Health 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203 
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Acute  renal  failure 


Sudden  impairment  of  the  kidney’s  function,  or  acute  re- 
nal failure  (ARF),  is  a highly  complex,  multifactorial  con- 
dition of  partially  unraveled  pathophysiology.1-3  ARF 
lasts  from  a few  hours  to  weeks,1-4-6  resulting  in  high  mor- 
bidity and  mortality,  particularly  in  the  neonate  and  in  the 
elderly.3-7  9 While  current  patient  prognosis  and  kidney 
survival  do  not  necessarily  tally,  mortality  remains  consid- 
erably higher  in  complicated  cases  (53%)  than  in  those 
without  complications  (7.4%). 10  The  array  of  symptoms 
and  signs  associated  with  ARF  stems  collectively  from  hy- 
poperfusion or  prerenal  factors  (acute  dehydration  and 
shock),  from  toxic  and  inflammatory  renal  parenchymal 
(glomerulo-tubulo-interstitial-vascular)  diseases,  and 
from  obstruction  of  urine  flow,  or  post-renal  phenomena. 
Remarkably,  prolonged  untreated  hypovolemia  remains 
the  most  frequent  cause  of  parenchymal  renal  damage 
(vasomotor  nephropathy)  in  childhood  and  in  old  age. 


In  this  issue  of  the  Journal ,"  Drs  Sweet,  Kher,  and 
Makker  present  a cautious,  well  organized,  and  practical 
diagnostic  and  therapeutic  approach  to  treating  children 
with  ARF.  Reviews  discussing  new  developments  in  the 
field  of  ARF  are  published  frequently1-10-12-14;  they  pro- 
vide useful  knowledge,  particularly  to  non-nephrologists, 
to  whom  our  comments  are  directed.  What  reports  such  as 
this11  do  not  emphasize  enough,  however,  is  that  primary 
life  support  and  kidney  saving  therapy  must  be  initiated  as 
soon  as  possible  by  the  attending  pediatrician.  Moreover, 
further  management  of  potential  or  actual  renal  failure 
varies  widely,  depending  on  the  etiology.  Patients  with 
ARF  are  often  in  a precarious  condition,  requiring  expert 
round-the-clock  handling  of  their  medical  needs  by  a mul- 
tidisciplinary team.  In  patients  experiencing  multiple 
trauma  or  undergoing  major  surgical  intervention,  basic 
“golden  hour”  principles  facilitate  prompt  and  accurate 
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therapeutic  decisions.  Evaluation  by  the  nephrologist 
must  be  accomplished  as  soon  as,  or  even  before,  the  diag- 
nosis of  ARF  is  demonstrated.  Timely  patient  transfer  to 
appropriate  facilities  for  ARF  management  is  decisive.  A 
telephone  consultation  with  the  nephrologist  is  most  use- 
ful to  obtain  time-saving  clinical  support  before  transport 
and  to  minimize  complications.  The  more  severe  the  dam- 
age sustained  by  the  patient,  the  more  likely  the  need  for 
an  intensive  care  unit  setting  and  for  invasive  monitoring 
procedures.  Provided  they  are  not  contraindicated,  defini- 
tive diagnostic  and  therapeutic  interventions  should  pro- 
ceed smoothly  and  rapidly  before  severe  azotemia  sets  in. 
Additionally,  during  management,  the  alert  physician 
should  anticipate  complications,  avoiding  therapeutic 
zealotry  responsible  for  serious  iatrogenic  deficits  and 
overcorrections. 

Thus,  what  most  patients  need  is  reasonable  stabiliza- 
tion without  total  normalization  of  weight,  acid  base  equi- 
librium, and  other  parameters.  Clinical  findings  are  in- 
deed more  important  than  laboratory  results.  The 
management  of  a young  child  with  ARF  is  simpler  and 
safer  if,  for  example,  body  weight  is  maintained  below  ide- 
al, allowing  daily  losses  of  up  to  about  100  g,  a situation 
experienced  by  most  patients  due  to  obligatory  fluid  defi- 
cits and  transient  starvation.  This  situation  can  be  im- 
proved by  early  dialysis  or  continuous  arteriovenous  he- 
mofiltration (CAVH).15  Stable  or  progressive  weight 
increments  may,  surreptitiously,  expand  the  circulating 
volume  and  precipitate  hypertension  and  cardiovascular 
decompensation.  Maximized  caloric  intake  with  appropri- 
ate fluid  balance  should  be  provided  to  keep  up  with  the 
hypercatabolism  characteristic  of  ARF.  Although  CAVH 
may  present  some  technical  problems  in  young  children, 
the  procedure  is  practical  and  life  saving  in  patients  with 
fluid  overload.  Both  dialysis  and  CAVH  allow  significant 
nutritional  improvement  in  severe  ARF. 

Diminished  urinary  output  (oliguria)  and  minimal  or 
zero  excretion  of  urine  (anuria),  once  considered  absolute 
diagnostic  signs  of  ARF,  are  absent  in  the  30%  to  40%  of 
patients  who  excrete  normal  or  large  urine  volumes.12 
Other  traditional  clinical  and  laboratory  findings  of  ARF 
depend  on  the  severity  and  duration  of  the  insult,  and  may 
be  shown  by  patients  with  oliguric  vasomotor  nephropa- 
thy. The  only  reliable  response  to  a selectively  reduced 
glomerular  filtration  rate  (GFR)  is  the  elevation  of  serum 
creatinine,  which  may  be  difficult  to  detect  with  current 
techniques  to  measure  this  waste  product.  Concurrent 
with  hypercreatinemia,  hyperkalemia,  acidosis,  and 
azotemia  develop.  These  abnormalities,  significantly  in- 
fluenced by  extrarenal  GFR-unrelated  factors  and  con- 
trollable by  the  physician,  may  occur  while  the  serum  cre- 
atinine level  remains  normal.  Conversely,  spuriously 
elevated  serum  creatinine  due  to  interference  by  noncrea- 
tinine chromogens,  ie,  bilirubin,  creates  factitiously  de- 
pressed GFR.  Biochemical  alterations  of  the  urine  and 
urinary  sediment  pathology  bear  closer  relationship  with 
the  damaged  nephronal  segment.  Thus,  the  diagnosis  of 
vasomotor  nephropathy  can  be  clinched  by  simple  deter- 
mination of  the  “urinary  indices”13-14  and  by  microscopic 
examination  of  the  urine.  From  this  point  on,  in  the  ab- 
sence of  significant  parenchymal  renal  disease,  definitive 
corrective  measures  can  be  clearly  identified  and  applied. 


It  is  in  patients  with  parenchymal  renal  disease  that  the 
use  of  kidney  biopsy  enjoys  general  acceptance.16  ARF 
due  to  intrinsic,  nonstreptococcal,  renal  disease  usually  re- 
quires histologic  confirmation  of  localization,  nature,  and 
degree  of  lesions.  In  addition,  kidney  biopsy  allows  early 
action,  before  lesions  become  irreversible,  and  prevents 
complications  and  the  application  of  dangerous  or  useless 
therapies.  In  the  absence  of  contraindications,  biopsy  is 
performed  in  most  cases  of  ARF  due  to  parenchymal 
causes,  particularly  those  with  progressive  course  and/or 
persistent  oligoanuria.  In  vasomotor  and  obstructive  ne- 
phropathy, kidney  biopsy  lacks  specificity  and  serves  no 
therapeutic  purpose.  Meaningful  prognostic  information 
may  be  obtained  in  some  cases  by  a late  biopsy. 

In  summary,  most  patients  with  initial  hypovolemia  or 
with  mild  parenchymal  inflammatory  diseases  require 
only  general  supportive  treatment.  Simpler  and  highly 
successful  therapy  can  be  administered  in  most  individ- 
uals without  intrinsic  renal  problems  when  hypovolemia 
and  obstruction  are  approached  early  and  aggressively. 
Low  dose  dopamine  administered  soon  after  onset  of  ARF 
may  preserve  renal  blood  flow.  In  seriously  ill  young  chil- 
dren with  intrinsic  renal  disease,  serum  creatinine  and 
urea  of  less  than  8 mg/dL  and  200  mg/dL,  respectively, 
are  considered  sufficient  to  institute  dialysis;  waiting  to 
reach  those  numbers  may  even  create  too  great  a delay  for 
meaningful  therapeutic  accomplishments,  because  other 
metabolic  abnormalities  are  allowed  to  occur. 

We  believe  these  general  “rules”  afford  the  patient 
more  appropriate,  timelier,  and  safer  therapy;  they  should 
be  enforced  over  and  above  the  minutia  of  rigid  dosages 
and  blood  levels  to  start  therapy.  In  the  very  young  and  the 
old  with  multiorgan  failure  (major  trauma  or  surgery-re- 
lated conditions,  in  sepsis,  consumption  coagulopathy, 
and  other  medical  catastrophes),  a much  lower  interven- 
tion threshold  is  required  to  treat  the  disorder  efficiently. 
Early  dialysis,  the  most  valuable  therapeutic  asset  for 
these  patients,  may  be  transformed  into  a serious  liability 
when  used  late.  Similarly,  dopamine  given  initially  in 
ARF,  particularly  beyond  the  newborn  period,  has  proven 
beneficial.17  Peritoneal  dialysis,  the  preferred  technique 
in  the  young  patient,  should  be  used  liberally,  since  it  pro- 
vides comprehensive,  highly  effective,  and  time  tested 
therapy.  More  specific  remedies,  however,  will  undoubt- 
edly be  developed  in  the  near  future  as  the  understanding 
of  renal  failure  progresses. 
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Pitfalls  in  Tay-Sachs  carrier  detection:  Physician  referral 

patterns  and  patient  ignorance 

Deborah  A.  Shapiro,  ba,* *  Lawrence  R.  Shapiro,  md 


ABSTRACT.  Tay-Sachs  carrier  detection  testing  prior  to 
pregnancy  is  more  desirable  than  intra-pregnancy  testing  be- 
cause it  is  technically  easier,  less  expensive,  and  associated 
with  less  anxiety  and  less  urgency.  However,  more  than  80  % 
of  individuals  referred  for  testing  were  pregnant  women  and/ 
or  their  partners.  The  literature  of  the  last  several  years  has 
been  silent  on  these  and  related  issues.  A questionnaire  de- 
signed to  determine  the  factors  responsible  for  these  circum- 
stances was  sent  to  404  physicians  (231  obstetrician/gyne- 
cologists and  173  internists  and  family  physicians).  Of  the 
delivered  questionnaires,  49.5%  were  completed  and  re- 
turned. The  majority  of  obstetrician/gynecologists  respond- 
ing refer  patients  for  Tay-Sachs  carrier  detection.  Internists 
and  family  physicians  do  not,  and  their  responses  indicate  a 
lack  of  pertinent  knowledge.  In  addition,  despite  physician 
referral,  patients  delayed  testing  until  pregnancy.  While  edu- 
cational efforts  have  been  targeted  to  obstetrician/gynecolo- 
gists, expanded  educational  activities  for  internists,  family 
physicians,  and  patients  are  required. 

(NY  State  J Med  1989;  89:317-319) 

Tay-Sachs  disease  is  a progressive  disorder  of  the  central 
nervous  system  which  is  invariably  fatal  in  early  child- 
hood, and  which  occurs  mainly  in  individuals  of  Eastern 
European  Jewish  ancestry.  It  is  inherited  in  an  autosomal 
recessive  fashion,  and  heterozygotes  can  be  detected  on 
the  basis  of  heat  inactivation  of  hexosaminidase  A in  se- 
rum, tears,  leukocytes,  and  platelets.  Tay-Sachs  disease 
can  be  diagnosed  prenatally  by  means  of  mid-trimester 
amniocentesis  and  first  trimester  chorionic  villus  sam- 
pling. Because  the  mode  of  inheritance  and  target  popula- 
tion are  known,  and  because  carriers  can  be  detected  and 
prenatal  diagnosis  accomplished,  carrier  detection  for 
Tay-Sachs  disease  became  a model  for  genetic  screening 
as  early  as  1972.' 

New  York  Medical  College/ Westchester  County  Med- 
ical Center  provides  comprehensive  medical  genetic  ser- 
vices to  the  seven-county  region  of  the  lower  Hudson  Val- 
ley (New  York  State  Health  Services  Area  (HSA)  No.  6), 
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which  comprises  approximately  two  million  people  and 
has  25,000  births  per  year.  The  area  is  characterized  by 
urban,  suburban,  and  relatively  rural  areas.  The  Tay- 
Sachs  carrier  detection  program  has  been  in  place  since 
1977.  Up  to  the  summer  of  1986,  when  this  study  was 
undertaken,  2,424  patients  had  been  screened.  In  addition 
to  early  mass  screening  activities  associated  with  commu- 
nity educational  efforts,  the  National  Tay-Sachs  and  Al- 
lied Diseases  Association  has  sent  several  mailings  to  phy- 
sicians in  the  region  with  information  pertaining  to 
guidelines  for  screening  and  the  target  population.  In  ad- 
dition, several  mailings  were  specifically  directed  to  the 
obstetricians  and  gynecologists  in  the  region. 

Despite  these  educational  activities,  a review  of  genetics 
laboratory  records  from  1981  through  the  commencement 
of  this  study  in  the  summer  of  1986  indicated  that  more 
than  80%  of  the  individuals  tested  at  Westchester  County 
Medical  Center  were  pregnant  women  and/or  their  part- 
ners. Nearly  all  referrals  originated  from  obstetrician/gy- 
necologists when  a patient  of  Jewish  ancestry  became 
pregnant;  very  few  referrals  were  received  from  internists 
or  family  physicians.  A review  of  the  literature  indicates 
that  physician  knowledge  and/or  patient  response  to  Tay- 
Sachs  carrier  detection  has  not  been  investigated  since 
1980. 2-4  In  addition,  referral  patterns  in  this  geographic 
area,  characterized  by  an  affluent  and  identifiable  high 
risk  population,  had  not  been  investigated. 

With  some  exceptions,5  it  is  the  general  consensus  that 
testing  prior  to  pregnancy  is  more  desirable  because  of  the 
time  limitations  of  pregnancy,  which  result  in  a sense  of 
urgency  and  anxiety.  Moreover,  while  testing  prior  to 
pregnancy  can  be  accomplished  by  means  of  a serum  as- 
say in  both  males  and  females,  the  technically  more  diffi- 
cult and  expensive  leukocyte,  tear,  or  platelet  assays  must 
be  used  in  pregnant  females,  because  the  serum  assay 
gives  rise  to  false  positive  results  during  pregnancy.6 

This  study  was  undertaken  to  determine  the  factors  re- 
sponsible for  the  undesirable  delay  in  testing  until  preg- 
nancy, and  to  formulate  recommendations  to  correct  this 
problem. 

Patients  and  Methods 

A two-page  questionnaire  was  prepared  consisting  of  nine  ob- 
jective questions.  The  questions  were  designed  to  determine 
whether  or  not  a physician  referred  patients  for  Tay-Sachs  carri- 
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TABLE  I.  Physician  Responses 


Obstetrician/Gynecologist* 

Referral  of  Patients  (181  Responses)  (N  = 89) 


Specialty 

Internist/Family  Physician* 
(N  = 27) 


Not  Identified 

(N  = 65) 


Refer 

Do  not  refer 
Incomplete  response 


77.5%  (69) 
18%  (16) 
4.5%  (4) 


11.1%  (3) 
88.9%  (24) 
0 


60.0%  (39) 
40.0%  (26) 
0 


Specialty 


Frequency  of  Referral  ( 1 03  Responses) 

Total 

Obstetrician /Gynecologist 

Internist/Family  Physician 

Not  Identified 

Seldom 

27%  (30) 

13 

2 

15 

Occasionally 

42.3%  (45) 

34 

1 

10 

Frequently 

26.1%  (28) 

22 

1 

5 

Specialty 

Reasons  for  Not  Referring  (66  Responses) 

Total 

Obstetrician/Gynecologist 

Internist/Family  Physician 

Not  Identified 

Unaware  of  availability 

21.2%  (14) 

6 

5 

3 

Not  part  of  routine 

24.2%  (16) 

3 

5 

8 

Do  not  deal  with  target  population 

60.6%  (40) 

8 

12 

20 

Cannot  identify  target  population 

59.1%  (39) 

10 

14 

15 

Disagree  with  testing 

0 

0 

0 

0 

Other 

7.6%  (5) 

0 

4 

1 

* P <0.001  by  chi-square  test  indicating  significant  difference  in  referral  pattern. 

er  testing,  to  determine  the  reasons  why  a physician  tended  not  to 
refer  patients,  to  assess  the  frequency  and  object  of  each  physi- 
cian’s referrals,  to  explore  the  reasons  why  referral  was  delayed 
until  pregnancy,  and  to  determine  if  a physician  had  a method  for 
identifying  patients  who  should  be  screened.  Two  questions  eval- 
uated the  effect  of  prior  mailings  to  physicians  concerning  Tay- 
Sachs  carrier  detection  and  the  knowledge  derived  therefrom. 

Two  other  questions  requested  permission  for  a brief  telephone 
and/or  personal  interview,  as  well  as  identifying  information  if 
such  permission  were  granted. 

A total  of  404  questionnaires  were  mailed  to  23 1 obstetrician/ 
gynecologists  and  173  internists  and  family  practitioners  in  the 
seven-county  lower  Hudson  Valley  region  (HSA  No.  6).  An  es- 
tablished computerized  mailing  list  of  all  of  the  obstetrician/gy- 
necologists in  the  region  was  used  and  a list  of  internists  and 
family  physicians  was  compiled  from  the  listings  in  the  telephone 
directory  (Yellow  Pages)  of  Dutchess,  Orange,  Putnam,  Rock- 
land, Sullivan,  Ulster,  and  Westchester  counties.  A second  mail- 
ing was  sent  four  weeks  after  the  first  to  all  physicians  except 
those  who  voluntarily  identified  themselves  on  the  returned  ques- 
tionnaires (physicians  were  instructed  to  disregard  the  second 
questionnaire  if  they  had  already  completed  and  returned  one). 

The  results  were  tabulated  by  determining  the  percentage  of 
physicians  who  selected  a particular  answer.  Attempts  were 
made  to  contact  by  telephone  those  physicians  who  agreed  to 
follow-up  interviews  (approximately  60  phone  calls  were  made), 
but  in  each  case  an  answering  service  or  office  employee  indicat- 
ed that  the  physician  was  not  available. 

Results 

Of  the  404  questionnaires  mailed,  38  were  not  deliverable  or  were 
otherwise  invalid.  Of  the  366  questionnaires  that  were  delivered, 
49.5%  (181)  were  completed  and  returned  after  two  mailings.  Forty- 
nine  percent  of  responses  were  from  obstetrician/gynecologists,  15% 
from  internists/family  physicians,  and  36%  from  physicians  whose 
specialty  was  not  indicated  on  the  questionnaire. 

Of  the  total  responses,  61.3%  of  physicians  (111)  indicated  that 
they  did  refer  patients  for  Tay-Sachs  carrier  detection  and  36.5% 
(66)  indicated  that  they  did  not.  The  results  of  physician  responses 
regarding  referral  of  patients  are  presented  in  Table  I.  As  shown  in 
the  table,  the  percentage  of  obstetrician/gynecologists  who  referred 
is  significantly  greater  than  the  percentage  of  internists/family  phy- 
sicians who  referred  (p  <0.001  by  chi-square  test).  Most  physicians 


indicated  they  made  “occasional”  referrals,  with  an  approximately 
equal  portion  divided  between  “frequent”  and  “seldom.”  The  rea- 
sons for  not  referring  are  also  presented  in  Table  I.  Of  physicians 
who  did  not  refer,  none  disagreed  with  the  value  of  Tay-Sachs  carri- 
er detection.  However,  the  majority  indicated  that  they  did  not  deal 
with  the  target  population,  and  59.1%  could  not  identify  the  target 
population. 

Table  II  presents  the  characteristics  of  the  patients  referred  for 
testing,  the  majority  of  whom  were  pregnant.  Table  III  presents  the 
reasons  for  predominance  of  pregnancy-related  referrals,  indicating 
that  most  physicians  did  not  defer  referrals  until  pregnancy  but  that 
patients  delayed  testing  until  pregnant.  Table  IV  presents  physician 
referral  guidelines  and  shows  that  more  physicians  use  their  own 
guidelines. 

Discussion 

We  conclude  that  the  majority  of  obstetrician/gynecol- 
ogists (77.5%)  refer  patients  for  Tay-Sachs  carrier  detec- 
tion, while  the  great  majority  of  internists/family  physi- 
cians (88.9%)  do  not.  Of  those  physicians  whose  specialty 
could  not  be  identified,  60.0%  did  refer  patients.  It  is  pos- 
sible that  this  group  comprises  mainly  obstetrician/gyne- 
cologists, in  view  of  the  fact  that  49.2%  of  those  physicians 
who  refer  identified  themselves  as  obstetrician/gynecolo- 
gists. The  frequency  of  referral  is  difficult  to  interpret 
since  the  physician  who  refers  frequently  may  have  a larg- 
er proportion  of  the  target  population  in  his  or  her  practice 


TABLE  II.  Characteristics  of  Patients  Referred  for  Testing 
(N  = 111) 


Pregnancy  Related 

70.3%  (78) 

Couples 

49.5%  (55) 

Pregnant  woman 

39.6%  (44) 

Father  of  fetus 

49.5%  (55) 

Relatives  of  couple 

2.7%  (3) 

Unrelated  to  Pregnancy 

26.1%  (29) 

Couples 

41.4%  (46) 

Single  females 

29.7%  (33) 

Single  males 

5.4%  (6) 
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TABLE  III.  Reasons  for  Pregnancy-Related  Referral 
(N  = 111) 

Percentage 
of  Responses 


Reason  Received  (N) 


Patients  delay  until  pregnant  66.6  (74) 

Pregnancy  is  first  contact  with  physician  12.6  (14) 

Physician  does  not  consider  screening  until  pregnancy  8.0  (9) 
Physician  considers  pregnancy  best  time  for  testing  2.7  (3) 
Belief  that  pregnancy  does  not  affect  testing  0 0 


* Not  all  physicians  responded  to  every  question. 

as  compared  to  the  physician  who  seldom  refers.  When 
one  reviews  the  reasons  for  not  referring  for  Tay-Sachs 
carrier  detection  (Table  I),  60.6%  of  the  physicians  re- 
ported that  they  do  not  deal  with  the  target  population; 
however,  more  than  half  indicated  that  they  could  not 
identify  the  target  population.  This  suggests  that  those 
physicians  who  believe  that  they  do  not  deal  with  the  tar- 
get population  may  not  recognize  members  of  this  group 
in  their  practices.  In  addition,  21.2%  of  the  physicians  who 
did  not  refer  were  unaware  of  the  availability  of  testing. 
The  inability  to  identify  the  target  population,  combined 
with  a lack  of  awareness  of  the  availability  of  testing,  indi- 
cates a lack  of  knowledge  on  the  part  of  non-referring  phy- 
sicians. Since  88.9%  of  non-referring  physicians  are  inter- 
nists/family physicians,  it  is  apparent  that  educational 
efforts  need  to  be  directed  to  this  group. 

TABLE  IV.  Physician  Referral  Guidelines  (N  = 111) 

Yes  No 

Physicians  aware  of  referral  guidelines  49.5%  (55)  42.3%  (47) 

Physicians  have  own  referral  guidelines  62.2%  (69)  34.2%  (38) 

For  patients  of  Jewish  ancestry  36.9%  (41) 

For  patients  with  family  history  of  15.3%  (17) 

Tay-Sachs  disease 


In  66.6%  of  the  responses,  the  physician  indicated  that 
either  the  patient  was  noncompliant  and  delayed  testing 
until  pregnant,  or  the  physician  was  first  consulted  in  con- 
nection with  the  patient’s  pregnancy  (12.6%).  In  addition, 
the  fact  that  only  5.4%  of  physicians  referred  unmarried 
males  for  testing  (Table  II)  indicates  that  internists/fam- 
ily physicians  do  not  refer  for  Tay-Sachs  testing.  The  lack 
of  referral  for  Tay-Sachs  carrier  detection  prior  to  mar- 
riage and/or  pregnancy  by  internists  and  family  physi- 
cians, combined  with  patient  ignorance,  result  in  testing 
being  done  during  pregnancy  in  more  than  80%  of  the 
cases. 

Recommendations  for  physician  education  with  regard 
to  Tay-Sachs  disease  were  made  in  1974, 2 1978, 3 and 
1980. 4 While  educational  efforts  for  obstetrician/gyne- 
cologists have  apparently  been  successful,  these  educa- 
tional efforts  now  must  be  directed  to  internists  and  fam- 
ily physicians,  so  that  Tay-Sachs  carrier  detection  can 
have  a broader  base  and  be  accomplished  prior  to  preg- 
nancy. In  addition,  continued  and  expanded  educational 
efforts  for  the  patient  and  community  would  probably  re- 
sult in  more  patients  being  tested  prior  to  pregnancy. 
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Selected  tickborne  infections 

A review  of  Lyme  disease,  Rocky  Mountain  spotted  fever,  and  babesiosis 

Mahfouz  H.  Zaki,  MD,  DrPH 


Ticks  can  be  distinguished  from  insects  by  three  main  fea- 
tures. First,  the  head,  thorax,  and  abdomen  are  all  fused 
together;  second,  the  nymph  and  adult  stages  have  four 
pairs  of  legs;  and  third,  they  have  no  antennae.  There  are 
two  basic  types  of  ticks,  the  Ixodidae,  or  hard  ticks,  and 
the  Argasidae,  or  soft  ticks. 

Ticks  are  among  the  most  efficient  vectors  of  disease  in 
man  and  animals.  They  are  persistent  blood  suckers,  at- 
tach firmly  to  the  skin,  feed  slowly,  and  may  go  unnoticed 
for  a long  period.  Their  wide  host  range  includes  domestic 
and  wild  animals,  which  ensures  ample  opportunities  to 
acquire  and  transmit  infection.  They  have  few  natural  en- 
emies, and  they  possess  a dorsal  shield  or  scutum  which 
makes  them  resistant  to  environmental  stress.  They  have  a 
high  reproductive  ability,  with  the  females  of  certain  spe- 
cies capable  of  laying  thousands  of  eggs.  Some  species 
transmit  the  pathogens  through  the  eggs  (transovarial 
transmission)  or  from  larvae  to  nymphs  or  nymphs  to 
adults  (transstadial  transmission).  Furthermore,  ticks  can 
live  for  two  or  three  years,  which  increases  the  chances  of 
acquiring  and  transmitting  an  infection.1 

Human  infections  transmitted  by  ticks  include  viral, 
bacterial,  and  protozoan  pathogens.  Viral  infections  in- 
clude Colorado  tick  fever,  Powassan  encephalitis,  Russian 
spring-summer  encephalitis,  louping  ill,  and  others  caused 
by  several  classified  and  unclassified  viruses. 

Bacterial  infections  include  Rocky  Mountain  spotted 
fever,  Lyme  disease,  Q fever,  relapsing  fever,  and  tulare- 
mia. A few  protozoan  infections  common  to  animals,  such 
as  babesiosis,  are  accidentally  transmitted  by  ticks  to  hu- 
mans. 

This  report  is  a review  of  selected  human  tickborne  in- 
fections, their  clinical  features,  modes  of  transmission,  di- 
agnostic methods,  treatment  regimens,  and  methods  of 
prevention  and  control. 

Lyme  Disease 

Lyme  disease,  the  most  prevalent  arthropod-borne  in- 
fection in  the  United  States,  is  a multisystemic  inflamma- 
tory disease  that  is  caused  by  the  spirochete  Borrelia 
burgdorferi  and  is  usually  transmitted  by  the  bite  of  an 
infected  deer  tick,  Ixodes  dammini  (Fig  1).  On  the  West 
Coast  of  the  United  States,  the  black  legged  tick  Ixodes 

Address  correspondence  to  Dr  Zaki,  Director,  Division  of  Public  Health,  Suffolk 
County  Department  of  Health  Services,  225  Rabro  Dr  E,  Hauppauge,  NY  1 1788. 


FIGURE  1.  Ixodes  dammini  and  Dermacentor  variabilis.  Left  column 
(from  top  to  bottom):  male  D variabilis;  larva  / dammini;  male  / dammini; 
female  I dammini.  Right  column  (from  top  to  bottom):  female  D variabilis; 
female  D variabilis  (engorged)  (courtesy  of  Dr  Edward  M.  Bosler). 

pacificus  has  been  incriminated  as  the  vector  of  transmis- 
sion.2 

The  pathognomonic  lesion  of  Lyme  disease  is  a skin  le- 
sion called  erythema  chronicum  migrans  (ECM).  This 
characteristic  lesion  was  described  by  Afzelius3  in  Sweden 
in  1909.  In  1955,  Binder  et  al4  demonstrated  that  erythe- 
ma chronicum  migrans  was  infectious  in  nature. 

In  1970,  Scrimenti5  reported  the  first  case  of  erythema 
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FIGURE  2.  Erythema  migrans  in  Lyme  disease  (courtesy  of  Dr  Bernard 
W.  Berger). 


migrans  in  Wisconsin.  In  1977,  Steere  et  al6  reported  an 
epidemic  of  oligoarticular  arthritis  in  children  and  adults 
in  three  Connecticut  communities  and  suggested  trans- 
mission by  an  arthropod  vector. 

In  1982,  Burgdorfer  et  al7  detected  a treponema-like 
spirochete  in  an  adult  Ixodes  dammini.  Samples  of  serum 
from  patients  with  Lyme  disease  were  shown  to  contain 
antibodies  to  this  spirochete.  The  authors  suggested  that 
the  newly  discovered  spirochete  might  be  “involved  in  the 
etiology  of  Lyme  disease.” 


FIGURE  3.  Erythema  migrans  in  Lyme  disease. 


FIGURE  4.  Erythema  migrans  in  Lyme  disease  (courtesy  of  Dr  Bernard 
W.  Berger). 


In  1983,  Steere  et  al8  recovered  spirochetes  from  the 
blood,  skin  lesions,  and  cerebrospinal  fluid  of  three  of  56 
patients  with  Lyme  disease  and  from  the  gut  of  21  of  1 10 
nymphal  or  adult  Ixodes  dammini.  These  isolates  and  the 
original  one  isolated  by  Burgdorfer  had  the  same  morpho- 
logic and  immunologic  features. 

During  the  same  year,  Benach  et  al9  isolated  spiro- 
chetes from  the  blood  of  two  of  36  patients  who  had  signs 
suggestive  of  Lyme  disease.  The  authors  alluded  to  the 
likelihood  that  the  isolated  spirochete  is  the  etiologic 
agent  for  one  or  more  of  the  clinical  manifestations  of 
Lyme  disease. 

The  erythema  chronicum  migrans,  recently  called  ery- 
thema migrans  (EM),  appears  a few  days  to  a few  weeks 
after  a tick  bite,  initially  as  a red  macule  or  papule  which 
expands  to  form  a large  ring  several  inches  in  diameter 
(Fig  2).  The  ring  may  be  uniformly  red  or  may  show  cen- 
tral clearing.  In  some  instances  it  may  take  on  the  appear- 
ance of  a bull’s  eye.  Skin  lesions  may  be  multiple,  with 
secondary  ones  appearing  a few  days  after  the  initial  one 
(Figs  3,  4).  In  a group  of  24  patients  reported  by  Steere  et 
al,10  the  skin  lesions  lasted  about  three  weeks.  Infection 
with  Borrelia  burgdorferi  does  not  always  result  in  the 
appearance  of  the  skin  eruption.  About  10%  to  30%  of 
patients  do  not  have  the  initial  pathognomonic  rash. 

During  the  early  stages,  a few  patients  may  be  asympto- 
matic, while  others  may  experience  malaise,  fever,  fa- 
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tigue,  headache,  nausea,  vomiting,  backache,  sore  throat, 
and  lymphadenopathy. 

If  not  treated  properly  at  an  early  stage,  patients  with 
Lyme  disease  may  develop  serious  neurologic,  cardiac,  or 
arthritic  complications. 

Neurologic  complications  may  occur  four  to  six  weeks 
after  infection  in  15-25%  of  patients  and  include  aseptic 
meningitis,  encephalitis,  cranial  nerve  palsies,  particular- 
ly Bell’s  palsy,  and  peripheral  neuropathy.  Of  a group  of 
36  patients  with  late  Lyme  disease  studied  by  Halperin  et 
al,1 1 1 3,  or  36%,  had  neurophysical  evidence  of  peripheral 
neuropathy. 

Cardiac  manifestations,  which  occur  in  less  than  7%  of 
cases,  include  myocardial  conduction  abnormalities 
(atrioventricular  node  and  bundle  branch)  and,  on  rare 
occasions,  myocarditis. 

As  the  disease  progresses,  joint  complications  occur  in 
about  50%  of  patients.  In  the  first  cluster  of  51  patients 
with  arthritis  investigated  by  Steere  et  al6  in  Connecticut, 
69%  were  monoarticular,  29%  oligoarticular,  and  2%  po- 
lyarticular. The  large  joints,  especially  the  knee  joints,  are 
the  ones  most  often  affected  (84%).  Other  joints  that  may 
be  involved  are  the  ankle,  wrist,  and  temporomandibular. 
Joint  manifestations  are  usually  unilateral  or  asymmetri- 
cal and  often  move  from  one  joint  to  the  other.  The  dura- 
tion of  the  first  attack  varies  from  one  week  to  six  months. 
A certain  percentage  of  patients  continue  to  complain  of 
arthralgia  several  months  after  the  initial  attack. 

Lyme  Disease  and  Pregnancy  Outcomes.  Transpla- 
cental transmission  of  Borrelia  burgdorferi  has  been  doc- 
umented in  a woman  in  whom  Lyme  disease  developed 
during  the  first  trimester  of  pregnancy.  The  infant  died  of 
congenital  heart  disease  during  the  first  week  of  life.12  In 
1985,  the  Centers  for  Disease  Control  (CDC)  reported 
that  of  19  women  who  were  suffering  from  Lyme  disease 
during  pregnancy,  five  had  adverse  fetal  outcomes.  Since 
the  adverse  outcomes  differed  in  nature,  no  conclusion 
could  be  drawn  about  a cause  and  effect  relationship.13 

Williams  and  coworkers14  compared  sera  of  28 1 infants 
born  in  endemic  areas  with  those  of  181  infants  born  in 
control,  nonendemic  areas.  Twenty-six  or  10.2%  of  serum 
samples  from  the  endemic  areas  had  detectable  antibodies 
to  Borrelia  burgdorferi  as  compared  with  four  or  2.4%  in 
control  areas.  Testing  was  performed  by  the  immunofluo- 
rescent  antibody  (IFA)  and  the  enzyme-linked  immuno- 
sorbent assay  (ELISA)  tests.  Six  newborns  had  signifi- 
cant antibody  levels  (IFA  1 : 64  or  greater  or  ELISA  0.20 
or  greater).  Of  these,  five  newborns  were  from  endemic 
areas.  Of  the  282  newborns  from  endemic  areas,  25 
(8.9%)  had  codifiable  malformations,  as  compared  with 
20  (1 1.0%)  of  the  181  newborns  from  the  control  areas. 
The  authors  concluded  that  no  association  between  the 
presence  of  antibodies  to  Borrelia  burgdorferi  and  the  oc- 
currence of  congenital  anomalies  could  be  demonstrated. 
Babies  with  detectable  antibodies  tended  to  be  of  a slight- 
ly lower  birth  weight,  small  for  gestational  age,  and  had 
some  degree  of  neonatal  jaundice.  However,  the  observed 
differences  were  insignificant.14 

The  lack  of  a strong  association  between  Lyme  disease 
during  pregnancy  and  fetal  anomalies  does  not  mean  that 
no  precautionary  measures  should  be  taken.  As  a matter 
of  fact,  pregnant  women  who  reside  in  endemic  areas 


should  take  all  necessary  measures  to  avoid  exposure  to 
ticks.  In  the  event  of  unavoidable  exposure,  it  is  important 
that  pregnant  women  know  how  to  recognize  the  early 
signs  and  symptoms  of  Lyme  disease  in  order  to  get  proper 
and  prompt  medical  care. 

Long  term,  well-controlled  studies  are  urgently  needed 
to  determine  the  risk  to  the  fetus  if  the  pregnant  woman 
acquires  the  Borrelia  infection  during  pregnancy. 

Lyme  Disease  and  Blood  Transfusion.  It  is  a well- 
known  fact  that  Borrelia  burgdorferi  are  difficult  to  cul- 
ture from  blood,  which  strongly  suggests  that  the  organ- 
ism does  not  have  a prolonged  blood  stage.  This  minimizes 
the  risk  of  transmission  by  transfusion.  There  have  been 
no  published  reports  of  Lyme  disease  being  acquired  by 
transfusion  of  blood  or  blood  products.  On  a worldwide 
basis,  thousands  of  cases  of  Lyme  disease  have  been  re- 
ported in  the  last  five  years,  and  not  one  case  has  been 
documented  to  have  been  contracted  through  blood  trans- 
fusions. It  is  thus  thought  that  this  mode  of  transmission 
does  not  play  a significant  role  in  Lyme  disease.  Current 
blood  banking  procedures  designed  to  exclude  obviously 
sick  patients  from  donating  blood  are  sufficient  to  prevent 
the  unlikely  event  of  transfusion  acquired  Lyme  disease. 

Diagnosis.  Lyme  disease  should  be  considered  in  the 
differential  diagnosis  in  a patient  from  an  endemic  area, 
or  a patient  who  had  been  to  an  endemic  area  and  who 
presents  with  a skin  lesion  simulating  erythema  chroni- 
cum  migrans  with  or  without  a history  of  a tick  bite.  It 
should  be  realized  that  more  than  one  half  of  the  patients 
with  confirmed  Lyme  disease  give  no  history  of  a tick  bite. 
Later  in  the  disease  process,  organ  involvement  should 
help  the  physician  in  suspecting  Borrelia  infection. 

A definitive  diagnosis  of  Lyme  disease  can  be  made  by 
the  isolation  and  culture  of  Borrelia  burgdorferi  from 
blood  or  biological  specimens.  The  process  of  isolating  the 
spirochete,  however,  is  difficult  and  the  yield  is  very  low. 
Reliance  has  to  be  placed  on  the  clinical  manifestations  of 
the  disease  and  the  immunogenic  response  to  infection. 

As  in  many  infectious  diseases,  specific  IgM  antibodies 
appear  early  in  the  disease  process,  followed  by  specific 
IgG  and  IgA  antibodies  during  the  second  or  third  month 
of  infection,  which  may  remain  for  years.  Serologic  test- 
ing in  Lyme  disease  is  handicapped  for  several  reasons. 
Many  individuals  harbor  spirochetes  as  part  of  their  nor- 
mal flora  and  can  give  positive  results  against  some  com- 
mon antigens.  In  addition,  the  early  administration  of 
antibiotics  often  delays  or  aborts  the  development  of  rec- 
ognizable antibodies  for  several  months. 

The  serologic  tests  commonly  used  include  the  IFA  and 
the  ELISA.  In  a study  by  Russell  et  al,15  the  sensitivity 
and  specificity  of  the  IFA  and  ELISA  tests  were  deter- 
mined in  sera  from  patients  with  Lyme  disease,  patients 
with  other  treponemal  infections,  and  healthy  individuals. 
Sera  from  patients  with  syphilis,  yaws,  and  pinta  reacted 
with  the  Borrelia  burgdorferi  antigens.  When  the  patients 
with  treponemal  infections  were  excluded,  both  tests  were 
highly  specific — 97%  for  IFA  and  100%  for  ELISA.  In 
the  authors’  experience,  both  tests  were  highly  sensitive 
and  specific  in  complicated  Lyme  disease  but  were  insen- 
sitive in  the  erythema  migrans  stage. 

In  the  experience  of  Craft  et  al,16  the  ELISA  test  was 
more  sensitive  and  specific  than  the  IFA  test.  In  a study  by 
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Berardi  et  al,17  the  antibody  capture  immunoassay  was 
capable  of  detecting  elevated  specific  IgM  in  67%  of  pa- 
tients with  erythema  migrans  and  in  93%  of  patients  dur- 
ing convalescence.  In  a study  by  Volkman,18  using  highly 
sensitive  Western  blots,  more  than  50%  of  a control  popu- 
lation with  no  history  of  tick  bites  or  ECM  and  with  a 
negative  specific  ELISA  had  antibodies  against  a flagel- 
lar antigen  (41 KD). 

Grodzicki  and  Steere19  compared  the  indirect  ELISA 
with  immunoblotting  and,  in  their  experience,  immuno- 
blotting  was  superior  to  the  indirect  ELISA  for  diagnos- 
ing early  Lyme  disease. 

Coleman  and  Benach20  used  flagellin-enriched  fraction 
as  well  as  eluted  polypeptides  as  antigen  in  the  ELISA  test 
and,  in  their  experience,  this  antigen  was  superior  to  the 
standard  ELISA  antigen. 

Hyde  and  coworkers21  found  that  at  least  three  of  the 
major  antigenic  components  of  the  spirochete  can  be  de- 
tected in  the  urine  of  mice  and  humans  using  monoclonal 
antibodies.  This  technique,  however,  has  to  be  evaluated 
in  controlled  trials  before  it  can  be  accepted  as  a reliable 
diagnostic  tool. 

The  aforementioned  studies  demonstrate  the  futility  of 
depending  solely  on  the  serologic  tests  for  diagnosis  in  ear- 
ly Lyme  disease.  The  physician  has  to  rely  on  the  history 
of  exposure  in  an  endemic  area,  the  presence  of  skin  le- 
sions, and  the  clinical  manifestations,  and,  if  possible, 
must  complement  these  findings  with  appropriate  serolog- 
ic studies.  It  should  be  emphasized  that  some  patients  who 
have  neurologic  manifestations  but  do  not  demonstrate 
high  antibody  titers  in  their  sera  often  have  diagnostic 
antibody  levels  in  their  cerebrospinal  fluid.  Although  at- 
tempts are  currently  being  made  to  improve  the  sensitivity 
and  specificity  of  the  serologic  tests,  physicians  must  keep 
in  mind  the  limitations  of  the  existing  tests. 

One  of  the  problems  often  encountered  in  the  diagnosis 
of  late  Lyme  borreliosis  occurs  as  a result  of  early  admin- 
istration of  ineffective  antibiotic  therapy  resulting  in  ser- 
onegativity.  In  some  of  those  patients,  the  presence  of  a 
high  level  of  spontaneous  suppressor  cell  activity  was 
found  to  be  an  effective  tool  in  diagnosis.22  These  tests, 
however,  are  not  done  routinely  as  part  of  the  internal 
medicine  practice  but  are  rather  of  research  interest  at 
present. 

Treatment.  Almost  four  decades  ago,  penicillin  was 
used  for  the  treatment  of  erythema  chronicum  migrans 
and  acrodermatitis  chronica  atrophicans  in  Sweden.23 
Since  the  recognition  of  Lyme  disease  as  a medical  entity, 
several  antibiotics  have  been  used  for  treatment  with  vary- 
ing degrees  of  success.  Unfortunately,  there  is  no  consen- 
sus at  present  on  the  optimum  antibiotic  for  early  or  late 
Lyme  disease  or  on  the  duration  of  therapy. 

Evaluation  of  therapeutic  trials  in  Lyme  borreliosis  has 
faced  several  obstacles.  These  include  the  difficulty  en- 
countered in  diagnosing  early  cases  in  the  absence  of 
ECM  or  a history  of  a tick  bite,  the  lack  of  definitive  crite- 
ria of  cure,  and  the  difficulty  in  determining  whether  the 
persistent  sequelae  following  treatment  represent  treat- 
ment failures  or  are  a result  of  the  host  response  to  infec- 
tion. 

With  the  identification  and  isolation  of  Borrelia  burg- 
dorferi, in  vitro  sensitivity  studies  were  performed  by  sev- 


eral investigators.  However,  because  of  the  lack  of  unifor- 
mity in  the  methodology  used  and  the  difficulty  in 
isolating  the  spirochetes  from  biologic  specimens,  reliable 
comparisons  between  the  various  antibiotics  were  not  pos- 
sible. 

Early  Lyme  disease.  In  the  late  1970s  and  early 
1980s,  Steere  and  coworkers24  demonstrated  that  penicil- 
lin and  tetracycline  were  more  effective  in  the  treatment 
of  erythema  chronicum  migrans  than  erythromycin.  Iron- 
ically, in  vitro  studies  showed  that  Borrelia  burgdorferi 
was  very  sensitive  to  erythromycin.  In  the  authors’  experi- 
ence, 250  mg  orally  four  times  a day  for  ten  days  de- 
creased the  resolution  time  of  ECM  and  reduced  the  inci- 
dence of  later  complications.  Of  the  40  patients  treated 
with  penicillin,  complications  developed  in  three,  as  com- 
pared with  four  of  29  treated  with  erythromycin  and  none 
of  28  treated  with  tetracycline.  Late  complications  includ- 
ed recurrent  attacks  of  arthritis,  meningoencephalitis,  and 
myocarditis.  A few  patients  had  to  be  retreated  with  the 
same  regimens. 

Among  the  antibiotics  that  have  been  successfully  used 
in  early  Lyme  disease  are  amoxicillin,  500  mg-1  g orally 
three  times  a day  for  21  days  with  or  without  probenecid, 
500  mg  with  each  dose  of  amoxicillin.  Amoxicillin  is  pre- 
ferred to  ampicillin  because  it  is  more  completely  ab- 
sorbed than  ampicillin,  thus  producing  higher  serum  lev- 
els for  an  equivalent  dose  and  allowing  a three  times/day 
rather  than  four  times/day  administration.  Doxycycline 
in  a 100  mg  dose  orally  twice  a day  has  also  been  used  in 
early  Lyme  disease.  It  is  often  preferred  to  tetracycline 
because  it  is  administered  twice  daily  instead  of  four  times 
a day,  with  limited  gastrointestinal  discomfort. 

Late  Lyme  disease.  In  a controlled  therapeutic  trial 
by  Steere  and  coworkers,25  benzathine  penicillin  was  ad- 
ministered to  20  patients  with  established  Lyme  arthritis 
in  a dose  of  2.4  million  U intramuscularly  weekly  for  three 
weeks.  Another  group  of  20  patients  was  given  saline  and 
used  as  controls.  Seven  of  the  20  treated  patients  had  com- 
plete resolution  of  the  arthritis  (35%)  and  remained  well 
for  a follow-up  period  of  33  months.  None  of  the  control 
group  showed  any  improvement.  In  another  group  of  20 
patients,  20  million  U of  intravenous  penicillin  G was  ad- 
ministered daily  for  ten  days.  Of  the  20  patients,  1 1 had 
complete  resolution  (55%).  This  study  showed  that  high 
doses  of  penicillin  do  not  necessarily  result  in  a better  re- 
sponse. 

One  of  the  antibiotics  found  to  be  effective  in  late  Lyme 
disease  is  the  aminothiazolyl  cephalosporin,  ceftriaxone. 
In  a controlled  therapeutic  trial  by  Dattwyler  and  cowork- 
ers,26 23  patients  with  ECM  and  evidence  of  involvement 
of  two  or  more  systems  (central  or  peripheral  nervous  sys- 
tem, cardiovascular,  or  musculoskeletal  systems)  were  di- 
vided at  random  into  two  groups.  One  group  of  1 3 patients 
received  ceftriaxone,  2 g intravenously  every  12  hours  for 
14  days,  and  the  other  group  of  ten  patients  was  given 
penicillin  G,  4 million  U every  four  hours  intravenously 
for  ten  days.  In  the  authors’  experience,  ceftriaxone  was 
significantly  more  effective  than  penicillin  in  the  treat- 
ment of  late  Lyme  disease.  The  authors,  however,  found 
that  in  those  patients  whose  arthritis  did  not  respond  to 
ceftriaxone,  a three-month  therapy  with  amoxicillin  and 
probenecid  was  helpful.  These  preliminary  findings  have 
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to  be  tested  in  well-controlled  therapeutic  trials  with  long 
follow-up  periods. 

During  pregnancy.  Phenoxymethyl  penicillin  (peni- 
cillin V),  250  to  500  mg  orally  four  times/day,  is  consid- 
ered by  some  investigators  as  the  drug  of  choice  for  preg- 
nant and  lactating  women  and  for  children  with  deciduous 
dentition.27 

For  adults  allergic  to  tetracycline  or  penicillin,  erythro- 
mycin, 250  to  500  mg  orally  four  times/day  for  ten  to  21 
days,  although  less  effective,  is  sometimes  used.27  For 
children  allergic  to  penicillin,  erythromycin,  30  mg/kg 
per  day  orally  in  divided  doses  for  ten  to  21  days,  can  be 
used.27 

A few  patients  may  not  respond  to  the  first  treatment 
regimen  and  may  have  to  be  retreated.  Berger28  evaluated 
the  efficacy  of  antibiotic  treatment  of  161  patients  with 
erythema  chronicum  migrans.  The  antibiotics  used  were 
tetracycline  or  penicillin  alone  or  in  combination  with  pro- 
benecid. Two  of  80  patients  with  a minor  illness  and  17  of 
81  patients  with  more  serious  disease  required  retreat- 
ment. 

It  may  be  helpful  in  the  selection  of  the  most  appropri- 
ate treatment  regimen  to  realize  that  Borrelia  burgdorferi 
is  similar  in  many  respects  to  Treponema  pallidum , which 
requires  a high  concentration  of  the  antibiotic  over  a long 
period  to  achieve  bactericidal  effect.29  Physicians  treating 
patients  with  Lyme  disease  should  keep  this  in  mind  even 
in  the  early  stages  because  of  the  possibility  of  early  dis- 
semination. In  these  situations,  physicians  should  select 
the  antibiotic  that  is  sustained  at  a high  concentration  in 
both  body  fluids  and  tissues  over  a long  period. 

Treatment  regimens  have  been  arbitrarily  administered 
over  periods  ranging  from  seven  to  30  days.  Long  term, 
controlled  therapeutic  trials  are  urgently  needed  to  deter- 
mine the  optimum  duration  of  therapy  in  the  various 
stages  of  the  disease  process. 

Epidemiology.  The  reporting  of  the  characteristic 
skin  lesion,  erythema  chronicum  migrans,  in  a patient  in 
Wisconsin  in  19705  and  the  outbreak  of  arthritis  among 
those  exposed  to  ticks  in  1975  stimulated  research  to  de- 
termine the  etiology  and  clinical  features  of  the  new  syn- 
drome.6 Research  in  this  country  led  to  the  identification 
of  a spirochete  in  a tick  suspected  of  transmission  in  1 982, 
and  the  spirochetal  etiology  was  proposed.7  A year  later, 
Borrelia  burgdorferi  were  isolated  from  blood  and  other 
biological  specimens.8,9 

On  a worldwide  basis,  the  disease  has  been  reported 
from  many  European  areas,  including  Scandinavia,  En- 
gland, France,  Italy,  Central  Europe,  Spain,  Portugal, 
and  the  Balkans.  The  disease  has  also  been  reported  from 
the  European  part  of  the  Soviet  Union,  from  North  Afri- 
ca, and  Iran.30 

In  an  attempt  to  estimate  the  prevalence  of  the  disease 
in  this  country  and  for  surveillance  purposes,  the  Centers 
for  Disease  Control  (CDC)  established  diagnostic  criteria 
in  1982.  These  relied  mainly  on  the  presence  of  erythema 
chronicum  migrans.  With  the  development  of  specific 
tests  for  Borrelia  burgdorferi  in  1984,  the  criteria  incor- 
porated, in  addition,  the  results  of  laboratory  testing. 
Cases  were  also  classified  according  to  whether  the  pa- 
tient acquired  the  infection  in  an  endemic  area  or  in  a non- 
endemic area  as  follows:31 


Case  Definition  for  Lyme  Disease 

I.  Exposure  in  an  endemic  area. 

A.  Erythema  chronicum  migrans  (ECM)  with 
exposure  in  endemic  area  30  days  before  on- 
set of  ECM. 

B.  In  the  absence  of  ECM,  involvement  of  at 
least  one  organ  system  (cardiac,  neurologic, 
and  arthritic)  and  a positive  laboratory  test 
for  Borrelia  burgdorferi. 

II.  No  exposure  in  an  endemic  area. 

A.  ECM  with  involvement  of  at  least  two  organ 
systems. 

B.  ECM  and  a positive  laboratory  test. 

An  area  is  designated  as  endemic  if  Borrelia  burgdor- 
feri are  present  and  can  be  transmitted  by  an  appropriate 
vector,  which  is  usually  Ixodes  dammini.  This  designation 
also  helps  to  explore  the  role  played  by  other  vectors  in 
transmission. 

More  than  7,000  cases  were  reported  to  the  CDC  by  the 
end  of  1987  (personal  communication,  CDC,  1989).  The 
number  of  states  reporting  Lyme  disease  in  this  country 
increased  from  1 1 in  1980  to  43  in  1989.  Most  of  the  re- 
ported cases,  however,  were  acquired  in  seven  states:  New 
York,  New  Jersey,  Connecticut,  Massachusetts,  Rhode 
Island,  Wisconsin,  and  Minnesota.31  Endemic  areas  will 
most  probably  expand  due  to  the  introduction  of  the  Ix- 
odes ticks  in  non-infested  areas,  infection  of  the  ticks  in 
previously  non-infected  areas,  and  better  recognition  of 
the  disease. 

The  number  of  cases  reported  to  CDC  has  shown  a 
marked  rise  over  the  past  few  years.  Whether  this  increase 
in  reporting  is  totally  a result  of  a true  increase  in  inci- 
dence or  is  due  in  part  to  the  augmented  awareness  of  the 
disease  is  conjectural  at  present.  These  surveillance  statis- 
tics do  not  reflect  the  actual  incidence  of  the  disease  for 
several  reasons.  Variations  in  the  case  definition,  the  re- 
porting mechanism,  the  scrutiny  in  diagnostic  verifica- 
tion, media  coverage,  and  professional  interest  in  the  dis- 
ease, are  all  factors  that  affect  the  incidence  data.  This 
does  not  mean  that  the  CDC  data  serve  no  useful  purpose. 
As  a matter  of  fact,  they  are  excellent  indicators  for  the 
demonstration  of  trends  and  the  geographic  extension  of 
the  disease  and  for  the  delineation  of  the  role  of  other  ar- 
thropods in  transmission. 

In  New  York  State,  the  number  of  cases  doubled  in 
successive  years  between  1981  and  1984  (Fig  5).  Labora- 
tory testing  during  that  period  was  performed  only  by  the 
New  York  State  Department  of  Health  Unit  at  Stony 
Brook.  Due  to  the  increased  demand  for  this  laboratory 
service,  the  State  Health  Department  relinquished  this  re- 
sponsibility in  1985  to  local  laboratories,  which  resulted  in 
sporadic  and  fragmentary  reporting  in  the  following  two 
years.32  This  explains  the  decline  in  the  number  of  report- 
ed cases  between  1984  and  1986  (Fig  5).  On  January  1, 
1986,  Lyme  disease  reporting  became  mandatory  in  New 
York  State.  The  following  definitions  have  been  adopted 
by  the  State  Health  Department: 

Case  definitions: 

I.  A confirmed  case  is  defined  as  one  of  the  follow- 
ing: 
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FIGURE  5.  Lyme  disease  case  rate  per  100,000,  New  York  State  ex- 
cluding New  York  City,  1981-1988  (adapted  from  reference  no.  32). 


A.  Culture  positive  or  tissue  identification  of 
Borrelia  burgdorferi. 

B.  A four-fold  titer  rise  to  Lyme-specific  anti- 
bodies in  acute  and  convalescent  sera  drawn 
at  least  two  weeks  apart. 

C.  A person  with  a history  of  exposure  in  an  en- 
demic county  and 

1.  Erythema  migrans  (EM),  or 

2.  Clinically  compatible  late  manifesta- 
tions and  positive  serology. 

II.  A presumptive  case  is  defined  as: 

A.  A person  with  no  history  of  exposure  in  an 
endemic  county  and 

1.  EM,  or 

2.  Clinically  compatible  late  manifesta- 
tions and  positive  serology. 

(Note:  On  determination  that  a county  is  endem- 
ic, all  presumptive  cases  with  exposure  in  that 
county  in  the  previous  12  months  will  be  reas- 
signed to  confirmed  cases.) 

III.  An  unconfirmed  case  is  defined  as  a reported  case 
that  does  not  meet  the  above  criteria. 

IV.  Pending:  investigation  not  complete. 

Since  reporting  became  mandatory  there  has  been  a 
sharp  increase  in  the  number  of  reported  cases  from  en- 
demic areas,  and  new  cases  have  been  reported  from  non- 
endemic areas. 

At  present,  Lyme  disease  is  endemic  in  six  counties  in 
New  York  State:  Suffolk,  Westchester,  Nassau,  Putnam, 
Dutchess,  and  Ulster  (Fig  6).  Most  of  the  cases,  however, 
occur  in  Suffolk  and  Westchester  counties.  There  is  no 
doubt  that  the  media  coverage  that  surrounded  Lyme  dis- 
ease during  the  past  two  years  is  responsible  to  some  ex- 
tent for  the  increase  in  reporting.  At  the  same  time,  one 
has  to  assume  that  many  cases  are  not  reported  because  of 
the  difficulty  in  obtaining  a positive  serologic  finding  in 
the  early  stages,  the  vague  symptoms  in  some  patients  and 
the  lack  of  skin  eruptions,  inadequate  reporting  by  physi- 
cians, and  the  reluctance  of  many  physicians  to  fill  out  the 
lengthy  and  rather  complicated  form  required  by  the 
State  Health  Department. 

In  order  to  improve  the  reporting  of  Lyme  disease  both 
quantitatively  and  qualitatively,  the  Suffolk  County  De- 
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FIGURE  6.  Lyme  disease  case  rate  per  100,000,  New  York  State,  1987 
(adapted  from  reference  no.  33). 


partment  of  Health  Services  assigned  a nurse-epidemiolo- 
gist to  visit  the  physicians  who  treat  patients  with  Lyme 
disease  to  abstract  their  records  and  report  those  patients 
who  meet  the  criteria  of  a definitive  case. 

Within  each  endemic  county,  the  disease  is  usually  con- 
centrated in  certain  foci  where  the  agent,  the  vector,  the 
animal  hosts,  and  humans  interact.  In  Suffolk  County  the 
incidence  is  highest  in  the  east  end  of  the  county,  especial- 
ly on  the  south  shore  (Fig  7).  Incidence  rates  vary  from  a 
low  of  14  per  100,000  in  the  Town  of  Babylon  to  a high  of 
2,130  per  100,000  in  Shelter  Island  (Fig  8). 

The  extremely  high  incidence  rates  in  the  towns  of  Shel- 
ter Island,  East  Hampton,  and  Southampton  can  be  at- 
tributed to  an  abundance  of  animal  hosts,  high  infestation 
rates,  high  infection  rates,  and  excessive  chances  of  hu- 
man exposure.  The  number  of  Lyme  disease  cases  rose 
sharply  between  1986,  the  first  year  of  mandated  report- 
ing, and  1988,  partly  because  of  the  implementation  of  an 
active  case  finding  program. 

Age  and  sex.  The  disease  affects  all  age  groups  in  Suf- 
folk County,  especially  persons  below  50  years  of  age  (Fig 
9).  This  age  distribution  may  be  slightly  different  from  the 
early  experience  in  Westchester  County,  where  most  of 
those  affected  were  of  a younger  age  group.  The  disease 
was  equally  distributed  between  males  and  females 
during  1986  and  1987  (Fig  9).  During  1988  there  was  a 
slight  preponderance  of  females,  with  a male/female  ra- 
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FIGURE  7.  The  incidence  of  Lyme  disease  in  Suffolk  County. 
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FIGURE  8.  Lyme  disease  incidence  rates  by  township,  Suffolk  County, 
1988. 


tio  of  0.9.  Other  endemic  areas  have  reported  higher 
male/female  ratios;  1.9  in  New  Jersey33  and  1.2  in  West- 
chester County.34 

Seasonal  distribution.  Most  of  the  cases  (76%)  occur 
between  the  months  of  May  and  September,  a period  of 
activity  of  the  vector  transmitter,  outdoor  living,  and  hu- 
man exposure  to  the  vector  (Fig  10). 

Prevalence  of  Borrelia  burgdorferi  infection.  Field 
studies  have  demonstrated  high  infection  rates  of  the  Ix- 
odes dammini  in  many  endemic  areas.  Between  10%  and 
35%  of  the  ticks  examined  from  Connecticut  were  infect- 
ed,35 and  more  than  50%  of  those  from  Shelter  Island, 
New  York.36 

Bosler  et  al37  reported  on  a few  studies  that  show  high 
infection  rates  in  canines  and  horses.  Between  34%  and 
42%  of  asymptomatic  dogs  had  antibodies  against  Borre- 
lia burgdorferi.  In  another  study,  24%  of  horses  from  a 
New  England  endemic  area  had  evidence  of  infection.38 

Seroprevalence  surveys  indicate  a relatively  high  infec- 
tion rate  in  humans  in  endemic  areas.  In  a study  by  Gra- 
ham et  al39  of  2,044  Suffolk  County  employees  who  might 
have  been  exposed  to  ticks  in  their  routine  daily  activities, 
143  or  7.0%  had  positive  titers  by  the  IFA  and  ELISA 
tests.  In  another  survey  by  Hanrahan  et  al40  on  Fire  Is- 
land, New  York,  6.8%  had  evidence  of  infection. 

Benach  and  coworkers41  examined  41  serum  samples 
from  patients  with  confirmed  babesiosis  for  antibodies  to 
Borrelia  burgdorferi.  Twenty-three  (56%)  had  titers  of 
IgG  antibodies  to  the  spirochete  >1:128  and  14  (34%) 
sera  had  IgM  antibodies  >1:1 28.  The  authors  also  exam- 
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FIGURE  9.  Lyme  disease  cases  by  age  and  sex,  Suffolk  County,  1988. 
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FIGURE  10.  Lyme  disease  cases  by  date  of  onset,  Suffolk  County,  1988. 

ined  1 3 pairs  of  sera  from  patients  with  Lyme  disease  from 
areas  endemic  for  both  diseases  and  found  that  six  pa- 
tients had  antibodies  to  Babesia  microti.  The  authors  did 
not  attribute  their  findings  to  antigenic  cross  reactions  but 
raised  the  possibility  of  simultaneous  exposure.41 

Lastavica  and  coworkers42  recently  described  a focal 
epidemic  of  Lyme  disease  which  spread  from  a nature  pre- 
serve to  an  adjacent  community  in  coastal  Massachusetts, 
whereby  35%  of  the  190  residents  became  infected  with 
Borrelia  burgdorferi  between  1980  and  1987. 

It  thus  seems  that  in  heavily  endemic  areas,  high  infec- 
tion rates  can  be  expected  in  the  tick  population,  domestic 
animals,  and  humans,  and  that  infection  can  spread  to 
neighboring  communities. 

Rocky  Mountain  Spotted  Fever 

This  disease,  which  is  caused  by  Rickettsia  rickettsii,  is 
transmitted  by  the  bite  of  an  infected  tick.  It  usually  takes 
a few  hours  of  attachment  of  the  tick  before  the  rickettsiae 
become  reactivated  to  infect  humans. 

In  the  eastern  and  southern  United  States,  the  common 
vector  is  the  American  dog  tick,  Dermacentor  variabilis. 
In  the  southwestern  states,  the  lone  star  tick,  Amblyomma 
americanum , is  the  vector  responsible  for  transmission. 

Following  an  incubation  period  of  three  to  14  days,  the 
patient  experiences  a sudden  onset  of  fever,  malaise,  head- 
ache, chills,  and  conjunctival  injection.  Many  patients, 
however,  may  have  atypical  symptoms  such  as  nausea, 
vomiting,  abdominal  pain,  diarrhea,  joint  pains,  or  stiff 
neck.  Two  to  three  days  later,  a maculopapular  rash  ap- 
pears first  on  the  wrists  and  ankles  and  extends  to  cover 
the  extremities  and  the  rest  of  the  body  (Fig  11).  One 
characteristic  feature  of  the  rash  is  that  it  often  covers  the 
palms  and  soles.  In  severe  cases  the  rash  may  become  pe- 
techial, confluent,  or  largely  hemorrhagic  (Figs  12,  13). 
In  some  patients,  the  rash  may  not  progress  beyond  the 
maculopapular  stage  and  in  others,  it  may  not  appear  until 
late  in  the  disease  process. 

Rocky  Mountain  spotted  fever  (RMSF)  may  present  in 
an  unusual  fulminant  viscerotrophic  variety  with  delayed 
or  absent  cutaneous  manifestations.  Davis  and  Bradford43 
reported  two  cases  of  RMSF,  one  in  an  eight-year-old  girl 
and  one  in  an  18-year-old  man,  whose  main  complaints 
were  fever  and  abdominal  pain,  especially  in  the  right  low- 
er quadrant  simulating  appendicitis.  The  girl  had,  in  addi- 
tion, a petechial  rash  on  her  lower  arms  and  lower  legs.  An 
appendectomy  was  performed  on  both  patients.43 
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FIGURE  1 1 . Rash  of  Rocky  Mountain  spotted  fever  (from  the  Centers  for 
Disease  Control). 


Complications  of  the  disease  include  pneumonitis,  myo- 
carditis, renal  failure,  gangrene  of  digits  and  scrotum,  and 
encephalitis.  Thrombocytopenia  and  disseminated  intra- 
vascular coagulation  are  often  noted  in  severe  cases. 

The  case  fatality  rate  among  untreated  patients  is  about 
15%  to  20%.  The  overall  mortality  rate  in  the  United 
States  is  about  3%. 44  Early  recognition  and  appropriate 
treatment  significantly  reduces  the  case  fatality  rate  espe- 
cially among  children  and  young  adults. 

Diagnosis.  The  early  diagnosis  of  Rocky  Mountain 
spotted  fever  is  of  considerable  importance,  since  the  dis- 
ease is  amenable  to  antibiotic  therapy.  Unfortunately,  the 
salient  features  in  the  first  few  days  may  simulate  other 
bacterial  or  viral  infections,  especially  if  the  patient  gives 
no  history  of  a tick  bite.  Even  in  the  presence  of  the  rash, 
the  disease  can  be  mistaken  for  other  exanthems  such  as 
meningococcemia,  atypical  measles,  rubella,  and  murine 
typhus.  A definitive  diagnosis  can  only  be  achieved 
through  laboratory  testing. 

The  nonspecific  Weil-Felix  test  (agglutination  of  bacil- 
lus Proteus  OX- 19  and  OX-2  by  the  serum  of  Rocky 
Mountain  spotted  fever  patients)  has  been  used  for  the 
past  50  years  in  the  diagnosis  of  many  rickettsial  infec- 
tions. Agglutinins  appear  on  about  the  fourth  day  of  sick- 
ness and  increase  to  a maximum  by  the  beginning  of  the 
third  week.  Physicians  should  be  careful  in  interpreting 
the  results  of  the  Weil-Felix  reaction,  since  the  test  can  be 
positive  in  many  non-rickettsial  infections  such  as  urinary 
tract  infections  caused  by  Proteus,  leptospirosis,  brucello- 


FIGURE  1 2.  Rash  of  Rocky  Mountain  spotted  fever  (from  the  Centers  for 
Disease  Control). 


FIGURE  13.  Rash  of  Rocky  Mountain  spotted  fever  (from  the  Centers  for 
Disease  Control). 


sis,  borrelia  infections,  typhoid  fever,  serious  liver  disease, 
and  occasionally  in  pregnancy.  A single  Weil-Felix  agglu- 
tination titer  of  at  least  >1:160,  preferably  >1:320,  or  a 
fourfold  rise  in  paired  sera  are  considered  indicative  of 
infection. 

During  the  early  1940s,  the  more  specific  complement 
fixation  test  (CF)  was  developed  and  used  by  a few  labora- 
tories. A single  CF  titer  of  >1:16  is  considered  a positive 
reaction.  The  complement  fixation  test,  however,  lacks 
sensitivity,  especially  if  antibiotic  therapy  was  initiated 
early  in  the  disease  process,  and  is  no  longer  recommend- 
ed.45,46 

The  last  decade  witnessed  the  introduction  of  several 
sensitive  and  highly  specific  serologic  tests.  These  include 
the  indirect  fluorescent  antibody  (IFA),  latex  agglutina- 
tion (LA),  indirect  hemagglutination  (IHA),  and  mi- 
croagglutination (MA)  tests.  A single  titer  of  >1:64  for 
IFA  or  of  >1:128  for  the  LA,  IHA,  or  MA  are  often  con- 
sidered indicative  of  infection.45-47 

In  1981,  the  Centers  for  Disease  Control  established  the 
following  criteria  for  a laboratory-confirmed  case  of 
Rocky  Mountain  spotted  fever:  “a  fourfold  increase  in 
antibody  titer  between  acute  and  convalescent  serum 
specimens  by  CF,  IFA,  IHA,  LA,  or  MA;  a single  conva- 
lescent titer  >1:16  (CF)  or  >1:64  (IFA)  in  a clinically 
compatible  case;  isolation  of  spotted  fever  group  rickettsi- 
ae;  or  fluorescent  antibody  (FA)  staining  of  biopsy  or  au- 
topsy specimens.”45 

In  a study  by  Kaplan  and  Schoenberger45  of  1,774  lab- 
oratory-confirmed cases  reported  to  CDC  between  1981 
and  1984,  the  authors  found  that  the  indirect  fluorescent 
antibody  and  indirect  hemagglutination  tests  were  more 
sensitive  than  the  Weil-Felix,  complement  fixation,  or  la- 
tex agglutination  tests. 

Clements  and  coworkers48  found  that  a microtiter  en- 
zyme linked  immunosorbent  assay  (ELISA)  test  using 
density  gradient-purified  Rickettsia  rickettsii  was  more 
sensitive  than  the  IFA  test  in  detecting  antibodies  in  single 
convalescent  phase  serum.  The  test  was  also  found  most 
appropriate  for  detecting  IgG  antibodies  in  seroepidemio- 
logy  and  serodiagnosis  since  it  is  capable  of  detecting  the 
IgG  levels  in  a single  dilution  of  serum  up  to  one  year  after 
infection.48 

Because  of  the  vague  symptoms  in  the  prodromal  peri- 
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od,  the  disease  may  simulate  upper  respiratory  and  other 
nonspecific  infections.  With  the  appearance  of  the  rash, 
additional  conditions  should  be  considered  in  the  differen- 
tial diagnosis,  namely,  atypical  measles,  meningococce- 
mia,  enteroviral  infections,  typhus,  and  typhoid  fevers.  A 
patient  presenting  with  fever,  a maculopapular  rash,  a his- 
tory of  tick  bite,  and  a high  titer  in  the  Weil-Felix  test  is 
often  diagnosed,  and  justifiably  so,  as  having  Rocky 
Mountain  spotted  fever.  A few  cases  investigated  by  the 
Suffolk  County  Department  of  Health  Services  with  simi- 
lar histories  and  clinical  and  laboratory  findings,  however, 
were  finally  confirmed  by  serologic  testing  with  specific 
antigens  as  measles.49  In  some  of  these  cases  of  atypical 
measles,  titers  as  high  as  1:640  for  Proteus  OX- 19  were 
encountered.  A similar  experience  has  been  reported  by 
Neiburg  et  al,50  who  demonstrated  rising  measles  anti- 
body titers  in  six  out  of  46  paired  sera  from  patients  sus- 
pected of  having  Rocky  Mountain  spotted  fever. 

On  the  other  hand,  an  atypical  rash,  lack  or  question- 
able history  of  a tick  bite,  and  low  titers  in  the  Weil-Felix 
reaction  should  not  exclude  a diagnosis  of  Rocky  Moun- 
tain spotted  fever.  One  should  keep  in  mind  that  the  pre- 
scription of  antibiotics  during  the  early  stages  of  a febrile 
condition  often  aborts  the  full  development  of  the  rash  and 
delays  the  emergence  of  agglutinins.  A presumptive  diag- 
nosis of  Rocky  Mountain  spotted  fever,  based  on  the  clini- 
cal impression  with  or  without  a history  of  contact  with 
ticks,  should  justify  the  administration  of  an  effective 
antibiotic  such  as  tetracycline.  To  wait  for  confirmatory 
tests  and  withhold  antibiotic  therapy  is  not  only  medically 
imprudent  but  can  also  be  life  threatening. 

There  are  no  special  diagnostic  laboratory  findings  in 
RMSF.  In  some  severe  cases,  an  elevated  creatinine  phos- 
phokinase,  azotemia,  jaundice,  hyperbilirubinuria,  and 
abnormal  liver  function  tests  have  been  noted. 

Treatment.  Patients  suspected  of  having  Rocky 
Mountain  spotted  fever  should  be  treated  immediately  on 
the  basis  of  history  and  clinical  findings. 

The  two  drugs  that  have  been  found  effective  against 
Rickettsia  rickettsii  are  chloramphenicol  and  tetracy- 
cline. Chloramphenicol  is  administered  orally  in  a dose  of 
50  mg/kg/day  for  adults  and  50-100  mg/kg/day  for  chil- 
dren in  four  divided  doses.  It  is  the  drug  of  choice  especial- 
ly for  cases  in  which  meningococcemia  could  not  be  ruled 
out,  in  severe  cases,  and  in  pregnant  women.51  Because  of 
the  drug’s  hematopoietic  toxicity,  the  usual  precautionary 
measures  regarding  chloramphenicol  administration 
should  be  taken.  These  include  platelet  count,  hematocrit, 
and  white  blood  cell  count. 

Tetracycline  hydrochloride  is  administered  orally  in  a 
dose  of  25-40  mg/kg/day  for  adults  and  children  to  a 
maximum  of  2.0  g/day  in  four  divided  doses  between 
meals.51  In  order  to  avoid  dental  discoloration  of  the  per- 
manent teeth  of  children  under  age  eight,  the  dose  should 
not  exceed  25  mg/kg/day.  Patients  should  avoid  milk  and 
antacids  during  tetracycline  administration.  Doxycycline, 
50-100  mg  orally  or  intravenously  twice/day,  is  better  ab- 
sorbed than  tetracycline  and  is  recommended  especially  in 
the  presence  of  azotemia. 

Supportive  care  is  as  important  as  antibiotic  therapy. 
Attention  should  be  given  to  correcting  dehydration,  elec- 
trolyte imbalance,  oliguria,  inadequate  intravascular  flu- 


ids, etc.  Antibiotic  therapy  can  be  terminated  two  to  four 
days  after  the  patient’s  temperature  returns  to  normal. 
The  duration  of  therapy  is  usually  seven  to  ten  days. 

The  following  case  illustrates  the  importance  of  initiat- 
ing antibiotic  therapy  in  suspected  cases  of  Rocky  Moun- 
tain spotted  fever  prior  to  laboratory  confirmation.  A mid- 
dle-aged man  who  resided  in  New  York  City  was  bitten  by 
a tick  while  working  in  the  garden  of  his  summer  home  in 
Suffolk  County.  On  the  third  day,  he  became  ill  with  fever 
(103°F),  malaise,  myalgia,  chills,  retro-orbital  pain,  and 
mild  diarrhea.  On  the  fifth  day,  he  visited  a physician  who 
prescribed  procaine  penicillin  G.  Since  the  patient’s  con- 
dition did  not  improve,  he  revisited  the  physician  on  the 
seventh  day.  The  physician  noticed  a maculopapular  rash 
on  the  trunk  and  recommended  hospitalization.  The  pa- 
tient was  admitted  the  same  evening  to  a New  York  City 
hospital  with  a temperature  of  104°F.  Rocky  Mountain 
spotted  fever  was  one  of  the  diseases  considered  in  the  dif- 
ferential diagnosis.  Blood  samples  were  taken  for  culture 
and  antibody  screening. 

On  the  1 1th  day,  a petechial  rash  appeared  on  his  palate 
and  extremities.  The  patient  was  started  on  steroids,  am- 
picillin,  and  doxycycline.  The  fever  persisted,  the  patient 
became  stuporous,  had  focal  and  generalized  seizures,  and 
became  comatose,  with  fixed,  dilated  pupils.  Doxycycline 
was  discontinued,  and  the  patient  was  put  on  chloram- 
phenicol. By  the  1 5th  day,  the  maculopapular  rash  spread 
over  the  chest,  extremities,  and  scrotum.  The  patient  died 
18  days  after  the  tick  bite.  Whether  this  patient’s  death 
could  have  been  averted  had  appropriate  antibiotic  thera- 
py been  administered  early  in  the  illness  is  purely  conjec- 
tural at  present. 

Epidemiology.  During  the  last  two  decades,  between 
500  and  1,200  cases  of  Rocky  Mountain  spotted  fever 
were  reported  annually  to  the  Centers  for  Disease  Con- 
trol.52-54 The  two  most  endemic  regions  in  this  country  are 
the  South  Atlantic  and  the  West  South  Central  regions 
(Fig  14).  The  highest  incidence  rates  have  been  reported 
from  Oklahoma,  North  Carolina,  South  Carolina,  Virgin- 
ia, Georgia,  and  Montana.  Figure  15  shows  the  trend  in 
this  country  from  1955  to  1987.  The  upward  trend  during 
the  early  1970s  might  have  been  stimulated  by  the  intro- 
duction of  the  CDC  surveillance  program.  There  has  been 
a gradual  decline  in  the  number  of  reported  cases  from  the 


FIGURE  14.  Typhus  fever,  tickborne  (Rocky  Mountain  spotted  fever) — 
reported  cases  by  county,  United  States,  1987  (from  the  Centers  for  Dis- 
ease Control52). 
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FIGURE  15.  Typhus  fever,  tickborne  (Rocky  Mountain  spotted  fever) — 
by  year,  United  States,  1955-1987  (from  the  Centers  for  Disease  Con- 
trol52). 

1,192  cases  in  1981  to  604  in  1987. 52-54  No  apparent  rea- 
sons can  account  for  this  decline. 

In  New  York  State,  the  number  of  cases  reported  annu- 
ally between  1977  and  1988  varied  from  ten  to  42  cases 
(Table  I).  Most  of  the  New  York  State  cases,  with  a few 
exceptions,  originated  from  Suffolk  County  until  1986. 

The  incidence  of  the  disease  declined  dramatically  in 
Suffolk  County  during  the  past  few  years,  with  three  cases 
reported  annually  during  1987  and  1988.  This  decline  in 
incidence  cannot  be  attributed  to  any  extraordinary  con- 
trol measures  implemented  by  the  county  during  the  past 
few  years. 

In  the  spring  of  1 987,  four  persons  who  had  not  been  out 
of  New  York  City  during  the  three  weeks  preceding  their 
sickness  came  down  with  RMSF.55  Three  of  these  patients 
were  residents  of  the  Soundview  area  of  the  Bronx.  Of  66 
specimens  of  the  American  dog  tick  ( Dermacentor  varia- 
bilis)  collected  from  a nearby  local  park,  five,  or  8%,  were 
positive  for  Rickettsia  rickettsii.  Five  additional  cases  oc- 
curred among  city  residents  during  the  year  (Fig  16). 

The  expansion  of  Rocky  Mountain  spotted  fever  from 
the  endemic  foci  to  urban  areas  emphasizes  the  impor- 
tance of  considering  RMSF  in  the  differential  diagnosis  of 
a patient  with  suspected  febrile  illness  in  the  absence  of  a 
history  of  travel  to  endemic  areas. 

Age  and  sex.  The  disease  occurs  more  frequently 
among  the  younger  age  groups  in  the  eastern  United 


TABLE  I.  Incidence  of  Tickborne  Infections  in  New  York 
State,  1977-1988 


Year 

Rocky  Mountain 
Spotted  Fever 

Babesiosis 

Lyme  Disease* 

1977 

42 

1 



1978 

33 

8 

33 

1979 

35 

8 

— 

1980 

14 

12 

11 

1981 

18 

1 

106 

1982 

18 

12 

207 

1983 

10 

15 

411 

1984 

13 

14 

826 

1985 

17 

19 

600 

1986 

26 

18 

443 

1987 

15 

7 

877 

1988 

10 

8 

1,963 

Totals 

251 

123 

5,477 

* Reportable  as  of  1986. 


FIGURE  16.  Rocky  Mountain  spotted  fever  reported  cases,  New  York 
State  and  New  York  City,  1945-1987  (adapted  from  reference  no.  33). 


States.  This  is  due  to  the  fact  that  the  main  vector  of  trans- 
mission in  the  eastern  region  is  the  American  dog  tick 
Dermacentor  variabilis.  Although  an  outdoor  tick,  it  is 
often  carried  by  pets,  which  have  close  contact  with  chil- 
dren. The  few  cases  reported  from  the  western  states  occur 
mostly  among  adults,  since  the  main  vector  of  transmis- 
sion is  the  wood  tick,  Dermacentor  andersoni.  On  a na- 
tionwide basis,  more  than  40%  of  all  cases  occur  among 
persons  under  20  years  of  age,  with  males  comprising 
more  than  60%  of  cases.  The  case  fatality  rate  is  higher  for 
those  40  years  of  age  or  older:  5.8%  as  compared  with 
1.9%  for  younger  patients.44 

Seasonal  distribution.  Most  cases  of  RMSF  occur 
between  the  months  of  April  and  October. 

Babesiosis 

Babesiosis  is  a tickborne,  malaria-like  illness  caused  by 
a protozoan  of  the  genus  Babesia.  Several  species  of  this 
organism  can  infect  many  domestic  and  wild  animals,  es- 
pecially cattle,  sheep,  goats,  equines,  hogs,  dogs,  and  cats, 
leading  to  a disease  called  piroplasmosis.  On  rare  occa- 
sions, man  can  get  infected  accidentally. 

Most  of  the  human  infections  in  this  country  are  caused 
by  Babesia  microti,  which  are  transmitted  to  man  by  the 
bite  of  an  infected  deer  tick,  Ixodes  dammini.56 

Although  the  American  dog  tick,  Dermacentor  variabi- 
lis, is  prevalent  in  many  areas  known  to  be  endemic  for 
babesiosis,  it  does  not  play  a role  in  the  transmission  of 
human  babesiosis.  Some  Dermacentor  species  have  been 
known  to  transmit  equine  babesiosis.57 

The  reservoirs  of  infection  are  believed  to  be  rodents  for 
human  infections  with  B microti,  cattle  for  bovine  infec- 
tions with  B bovis,  and  dogs  for  canine  infection  with  B 
canis. 

The  babesia  infect  the  erythrocytes,  leading  to  hemoly- 
sis. In  contrast  with  the  malaria  parasite,  Babesia  microti 
does  not  produce  any  pigments  within  the  erythrocytes. 
Infection  with  Babesia  microti  may  lead  to  many  out- 
comes ranging  from  the  asymptomatic  infection  to  severe, 
even  fatal  disease,  with  fever,  chills,  and  hemolytic  ane- 
mia. Asymptomatic  infections  occur  frequently  in  young 
adults  and  represent  a special  risk  through  blood  dona- 
tions. Smith  et  al58  reported  on  a transfusion-acquired  Ba- 
besia infection  in  a 72-year-old  man  who  received  fre- 
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quent  red  blood  cell  transfusions.  One  of  the  identified 
blood  donors  had  a positive  Babesia  titer  of  1:512. 

The  first  identified  European  patients  and  a few  of  the 
American  ones  were  asplenic,  and  their  cases  were  rather 
severe,  often  fatal.  It  was  thus  assumed  that  the  absence  of 
the  spleen  was  responsible  for  the  serious  sequelae.  Later, 
it  was  realized  that  an  intact  spleen  was  not  always  associ- 
ated with  mild  infections.  Many  of  the  patients  who  had 
severe  or  fatal  infections  with  extensive  parasitemia  and 
hemolysis  had  intact  spleens.  High  parasitemia  has  been 
observed,  on  a few  occasions,  in  splenectomized  patients 
who  were  also  on  steroid  therapy.  Whether  the  spleen  it- 
self or  the  condition  that  resulted  in  splenectomy  was  re- 
sponsible for  the  serious  sequelae  is  not  known  at  present. 

Following  an  incubation  period  of  one  week  to  several 
months  after  a tick  bite,  the  patient  experiences  malaise, 
headache,  fatigue,  fever,  sweats,  chills,  myalgia,  and,  in 
some  patients,  nausea  and  vomiting.  The  fever  is  irregular 
and  does  not  follow  the  classical  periodicity  characteristic 
of  malaria. 

Physical  examination  often  reveals  splenomegaly  and 
hepatomegaly.  Hemolytic  anemia  and  hemoglobinuria 
are  common  findings.  Hemolytic  changes  include  reticu- 
locytosis,  reduced  serum  haptoglobin  levels,  and  moderate 
thrombocytopenia.  Parasitemia  can  be  observed  in  1%  to 
10%  of  the  erythrocytes  in  the  peripheral  blood.  Extensive 
parasitemia  has  been  noticed,  on  occasion,  in  about  80%  of 
peripheral  erythrocytes.  Other  common  findings  are  mild 
elevations  of  serum  bilirubin,  SGOT,  and  alkaline  phos- 
phatase. 

Diagnosis.  Babesiosis  should  be  considered  in  the  dif- 
ferential diagnosis  of  a febrile  patient  from  an  endemic 
area — especially  during  the  tick  season — who  presents 
with  a malaria-like  illness.  Definitive  diagnosis  can  be  es- 
tablished by  finding  the  characteristic  intraerythrocytic 
forms  (rings,  tetrads,  pyriforms)  on  thin  or  thick  Giemsa- 
stained  blood  smears.  Ring  forms  of  Babesia  can  be  distin- 
guished from  those  of  Plasmodium  falciparum  by  the  ab- 
sence of  pigment.  Another  feature  that  differentiates 
Babesia  from  Plasmodia  is  the  absence  of  the  schizonts 
and  gametocytes  often  observed  in  Plasmodia  infected 
smears. 

Confirmation  of  diagnosis  can  be  made  by  either  the 
intraperitoneal  inoculation  of  hamsters  with  the  patient’s 
blood  and  the  demonstration  of  parasitemia  in  blood 
smears  or  by  serologic  tests.  Antibodies  to  Babesia  microti 
can  be  demonstrated  in  the  patient’s  serum  within  the  first 
few  weeks  of  illness  by  the  IFA  test.  Titers  may  rise  to 
1:1024  and  then  gradually  fall  during  the  following 
months.59 

Treatment.  A few  drugs  have  been  tried  for  the  treat- 
ment of  patients  with  babesiosis,  but  none  so  far  is  consid- 
ered the  drug  of  choice.  Antimalarial  drugs  such  as  chlo- 
roquine,  sulfadiazine,  and  pyrimethamine  cause  slight 
symptomatic  improvement  but  are  unsuccessful  in  reduc- 
ing the  parasitemia. 

Pentamidine,  an  antitrypanosomal  drug,  has  been 
found  to  be  effective  in  high  doses,  which  are  relatively 
toxic.  In  a therapeutic  trial  involving  three  non-splenecto- 
mized  patients,  Francioli  et  al60  administered  pentami- 
dine isethionate  in  a single  intramuscular  dose  of  4 mg/kg 
daily  for  14  days.  Parasitemia  disappeared  after  the  fifth 


day.  Five  weeks  later,  babesia  organisms  could  still  be  re- 
covered by  animal  inoculation.  In  another  patient,  the 
drug  had  to  be  suspended  after  seven  days  because  of  in- 
creased creatinine  concentration.61  Among  the  adverse  ef- 
fects accompanying  pentamidine  therapy  are  pain  at  the 
injection  sites  and  the  formation  of  sterile  abscesses.  The 
authors  concluded  that  pentamidine  controlled  the  clini- 
cal manifestations,  reduced  the  parasitemia,  but  did  not 
eradicate  the  organism.60 

Diminazene  aceturate,  another  anti-trypanosomal 
drug,  was  effective  in  one  patient.  The  patient,  however, 
developed  Guillain-Barre  syndrome  during  convales- 
cence. Although  no  cause  and  effect  relationship  was  es- 
tablished, the  incident  discouraged  further  trials  with  the 
drug.61 

Chemotherapy  with  a combination  of  clindamycin  and 
quinine  has  been  tried  in  a few  patients  with  varying  de- 
grees of  success.  The  following  cases  illustrate  the  prob- 
lems in  treating  patients  with  Babesia  infection. 

A premature  female  infant  was  born  of  a mother  who 
was  suffering  from  fever  before  parturition.  The  infant 
had  respiratory  distress  and  necrotizing  enterocolitis.  She 
received  1 1 blood  transfusions  from  ten  separate  donors. 
During  the  eighth  week  of  life,  her  blood  smear  showed  an 
8%  parasitemia  with  intraerythrocytic  ring  forms  sugges- 
tive of  Plasmodium  falciparum.  The  infant  was  treated 
unsuccessfully  with  chloroquine.  Because  of  the  persistent 
parasitemia,  quinine,  25  mg/kg  body  weight  orally,  and 
clindamycin,  20  mg/kg  body  weight  intramuscularly, 
were  administered  for  three  days.  The  parasitemia  drastic- 
ally declined.  When  the  therapy  was  discontinued,  the 
parasitemia  recurred,  and  therapy  had  to  be  resumed.  Af- 
ter seven  days  of  therapy,  blood  smears  did  not  show  any 
babesia.62 

In  another  trial  reported  by  Dammin  et  al,63  effective 
therapy  was  achieved  in  two  patients  aged  60  and  73  years 
following  the  administration  of  quinine  (650  mg  orally  ev- 
ery six  to  eight  hours)  and  clindamycin  (300  mg  or  750  mg 
intravenously  every  six  hours)  for  10-11  days.  Smith  et 
al,58  on  the  other  hand,  were  unable  to  treat  a 72-year-old 
man  who  had  transfusion-acquired  babesiosis  with  com- 
bined quinine  and  clindamycin  therapy. 

In  a splenectomized  woman  with  a 15%  parasitemia, 
Cahill  et  al64  found  that  red  cell  exchange  permanently 
reduced  the  parasitemia  to  less  than  1%.  The  patient  had 
previously  been  treated  unsuccessfully  with  chloroquine 
and  pentamidine  isethionate. 

In  another  trial,  Jacoby  et  al65  found  that  whole  blood 
exchange  was  life  saving  in  severe  babesia  infections.  In 
the  authors’  opinion,  whole  exchange  has  the  advantage  of 
providing  free  haptoglobin,  which  is  present  in  fresh  fro- 
zen plasma,  decreases  intracellular  and  extracellular  par- 
asitemia, and  also  removes  “the  serum  factors  that  have 
been  implicated  in  the  pathogenesis  of  renal  complications 
of  babesiosis.”65 

Epidemiology.  The  first  case  of  human  babesiosis  was 
reported  from  Yugoslavia  in  a farmer  who  was  exposed  to 
tick-infested  cattle  in  1956.  The  farmer  had  undergone  a 
splenectomy  1 1 years  earlier.66 

The  second  human  babesiosis  case  involved  a 46-year- 
old  man  from  California  who,  in  1966  (two  years  after 
splenectomy),  was  hospitalized  with  chills  and  fever.  He 
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was  diagnosed  as  having  malaria  and  was  treated  for  15 
weeks  with  chloroquine.  Later,  tetrad  intraerythrocytic 
organisms  were  noted  in  his  blood.  Serologic  tests  were 
negative  for  Plasmodia  but  were  positive  for  Babesia  anti- 
bodies, the  species  of  which  was  believed  to  be  of  equine 
origin.67  The  third  case  occurred  in  Ireland  and  the  fourth 
in  Yugoslavia.  Between  1969  and  1975,  seven  additional 
cases  were  reported  from  Nantucket  Island  in  Massachu- 
setts. Additional  cases  were  reported  from  Cape  Cod, 
Martha’s  Vineyard,  Massachusetts,  and  Long  Island, 
New  York. 

The  first  case  of  human  babesiosis  in  New  York  State 
occurred  in  Shelter  Island,  Suffolk  County,  in  1975. 68  The 
investigation  that  resulted  in  the  identification  of  this  case 
involves  clinical  and  epidemiologic  features  that  may  be  of 
interest  to  the  practicing  physician  and  is,  therefore,  re- 
ported here. 

On  July  18,  1975,  a 59-year-old  man  visited  his  family 
physician  complaining  of  what  appeared  to  be  an  insect 
bite  above  the  left  ankle.  The  bite  site  was  red,  swollen, 
and  painful.  The  patient’s  temperature  was  100. 4°F. 
Warm  wet  dressing  was  prescribed  in  addition  to  500  mg 
ampicillin  twice  daily.  Six  days  later  the  patient  revisited 
his  physician  complaining  of  generalized  aches  and  pains. 
Physical  examination  did  not  reveal  any  abnormal  find- 
ings, but  the  bite  site  had  improved.  Ampicillin  therapy 
was  continued.  Two  days  later,  he  complained  of  low  back 
pain  and  frequency  and  urgency  of  micturition.  Sulfisoxa- 
zole  was  prescribed.  Nine  days  after  his  initial  visit  to  the 
physician,  the  patient  experienced  shaking  chills  and  left 
flank  pain.  In  the  absence  of  his  physician,  he  was  seen  by 
another  physician  who  recommended  hospitalization. 

On  admission  to  the  hospital,  the  patient  gave  a history 
of  fever,  myalgia,  arthralgia,  headache,  nausea,  anorexia, 
and  diarrhea.  Physical  examination  revealed  abnormal 
tenderness,  distended  bowel,  and  an  enlarged  liver.  The 
spleen  was  normal.  The  admission  note  included  a state- 
ment to  “rule  out  hepatitis  and  rickettsial  disease.”  He 
was  started  on  tetracycline  for  possible  Rocky  Mountain 
spotted  fever,  but  this  was  discontinued  the  next  day  when 
blood  smears  showed  “ringed  trophozoites  of  malaria — 
possibly  Plasmodium  vivax .”  He  was  placed  on  chloro- 
quine and  primaquine  during  his  first  four  days  of  hospi- 
talization. His  temperature  ranged  between  100°F  and 
103°F,  became  normal  on  the  fifth  hospital  day,  and  re- 
mained so  until  discharge.  During  his  hospital  stay  of  16 
days,  there  was  a drop  in  his  hemoglobin  from  1 1 .8  g to  9.3 
g.  Other  positive  laboratory  results  included  a mildly  ele- 
vated SGOT  and  bilirubin.  Serologic  test  for  hepatitis  was 
negative;  so  were  the  urine  and  blood  cultures  and  stool 
cultures  for  ova  and  parasites. 

Recognizing  the  fact  that  Plasmodium  vivax  infections 
do  not  usually  relapse  after  five  years,  an  attempt  was 
made  to  identify  the  source  of  infection.  An  epidemiologic 
investigation  was  conducted  which  entailed  the  interview 
of  13  families  and  the  relatives  of  the  patient,  a family  of 
five  Vietnamese  refugees,  and  one  World  War  II  veteran. 
The  latter  had  a history  of  malaria  in  1947,  was  treated, 
and  did  not  suffer  a relapse.  Of  the  400  mosquitoes  col- 
lected around  the  patient’s  home,  only  one  was  of  the 
Anopheline  species.  No  other  significant  findings  were 
identified. 


Because  of  the  inconclusive  evidence  thus  far  obtained, 
subsequent  blood  films  were  taken  for  examination.  These 
revealed  trophozoites  resembling  those  of  Plasmodium 
malariae,  a species  known  to  produce  relapse  several 
years  after  the  initial  infection. 

The  patient  was  born  in  Italy  and  served  in  Albania  and 
Yugoslavia  during  World  War  II.  He  came  to  the  United 
States  in  1949  and  had  not  been  in  an  endemic  malarial 
area  in  25  years.  In  1955-1956  he  travelled  to  Florida, 
California,  and  Canada.  Since  then  he  had  only  travelled 
locally  and  rarely  left  Shelter  Island  during  the  previous 
year.  He  had  no  history  of  malaria  or  of  a suspicious  ill- 
ness. However,  in  view  of  the  patient’s  negative  travel  his- 
tory and  denial  of  blood  transfusion  or  the  use  of  shared 
syringes,  the  diagnosis  of  malaria  was  reevaluated. 

Subsequent  blood  films  revealed  a persistent  parasite- 
mia and  numerous  organisms  similar  to  those  observed  in 
the  original  films,  in  addition  to  some  new  intracellular 
organisms  conforming  morphologically  with  Babesia  mi- 
croti. This  diagnosis  was  later  confirmed  by  the  Centers 
for  Disease  Control  on  morphologic  and  serologic 
grounds.  The  patient’s  condition  gradually  improved  and 
he  did  not  visit  his  physician  for  almost  two  years.  On  his 
last  visit,  he  had  symptoms  suggestive  of  Lyme  disease. 
He  refused  to  undergo  further  testing  and  eventually 
moved  to  Florida  (E.  Grunwaldt,  personal  communica- 
tion, 1989). 

In  the  United  States,  most  of  the  babesiosis  cases  occur 
in  a few  endemic  areas  within  the  states  of  Massachusetts 
and  New  York.  The  endemic  areas  include  Nantucket  Is- 
land, Martha’s  Vineyard,  and  Cape  Cod  in  Massachu- 
setts, and  Shelter  Island,  Fire  Island,  and  the  eastern 
towns  of  Long  Island  in  New  York. 

Age  and  sex.  Between  1977  and  1988,  123  babesiosis 
cases  were  reported  to  the  New  York  State  Department  of 
Health.  Of  these,  104  occurred  in  Suffolk  County.  Of  the 
104  cases,  90,  or  86%,  involved  persons  40  years  of  age  or 
older,  and  63  patients,  or  61%,  were  males. 

Prevalence  of  infection.  Paired  sera  from  102  persons 
on  Shelter  Island  were  tested  in  June  and  October  1978  by 
the  indirect  fluorescent  antibody  test.  The  point  preva- 
lence was  4.4%  in  June  and  6.9%  in  October.  None  of  the 
300  serum  samples  obtained  from  the  New  York  City 
metropolitan  area  were  positive  for  B microti  antibodies.69 

Ruebush  and  coworkers70  tested  serum  samples  from 
577  patients  undergoing  routine  diagnostic  studies  in 
Nantucket  Hospital  and  from  133  residents  and  visitors  of 
the  hospital.  Eleven  of  the  577,  or  1 .9%,  and  ten  of  the  1 33, 
or  7.5%,  had  antibody  titers  of  > 1 :64  to  B microti  by  the 
IFA  test. 

Control  of  Tickborne  Infections 

The  control  of  any  arthropod-borne  infection,  tickborne 
diseases  included,  can  only  be  formulated  after  a thorough 
understanding  of  the  life  cycle  of  the  arthropod,  available 
reservoirs,  modes  of  transmission  of  the  pathogen,  diag- 
nostic tools,  and  prophylactic  measures. 

The  deer  tick  ( Ixodes  dammini)  responsible  for  the 
transmission  of  Lyme  disease  and  babesiosis  has  a life  cy- 
cle of  about  two  years  (Fig  17).  The  female  tick  deposits 
her  eggs  outdoors  in  the  spring.  A few  weeks  later,  they 
hatch  into  free-living  larvae.  The  larvae  feed  once  over  a 
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few  days  during  the  summer,  usually  on  the  blood  of  small 
rodents  such  as  mice.  As  the  cold  weather  approaches, 
they  enter  a resting  stage.  The  following  spring,  the  imma- 
ture six-legged  larvae  develop  into  larger  eight-legged 
nymphs.  During  the  summer,  the  nymphs  attach  them- 
selves and  feed  on  the  blood  of  several  animal  hosts.  The 
white-footed  mouse,  Peromyscus  leucopus,  is  one  of  the 
most  frequently  infested  hosts.  Other  animals  such  as 
dogs,  deer,  horses,  raccoons,  and  opossums  act  as  occa- 
sional hosts. 

In  the  fall,  the  nymphs  mature  into  adult  ticks.  They 
can  be  found  in  tall  grass  and  brush  a few  feet  above  the 
ground,  where  they  can  easily  attach  themselves  to  larger 
animals  such  as  the  white-tailed  deer,  where  the  ticks 
mate.  Other  hosts  include  dogs,  horses,  and  humans.  The 
males  die  soon  after  mating,  while  the  females  continue  to 
feed  for  egg  development.  Only  the  female  ticks  survive 
the  winter.  They  then  deposit  their  eggs  outdoors  in  the 
spring  and  die.  The  eggs  hatch  in  the  spring  and  the  cycle 
is  repeated. 

The  American  dog  tick  ( Dermacentor  variabilis)  has  a 
much  shorter  life  cycle  (Fig  18). 

Control  of  arthropod-borne  infections  can  be  achieved 
through  one  or  more  of  the  following: 

• Destruction  of  the  vector 

• Use  of  repellents 

• Reduction  in  the  density  of  animal  hosts 


• Habitat  modification 

• Public  education  of  those  living  in  endemic  areas,  and 

• Professional  education. 

Destruction  of  the  Vector.  In  many  arthropod-borne 
infections  this  can  be  accomplished  by  reducing  the 
chances  of  breeding  of  the  arthropod.  If  this  is  not  totally 
successful,  attempts  are  made  to  kill  the  larval  or  imma- 
ture forms,  and  if  these  fail,  destruction  of  the  adults  has 
to  be  undertaken. 

In  the  case  of  mosquitoes,  eggs  are  usually  deposited  in 
stagnant  water.  After  hatching,  the  larvae  and  pupae  live 
in  water  bodies  until  maturation.  Control  of  mosquito- 
transmitted  diseases  relies  therefore  on  the  cleaning  of 
ditches  and  removal  of  debris,  thus  reducing  the  chances 
of  egg  deposition.  This  is  complemented  by  larval  control 
through  biologic  and  chemical  insecticides,  and  if  these 
cannot  achieve  effective  control,  adult  control  can  be  ac- 
complished through  the  use  of  chemical  insecticides. 

The  situation  in  tickborne  diseases  is,  unfortunately, 
quite  different  for  two  reasons.  First,  the  eggs  of  the  deer 
tick  or  the  American  dog  tick  are  laid  on  the  ground,  and 
second,  the  immature  forms  live  on  mice  and  several  do- 
mestic and  wild  animals. 

A few  acaricides  have  been  used  in  the  past  for  the  con- 
trol of  Dermacentor  variabilis , Dermacentor  andersoni, 
and  Amblyomma  americanum,  which  are  responsible 
mainly  for  the  transmission  of  Rocky  Mountain  spotted 
fever.  The  adult  forms  of  these  ticks  are  often  found  on 
shrubs,  high  grass,  in  trails,  paths,  and  campsites,  and 
they  often  infest  dogs  and  cats.  Acaricides  such  as  chloro- 
pyrifos  (Dursban),  diazinon,  carbaryl,  dioxathion  (Del- 
tic),  baygon,  and  permethrin  have  been  used  with  limited 
success  for  area  control.  Pet  collars  and  shampoos  have 
also  been  utilized  to  reduce  tick  infestation  in  dogs  and 
cats. 

Destruction  of  the  adult  Ixodes  dammini  has  been  tried 
by  using  two  acaricides,  carbaryl  and  diazinon,  which 
were  sprayed  by  a high  pressure  hydraulic  sprayer  in  a few 
wooded  areas  during  the  fall.71  A marked  reduction  in  the 
Ixodes  dammini  populations  was  observed  following  ap- 
plication. The  next  fall,  the  Ixodes  populations  were  simi- 
lar in  the  treated  and  untreated  areas. 

The  total  reliance  of  Ixodes  dammini  on  domestic  and 
wild  animals,  especially  deer,  mice,  and  other  rodents,  for 
survival  makes  area  control  through  the  spraying  of  acari- 
cides rather  unproductive. 

Recently,  a method  was  introduced  to  reduce  the  larval 
and  nymphal  stages  of  Ixodes  dammini.12  This  method 
involves  the  placement  of  cardboard  tubes  containing  per- 
methrin-treated  cotton  balls  on  the  ground  about  ten 
yards  apart.  Applications  are  to  be  repeated  twice  a year 
during  the  tick  season.  The  white-footed  mice  are  expect- 
ed to  use  the  cotton  balls  as  nesting  material  and,  in  the 
process,  the  larvae  and  nymphs  of  Ixodes  dammini  are 
killed.  Initial  field  studies  showed  that  72%  of  the  mice  in 
treated  areas  were  free  of  ticks,  as  compared  with  1%  in 
the  untreated  areas.  According  to  the  manufacturer,  the 
use  of  the  permethrin  treated  cotton  can  drastically  re- 
duce the  risk  of  transmission  of  Lyme  disease. 

A few  issues  have  to  be  addressed  prior  to  considering 
this  method  for  the  control  of  Lyme  disease  in  public 
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health  programs.  The  efficacy  of  the  impregnated  tubes 
has  to  be  tested  under  existing  ecologic  and  meteorologic 
conditions  of  the  endemic  areas.  Another  question  in- 
volves the  role  of  transmission  by  other  hosts  and  reser- 
voirs and  the  migration  of  mice  from  untreated  areas.  A 
very  crucial  issue  that  cannot  be  overlooked  is  the  expense 
that  would  be  incurred  by  using  this  method  in  large  en- 
demic areas.  The  cost  of  the  tubes  and  the  labor  involved 
may  make  this  approach  fiscally  prohibitive  for  any  mu- 
nicipality.73 

At  present,  there  is  no  stock  formula  that  can  be  recom- 
mended for  control  of  Lyme  disease  vectors.  Every  situa- 
tion has  to  be  evaluated  on  its  own  merits.  Great  caution, 
however,  must  be  practiced  in  the  formulation  of  any  con- 
trol program  to  avoid  the  indiscriminate  area  spraying  of 
acaricides  in  endemic  areas  that  depend  entirely  on 
groundwater,  such  as  Suffolk  County.  Indiscriminate 
spraying  to  achieve  control  would  not  only  be  scientifical- 
ly unjustified,  but  would  also  be  environmentally  unsafe. 

Repellents.  Currently,  there  are  numerous  repellents 
available  which  contain  DEET  (N,  N diethyl-m-tolua- 
mide)  or  the  Rutgers’  formulation  (2  ethyl- 1,3-hexane- 
diol).  These  chemicals  repel  flying-biting  insects  and 
ticks.  However,  they  have  serious  drawbacks: 

1 . They  are  short  lasting  and  easily  removable  by  mois- 
ture or  friction.  Although  flying-biting  insects  such 
as  flies  and  mosquitoes  are  noticed  when  the  effec- 
tiveness of  the  repellent  is  lost,  ticks  frequently  go 
undetected. 

2.  They  are  not  usually  applied  to  clothing,  although 
they  may  be  used  in  this  manner  in  an  aerosol  form. 
When  sprayed  on  clothes  they  frequently  provide 
only  partial  protection. 

Individuals  are  encouraged  to  wear  long  pants  and  long- 
sleeved  shirts  or  blouses  when  entering  infested  areas. 
Since  ticks  usually  make  initial  contact  with  clothing,  it  is 
important  that  an  effective  repellent  be  applied  at  this 
point  of  entry. 

At  present,  there  is  at  least  one  effective  repellent  on  the 
market,  Permanone,  which  contains  the  synthetic  pyre- 
throid  compound,  permethrin.  It  is  applied  to  clothing 
where  it  can  remain  effective  for  several  weeks  or  for  one 
or  more  washings.74  Permanone  is  not  only  a repellent,  but 
is  also  an  acaricide.  It  is  currently  being  used  by  the  mili- 
tary for  treatment  of  uniforms.  In  addition,  it  is  available 
for  public  use  in  21  states.  At  present,  it  is  not  registered 
for  use  in  New  York  State. 

Host  Reduction.  Since  the  white-tailed  deer  is  the 
principal  host  of  the  adult  Ixodes  dammini,  attempts  were 
made  to  reduce  the  tick  population  by  reducing  the  deer 
population.  Wilson  et  al75  in  1984  found  that  the  destruc- 
tion of  approximately  70%  of  the  deer  did  not  markedly 
reduce  tick  infestation. 

Habitat  Modification.  Since  ticks  are  abundant  in 
wooded  areas  with  excessive  vegetation,  attempts  have 
been  made  in  the  past  to  mow  and  burn  vegetation  to  re- 
duce the  tick  population.  This  method  was  used  several 
years  ago  for  the  control  of  Rocky  Mountain  spotted  fe- 
ver. Habitat  modification  can  temporarily  reduce  the  tick 
infestation  in  nonresidential  areas.  Destruction  of  vegeta- 


tion sometimes  leads  to  the  migration  of  small  mammals 
to  denuded  areas.  In  addition,  the  practice  of  burning 
brush  and  vegetation  may  be  environmentally  unsound 
and  in  violation  of  municipal  ordinances. 

Public  Education.  Since  acaricides  cannot  be  used  for 
effective  control  and,  lacking  a vaccine,  reliance  must  be 
placed  on  public  and  professional  education.  Public  edu- 
cation is  targeted  toward  reducing  the  chances  of  expo- 
sure to  the  tick  population  and  informing  the  public  of  the 
clinical  features  of  the  disease  so  that  they  may  seek  early 
medical  intervention.  Several  pamphlets  have  been  devel- 
oped during  the  past  two  years  by  health  agencies  and 
medical  schools  and  are  available  on  request. 

Among  the  measures  that  can  be  recommended  to  those 
living  in  endemic  areas  are  the  following:76 

• Try  to  avoid  heavily  infested  areas  where  deer  are 
known  to  exist,  especially  near  water  in  wooded  ar- 
eas. 

• Wear  long-sleeved  shirts,  pull  socks  over  pant  legs, 
and  wear  closed  shoes. 

• Use  tick/insect  repellents.  Some  of  the  commercial 
products  containing  the  chemical  DEET  can  be  help- 
ful. Follow  the  label  directions  carefully. 

• On  returning  from  a wooded  area,  inspect  yourself, 
your  children,  and  your  pets.  Shower  and  wash  your 
clothes  immediately. 

The  public  needs  to  be  made  aware  of  the  fact  that  Ix- 
odes dammini  ticks  are  widely  distributed,  even  in  public 
parks  with  high  annual  attendance  rates.  A recent  survey 
of  eight  recreational  parks  in  Westchester  County,  New 
York,  demonstrated  that  Ixodes  dammini  was  present  in 
all  but  one  park.  This  species  accounted  for  580(91 .8%)  of 
the  632  ticks  collected.  The  majority  of  the  ticks  were 
nymphs  (80%),  18%  were  larvae,  and  only  2%  were 
adults.77 

Professional  Education.  Professional  education  can 
be  achieved  through  informing  the  practicing  physicians 
of  the  pertinent  features  in  the  epidemiology  of  Lyme  dis- 
ease, characteristic  clinical  features,  methods  of  diagno- 
sis, and  appropriate  treatment  regimens.  The  following 
approaches  can  be  utilized: 

• Presentations  on  tickborne  infections  to  medical 
staffs  in  hospitals. 

• Frequent  personal  communication  with  all  practicing 
physicians  in  the  community  updating  epidemiologic 
and  clinical  information. 

• Educational  conferences  and  seminars  for  practicing 
physicians  in  teaching  institutions  as  part  of  the  con- 
tinuing medical  education  process. 

Prophylaxis.  Increased  public  awareness  of  Lyme  dis- 
ease in  endemic  areas  has  sensitized  the  residents  to  watch 
carefully  for  tick  bites.  When  patients  seek  medical  atten- 
tion, the  primary  care  physician  is  often  faced  with  the 
question  of  whether  or  not  to  treat  a tick  bite  with  antibi- 
otics. This  was  especially  emphasized  following  the  publi- 
cation of  a few  studies  that  indicated  a high  infection  rate 
of  the  Ixodes  dammini  tick  with  Borrelia  burgdorferi. 
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Several  issues  have  to  be  considered  prior  to  adopting  a 
practice  of  antibiotic  prophylaxis.  These  are: 

1.  More  than  half  of  those  who  develop  clinical  Lyme 
disease  give  no  history  of  tick  bites. 

2.  Most  endemic  areas  have  in  addition  to  the  Ixodes 
dammini  one  or  more  of  other  tick  species  such  as 
the  Dermacentor  variabilis,  Dermacentor  ander- 
soni,  Amblyomma  americanum , and  Ripicephalus 
sanguineus.  It  is  true  that  the  other  ticks  are  larger 
than  the  Ixodes , but  the  difference  in  size  cannot 
always  be  ascertained  by  the  patient. 

3.  Even  if  a person  is  bitten  by  an  Ixodes  dammini , 
there  is  always  the  chance  that  the  tick  was  free  of 
infection. 

4.  Being  bitten  by  an  infected  tick  does  not  necessarily 
lead  to  human  infection  or  clinical  disease.  Whether 
certain  strains  of  the  Borrelia  burgdorferi  have  low 
infectivity  or  whether  other  factors  play  a role  in 
transmission  is  unknown  at  present. 

In  a study  conducted  by  Costello  and  coworkers,78  56 
residents  bitten  or  assumed  to  have  been  bitten  by  an  Ix- 
odes dammini  were  divided  into  two  groups.  One  group  of 
27  was  given  penicillin  for  prophylaxis  and  one  group  of 
29  received  a placebo.  One  individual  in  the  treated  group 
developed  an  allergic  reaction  to  penicillin,  and  one  in  the 
placebo  group  developed  early  Lyme  disease.  Of  the  21 
ticks  examined,  six  (three  from  each  group)  were  positive 
for  B burgdorferi , an  infection  rate  of  29%. 78  The  above 
demonstrates  the  futility  of  the  indiscriminate  adminis- 
tration of  antibiotics  to  those  bitten  or  assumed  to  have 
been  bitten  by  ticks.  Such  a practice  is  not  only  medically 
unjustified  but  is  also  unsafe. 
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THE  EPIDEMIOLOGY  OF  ROCKY  MOUNTAIN  SPOTTED  FEVER 

. . . Geographically,  Rocky  Mountain  spotted  fever  is  now  located  throughout  the  United  States.  All 
of  the  states  with  the  exception  of  five,  three  of  the  New  England  States,  Michigan,  and  Wisconsin, 
have  reported  cases  contracted  within  their  borders.  Each  year  there  seem  to  be  an  increasing  number  of 
cases  reported,  but  we  all  feel  that  this  is  not  a true  increase  in  number,  but  rather  an  increase  in 
recognition  of  the  disease  since  doctors  are  becoming  more  familiar  with  it.  Each  year  an  additional 
county  is  put  on  our  spot  map.  Even  though  the  first  reported  case  was  in  the  1930’s,  it  probably  existed 
in  the  locality  for  many  years  before  that. 

The  disease  is  acquired  where  ticks  are  contacted.  People  on  the  streets  of  New  York  City  do  not 
contract  Rocky  Mountain  spotted  fever.  On  Long  Island  they  do  get  the  disease  because  they  contact 
ticks.  A simple  example  of  the  epidemiology  of  Rocky  Mountain  spotted  fever  could  be  given  if  we  had  a 
sufficient  number  of  cases  in  golfers.  I am  sure  we  could  correlate  the  incidence  of  spotted  fever  with  the 
quality  of  the  golf.  The  good  golfer  would  not  contract  Rocky  Mountain  spotted  fever,  but  the  poor 
golfer  would,  because  the  better  the  golfer,  the  more  he  sticks  to  the  fairway,  and  the  poorer  the  golfer, 
the  more  he  is  in  the  rough.  In  a city  such  as  Washington,  where  we  see  a considerable  number  of  cases 
of  Rocky  Mountain  spotted  fever  each  year,  it  has  always  been  observed  that  the  case  usually  occurs  in 
the  house  at  the  end  of  the  street,  where  bushes  and  underbrush  are  close  by  where  the  children  play.  It 
is  also  a disease  we  see  in  people  engaging  in  recreation.  . . . 

NORMAN  H.  TOPPING,  MD 

{NY State  J Med  1947;  47:1585-1587) 
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ESSAVS  IN  PEDIATRICS 


Acute  renal  failure  in  children:  Etiology,  diagnosis,  and 

management 

Melanie  Sweet,  md;  Kanwal  K.  Kher,  md;  Sudesh  P.  Marker,  md 


Acute  renal  failure  (ARF)  is  defined  as  a sudden  deterio- 
ration in  renal  function  that  results  in  an  inability  to  ex- 
crete nitrogenous  wastes.  ARF  may  be  a significant  cause 
of  morbidity,  particularly  when  it  accompanies  involve- 
ment of  other  organ  systems,  as  is  often  the  case  in  the 
pediatric  and  neonatal  intensive  care  patient.  Despite  ma- 
jor advances  in  techniques  of  supportive  care,  including 
dialysis  and  nutritional  support,  mortality  remains  high 
for  such  patients. 

The  purpose  of  this  review  is  to  provide  an  approach  for 
treating  the  child  with  acute  renal  insufficiency  and  to 
outline  the  diagnostic  studies  that  may  aid  in  the  determi- 
nation of  the  cause  of  the  renal  injury.  The  pathophysiolo- 
gy of  ARF  is  explored,  and  the  principles  of  supportive 
care  are  reviewed. 

Causes  of  Acute  Renal  Failure  in  Children 

The  kidney  is  susceptible  to  a number  of  acute  insults 
that  are  capable  of  producing  renal  injury  and  failure  of 
glomerular  filtration:  ischemia,  toxins,  immunologic  dis- 
orders, and  obstruction  to  urine  flow.  The  underlying 
cause  of  the  injury  is  influenced  by  the  age  of  the  patient, 
the  setting  in  which  renal  failure  occurs,  and  also  by  envi- 
ronmental factors.  In  the  premature  infant,  for  example, 
hypovolemia,  perinatal  asphyxia,  and  congenital  disorders 
are  frequent  causes  of  ARF.1-4  In  the  older  infant,  acute 
renal  insufficiency  may  develop  as  a result  of  severe  dehy- 
dration or  as  a consequence  of  the  hemolytic-uremic  syn- 
drome.5-6 ARF  due  to  acute  glomerulonephritis  is  usually 
seen  in  the  older  child  and  adolescent.5  In  addition  to  age, 
other  factors  may  determine  the  relative  frequency  of  var- 
ious causes  of  ARF  in  any  given  reported  series.  In  under- 
developed nations,  for  example,  renal  ischemic  injury  sec- 
ondary to  gastrointestinal  disease  and  dehydration  is 
common.7  At  The  Hospital  for  Sick  Children  in  London,  a 
large  referral  center  for  children  with  congenital  heart 
disease,  cardiopulmonary  bypass  surgery  is  the  single 
most  frequent  cause  of  ARF.8  Other  epidemiologic  fac- 
tors influence  the  types  of  illnesses  that  cause  ARF.  Dis- 
eases that  may  be  relatively  infrequent  in  some  geograph- 
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ic  areas  may  be  endemic  in  others,  such  as  hemolytic- 
uremic  syndrome  in  Argentina9  and  in  Utah.10 

It  is  helpful  to  categorize  acute  renal  failure  in  terms  of 
the  primary  site  of  the  disorder.  As  such,  the  problem  may 
be  due  to  inadequate  perfusion  of  the  kidneys  (“prerenal 
azotemia”),  or  may  be  the  result  of  blockage  of  urine  flow 
(obstructive  uropathy  or  “postrenal  azotemia”),  or  may 
be  caused  by  a process  that  occurs  within  the  renal  paren- 
chyma itself  (“intrinsic  renal  failure”).  Table  I outlines 
various  causes  of  ARF  within  these  categories. 

TABLE  I.  Causes  of  Acute  Renal  Failure 

Prerenal  azotemia 
Dehydration 
Hemorrhage 
Septic  shock 
Cardiac  failure 

Hypoalbuminemia  with  resultant  decrease  in  intravascular  volume — 
nephrosis,  liver  disease 

“Third  space”  losses — peritonitis,  pancreatitis,  burns 
Postrenal  azotemia  (obstructive  uropathy) 

Bilateral  renal  obstruction — stones,  clots,  tumor,  congenital  anomaly 
Bladder  outlet  obstruction — urethral  valves,  neuropathic  bladder, 
phimosis,  stricture 
Intrinsic  renal  disease 
Glomerulonephritis  (GN) 

Acute  poststreptococcal  GN 
Membranoproliferative  GN 
Rapidly  progressive  GN 
Systemic  lupus  erythematosis  with  nephritis 
Henoch-Schonlein  purpura  nephritis 
Vascular 

Renal  artery  thrombosis  or  embolus 
Renal  venous  obstruction 
Vasculitis 

Hemolytic-uremic  syndrome 
Disseminated  intravascular  coagulation 
Acute  tubular  necrosis/ vasomotor  nephropathy 
Nephrotoxic 
Pigment-associated 
Ischemic 

Acute  interstitial  nephritis 

Drug-related  (penicillins,  cephalosporins,  thiazides,  non-steroidals, 
allopurinol,  others) 

Infection-induced 

Other — tumor  infiltration,  uric  acid,  hypercalcemia 
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In  prerenal  azotemia,  the  decrease  in  glomerular  filtra- 
tion rate  (GFR)  is  due  to  an  inadequate  circulation  to  the 
kidneys — be  that  from  dehydration,  hemorrhagic  shock, 
cardiac  insufficiency,  or  inadequate  circulating  volume 
secondary  to  hypoalbuminemia.  Prerenal  azotemia  is 
probably  the  most  common  cause  of  acute  renal  failure  in 
children,  if  the  true  incidence  could  be  known.  If  the  circu- 
lation can  be  restored  with  sufficient  rapidity,  renal  func- 
tion will  normalize.  Thus,  this  is  sometimes  called  “func- 
tional” renal  failure. 

Obstructive  uropathy  in  childhood  is  usually  due  to  a 
congenital  abnormality  and  is  often  more  of  a chronic  na- 
ture than  an  acute  one.  For  azotemia  to  occur,  there  must 
either  be  obstruction  of  a solitary  kidney  or  bilateral  renal 
obstruction.  Severe  phimosis,  urethral  stricture,  congeni- 
tal urethral  valves,  and  neuropathic  bladder  will  lead  to 
obstruction  at  the  level  of  the  bladder  outlet.  Retroperito- 
neal processes  such  as  tumor,  hemorrhage,  and  fibrosis 
can  obstruct  both  ureters  and  result  in  acute  renal  failure. 
As  in  prerenal  azotemia,  correction  of  the  obstruction  will 
result  in  normalization  of  renal  function,  assuming  that 
significant  intrinsic  renal  damage  has  not  already  oc- 
curred. 

A number  of  disorders  with  varying  pathophysiologic 
mechanisms  can  lead  to  intrinsic  renal  failure.  Such  disor- 
ders may  primarily  involve  the  glomerulus,  as  in  glomeru- 
lonephritis, the  vasculature  of  the  kidney,  as  in  renal  vas- 
cular thromboses  and  vasculitis,  or  the  tubules  and/or 
interstitium  of  the  kidney,  as  in  acute  tubular  necrosis  and 
acute  interstitial  nephritis.  The  kidneys  are  particularly 
susceptible  to  injury  from  ischemia  and  toxins.  This  is  due 
to  the  large  portion  (20-25%)  of  the  cardiac  output  that  is 
received  by  the  kidneys,  as  well  as  the  ability  of  the  kidney 
to  absorb  solutes  and  attain  a high  medullary  tonicity, 
which  in  turn  allows  high  concentrations  of  potentially 
toxic  substances  to  build  up  in  the  renal  parenchyma.  Ta- 
ble II  lists  exogenous  and  endogenous  toxins  capable  of 
causing  renal  injury  and  giving  rise  to  acute  tubular  ne- 
crosis. The  term  “acute  tubular  necrosis”  has  fallen  out  of 
favor  in  recent  years  and  has  been  replaced  by  “vasomotor 
nephropathy,”  for  reasons  which  will  be  explained. 

Pathophysiology 

Given  the  diversity  of  the  causes  of  ARF,  it  is  evident 
that  no  single  physiologic  alteration  or  abnormality  can 
explain  the  failure  of  Filtration  in  all  cases.  Our  under- 
standing of  the  pathophysiology  of  ARF  has  been  greatly 
expanded  in  recent  years,  particularly  in  the  area  of  vaso- 
motor nephropathy.  It  is  on  this  particular  aspect  of  ARF 
that  this  discussion  will  focus.  In  addition,  several  excel- 
lent review  s of  this  subject  have  recently  appeared  in  the 
literature.11-13 


TABLE  li. 

Potential  Nephrotoxins 

Acetaminophen 

Heavy  metals 

Aminoglycosides 

Hemoglobin 

Amphotericin  B 

Methotrexate 

Calcium 

Methoxvfluorane 

Captopril 

Myoglobin 

C/j-platinum 

Nonsteroidal  anti-inflammatory  drugs 

Contrast  agents 

Organic  solvents 

Cyclosporin 

Uric  acid 

The  formation  of  an  ultrafiltrate  of  plasma  and  the  ulti- 
mate production  of  the  final  urine  are  determined  by  a 
number  of  variables.  Adequate  perfusion  of  the  kidneys, 
and  thus  plasma  flow',  through  the  glomerular  capillaries 
provides  the  main  driving  force  for  ultrafiltration.  Under 
normal  circumstances,  renal  blood  flow  is  controlled  over 
a wide  range  of  mean  arterial  pressures,  a process  called 
autoregulation.14  If  the  lower  limits  of  autoregulation  are 
exceeded,  renal  blood  flow  will  fall.  An  additional  factor 
affecting  ultrafiltration  is  the  hydrostatic  pressure  in  the 
Bowman  space.  If  this  pressure  were  to  become  sufficient- 
ly elevated,  as  might  be  seen  in  intratubular  obstruction, 
the  net  force  for  ultrafiltration  would  be  reduced.  Other 
variables  influencing  glomerular  Filtration  and  excretion 
of  the  final  urine  are  the  filtering  properties  and  surface 
area  of  the  glomerular  capillary  wall  (called  the  ultrafil- 
tration coefficient),  and  the  overall  integrity  of  the  renal 
tubular  epithelium.  Therefore,  alterations  in  any  of  these 
factors  may  result  in  impairment  of  excretory  function. 

The  contributory  role  of  tubular  abnormalities  in  the 
decline  in  GFR  was  the  initial  focus  of  clinical  and  experi- 
mental work  in  ARF.  Minami.  in  1923. 15  emphasized  the 
prominent  Finding  of  tubular  injury  and  intraluminal  de- 
bris in  autopsy  specimens  of  patients  dying  of  ARF.  as  is 
illustrated  in  Figure  1.  It  was  then  felt  that  tubular  ob- 
struction with  resultant  increase  in  intratubular  pressure, 
and  thus  a decrease  in  net  Filtration  pressure,  was  the  prin- 
cipal cause  of  the  decline  in  renal  function.  It  was  later 
emphasized  that  tubular  injury  could  also  lead  to  disrup- 
tion of  tubular  integrity  with  resultant  abnormal  perme- 
ability of  this  barrier,  in  such  a manner  that  while  glomer- 
ular filtration  might  be  occurring,  “backleak"  of  water 
and  solute  would  lead  to  oliguria  and  retention  of  waste 
products.  This  theory  was  proposed  by  Richards  in  192916 
and  has  subsequently  been  confirmed  as  a contributory 
factor  in  some  experimental  animal  models  and  in  human 
ARF.17-18 

As  suggested  earlier,  however,  in  many  cases  of  ARF. 
significant  tubular  damage  is  not  histologically  evident. 
For  this  reason,  the  term  acute  tubular  necrosis  is  not  al- 
ways suitable,  and  the  term  vasomotor  nephropathy  is 
preferred.  Most  recent  research  in  the  field  of  ARF  has 


failure  developed  following  open  heart  surgery.  Large  amounts  of  debris 
(arrows)  can  be  seen  within  the  tubular  lumens  (hematoxylin-eos  n stain, 
original  magnification  X 1250).  Courtesy  of  Dr  Victor  Saldivar.  Santa 
Rosa  Medical  Center,  San  Antonio.  Texas. 
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focused  on  hemodynamic  alterations  and  changes  in  glo- 
merular capillary  permeability  as  underlying  the  defect  in 
GFR. 19-21  Such  changes  might  be  mediated  by  the  renin- 
angiotensin  system,22  by  prostaglandins,23  by  adenosine,24 
or  by  other  vasoactive  compounds.  In  addition,  alterations 
in  renal  energy  metabolism  have  been  demonstrated  in  ex- 
perimental ARF.13  The  situation  is  made  more  complex 
by  the  finding  that  different  pathologic  processes  may  be 
operant  in  the  initiation  phase  of  ARF  from  those  in  the 
maintenance  phase.25  What  has  been  clearly  demonstrat- 
ed is  that  a multiplicity  of  factors  are  capable  of  altering 
GFR,  and  that  these  can  contribute  to  varying  extents  de- 
pending on  the  nature,  severity,  and  the  time  course  of  the 
renal  injury.  Research  in  this  field  is  ongoing,  and  it  is 
evident  that  a clearer  picture  of  the  factors  affecting  glo- 
merular filtration  will  allow  a more  logical  approach  to 
the  prevention  and  treatment  of  ARF. 

Evaluation  of  the  Child  with  Acute  Renal 
Failure 

Several  important  points  should  be  emphasized  in  the 
evaluation  of  a patient  with  a suspected  decrease  in  renal 
function.  It  should  first  be  realized  that  not  all  patients 
with  acute  renal  failure  have  diminished  urine  volumes. 
Nonoliguric  ARF  is  being  recognized  with  increasing  fre- 
quency in  recent  years.2-26’27  It  is  therefore  inadequate  to 
rely  on  urine  output  alone  as  an  indicator  of  renal  func- 
tion; biochemical  determinations  are  essential  in  patients 
at  risk  for  renal  injury. 

Since  biochemical  determinations  are  so  important  in 
assessing  renal  function,  it  should  be  recognized  that  in 
certain  settings,  creatinine  and  blood  urea  nitrogen 
(BUN)  concentrations  may  be  elevated  without  a decline 
in  GFR.  The  administration  of  certain  drugs,  notably 
some  of  the  cephalosporins28  and  co-trimoxazole,29  as  well 
as  the  presence  of  ketoacidosis,30  may  produce  false  eleva- 
tions in  serum  creatinine  concentration  due  either  to  inter- 
ference with  the  assay  for  creatinine  or  to  altered  tubular 
secretion.  BUN  levels  may  be  elevated  because  of  an  ex- 
cessive intake  of  protein  or  an  increased  catabolic  rate,  as 
seen  in  sepsis  and  with  corticosteroid  treatment.  These 
factors  must  be  taken  into  account  when  evaluating  the 
patient. 

Finally,  in  the  absence  of  prior  knowledge  of  the  pa- 
tient’s renal  function,  it  may  not  always  be  clear  whether 
the  renal  insufficiency  is  acute  or  chronic  in  nature,  since 
the  presentation  may  be  exactly  the  same.  In  addition, 
many  patients  with  underlying  chronic  renal  disease  will 
develop  superimposed  acute  worsening  of  their  renal  func- 
tion when  stressed,  as  by  dehydration  or  infection.  This 
should  be  borne  in  mind  throughout  the  evaluation. 

History.  In  most  settings,  elucidating  the  cause  of 
damage  to  the  kidneys  will  be  a relatively  easy  task  based 
on  history  alone.  An  infant  with  a three-day  history  of 
vomiting  and  diarrhea  who  presents  with  oliguria  and  an 
elevated  blood  ure  i nitrogen  level  most  likely  has  prerenal 
azotemia  secondary  to  dehydration  or  perhaps  vasomotor 
nephropathy.  A six-year-old  with  a recent  history  of  sore 
throat  who  presents  with  periorbital  edema,  hypertension, 
and  gross  hematuria  is  likely  to  be  suffering  from  acute 
glomerulonephritis.  Paradoxically,  the  most  difficult  pa- 
tients to  evaluate  are  often  those  who  develop  acute  renal 


failure  while  under  close  observation  in  a hospital.  Many 
of  these  patients  have  severe  multisystemic  disease,  have 
been  treated  with  a variety  of  nephrotoxic  drugs,  and  have 
been  subjected  to  numerous  diagnostic  and  therapeutic 
procedures.  In  such  cases,  the  records  must  be  scrutinized 
for  risk  factors  such  as  volume  depletion,  use  of  nephro- 
toxic antibiotics,  recent  radiographic  studies  using  intra- 
venous contrast,  and  other  potential  causes  of  renal  injury. 

A history  of  chronic  renal  disease  may  be  suggested  by 
previous  abnormal  urinalyses,  poor  growth,  recurrent  uri- 
nary tract  infections,  or  alterations  in  urine  volume.  Many 
systemic  diseases  may  involve  the  kidney  and  lead  to 
ARF.  A history  of  fever,  rash,  arthralgias,  or  gastrointes- 
tinal or  pulmonary  symptoms  may  be  present  in  such  pa- 
tients, suggesting  multisystemic  involvement. 

Examination.  Physical  examination  must  be  thor- 
ough, with  special  attention  to  an  assessment  of  the  vol- 
ume status.  Tachycardia,  dry  mucous  membranes,  lack  of 
tearing,  poor  peripheral  perfusion — all  suggest  inade- 
quate circulating  volume  and  the  possibility  of  prerenal 
azotemia.  In  older  children,  postural  changes  in  blood 
pressure  should  be  assessed.  The  patient  who  presents 
with  acute  renal  insufficiency  but  who  clinically  appears 
to  be  experiencing  volume  overload  may  either  have  in- 
trinsic renal  disease  such  as  acute  glomerulonephritis  or 
impaired  myocardial  function  with  inadequate  renal  per- 
fusion. An  intravenous  fluid  “challenge”  might  be  appro- 
priate in  the  oliguric,  volume-depleted  child,  but  not  in  the 
oliguric  child  with  signs  and  symptoms  of  volume  over- 
load. 

Other  important  findings  on  physical  examination  are 
those  that  might  suggest  a systemic  disease  as  previously 
mentioned,  notably  unexplained  fever,  rash,  or  arthritis. 
Such  Findings  might  suggest  nephritis  related  to  systemic 
lupus  erythematosis  or  Henoch-Schonlein  purpura,  or 
may  be  due  to  a drug-induced  interstitial  nephritis.  The 
presence  of  enlarged  kidneys  or  a palpable  bladder  would 
indicate  an  obstructive  process  of  the  urinary  tract.  Pallor 
might  be  indicative  of  poor  perfusion  or  of  severe  anemia, 
as  would  be  seen  in  hemolytic  uremic  syndrome  or  in  un- 
derlying chronic  renal  disease.  Chronic  renal  disease 
would  be  further  suggested  by  abnormal  growth  parame- 
ters or  visual  evidence  of  rachitic  bony  deformities. 

Urinalysis.  Examination  of  the  urine  both  microscop- 
ically and  biochemically  is  valuable  to  aid  in  assessing  the 
cause  of  acute  renal  failure.  Urine  dipsticks  are  useful  as  a 
screen  but  should  be  followed  by  microscopic  examination 
of  urine  sediment.  A positive  reaction  for  blood  may  be 
due  to  hematuria  but  could  also  indicate  the  presence  of 
free  hemoglobin  or  of  myoglobin.  Mild  proteinuria  is  com- 
mon with  renal  injury  of  any  sort,  but  heavy  proteinuria 
should  suggest  glomerulonephritis.  This  would  be  further 
supported  by  a finding  of  granular  and  red  blood  cell  casts 
on  microscopy.  In  ischemic  and  nephrotoxic  renal  injury, 
a variety  of  cellular  casts  and  debris  may  be  seen,  and 
eosinophiluria  may  be  present  in  interstitial  nephritis.31 
Crystals  of  calcium  oxalate  or  of  urate,  when  present  in 
significant  quantities,  may  be  indicative  of  urolithiasis  or 
of  urate  nephropathy. 

“Urinary  indices,”  as  described  by  Miller  et  al,32  may 
prove  useful,  particularly  with  an  oliguric  patient  who 
may  have  either  prerenal  azotemia  or  vasomotor  nephrop- 
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athy.  When  presented  with  a threat  to  perfusion,  normal 
kidneys  respond  in  a well-defined  manner.  The  urine  pro- 
duced is  highly  concentrated,  and  reabsorption  of  sodium 
is  maximized.  Urea  clearance  is  impaired  to  a greater  ex- 
tent than  is  creatinine  clearance,  resulting  in  a dispropor- 
tionately high  urea  nitrogen  relative  to  serum  creatinine 
concentration.  With  intrinsic  damage  to  the  kidneys,  on 
the  other  hand,  renal  concentration  ability  is  impaired, 
with  the  urine  produced  often  being  isotonic  to  plasma. 
Tubular  absorption  of  sodium  is  impaired,  resulting  in  an 
elevated  fractional  excretion  of  sodium  (FENa).  Both  cre- 
atinine and  urea  clearance  are  severely  impaired.  Table 
III  summarizes  the  urinary  findings  in  prerenal  azotemia 
and  intrinsic  renal  failure.  Several  important  points  must 
be  noted,  however.  In  adults,  a BUN  to  creatinine  ratio  of 
greater  than  20  is  considered  evidence  of  prerenal  azote- 
mia. In  children,  however,  because  of  their  smaller  muscle 
mass,  normal  serum  creatinine  may  be  0.5  mg/dL  or  less; 
therefore,  this  ratio  may  be  less  valid.  In  addition,  when 
evaluating  urinary  sodium  excretion,  it  should  be  noted 
that  the  premature  infant  may  have  greater  urinary  sodi- 
um losses  because  of  renal  immaturity.33  Ellis  et  al34  and 
Mathew  et  al35  have  suggested  that  a FENa  of  less  than 
2.5%  to  3%  be  employed  as  the  cut-off  in  these  infants,  as 
opposed  to  1 .0%  in  term  babies  and  older  children.  Zarich 
and  coworkers36  have  also  emphasized  other  exceptions  to 
the  usefulness  of  the  FENa  in  separating  prerenal  and  in- 
trinsic ARF,  most  notably  in  patients  with  acute  glomeru- 
lonephritis. Lastly,  use  of  diuretics  such  as  furosemide 
makes  interpretation  of  FENa  impossible,  as  urinary  sodi- 
um will  be  elevated  despite  intravascular  volume  deple- 
tion. 

Renal  Imaging.  Radiographic  and  ultrasonographic 
imaging  techniques  are  sometimes  useful  in  the  diagnosis 
of  acute  renal  failure  in  helping  to  confirm  the  clinical 
impression.  The  purpose  of  such  studies  is  to  obtain  an 
estimate  of  renal  size,  determine  if  obstruction  is  present, 
and  assess  renal  perfusion  and  function. 

A plain  Film  of  the  abdomen  may  provide  information 
concerning  renal  size,  if  the  outlines  of  the  kidney  are  visi- 
ble. Small,  contracted  kidneys  suggest  chronic  renal  fail- 
ure, while  large  kidneys  may  be  seen  with  obstruction  or 
renal  inflammation  or  infiltration.  Calcifications  along 
the  path  of  the  ureter  may  be  seen,  although  they  do  not 
necessarily  imply  obstruction.  Renal  sonography  is  a par- 
ticularly good  means  of  screening  for  abnormalities  such 
as  hydronephrosis,  as  it  is  noninvasive  and  is  easily  per- 


TABLE  III.  Diagnostic  Indices  in  ARF* 


Parameter 

Prerenal 

Renal 

Urine  osmolality  (mOSm/kg  H2O) 

>500 

<350 

Urine/plasma  osmolality 

>1.0 

<1.0 

BUN/plasma  creatinine1 

>20 

<20 

Urine/plasma  ureaf 

>8 

<3 

Urine/plasma  creatinine* 

>40 

<20 

Urine  sodium  (mEq/L)} 
FENa*§ 

<20 

>40 

(U/P  NA)/(U/PCREAT)  X 100 

<1% 

>1% 

* Adapted  from  ref  I,  32,  34,  35. 
f Less  valid  in  infants  and  small  children. 

I Urine  sodium  <20,  FENa  <1%  in  acute  nephritis. 
§ In  neonates,  FENa  <2.5%  in  prerenal  azotemia. 


formed  at  the  bedside  if  necessary  (Fig  2).  Increased  echo- 
genicity of  the  renal  parenchyma  may  be  seen  in  a variety 
of  intrinsic  renal  disorders  but  is  a relatively  nonspecific 
finding.37  Intravenous  pyelography  adds  little  informa- 
tion in  the  evaluation  of  the  patient  with  acute  renal  insuf- 
ficiency. Poor  renal  function  results  in  inadequate  renal 
visualization,  and  there  is  a risk  of  further  renal  injury 
because  of  the  nephrotoxicity  of  the  contrast  agent  itself.38 
Radionuclide  renal  scans  can  add  information  that  cannot 
be  obtained  via  sonography,  most  notably  information 
concerning  adequacy  of  renal  perfusion  and  an  estimate  of 
function.39  Technetium  99m-diethylenetriamine  pentace- 
tic  acid  (DTPA)  is  used  most  often.  With  the  exception  of 
obstructive  uropathy,  however,  these  studies  will  not  pro- 
vide a definitive  diagnosis.  On  a rare  occasion,  renal  angi- 
ography may  prove  to  be  necessary  in  the  event  of  a sus- 
pected renal  venous  or  arterial  lesion. 

Renal  Biopsy.  Biopsy  of  the  kidney  can  provide  a de- 
finitive diagnosis  of  the  cause  of  renal  failure  and  may  be 
indicated  in  certain  circumstances.  Definitive  diagnosis 
may  be  important  in  the  child  in  whom  the  diagnosis  is 
obscure  despite  other  investigations,  in  cases  of  acute  glo- 
merulonephritis not  clearly  related  to  streptococcal  infec- 
tions, and  in  cases  in  which  resolution  of  the  renal  failure 
does  not  occur  in  the  expected  time  frame.  In  each  of  these 
cases,  biopsy  may  provide  information  to  guide  specific 
therapy  or  for  prognosis. 

Management  of  the  Child  with  Acute 
Renal  Failure 

Successful  management  of  the  child  with  acute  renal 
failure  requires  meticulous  attention  to  details  of  fluid  and 
electrolyte  balance,  as  well  as  nutritional  and  sometimes 
dialytic  support.  Potential  complications  should  be  antici- 
pated and  aggressively  managed.  When  specific  therapy 
exists  for  the  underlying  disease,  this  should  be  rapidly 
instituted,  but  it  is  not  within  the  scope  of  this  article  to 


FIGURE  2.  Renal  ultrasound  examination  in  a male  infant  who  presented 
with  urinary  tract  infection  and  an  elevated  serum  creatinine.  The  renal 
pelvis  (P)  is  hugely  dilated.  Renal  function  improved  following  antibiotic 
treatment  and  surgery  for  relief  of  obstruction. 
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explore  this  aspect  of  ARF.  The  same  general  principles  of 
supportive  care  apply  to  all  cases  of  ARF,  regardless  of 
the  cause,  and  will  be  our  focus  here. 

Fluids  and  Electrolytes.  Close  monitoring  of  fluid  bal- 
ance is  crucial  in  the  patient  with  ARF.  The  goal  is  to 
maintain  the  patient  in  a euvolemic  state.  Dehydration 
should  be  avoided  to  prevent  further  insult  to  kidneys  that 
have  already  been  injured,  and  fluid  overload  guarded 
against  to  decrease  the  risks  of  hypertension  and  circula- 
tory overload.  Replacement  of  insensible  losses  (an  esti- 
mated 400-500  mL/m2/day)  in  addition  to  replacement 
of  ongoing  losses  (urine,  nasogastric  tube  drainage,  etc) 
will  prevent  excessive  fluid  gains.  The  patient  who  already 
has  signs  and  symptoms  of  fluid  overload  will  need  more 
severe  restriction.  One  should  aim  not  for  a stable  weight 
but  rather  should  expect  a weight  loss  equivalent  to  0.5% 
to  1.0%  of  the  body  weight  in  a patient  who  is  consuming 
inadequate  calories.  If  central  venous  pressure  measure- 
ments are  available,  assessment  of  intravascular  volume 
will  be  facilitated. 

Diuretics  may  be  helpful  in  some  patients  in  the  man- 
agement of  oliguria.  While  there  continues  to  be  contro- 
versy over  the  use  of  diuretics  in  ARF,  it  is  clear  that  the 
oliguric  patient  can  sometimes  be  rendered  nonoliguric 
with  the  use  of  potent  diuretics  such  as  furosemide  and 
mannitol.40  The  increased  urine  output  makes  the  man- 
agement of  such  patients  less  complex,  but  whether  or  not 
renal  function  or  ultimate  outcome  is  improved  remains 
unclear.  It  would  appear  from  animal  studies  as  well  as 
limited  research  in  humans  that  prophylactic  use  of  di- 
uretics in  high-risk  settings  (such  as  open  heart  surgery) 
may  have  a protective  effect  on  renal  function.41-43 

Insensible  losses  contain  little  or  no  electrolytes  and 
thus  can  be  provided  as  5%  or  10%  dextrose  in  water.  Elec- 
trolyte losses  in  other  body  fluids  may  be  more  difficult  to 
predict,  and  it  may  be  helpful  to  measure  the  electrolyte 
content  of  such  fluids  and  replace  them  with  an  intrave- 
nous fluid  of  similar  composition.  Hyponatremia  in  pa- 
tients with  ARF  usually  implies  an  excess  of  total  body 
water  rather  than  a deficiency  of  sodium.  Further  fluid 
restriction  will  usually  suffice  to  correct  the  problem.  Hy- 
pernatremia is  not  common  in  the  absence  of  overzealous 
attempts  to  correct  acidosis. 

Hyperkalemia.  This  is  a serious  threat  to  the  patient 
with  ARF  and  may  be  present  early  in  the  course.  Acido- 
sis and  an  overall  catabolic  state  contribute  to  the  develop- 
ment of  hyperkalemia.  Potassium  intake  should  be  drasti- 
cally restricted,  and  serum  potassium  levels  monitored 
frequently.  Moderate  elevations  of  serum  potassium  that 
do  not  respond  to  restriction  can  be  treated  with  sodium 
polystyrene  sulfonate  (Kayexalate®).  A dose  of  one  gram/ 
kg  body  weight  can  be  expected  to  lower  serum  potassium 
by  about  1 mEq/L.  Kayexalate®  is  provided  as  a suspen- 
sion in  sorbitol  and  can  be  given  as  a retention  enema  or  by 
mouth  or  nasogastric  tube.  More  severe  elevations  of  se- 
rum potassium,  especially  if  accompanied  by  changes  in 
the  electrocardiogram,  require  more  urgent  therapy.  Cal- 
cium infusion  (1-2  mL/kg  of  10%  calcium  gluconate,  giv- 
en slowly  with  continuous  electrocardiographic  (ECG) 
monitoring),  use  of  glucose  and  insulin  (0. 5-2.0  g/kg  of 
glucose  as  a 50%  solution  followed  by  0.2  units/kg  of  insu- 
lin), and  sodium  bicarbonate  (1-2  mEq/kg)  can  be  used 


to  treat  hyperkalemia.  It  is  important  to  recognize  that 
none  of  these  treatments  serves  to  remove  potassium  from 
the  body;  Kayexalate®  must  be  given  as  well.  Persistent 
hyperkalemia  that  is  poorly  responsive  to  these  maneuvers 
should  be  treated  with  dialysis. 

Acidosis.  Acidosis  is  a common  accompaniment  of 
ARF.  If  mild,  no  treatment  is  necessary.  Severe  acidosis 
can  be  treated  cautiously  with  sodium  bicarbonate.  Such 
therapy  may  be  problematic  in  the  patient  with  volume 
overload  because  of  the  concomitant  administration  of  so- 
dium. This  again  may  be  an  indication  for  institution  of 
dialysis. 

Abnormalities  of  Calcium  and  Phosphorus.  Hypocal- 
cemia and  hyperphosphatemia  may  occur  early  in  the 
course  of  acute  renal  failure.  Oral  aluminum  hydroxide 
therapy,  50  mg/kg/day  in  three  or  four  divided  doses,  will 
lower  the  serum  phosphorus  level  and  usually  lead  to  an 
increase  in  serum  calcium  as  well.  If  hypocalcemia  is  se- 
vere or  symptomatic,  intravenous  calcium  gluconate  may 
be  administered  cautiously. 

Hypertension.  Hypertension  is  often  a problem  in  pa- 
tients with  ARF,  particularly  those  with  acute  glomerulo- 
nephritis or  the  hemolytic  uremic  syndrome.  If  fluid  over- 
load is  evident,  water  and  salt  intake  must  be  decreased. 
Diuretics  may  be  helpful  in  some  patients.  Severe  eleva- 
tions in  blood  pressure,  particularly  if  associated  with 
symptoms  such  as  headache  or  vomiting,  should  be  treat- 
ed promptly  with  parenteral  agents  such  as  diazoxide,  3-5 
mg/kg/dose  intravenously,  or  hydralazine,  0.1 -0.2  mg/ 
kg/dose  as  an  intravenous  or  intramuscular  injection.  If 
hypertension  persists  beyond  two  to  three  days,  the  patient 
can  be  switched  to  oral  agents  such  as  propranolol  or  hy- 
dralazine, starting  at  a dose  of  1 mg/kg/day  for  either 
agent. 

Nutritional  Support.  There  is  increased  emphasis  on 
nutrition  in  the  recovery  from  ARF.  Patients  with  ARF 
may  be  significantly  catabolic,  especially  those  in  the 
postoperative  period  or  following  major  injury.  This  will 
aggravate  hyperkalemia,  acidosis,  and  possibly  increase 
the  risk  of  serious  sepsis.  Adequate  carbohydrate  intake  to 
allow  for  protein  sparing  must  be  provided.  This  amount  is 
approximately  100-200  grams  of  carbohydrate/m2/ day. 
Proteins  are  usually  restricted  to  about  0.5  g/kg/day  in 
order  to  avoid  worsening  of  azotemia,  and  that  protein 
which  is  provided  should  be  of  high  biologic  value.  It  is 
obvious  that  providing  adequate  nutrition  to  the  severely 
oliguric  child  will  be  a monumental  if  not  impossible  task. 
In  the  more  critically  ill  child,  such  as  the  postoperative 
patient  or  those  with  infectious  complications,  it  may  be 
prudent  to  opt  for  earlier  institution  of  dialytic  support  in 
order  that  more  adequate  nutrition  can  be  provided. 

Infections.  Probably  the  most  serious  complication 
occurring  during  the  course  of  ARF  is  infection.  Patients 
with  acute  renal  failure  are  at  increased  risk  for  serious 
infection  due  to  prior  surgical  procedures,  frequent  utili- 
zation of  invasive  monitoring  devices  and  urinary  cathe- 
ters, and  possibly  also  to  a depression  of  the  immune  sys- 
tem related  to  renal  failure  and  an  overall  state  of 
catabolism.  Prevention  is  of  course  most  crucial,  with 
avoidance  of  unnecessary  introduction  of  foreign  bodies 
and  careful  sterile  techniques.  Suspected  or  documented 
infections  should  be  treated  vigorously.  Potentially  ne- 
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phrotoxic  antibiotics  should  be  avoided  if  possible,  and 
doses  of  all  drugs  adjusted  if  renal  excretion  is  the  princi- 
pal means  of  drug  elimination.  Sepsis  is  a major  if  not  the 
principal  cause  of  death  in  patients  with  ARF.44 

Dialysis.  Indications  for  dialysis  have  been  alluded  to 
in  the  previous  discussion,  and  these  are  listed  in  Table  IV. 
In  the  small  infant,  peritoneal  dialysis  will  be  the  simplest 
option  and  can  in  fact  be  performed  without  the  need  for 
specialized  pediatric  dialysis  facilities.  Hemodialysis  will 
require  suitable  equipment  and  dialysis  staff  and  thus  is 
less  widely  available. 

Prognosis  for  the  Child  with  Acute  Renal 
Failure 

It  is  not  possible  to  assess  an  overall  prognosis  for  chil- 
dren with  ARF,  since  ARF  is  not  a single  entity.  The  prog- 
nosis will  be  influenced  by  a number  of  variables,  most 
notably  the  natural  history  of  the  underlying  condition, 
the  setting  in  which  the  renal  failure  occurs,  and  the  com- 
plications that  ensue  during  the  course  of  the  illness.  As  an 
example  of  this,  the  child  with  ARF  relating  to  acute  post- 
infectious  glomerulonephritis  can  be  expected  to  recover 
fully  in  more  than  90%  of  cases,  whereas  the  development 
of  ARF  following  surgical  procedures  or  accompanying 
other  serious  medical  illnesses  carries  a more  ominous 
prognosis.  It  has  repeatedly  been  noted  in  the  adult  litera- 
ture that  despite  major  advances  in  supportive  care,  mor- 
tality remains  high  and  essentially  unchanged  from  years 
past.  This  may  partially  be  artifactual,  in  that  critically  ill 
patients  are  being  kept  alive  longer,  only  subsequently  to 
develop  ARF  in  addition  to  multiple  other  complications. 

In  the  pediatric  age  group,  mortality  shows  a wide 
range,  from  about  8%  to  as  high  as  78%' ~3’5’6’45'47  depend- 
ing on  the  population  studied.  It  should  be  emphasized, 
however,  that  death  in  patients  with  renal  failure  is  not 
always  due  to  renal  failure  itself.  In  many  cases,  mortality 
is  the  result  of  other  related  complications  such  as  sepsis 
or  multiorgan  failure.  As  an  example  of  this,  Rigden  and 
coworkers46  found  an  overall  mortality  of  63%  in  patients 
in  whom  acute  renal  failure  developed  following  cardio- 
pulmonary bypass  surgery.  Of  these  children,  however, 
only  two  (8%)  died  of  causes  directly  related  to  the  renal 
failure  itself. 

The  ultimate  outcome  for  survivors  of  ARF  will  depend 
on  the  underlying  disease  process.  Complete  recovery, 
mild  to  moderate  chronic  renal  insufficiency,  and  severe 
renal  insufficiency  requiring  maintenance  dialysis  are  all 
possible  outcomes.  Given  the  present  advances  in  tech- 
niques for  dialysis  and  transplantation  in  even  small  chil- 
dren, it  is  not  unreasonable  to  be  optimistic  regarding  long 
term  outcome,  even  for  those  with  residual  renal  injury. 

The  development  of  acute  renal  failure  in  a child  pre- 

TABLE  IV.  Indications  for  Dialysis  in  Acute  Renal  Failure 

Hyperkalemia  unresponsive  to  conservative  measures. 

Fluid  overload,  especially  if  accompanied  by  hypertensive  or  congestive 

heart  failure. 

Severe  hyponatremia  or  hypernatremia. 

Severe  acidosis. 

Symptomatic  uremia,  with  altered  mentation,  lethargy,  nausea,  vomit- 
ing. 

Prolonged  oligoanuria  with  inability  to  provide  adequate  nutrition. 


sents  an  enormous  diagnostic  and  management  challenge 
to  the  physician.  With  the  loss  of  renal  function  comes  a 
vast  array  of  biochemical  and  hemodynamic  disturbances 
that  underly  the  high  morbidity  and  mortality  of  this  con- 
dition. The  impairment  in  renal  excretory  capacity  fur- 
ther complicates  the  treatment  of  any  coexisting  disorders 
of  other  organ  systems.  An  understanding  of  these  distur- 
bances and  their  consequences  should  enable  the  physi- 
cian to  anticipate  and  appropriately  manage  the  patient 
with  ARF,  and  thereby  optimize  the  outcome  for  these 
children. 
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FROM  THE  LIBRARY 


EXTRARENAL  EXCRETORY  METHODS  IN  KIDNEY  FAILURE 

Since  renal  failure  is  due  to  the  retention  of  substances  normally  found  in  the  urine,  it  is  understand- 
able that  attempts  to  remove  these  noxious  chemicals  should  be  made  by  means  other  than  through  the 
damaged  kidneys.  All  such  mechanical  efforts  have  been  based  on  the  use  of  some  natural  or  artificial 
semipermeable  membrane  which  retains  threshold  substances  while  permitting  excretion  of  those  ma- 
terials inimical  to  the  body’s  economy.  Any  technic  for  the  removal  of  circulating  diffusable  substances 
should  not  only  be  effective  but  safe.  Uncertainty  as  to  safety,  however,  is  not  as  great  a contraindica- 
tion to  the  employment  of  extrarenal  excretory  methods  as  might  be  supposed  at  first.  Patients  with 
renal  failure  are  often  desperately  ill  and  in  many  instances  doomed  if  treatment  is  not  instituted.  This 
justifies  some  calculated  risk.  The  many  individuals  who  have  benefited,  sometimes  dramatically,  by 
the  various  modalities  to  be  discussed  make  it  imperative  that  clinicians,  regardless  of  training  and 
specialty,  be  aware  of  the  possibilities  and  limitations  of  these  therapeutic  technics.  . . . 

One  advances  the  concept  of  therapy  in  renal  failure  with  considerable  trepidation.  It  is  important 
that  the  physician  define  his  objectives  in  each  case.  This  demands  not  only  clinical  evaluation  of  the 
patient’s  condition  and  degree  of  distress — in  many  instances  only  symptomatic  treatment  is  called 
for — but  also,  careful  deliberation  as  to  the  advisability  of  prolonging  life  in  hopeless  terminal  renal 
failure. 

Recently  I have  employed  the  modalities  under  discussion  more  frequently  than  before  and  have 
experienced  several,  often  unexpected,  instances  of  gratification.  Chronic  nephritics  who,  often  to  my 
amazement,  develop  a degree  of  compensation  which  render  them  clinically  well  again,  sometimes  for 
years,  are  no  rarity.  The  appreciation  of  patients  and  families  for  this  attempt  to  help,  even  when  the 
attempt  is  ultimately  unsuccessful,  is  sufficient  recompense  for  all  the  effort  expended.  . . . 

HERBERT  BERGER,  MD 

(NY State  J Med  1958;  58:2663-2666) 


342  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/ JUNE  1989 


HISTORY 


The  history  of  Kashin-Beck  disease 

Leon  Sokoloff,  md 


Kashin-Beck  disease  is  an  endemic  osteoarticular  disorder 
that  incapacitates  some  two  million  persons  in  regions  of 
northern  China.  In  certain  villages,  the  prevalence  has 
been  as  high  as  90%  of  the  population.  The  condition  first 
appears  in  the  pre-adolescent  or  adolescent  years,  and 
leads  to  varying  degrees  of  disability  throughout  adult 
life.  Aside  from  the  fact  that  it  is  thought  to  be  of  environ- 
mental origin,  the  etiology  remains  an  enigma.  The  im- 
pact on  public  health  and  the  economy  of  affected  regions 
has  been  recognized  by  the  Central  Committee  of  the  Chi- 
nese Communist  Party  and  the  Ministry  of  Public 
Health.1  Many  hundreds  of  papers  about  this  disease  have 
been  published  in  the  Russian,  Chinese,  and  Japanese  lit- 
erature. Several  reviews  of  the  pathology,  clinical  mani- 
festations, and  current  research  are  also  available  in  En- 
glish.2'5 However,  the  subject  has  generated  interest  in 
the  West  only  recently. 

Kashin-Beck  disease  claims  attention  not  only  as  a sci- 
entific challenge  in  its  own  right,  but  also  for  insights  it 
may  offer  into  more  ubiquitous  types  of  osteoarthritis. 
The  latter  are  mechanically  driven  degenerative  process- 
es, but  there  are  reasons  to  believe  that  they  also  have 
important  biological  dimensions.6  The  morbid  anatomy  of 
Kashin-Beck  disease  is  unique:  A single  cell  type  in  the 
affected  tissues  is  selectively  damaged  either  by  an  exoge- 
nous agent  or  by  lack  of  a needed  specific  metabolite.  The 
existence  of  a singular  target  implies  that  it  may  also  oper- 
ate in  a broader  reach  of  pathophysiology.  At  stake  is  a 
pragmatic  question:  Do  environmental  factors  significant- 
ly contribute  to  banal  forms  of  degenerative  joint  disease? 
This  paper  traces  the  discovery  and  early  investigations  of 
Kashin-Beck  disease  and  probes  historical  factors  in- 
volved in  the  slow  pace  of  its  elucidation. 

Historical  Background 

Skeletal  remains  indicate  that  the  disorder  goes  back  at 
least  to  the  16th  century7  and  perhaps  as  far  as  the  Bronze 
Age.8  However,  recognition  of  Kashin-Beck  disease  as  an 
entity  evolved  gradually  only  after  1849.  Its  discovery  is 
closely  bound  to  the  political  and  economic  history  of  the 
area. 

The  disorder  is  most  prevalent  in  Shaanxi  and  Heilong- 
jiang provinces,  but  it  also  is  found  in  a band  that  extends 
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obliquely  from  the  Siberian  side  of  the  Amur  River  in  the 
northeast  to  as  far  as  Tibet  in  the  southwest  (Fig  1).  Most 
of  our  knowledge  of  the  disorder  unfolded  in  Siberia  and 
Manchuria  north  of  Shaanxi  Province.  Hegemony  over 
these  areas  was  long  contested  by  Russia,  China,  and  Ja- 
pan,9'11 but  the  tempo  of  these  conflicts  greatly  acceler- 
ated during  the  second  half  of  the  19th  century. 

Economic  Geography.  Southeastern  Siberia,  includ- 
ing what  is  now  called  the  Soviet  Far  East  or  Maritime 
Province,  is  a vast  territory  that  extends  some  1,800  miles 
from  Lake  Baikal  to  the  Sea  of  Japan.  The  region  to  the 
immediate  east  of  the  lake  is  called  the  Transbaikal.  The 
terrain  is  largely  mountainous  and  is  rich  in  mineral,  for- 
est, and  water  resources.12  The  Amur  River  forms  more 
than  1,000  miles  of  the  frontier  between  Siberia  and  Chi- 
na. It  arises  from  the  confluence  of  the  Argun  and  Shilka 
rivers  approximately  800  miles  east  of  Irkutsk,  the  histori- 
cal city  near  the  southwest  edge  of  Lake  Baikal.  The  Urov 
River  is  a smaller  tributary  of  the  Argun.  All  run  in  a 
generally  eastward  direction,  and  the  Amur  empties  into 
the  sea  far  north  of  Vladivostok.  Vladivostok,  the  princi- 
pal Pacific  port,  lies  close  to  the  southernmost  end  of  the 
Maritime  Territory.  The  latter  projects  into  Manchuria 
and  abuts  the  Korean  peninsula. 

Large  deposits  of  coal,  silver,  gold,  and  other  metals  are 
present  in  this  region  and  in  time  the  ores  became  suspects 
in  Kashin-Beck  disease.  A permafrost  underlies  the  area 


FIGURE  1.  Distribution  of  Kashin-Beck  disease.  The  representation  is 
based  on  different  periods  of  known  incidence  rather  than  a single  time 
frame. 
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and  in  warm  weather  only  1 .5  meters  is  thawed.  Although 
relatively  little  snow  falls,  winters  are  long  and  severe  (Oc- 
tober to  mid-April).  Summers  are  hot  and  humid.  The 
banks  of  some  of  the  rivers  are  marshy,  the  stagnation 
congenial  to  the  malaria  that  once  affected  the  area,  and 
along  the  valleys,  there  are  variably  arable  lands. 

Some  of  the  now  large  cities  relevant  to  this  story — 
Chita,  Nerchinsk,  and  Blagoveshchensk — were  founded 
in  the  mid- 17th  century,  principally  to  process  the  ores. 
They  were  quite  small  for  the  next  200  years.  Vladivostok, 
the  principal  port  and  industrial  center,  developed  in  the 
late  19th  century.  The  Transsiberian  railway  ends  here. 

The  aborigines  of  this  portion  of  Siberia  were  largely 
nomadic  tribesmen:  Tungus,  Orochen,  and  Buryat.  Incur- 
sions of  Manchus  and  Mongols  are  known  to  have  taken 
place  for  many  centuries  and  it  must  be  presumed  that 
admixtures  of  blood  existed  among  them. 

Manchuria  is  also  largely  mountainous  and  has  huge 
timber  and  mineral  reserves.  Agriculture  is  possible  main- 
ly in  a large  central  plain  1,000  feet  above  sea  level.  Har- 
bin, the  capital  of  Heilongjiang  Province,  is  now  the  prin- 
cipal industrial  and  trading  center.  Although  Harbin  was 
an  old  city,  it  did  not  become  important  until  1896  when 
Russia  was  granted  concessions  and  built  it  up.  At  the 
southern  extremity  of  the  Liaodang  peninsula  are  two  sea- 
ports often  coveted  because  they  are  open  all  year:  Dairen 
(now  Lu-Ta)  and  nearby  Port  Arthur  (now  Lu-Shun).  Ex- 
tensive railway  systems  radiated  from  Harbin  and  Muk- 
den (Shen-Yang)  to  these  cities  and  also  communicated 
with  the  Transsiberian  Railway  (Fig  2).  The  population  of 
Manchuria  is  now  largely  Chinese  but  the  Manchu  sector 
was  historically  quite  separate  by  language  and  tradition. 
There  also  were  many  Tungus  inhabitants. 

The  Korean  peninsula  is  delimited  from  Manchuria  by 
the  Yalu  River  and  by  the  Maritime  Province  of  the  Soviet 
Union  on  the  north.  Like  the  immediate  neighboring  land, 
it  is  mountainous  and  rich  in  minerals.  Arable  land  is 
sparse  and  largely  confined  to  the  more  southern  portions, 
remote  from  endemic  areas  of  Kashin-Beck  disease. 


FIGURE  2.  Political  geography  of  Kashin-Beck  disease  (redrawn  and 
simplified  from  Clyde9). 


Shaanxi  Province  in  north-central  China  has  highland 
and  plain  areas.  Xian,  the  ancient  capital,  is  in  the  latter 
and  is  surrounded  by  farmland  spared  by  the  disease.  The 
hilly  regions  are  the  seat  of  endemic  foci.  The  soil  there  is 
a poor  loess;  the  economy  also  is  agricultural  and  the  pop- 
ulation distributed  in  villages  rather  than  cities. 

Imperialist  History.  Russian  fur  traders  and  Cossacks 
invaded  eastern  Siberia  during  the  16th  and  17th  centu- 
ries.9’10 Before  that  time,  the  area  along  the  Amur  River 
was  as  unknown  to  the  Chinese  as  to  the  Russians.  Peter 
the  Great  sent  Greek  miners  east  of  the  Argun  River  to 
exploit  the  silver  deposits  in  1691.  The  tradition  of  exiling 
prisoners  for  forced  labor  there  was  begun  by  Catherine 
the  Great.  Major  settlement  was  led  by  General  Mura- 
viyev  in  1856.  He  was  able  to  extract  the  Maritime  Prov- 
ince from  the  Chinese  in  the  1860  Treaty  of  Peking.  The 
treaty  established  the  Amur  River  as  the  permanent 
boundary  between  China  and  the  remainder  of  Siberia. 
Freeing  of  the  serfs  by  Czar  Alexander  II  in  1861  acceler- 
ated movement  of  large  numbers  of  land-hungry  peasants 
to  the  region  from  more  western  portions  of  Russia.  The 
frontiers  were  guarded  by  Cossacks. 

Construction  of  the  Transsiberian  Railway  began  in 
1891.9’11  Five  years  later,  an  agreement  was  struck  be- 
tween China  and  Russia  to  build  a branch  (the  Chinese 
Eastern  Railway)  that  would  traverse  Manchuria  from 
Chita  in  Siberia  and  greatly  reduce  the  distance  to  Vladi- 
vostok. Economic  penetration  of  Manchuria  increased 
and  in  1 899,  the  Liaodang  peninsula  of  Manchuria  and  its 
ports  were  “leased”  to  Russia.  In  a short  time,  Russia  had 
20,000  men  at  Port  Arthur,  and  Cossacks  patrolled  the 
railways  under  construction.  By  1903,  the  railroads  were 
extended  to  the  southern  ports  and  became  more  impor- 
tant than  those  to  Vladivostok. 

Meanwhile  the  imperialist  ambitions  of  Japan  in  the 
area  were  being  expressed.  A war  between  China  and  Ja- 
pan in  1894-1895  resulted  in  suzerainty  of  the  Liaodang 
peninsula  being  awarded  to  the  latter,  but  international 
pressure  forced  the  Japanese  to  evacuate  all  of  Manchuria 
several  months  later.  There  was  also  competition  between 
Russia  and  Japan  for  military  and  economic  control  of 
Korea. 

In  1904,  Czarist  troops  seized  all  of  Manchuria.  The 
Russo-Japanese  War  of  1905  resulted  in  the  nominal  res- 
toration of  sovereignty  over  Manchuria  to  China  but  an 
“open-door  policy”  allowed  Japanese  control  of  the  south- 
ern railways.  The  South  Manchurian  Railway  Company 
created  and  maintained  an  educational  system  thereafter. 
One  component  was  the  Manchuria  Medical  College  at 
Mukden.  Its  first  tally  in  1 926  listed  1 1 8 Chinese,  in  addi- 
tion to  Japanese,  medical  students.  The  professors  were 
Japanese  and  instruction  was  carried  out  in  Japanese.  The 
puppet  state  of  Manchukuo  was  created  in  1 932,  based  on 
a putative  Manchu  as  distinct  from  the  Chinese  constitu- 
ency. Japan  invaded  further  and  further  south  until  it  was 
expelled  from  China,  Manchuria,  and  Korea  at  the  con- 
clusion of  World  War  II.  Although  Harbin  was  then  brief- 
ly occupied  by  Soviet  forces,  there  were  close  medical  and 
political  ties  between  the  USSR  and  the  People’s  Republic 
of  China  between  1950  and  1960. 

The  Cossacks.  The  earliest  accounts  describe  Kashin- 
Beck  disease  in  Cossack  settlements  along  the  Urov  River 
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(hence  the  frequently  used  name,  “Urov  disease”).  It  was 
not  seen  in  other  Cossack  regions.  Who  were  the  Cos- 
sacks? Why  were  they  affected? 

Cossacks  are  not  a linguistic  or  distinctive  ethnic  group. 
The  earliest  Cossacks  were  of  Russian  origins  with  a 
strong  admixture  of  Tatar  and  other  European  stock.10 
They  did  not  farm,  but  subsisted  by  fishing  and  fighting, 
either  as  mercenaries  or  as  marauders.  Later  they  were 
harnessed  by  the  Czars  as  frontiersmen  for  the  eastward 
expansion.  Cossack  status  was  given  to  people  of  other 
classes  to  hold  new  territories.  In  1851,  the  Transbaikal 
Host  was  grafted  off  from  older  Siberian  Cossacks  west  of 
Irkutsk.  Twelve  thousand  of  the  Transbaikal  Cossacks 
were  settled  along  the  Chinese  border  in  1857  and  these 
gave  rise  to  the  Amur  Cossacks.  They  were  soon  joined  by 
29,000  peasants  and  a small  number  of  Tungus  and  Bur- 
yats. Living  conditions  were  very  difficult  and  many  com- 
munities were  decimated  by  starvation  and  malaria.  Cos- 
sacks constituted  one  third  of  the  Transbaikal  population. 

By  the  turn  of  the  century,  the  Transbaikal  Cossacks 
numbered  some  60,000.  They  were  not  confined  to  mili- 
tary outposts;  a proportion  was  distributed  in  villages  with 
Russian  and  some  non-Russian  inhabitants.  They  were 
predominantly  Slavic  and  had  Russian  names,  but  Beck13 
noted  that  many  had  Oriental  features.  Although  there 
was  considerable  variation  according  to  economic  status, 
the  general  state  of  nutrition  was  superior  to  that  of  the 
average  Russian.  Horses  and  cattle  did  not  thrive  and 
served  primarily  as  work  animals.  The  manure  was  depos- 
ited close  to  the  already  stagnant  waters  (sometimes  it  was 
used  for  building  dams  to  power  the  mills14),  a custom 
that  Beck  thought  might  have  causative  significance. 

Most  persons  affected  by  Kashin-Beck  disease  are  Ori- 
ental. The  possibility  of  a genetic  basis  was  expressed  by 
one  Soviet  investigator,15  but  another16  pointed  out  the 
familial  aggregation  was  being  confused  with  heredity. 
Although  a genetic  predisposition  to  Kashin-Beck  disease 
has  recently  been  tested  by  class  I histocompatibility  typ- 
ing,17 there  are  no  immunogenetic  data  relevant  to  shared 
Cossack  and  Asian  ancestry.  The  already  noted  high  fre- 
quency of  Kashin-Beck  disease  in  many  villages  consti- 
tutes prima  facie  evidence  against  its  being  inherited.  Eth- 
nic differences  are  sometimes  observed  in  the  prevalence 
in  China  today.  In  one  village,  Chinese  inhabitants 
showed  a high  prevalence  while  Koreans  escaped,  despite 
the  fact  that  they  possessed  a common  water  supply.18  The 
preferred  use  of  rice  by  the  Koreans,  rather  than  racial 
differences,  was  offered  as  an  explanation  for  the  phenom- 
enon. 

Early  Russian  Investigations 

The  Transactions  of  the  Imperial  Free  Economic  Soci- 
ety was  a distinguished  periodical  founded  in  the  late  18th 
century,  and  its  successor  is  published  to  this  day  in  Lenin- 
grad. During  the  19th  century,  it  regularly  carried  news 
about  agricultural  and  other  economic  productivity  in 
various  parts  of  the  world,  including  Russian  settlements 
in  Siberia  and  America.  In  184919  a brief  unsigned  com- 
munication cited  observations  by  corresponding  member 
Yurenskiy  of  skeletal  deformities  in  people  living  on  the 
shore  of  the  Urov  River  (Lig  3).  Ivan  M.  Yurenskiy  was  a 
land  surveyor  in  Nerchinsk,  not  a physician.14 


FIGURE  3.  Ivan  M.  Yurenskiy  (reproduced  from  Kravchenko,14  courtesy 
of  the  National  Library  of  Medicine). 


In  those  afflicted,  fingers  were  short,  and  bowing  of  up- 
per and  lower  extremities  and  protuberances  of  the  joints 
made  work  and  ambulation  difficult.  These  abnormalities 
were  seen  by  the  age  of  20  years,  and  sometimes  earlier. 
Longevity  was  not  compromised.  Unaffected  girls  from 
the  Urov  area,  marrying  at  a young  age  and  moving  to 
other  villages  along  the  river,  remained  unaffected.  By 
contrast,  previously  healthy  persons  developed  deformi- 
ties, albeit  milder,  several  years  after  migrating  to  endem- 
ic foci.  The  pastureland  in  these  areas  was  poor  and  the 
marshes  were  covered  with  rust.  Sheep  and  a few  horses 
were  the  principal  domestic  animals.  They,  too,  had  de- 
formed extremities,  and  often  were  born  without  hooves; 
the  appearance  suggested  what  the  English  called  rickets. 
The  editorial  commentator  believed  that  goiter,  endemic 
to  the  area,  was  the  likely  etiological  factor,  but  acknowl- 
edged that  Yurenskiy  made  no  mention  of  mental  defi- 
ciency as  one  would  expect  in  cretinism.  Speculation 
about  the  role  of  water  dissolved  from  the  snow  in  the 
higher  portions  of  the  mountains  and  stagnation  of  the  air 
in  the  valleys  was  drawn  from  contemporary  thinking 
about  cretinism  in  the  Alps.  In  any  event,  poverty,  poor 
agricultural  conditions,  and  disease  made  the  Urov  shores 
uninhabitable. 

The  first  physician  to  investigate  the  condition  was 
Nicholas  I.  Kashin  (1825-1872)  (Lig  4).  (The  name  often 
is  misspelled  Kaschin,  an  inappropriate  carry-over  from 
the  German  transliteration  of  the  Cyrillic.)  He  was  born 
in  central  Russia  but  spent  most  of  his  professional  career 
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FIGURE  4.  Left,  Nikolai  I.  Kashin  (reproduced  with  permission  from 
S.  G.  Filatov,  Ortopediya,  Travmatologiya  i Protezirovaniye  1963;  24(1 1):78, 
courtesy  of  the  New  York  Academy  of  Medicine  Library).  Right,  Kashin’s 
drawing  of  Vassily  Ivanov,  a 50-year-old  native  Cossack,  dated  1856  (re- 
produced with  permission  from  N.  N.  Malinovskiy20). 


in  eastern  Siberia.  Kashin  received  his  medical  training  in 
Moscow  (1846-1851).  His  father,  a feldsher,  was  unable 
to  afford  the  tuition  and  Kashin  served  in  the  military  for 
ten  years  to  repay  the  costs  of  his  education.  He  was  the 
author  of  some  60  publications,  two  of  which  dealt  with 
osteoarthropathy.  It  has  not  been  possible  to  examine 
these  original  publications  and  the  following  account  is 
reconstructed  from  secondary  sources.13-19  21 

Kashin  was  assigned  to  a Cossack  brigade  at  Olochinsk 
on  the  Argun  River.  The  administrative  authorities  were 
terrified  by  the  crippling  skeletal  deformities  in  the  Cos- 
sack villages.  On  April  24,  1856,  he  was  directed  to  inves- 
tigate the  problem  and  relocate  communities  if  necessary. 
The  possibility  that  this  might  be  an  adult  form  of  the 
English  disease  rickets  was  considered.22  A month  later, 
Kashin  issued  a report  to  the  chief  ataman  of  the  Cossacks 
entitled  “Description  of  endemic  goiter  and  other  diseases 
prevailing  along  the  Urov  River.”  Several  villages  were 
moved  to  other  sites  along  the  Argun  River  in  1 857  but  the 
medical  consequences  were  lost  to  follow-up. 

Following  service  in  Siberia,  Kashin  worked  at  the  Mil- 
itary Academy  in  Moscow  in  1861  and  wrote  a doctoral 
thesis  on  a subject  unrelated  to  Urov  disease.  Three  years 
later,  he  returned  to  Irkutsk  as  a civilian  medical  inspec- 
tor. There  he  dedicated  himself  to  the  health  conditions  of 
indigenous  and  settler  communities  of  the  Transbaikal. 
According  to  one  biographer,  he  was  a sympathizer  of  the 
Decembrist  exile  community  in  Irkutsk.  Prominent 
among  the  diseases  he  encountered  in  Irkutsk  were  goiter 
and  malaria;  indeed,  Kashin’s  analysis  of  the  skeletal  dis- 
order was  subsumed  within  his  reports  on  endemic  goiter. 

Kashin  recognized  that  the  deformities  were  distinct 
from  those  of  goiter.  One  of  his  drawings  shows  a Cossack 
who  had  both  a large  goiter  and  short  lower  extremities, 
leaning  on  a walking  stick  (Fig  4).  He  regarded  the  skele- 
tal abnormalities  as  one  manifestation  of  complex  system- 
ic disturbances  following  prolonged  fevers,  scurvy,  syphi- 
lis, and  hereditary  predispositions.  Contributory  factors 


included  stagnation  of  the  water,  the  high  mineral  and 
oxide  content  of  the  latter,  and  poor  ventilation  related  to 
the  still  air  of  the  valleys. 

Following  Kashin,  there  was  a hiatus  in  investigation  of 
Urov  disease.  It  was  rediscovered  quite  independently  by 
Eugene  V.  Beck  (1985-1916,  Fig  5).  Beck  was  educated 
in  St  Petersburg  and  became  a military  physician.13  Grad- 
uated from  the  Medical  Academy  in  1893,  he  served  at 
several  posts  and  was  assigned  to  east  Siberia  in  1 895.  The 
following  year  he  went  to  the  Transbaikal,  first  as  junior 
physician  in  Chita,  then  as  district  officer  of  the  Fourth 
Medical  Department  of  the  Transbaikal  Cossack  Army. 
There  he  was  the  sole  physician  to  a population  of  60,000, 
aided  only  by  a staff  of  six  feldshers  and  six  practical 
nurses.  A ten-bed  hospital  was  available  to  him,  but  much 
of  his  effort  was  dedicated  to  a systematic  epidemiologic 
survey  of  the  endemic  skeletal  disorder. 

The  survey  was  carried  out  in  1 1 villages  near  Ner- 
chinsk between  1899  and  1902.  To  avoid  causing  embar- 
rassment, children  were  examined  along  with  their  entire 
families.  Information  elicited  included  the  place  of  birth 
and  time  at  which  the  individual  migrated  to  the  affected 
villages.  Beck  was  assisted  in  the  survey  by  his  wife,  A.  N. 
Beck.  Among  3,153  inhabitants  examined,  Beck  observed 
1,009  who  had  deformed  bodies,  thickened  joints,  and 
limping  gait.  He  termed  this  osteoarthritis  deformans  en- 
demica.  The  prevalence  was  as  high  as  46.5%  in  one  vil- 
lage. 

In  October  1903,  Beck  received  permission  from  the 
Chief  Military  Inspector  to  transfer  six  Cossack  subjects, 
16  to  23  years  of  age,  to  the  Clinical  Military  Hospital  in 
St  Petersburg  for  detailed  study.  Systematic  anthropolog- 
ical, radiological,  and  neuropsychiatric  examinations 
were  carried  out. 

The  war  with  Japan  intervened  and  Beck  served  as  med- 
ical officer  in  the  First  Siberian  Infantry  Division.  Follow- 
ing the  war,  he  returned  to  the  St  Petersburg  Academy 
and  wrote  his  doctoral  thesis  based  on  the  above  investiga- 
tions (Fig  5).  It  is  a remarkable  account  of  the  entity  as  we 


FIGURE  5.  Left,  Eugene  V.  Beck  (reproduced  from  Kravchenko,14  cour- 
tesy of  the  National  Library  of  Medicine).  Right,  Title  page  of  Beck's  the- 
sis, 1906  (reproduced  with  permission  of  the  State  Central  Scientific  Med- 
ical Library,  Moscow). 
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now  know  it.13  A precis  of  Beck’s  thesis  was  published  in  a 
Russian  journal  in  1906, 23  and  a fuller  version  in  a Ger- 
man one  two  years  later.24  Among  the  features  distin- 
guishing the  lesions  from  the  epiphyseal  dysplasia  of  en- 
demic cretinism  were:  inconstant  association  with  goiter, 
relatively  late  onset,  absence  of  delayed  epiphyseal  union, 
and  the  infrequency  of  arthritis  in  endemic  hypothyroid- 
ism. Beck  attributed  the  disease  to  poor  drinking  water 
but  had  no  idea  what  the  noxious  agent  might  be.  He  be- 
came aware  of  Kashin’s  earlier  work  from  old-timers  who 
recalled  the  relocation  of  1857.  Only  then  was  his  wife 
able  to  track  down  the  original  reports  of  Kashin.  A fun- 
damental point  of  departure  from  Kashin’s  thinking  was 
that  the  skeletal  deformity  was  a specific  entity  rather 
than  a manifestation  of  a multifactorial  systemic  disorder. 

For  many  years  following  Beck’s  untimely  death,  Ka- 
shin-Beck  disease  was  investigated  only  sporadically.  The 
first  conference  of  physicians  of  eastern  Siberia  attached 
to  the  University  of  Irkutsk  created  a commission  to  study 
the  disease  in  1925.  Mrs  Beck  carried  out  anthropometric 
studies  in  two  villages  that  summer  and  the  following 
one.25  They  were  designed  to  determine  whether  Kashin’s 
view  (systemic  disease),  or  Beck’s  (specific  skeletal  disor- 
der) was  correct.  She  also  initiated  experiments  on  white 
mice  to  determine  whether  boiling  water  from  endemic 
areas  was  an  effective  preventive  measure.  The  thesis  was 
that  boiling  would  eliminate  a possible  infectious  agent, 
but  that  if  the  agent  were  not  infective,  repeated  evapora- 
tion of  water  in  the  same  container  would  necessarily  con- 
centrate the  causative  factor  and  increase  the  risk.  She  did 
not  complete  the  experimental  study,  stating  in  1927  that 
it  would  be  reported  later  by  others. 

Professor  V.  G.  Shipachev  of  Irkutsk  carried  out  epide- 
miological and  experimental  studies  from  1926  to 
1928.26’27  He  noted  a dissociation  of  the  frequency  of  goi- 
ter and  the  arthropathy  as  one  moved  from  community  to 
community  along  the  Undi  River.  He  viewed  Kashin-Beck 
disease  as  a metabolic-endocrine  disturbance  of  which  the 
osteoarticular  deformities  were  one  manifestation.  In  his 
papers,  one  finds  reference  to  the  then  recent  discoveries 
of  American  nutritionists,  particularly  those  of  Elmer  V. 
McCollum.  Shipachev  attached  special  importance  to  de- 
ficiencies of  vitamins  A and  C and  to  mineral  intake.  Ex- 
periments were  carried  out  on  rabbits  by  feeding  them 
vegetables  from  Irkutsk  and  water  from  the  Undi  River. 
Widespread  endocrine  and  visceral  abnormalities  were 
found  and  interpreted  to  be  like  those  in  human  tissues. 
Growth  of  the  rabbits  was  retarded.  Excessive  porosity  of 
bones  and  “vacuolization”  of  the  epiphyses  were  reported 
but  not  articular  abnormalities. 

The  fourth  major  period  of  investigation  came  with  the 
establishment  of  the  Urov  Research  Station  in  Chita  in 
1931.  At  that  time,  one  third  of  the  Transbaikal-Amur 
population  was  afflicted  with  Kashin-Beck  disease,  and 
1 1-17%  of  recruits  were  rejected  for  military  service  be- 
cause of  it.22  Creation  of  a Urov  unit  was  authorized  by 
the  All-Republic  Soviet  of  People’s  Commissars  (now  the 
Supreme  Soviet)  on  May  15,  1931.  The  first  director  of 
the  Chita  Station  was  N.  I.  Damperov  who  wrote  exten- 
sively on  the  subject  from  1931  to  1939. 14  Collaborations 
were  established  with  central  research  facilities  in  the  So- 
viet Union.  Elemental  analyses  of  water,  soil,  foods,  and 


plants  were  begun  in  1935  at  the  Vernadsky  Institute  of 
Geochemistry  and  Analytical  Chemistry  in  Moscow.14 
Low  levels  of  calcium  were  found,  as  were  excesses  of 
strontium  and  barium,  in  studies  reported  through  1959. 

Before  1932,  knowledge  of  the  pathologic  anatomy  of 
Kashin-Beck  disease  was  confined  to  macerated  bones 
and  imperfectly  fixed — usually  surreptitiously  ob- 
tained— postmortem  specimens.  In  1 932,  A.  I.  Nodov  was 
assigned  to  examine  the  50  skeletons  in  the  collection  of 
the  Chita  station.21  His  photographs  reveal  knee  speci- 
mens with  extensive  eburnation  and  scoring  characteristic 
of  advanced  osteoarthritis.  Nodov  obtained  permission  to 
carry  out  autopsies  on  several  individuals  in  the  presence 
of  their  families.  His  anatomic  examinations  were  super- 
vised by  A.  I.  Abrikossoff,  Director  of  the  Institute  of  Pa- 
thology of  the  First  Moscow  Medical  School.  Abrikossoff 
was  the  best  known  Soviet  pathologist  of  his  day. 

Nodov  described  the  earliest  changes  in  the  joint  carti- 
lage as  occurring  in  the  matrix.  The  latter  appeared  swol- 
len and  pale.  In  these  foci,  the  nuclei  failed  to  take  up 
stains.  This  chondrocytic  necrosis  was  particularly 
marked  at  the  junction  with  the  bone.  It  was  in  these  areas 
that  fissures  developed.  Nonspecific  fatty  changes  were 
present  in  the  liver  and  other  splanchnic  organs.  Nodov 
also  carried  out  autopsies  on  1 1 calves  and  dogs  from  Ner- 
chinsk because  livestock  did  poorly  in  endemic  areas  of 
Kashin-Beck  disease.  Articular  manifestations  were 
found  in  two  age  groups.  In  newborn  calves,  overt  purulent 
arthritis,  which  we  now  recognize  as  infectious  “joint  ill,” 
was  found.  In  calves  at  the  age  of  five  or  six  months,  fail- 
ure to  grow,  associated  with  lameness,  was  found.  Visceral 
lesions,  like  those  of  Kashin-Beck  disease,  were  present, 
but  in  themselves  nonspecific;  chondronecrosis  was  not 
described.  Nodules  were  seen  along  the  ribs  in  some  calves 
and  suggested  secondary  avitaminosis  to  Nodov. 

The  comparative  pathology  of  Kashin-Beck  disease 
was — and  still  is — being  pursued.  Investigators  at  the  Far 
Eastern  Veterinary  Institute  in  Blagoveshchensk  were 
persuaded  from  1951  to  1955  that  Kashin-Beck  disease 
does  occur  in  many  farm  animals  and  barnyard  fowl.28 
The  skeletal  lesions  were  marked  by  osteopenia  and  re- 
tarded growth,  and  were  attributed  to  mineral  deficiency. 
However,  the  characteristic  zonal  necrosis  of  Kashin- 
Beck  disease  was  not  described. 

A new  direction  in  research  was  initiated  by  F.  P.  Ser- 
giyevskiy,  the  second  director  of  the  Chita  station,  in 
1943.  Attention  was  focused  on  the  possibility  that  rotted 
grain  might  be  the  culprit.  Because  summers  were  short, 
grain  was  harvested  early  while  it  was  green  and  moist, 
and  therefore  particularly  susceptible  to  mold.  In  wet 
years,  the  incidence  of  Kashin-Beck  disease  increased;  in 
dry  years,  it  declined.14  Yu.  A.  Rubenshtein,  a research 
fellow  in  biochemistry  and  physiology  at  the  Institute  of 
Nutrition  of  the  Academy  of  Medical  Science  in  Mos- 
cow,29 isolated  toxigenic  strains  of  Fusarium  sporotri- 
chiella  Bilai  var.  poae.  The  organism  is  known  in  the  west- 
ern literature  as  F poae  (Peck)  Wollenwr.  Experiments 
conducted  from  1949  to  1959  in  which  grain  infected  with 
F poae  from  endemic  areas  fed  to  rats  resulted  in  atrophy 
of  the  growth  plate  and  osteopenic  skeletons  but  not  in  the 
characteristic  articular  lesions  of  Kashin-Beck  dis- 
ease.30’31 The  mycotoxin  theory  held  sway  in  the  Soviet 
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Union  at  the  time  of  Nesterov’s  review  in  1964, 2 but  now 
has  no  following  there. 

The  Japanese  Experience 

Another  pathway  of  discovery  came  with  the  Japanese 
entry  into  the  area.  In  1916,  an  army  surgeon,  Tomozo 
Okano,  observed  many  people  in  the  northernmost  part  of 
the  Korean  peninsula  who  had  a chronic,  progressive,  de- 
forming polyarthritis.32  He  was  told  by  a local  practition- 
er named  Pak  that  the  condition,  called  “Tojiru,”  had 
been  known  there  for  300  years.  The  area  was  mountain- 
ous and  famous  for  its  pine  forests.  During  the  previous 
half-century,  as  the  forests  were  cut  down  and  housing 
improved,  the  arthritis  had  become  less  frequent.  The 
cause  was  unknown,  but  suspicions  centered  about  some 
harmful  factor  in  the  soil  or  contamination  of  the  drinking 
water  by  resin  from  the  fallen  pine  needles. 

Okano,  assisted  by  a military  policeman  and  nurse,  ex- 
amined 603  inhabitants  of  two  villages.  He  found  that  62 
had  enlarged  and  painful  knees,  fingers,  or  elbows.  All 
were  farmers,  often  debilitated  by  prolonged  fevers  or 
weak  constitutions.  Finger  grasp  was  poor,  legs  sometimes 
bowed,  and  pain  forced  some  subjects  to  use  a walking 
stick.  In  most  instances,  the  initial  manifestations  dated 
back  to  the  first  or  second  decade  of  life.  Other  Japanese 
physicians  visited  the  region  on  several  occasions  through 
1928.  However,  most  of  the  investigations  were  carried 
out  in  Manchuria. 

Tokio  Takamori  was  seconded  from  Kyoto  in  1927  to 
become  Professor  of  Medicine  at  the  Manchuria  Medical 
College  in  Mukden  (Fig  6).  Systematic  studies  of  Kashin- 
Beck  disease  were  carried  out  there  until  the  Japanese 
were  expelled  from  China  in  1 945.  Their  documents,  other 
than  what  had  already  been  published  in  the  scientific 
press,  were  confiscated.  Years  later,  Takamori’s  work  ap- 
peared again  in  a posthumous  volume  that  was  published 
in  English.33  It  noted  that  Kashin-Beck  disease  occurred 
in  very  limited  localities  in  remote  mountainous,  impover- 
ished areas.  The  condition  was  more  often  encountered  in 
the  elderly  than  in  young  people— evidence,  perhaps,  that 
construction  of  the  railway  improved  living  conditions  and 
reduced  the  incidence.  Takamori’s  term  “Dysostosis  en- 
chondralis  endemica”  recognized  the  centrality  of  carti- 
lage in  the  precocious  union  of  epiphyses  and  deformity  of 
joints.  The  bibliography  includes  references  to  86  Japa- 
nese articles  on  the  subject. 

Numerous  analytical  reports  on  the  composition  of  the 
water  and  soil  of  endemic  Manchurian  areas  appeared  in 
the  Japanese  literature  during  this  period.  Kentaro 
Hiyeda,  professor  of  pathology  at  the  Manchuria  Medical 
College,  found  high  concentrations  of  inorganic  iron  in  the 
drinking  water  of  endemic  areas.34’35  On  the  basis  of  ex- 
periments carried  out  on  rabbits,  he  concluded  that  exces- 
sive intake  of  iron  was  the  cause  of  Kashin-Beck  disease. 
Although  this  hypothesis  was  often  cited  in  the  past,  it  has 
no  standing  currently. 

Nobujiro  Takizawa,  professor  of  pathology  at  Chiba 
University,  often  visited  Manchuria  from  1941  to  1945. 
He  was  impressed  by  enlargement  of  the  parotid  glands  of 
people  living  in  the  endemic  regions.  The  histologic  ap- 
pearances of  the  salivary  ducts  suggested  that  aptyalism 
might  be  the  pathogenetic  mechanism  of  Kashin-Beck 


FIGURE  6.  Tokio  Takamori  (reproduced  from  T.  Takamori,33  courtesy  of 
the  National  Library  of  Medicine). 


disease.  Professor  T.  Ogata  of  Tokyo  Medical  School  de- 
veloped the  idea  that  the  parotid  gland  has  endocrine  as 
well  as  exocrine  functions.  Extracts  of  several  “parotins” 
had  certain  biological  activities  including  alteration  of  se- 
rum calcium  levels.  Takizawa  sought  to  link  the  aptyalism 
to  organic  matter  in  the  drinking  water  derived  from  de- 
cayed vegetable  matter  or  putrid  carcasses.  Professor  No- 
guchi, a geological  chemist,  examined  water  from  200 
sources  in  Manchuria  in  this  regard.  The  content  of  organ- 
ic materials,  gauged  by  biological  oxygen  demand,  paral- 
leled the  morbidity  of  Kashin-Beck  disease.  He  purified 
two  substances  from  decayed  plants,  feruric  and  p-hydro- 
cinnamic  acids,  and  proposed  them  as  causative  agents  of 
Kashin-Beck  disease  in  1967. 

Takizawa  believed  that  Kashin-Beck  disease  also  oc- 
curred in  Tokyo  and  the  Aso  volcanic  district  of  Kyushu 
Island  in  southern  Japan.  His  monograph36  was  published 
in  Japanese  in  1970,  but  his  views  are  available  to  English 
readers  in  an  earlier  paper.37  Takizawa’s  proposition 
caused  considerable  anxiety  in  Japan  although  it  was  re- 
butted by  Takamori.  The  Ministry  of  Social  Welfare  cre- 
ated an  ad  hoc  committee,  chaired  by  K.  Shigamitsu,  to 
investigate  the  controversy  in  1973.  It  supported  Taka- 
mori.38 The  term  Aso  volcanic  disease  still  is  found  in  old- 
er bibliographies  but  no  one  now  supports  the  idea  that 
Kashin-Beck  disease  exists  in  Japan. 

The  Chinese  Experience 

There  was  little  Chinese  literature  on  Kashin-Beck  dis- 
ease prior  to  World  War  II.  According  to  one  source,39  it 
was  first  reported  in  1908  in  the  Chang  Bai  Mountain 
area  near  Korea.  Another40  attributes  it  to  Zhang  Feng- 
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shu  in  Jilin  Province  in  Manchuria  in  1934.  A monograph 
by  a Chinese,  Hung  Pao-Yuan,  emanated  from  Takamori’s 
department  and  was  published  in  Japan  in  1945. 4 Hung 
ascribed  the  skeletal  disease  to  acidosis  resulting  from  ex- 
cessive carbon  monoxide  levels  in  homes  poorly  ventilated 
during  the  long  winters.  He  recommended  the  administra- 
tion of  a proprietary  vitamin  A preparation  for  prophylax- 
is and  treatment  of  the  condition. 

A Chinese  pathologist,  Lin  Chia-Chin,  made  the  ac- 
quaintance of  Takizawa  when  the  latter  visited  Taiwan  in 
19  5 7. 42  At  Takizawa’s  urging,  he  surveyed  5,593  primary 
school  children  in  Nantau  Prefecture  and  concluded,  on 
the  basis  of  radiologic  findings,  that  5%  of  them  had  Ka- 
shin-Beck  disease.  Only  youngsters  born  in  the  area  or 
those  living  there  at  least  four  years  were  affected.  Lin’s 
report  appeared  in  a Japanese  journal  rather  than  a Tai- 
wanese one.43  As  in  the  case  of  Takizawa,  Lin’s  idea  of 
ectopic  Kashin-Beck  disease  did  not  gain  acceptance  in  his 
country. 

International  health  programs  of  the  USSR  with  its  al- 
lies in  the  post-World  War  II  era  included  research  into 
Kashin-Beck  disease.  The  People’s  Republic  of  China 
came  into  existence  in  1950.  The  last  document  dealing 
with  the  collaboration  of  the  two  countries  on  Kashin- 
Beck  disease  appeared  in  19  5 6. 44  It  had  ten  chapters  by 
Soviet  and  Chinese  authors,  and  went  over  much  the  same 
ground  previously  covered  in  each  country.  Particular  em- 
phasis was  placed  on  the  mycotoxicologic  theories  of  Ru- 
benshtein.  A Bulgarian-Vietnamese  team  reported  in 
1971  that  Kashin-Beck  disease  occurred  in  North  Viet- 
nam,45 a semitropical  country.  The  findings  were  atypical 
and  there  has  been  no  further  corroboration  of  the  claim. 

Since  that  time,  there  has  been  an  enormous  indigenous 
effort  on  the  part  of  Chinese  authorities  to  handle  the 
problem. 

Current  Status  of  Kashin-Beck  Disease 

Kashin-Beck  disease  still  represents  a serious  impedi- 
ment to  the  development  of  the  affected  area.  The  inci- 
dence in  eastern  Siberia  diminished  from  32%  in  1906  to 
8%  in  19  8 3.3-46  The  decline  has  been  attributed  to  im- 
proved hygiene  and  the  importation  of  food  from  other 
regions.14  In  China,  the  incidence  has  declined  in  many 
areas47  but  apparently  has  increased  in  some  others.48  In 
addition  to  the  already  mentioned  apocryphal  reports  of 
Kashin-Beck  disease  in  other  parts  of  the  Orient,  one  oc- 
casionally sees  undocumented  statements  about  its  occur- 
rence in  Scandinavia.  According  to  Bick,49  Kashin-Beck 
disease  was  seen  by  American  military  physicians  in  Ko- 
rea during  the  occupation  after  World  War  II.  Its  occur- 
rence south  of  the  38th  parallel  may  well  have  resulted 
from  the  massive  uprooting  of  people  from  the  northern 
regions  during  1945  to  1947.  So  far  as  is  presently  known, 
Kashin-Beck  disease  is  confined  to  limited  areas  of  China, 
Siberia,  and  North  Korea. 

There  no  longer  is  any  doubt  that  Kashin-Beck  disease 
is  an  entity  sui  generis.  Hidden  in  ongoing  research,  how- 
ever, are  two  quite  different  concepts  of  how  it  comes 
about.  One  envisions  the  lesions  arising  from  a defect  in 
the  quantity  or  quality  of  osseous  tissue.  The  next  phase  of 
the  process  has  not  been  spelled  out.  The  implication  is 
that  the  joint  surface  is  compromised  secondarily.  The 


more  tenable  view  is  that  the  initial  insult  causes  selective 
zonal  necrosis  of  chondrocytes  in  the  articular  and  epiphy- 
seal plate  cartilages.3-48’50  Variable  changes  in  the  joints 
and  growth  disturbance  are  the  consequence.  In  this  sce- 
nario, elemental  abnormalities  would  operate  at  some  pre- 
cise cellular  target  in  the  cartilages  or  the  blood  vessels 
that  nourish  them,  rather  than  as  components  of  mineral- 
ized bone  matrix.  Assuming  that  the  second  interpretation 
is  correct,  the  bulk  of  evidence  for  the  experimental  repro- 
duction of  Kashin-Beck  disease  is  not  persuasive.  A few 
impressive  photomicrographs  of  chondrocytic  necrosis  in 
experimental  dogs*  have  been  published,51’52  but  most  of 
the  experimental  lesions  more  closely  resemble  nutritional 
secondary  hyperparathyroidism  than  Kashin-Beck  dis- 
ease.53 

Two  hypotheses  have  dominated  research  in  recent  de- 
cades: 1)  Kashin-Beck  disease  results  from  abnormalities 
of  trace  elements  or  organic  matter  of  soil  and  water;  2) 
mycotoxins,  elaborated  by  rotted  grains,  act  selectively  on 
the  cartilages.  With  few  exceptions,  these  avenues  were 
set  out  by  early  investigators.  Epidemiological,  geochemi- 
cal, and  laboratory  studies  have  examined,  with  varying 
degrees  of  rigor,  topics  as  diverse  as  carbohydrate  metabo- 
lism, vasomotor  tone,  endocrine  status,  and  cell  mem- 
brane integrity.  A notable  exception  to  the  preceding 
statement  has  been  a large  effort  expended  on  the  possibil- 
ity that  selenium  deficiency  is  the  major  etiologic  factor. 
This  thought  was  derived  from  a partial  overlap  in  the 
distribution  of  Kashin-Beck  and  Keshan  disease.  The  lat- 
ter is  a cardiomyopathy  first  described  in  the  Keshan  re- 
gion of  Heilongjiang  in  1935.  It  has  only  recently  been 
discovered  in  the  Transbaikal.  The  evidence  for  a relation- 
ship to  seasonal  lack  of  selenium  is  more  firmly  estab- 
lished for  Keshan  than  for  Kashin-Beck  disease. 

In  China,  three  medical  schools  have  Kashin-Beck  dis- 
ease research  units:  Harbin,  Xian,  and  the  Bethune  school 
in  Changchun.  In  addition,  there  are  provincial  medical 
and  geochemical  institutes  wholly  or  partly  dedicated  to 
the  subject,  and  special  sections  in  1 10  public  health  sta- 
tions.54 The  premise  of  the  Xian  school  is  that  selenium 
deficiency  is  the  major  culprit.  The  Harbin  investigators 
pursue  the  view  that  toxins  of  Fusarium  oxysporum  are 
responsible  for  Kashin-Beck  disease.18  Attention  has  also 
been  given  to  the  role  of  humic  acid  in  the  ground  water. 
Humic  and  fulvic  acids  are  phenolic  degradation  products 
of  decaying  vegetable  matter,  particularly  its  lignin.  Ele- 
vated levels  are  present  in  the  well  water  of  endemic  areas 
according  to  Lin55  and  synergism  with  selenium  deficien- 
cy has  been  postulated  by  one  group.56 

The  main  Soviet  center  of  research  is  in  Chita  and  clini- 
cal reports  also  appear  from  Vladivostok.  There,  emphasis 
is  placed  on  abnormalities  of  trace  elements.  Rosin  et  al57 
reported  the  level  of  calcium  in  bone  ash  to  be  significant- 
ly low,  while  the  relative  content  of  strontium,  copper, 
lead,  zinc,  manganese,  iron,  and  silver  was  elevated  in  Ka- 
shin-Beck disease.  Chronic  phosphate  intoxication,  exag- 
gerated by  phytic  acid,  has  been  proposed  by  Vosh- 
chenko.58 

* Spontaneous  chondronecrosis,  similar  to  these  experimental  findings  and  re- 
sembling Kashin-Beck  disease  to  varying  degree,  is  common  in  growing  dogs  and 
livestock  in  America  and  western  Europe.3  The  condition  is  well  known  in  veteri- 
nary pathology  under  the  term  “osteochondrosis”  but  is  not  presently  recognized  in 
human  medicine. 
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International  agencies  have  recently  entered  the  field. 
In  1985,  four  years  after  a preliminary  review  by  two  Jap- 
anese physicians,54  the  World  Health  Organization  spon- 
sored a conference  on  the  subject  along  with  the  Ministry 
of  Public  Health  in  Beijing.  Negotiations  between  China 
and  UNICEF  for  field  research  were  initiated  in  1986, 
and  final  arrangements  have  now  been  concluded.59 

Some  Historical  Perspectives 

It  is  puzzling  that  the  cause  of  so  massive  an  environ- 
mental disease  has  eluded  detection  for  such  a long  time. 
The  period  of  discovery  coincided  with  the  birth  of  con- 
cepts and  scientific  knowledge  that  revolutionized  medi- 
cine throughout  Europe,  Japan,  and  America.  The  main 
academic  centers  of  Russian  medicine  kept  abreast  of  rel- 
evant advances  in  Western  Europe.  Beck’s  patients  were 
examined  radiologically  just  seven  years  after  Roentgen’s 
discovery  of  x-rays.  The  name  Beck  coined  for  the  condi- 
tion was  in  keeping  with  the  primitive  nosology  of  chronic 
joint  diseases  of  the  times.  Introduction  of  the  term  “os- 
teoarthritis” is  attributed  to  J.  K.  Spender  of  Bath  in 
1888,  but  it  did  not  then  have  its  present  connotation.  Ru- 
dolf Virchow  grouped  both  rheumatoid  arthritis  and  os- 
teoarthritis as  “arthritis  deformans.”  The  first  clear  delin- 
eation of  the  two  was  made  by  the  younger  Garrod  only  in 
1907,6,60  shortly  after  Beck’s  thesis  was  published.  Taka- 
mori’s  term,  dysostosis  enchondralis  endemica,  came  clos- 
er to  the  mark  insofar  as  it  focused  on  the  cartilage  as  the 
seat  of  the  disorder. 

Many  of  the  early  speculations  about  the  etiology  of 
Kashin-Beck  disease — eg,  impure  water,  stagnant  air,  un- 
ventilated housing — had  previously  been  entertained  in 
two  other  endemic  disorders  that  also  affected  children, 
caused  deformities,  and  restricted  growth  of  the  skeleton: 
cretinism  and  rickets.  Russian  thinking  about  rickets  was 
similar  to  that  elsewhere  in  Europe.  Lack  of  sunlight  was 
only  one  of  several  climatic  factors  regarded  as  important. 
The  use  of  cod  liver  oil  as  a therapeutic  measure  had  a 
considerable  following  elsewhere  since  the  beginning  of 
the  19th  century  and  won  its  advocates  in  Russia  by 
1880. 61,62  The  pediatrician  N.  Lunin  pioneered  research 
into  mineral  metabolism  the  same  year.  It  took  several 
more  decades  to  establish  that  specific  skeletal  diseases 
might  have  a defined  nutritional  basis.  The  success  of  the 
germ  theory  during  this  period  had  a regressive  effect  in 
this  field.63  It  favored  the  view  that  exogenous  agents, 
rather  than  deficiency  states,  were  the  causes.  Like  beri- 
beri, pellagra,  and  scurvy,  rickets  was  sometimes  consid- 
ered an  infectious  disease.  Beck  differentiated  osteoar- 
thritis deformans  endemica  from  rickets  on  clinical 
grounds.  Rickets  was  frequent  in  the  Transbaikal  among 
the  Buryats  even  though  their  nomadic  existence  necessi- 
tated exposure  to  the  outdoors.  The  explanation  now  of- 
fered for  this  phenomenon  was  their  tradition  of  keeping 
children  within  the  yourta-tents  and  hence  away  from 
sunlight  until  they  were  two  years  old.61,62 

Peculiarities  of  the  water  supply  had  been  invoked  as 
the  cause  of  endemic  goiter  in  different  parts  of  the  world 
for  two  millenia.  A noxious  agent  in  the  vapor  was  consid- 
ered likely  even  by  Virchow.  The  definitive  studies  of  David 
Marine  on  the  requirement  of  the  thyroid  gland  for  iodine 
(1921)  and  of  Elmer  McCollum  on  vitamin  D (1926)  for 


the  first  time  established  nutritional  deficiencies  as  the 
cause  of  specific  types  of  dwarfism  and  skeletal  deformity. 

The  moldy  grain  theory  that  dominated  Soviet  research 
during  the  1940s  must  be  seen  in  the  context  of  the  devel- 
opment of  the  science  of  mycotoxicology.  Although  ergot- 
ism had  been  known  for  many  centuries,  the  possibility 
that  other  products  of  fungi  might  cause  human  disease 
was  first  suggested  by  Russian  and  Japanese  scientists  in 
the  late  19th  century.  The  field  did  not  come  into  its  own 
until  mid-century  with  the  growth  of  the  antibiotics  indus- 
try and  recognition  of  the  carcinogenic  properties  of  afla- 
toxins.  Yellowed  rice  toxicosis  became  known  in  Japan  in 
1 89 1 .64  Alimentary  aleukia  was  described  in  Russia  in  the 
late  19th  century  and  a severe  outbreak  occurred  in  the 
Transbaikal  and  Amur  regions  in  191 3.65  It  was  a devas- 
tating endemic  disorder  of  agricultural  villages  where 
overwintered  cereals  were  consumed.  Later  studies 
showed  that  wheat  and  millet,  harvested  after  the  spring 
thaw,  became  contaminated  by  toxigenic  strains  of  F poae 
and  F sporotrichiella.  Investigations  of  the  same  organ- 
isms were  then  extrapolated  to  Kashin-Beck  disease. 

Aside  from  the  intrinsic  scientific  difficulties  involved, 
three  social  themes  suggest  themselves  in  explaining  the 
slow  progress  in  unraveling  Kashin-Beck  disease.  First, 
the  affected  areas  were  rural,  impoverished,  and  remote 
from  the  main  centers  of  medical  knowledge.  Unlike  the 
aforementioned  deficiency  diseases  that  were  solved,  Ka- 
shin-Beck disease  never  came  under  the  scrutiny  of  a larg- 
er medical  research  world.  Early  Japanese  workers32,33 
were  told  by  local  residents  that  the  incidence  had  de- 
creased as  living  conditions  improved,  but  systematic  at- 
tention was  given  to  Kashin-Beck  disease  only  as  more 
enlightened  public  health  services  became  available  and 
the  economy  advanced  in  the  affected  areas.  Second,  sev- 
eral observers  commented  that,  despite  the  obtrusiveness 
of  the  deformities,  affected  persons  did  not  regard  them- 
selves as  diseased.19,32,48  There  may  be  an  analogy  here  to 
the  suggestion  that  rickets  and  osteomalacia  were  so  com- 
mon in  medieval  Europe  that  they  were  taken  as  normal.63 
Third,  recognition  of  zonal  chondronecrosis  as  the  critical 
pathogenetic  phenomenon  in  Kashin-Beck  disease  was  de- 
layed by  the  paucity  of  specimens  for  histologic  examina- 
tion at  an  early  stage,  unadulterated  by  secondary 
changes.  Cultural  proscriptions  against  necropsy  were  at 
play  here.  To  this  must  be  added  the  tenacity  of  old  ways 
of  thinking  that  concentrated  on  the  bone  rather  than  the 
cartilage. 

There  are  indications  of  a dichotomy  between  empirical 
and  rational  strategies  for  the  elimination  of  Kashin-Beck 
disease.  Instances  of  the  former  started  with  Kashin’s  re- 
location of  communities  and  extend  most  recently  to  hy- 
gienic measures  contemplated  by  international  health  or- 
ganizations. At  the  opposite  pole  is  the  reductionist 
gearing  of  contemporary  medical  science  to  the  idea  that 
precise  understanding  of  cellular  and  molecular  mecha- 
nisms leads  to  control  of  disease.  It  is  too  soon  to  predict 
which  approach  will  succeed  here.  At  times,  environmen- 
tal diseases,  including  another  endemic  form  of  osteoar- 
thritis, Mseleni  hip  disease,  disappear  as  societies  change 
before  their  biological  cause  is  elaborated.66 
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COMMITTEE  REPORT 


Prevention  of  perinatal  transmission  of  hepatitis  B virus: 
Prenatal  screening  of  all  pregnant  women  for  hepatitis  B 

surface  antigen* 


Transmission  of  hepatitis  B virus  (HBV)  from  mother  to  in- 
fant during  the  perinatal  period  represents  one  of  the  most  effi- 
cient modes  of  HBV  infection  and  often  leads  to  severe  long- 
term sequelae.  Infants  born  to  mothers  positive  for  hepatitis  B 
surface  antigen  (HBsAg)  and  hepatitis  B “e”  antigen  (HBeAg) 
have  a 70%-90%  chance  of  acquiring  perinatal  HBV  infection, 
and  85%-90%  of  infected  infants  will  become  chronic  HBV  car- 
riers.1’2 It  has  been  estimated  that  more  than  25%  of  these  car- 
riers will  die  from  primary  hepatocellular  carcinoma  or  cirrhosis 
of  the  liver.3  These  deaths  usually  occur  during  adulthood, 
when  familial  and  financial  responsibilities  make  them  particu- 
larly devastating.  In  the  United  States,  an  estimated  16,500 
births  occur  to  HBsAg-positive  women  each  year  (about  4,300 
of  whom  are  also  HbeAg-positive),  and  approximately  3,500  of 
these  infants  become  chronic  HBV  carriers.  Prenatal  screening 
of  all  pregnant  women  would  identify  those  who  are  HbsAg- 
positive  and  thus  would  allow  treatment  of  their  newborns  with 
hepatitis  B immune  globulin  (HBIG)  and  hepatitis  B (HB)  vac- 
cine, a regimen  that  is  85%-95%  effective  in  preventing  the  de- 
velopment of  the  HBV  chronic  carrier  state.2’5-6 

In  1984,  the  Immunization  Practices  Advisory  Committee 
(ACIP)  recommended  that  pregnant  women  in  certain  groups  at 
high  risk  for  HBV  infection  be  screened  for  HBsAg  during  a 
prenatal  visit  and,  if  found  to  be  HBsAg-positive,  that  their  new- 
borns receive  HBIG  and  HB  vaccine  at  birth.7  No  data  are  avail- 
able regarding  the  proportion  of  high-risk  women  currently  be- 
ing screened  in  clinical  practice,  but  several  studies  and  the 
experience  of  public  health  workers  indicate  that  major  prob- 
lems have  been  encountered  in  implementing  these  recommen- 
dations.8-12 These  include  1)  concerns  about  the  sensitivity, 
specificity,  and  practicality  of  the  current  ACIP  guidelines  for 
identifying  HBV  carrier  mothers;  2)  lack  of  knowledge  among 
prenatal  health-care  providers  about  the  risks  of  perinatal  trans- 
mission of  HBV  and  about  recommended  screening  and  treat- 
ment procedures;  3)  poor  coordination  among  medical-care 
workers  who  provide  treatment  and  follow-up  of  mothers  and 
infants;  and  4)  refusal  of  some  public  and  private  third-party 
payers  to  reimburse  for  HBV  screening  of  pregnant  women  and 
treatment  of  their  infants.  In  addition,  concern  has  been  ex- 
pressed that  these  recommendations  may  not  be  practical  or  ap- 
plicable in  some  US  jurisdictions  where  HBV  infection  is  highly 
endemic,  such  as  parts  of  Alaska  and  certain  Pacific  Islands. 

The  problems  encountered  in  implementing  the  currently  rec- 
ommended strategy  of  screening  high-risk  women  have  been  ex- 
amined by  a number  of  investigators.  Recent  studies  in  several 


* These  guidelines  are  reprinted  from  Morbidity  and  Mortality  Weekly  Report 
1988;  37:341-346.  The  Council  of  the  Medical  Society  of  the  State  of  New  York 
(MSSNY)  has  adopted  these  guidelines  as  MSSNY  policy  on  the  recommendation 
of  the  society's  Committee  on  Preventive  Medicine. 


large  inner-city  hospitals,  where  all  pregnant  women  were  tested 
for  HBsAg,  have  found  that  only  about  35%-65%  of  HBsAg- 
positive  mothers  would  have  been  identified  by  following  the 
current  ACIP  guidelines.8  12  In  these  studies,  the  prevalence  of 
HbsAg  in  inner-city  black  (0.4%-1.5%)  and  Hispanic  women 
was  higher  than  expected.  Several  investigators  expressed  con- 
cern that  many  health-care  providers  are  too  busy  or  may  be 
reluctant  to  obtain  the  sexual  and  drug-use  history  necessary  to 
identify  high-risk  patients  for  screening.  In  addition,  persons 
providing  health  care  to  pregnant  women  often  are  not  aware  of 
the  risks  of  perinatal  transmission  of  HBV  and  of  the  recom- 
mended screening  and  treatment  guidelines.  In  one  study,  40% 
of  obstetricians  could  name  no  more  than  two  groups  at  high  risk 
for  HBV  infection,  and  only  28%  knew  the  recommended  treat- 
ment for  infants  born  to  HBV  carrier  mothers  (CDC,  unpub- 
lished data). 

Given  these  limitations,  it  is  now  evident  that  routine  screen- 
ing of  all  pregnant  women  is  the  only  strategy  that  will  provide 
acceptable  control  of  perinatal  transmission  of  HBV  infection  in 
the  United  States.  Screening  the  approximately  3.5  million  preg- 
nant women  per  year  for  HBsAg  would  identify  16,500  positive 
women  and  allow  treatment  that  would  prevent  about  3,500  in- 
fants from  becoming  HBV  carriers.  Recent  studies  also  indicate 
that  the  costs  and  benefits  of  universal  testing  of  mothers  are 
comparable  to  those  encountered  in  other  widely  implemented 
programs  of  prenatal  and  blood-donor  screening.1314  The  cost  of 
an  HBsAg  test  ranges  from  an  estimated  $3.50  per  test  in  blood- 
bank  laboratories  to  $21.00  per  test  in  private  commercial  lab- 
oratories. If  one  assumes  an  average  screening  cost  ranging  from 
$12.00  to  $20.00  per  test  plus  $150.00  for  the  HBIG  and  vaccine 
needed  to  treat  each  infant  of  an  HBsAg-positive  mother,  the 
cost  to  prevent  one  newborn  infant  from  becoming  a chronic 
HBC  carrier  would  be  between  $12,700  and  $20,700. 

HBsAG  testing  should  be  done  early  in  pregnancy  when  other 
routine  prenatal  testing  is  done.  The  HBsAg  test  is  widely  avail- 
able and  can  be  added  to  the  routine  prenatal  “panel”  of  tests 
without  requiring  additional  patient  visits.  The  advantages  of 
making  HBsAg  testing  routine  during  early  pregnancy  include 
1)  the  ability  to  identify  HBV  carrier  mothers  that  is  not  depen- 
dent on  the  health-care  provider’s  identifying  high-risk  women 
or  ordering  HBsAg  as  a special  test;  2)  the  availability  of  test 
results  before  delivery  so  that  infants  can  receive  HBIG  and  vac- 
cine without  delay  after  birth;  and  3)  appropriate  counseling  of 
families  before  delivery.15 

Because  more  than  90%  of  women  found  to  be  HBsAg-posi- 
tive on  routine  screening  will  be  HBV  carriers,  routine  follow-up 
testing  later  in  pregnancy  is  not  necessary  for  the  purpose  of 
screening.  In  special  situations,  such  as  when  the  mother  is 
thought  to  have  acute  hepatitis,  when  there  has  been  a history  of 
exposure  to  hepatitis,  or  when  particularly  high-risk  behavior 
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such  as  parenteral  drug  abuse  has  occurred  during  the  pregnan- 
cy, an  additional  HBsAg  test  can  be  ordered  during  the  third 
trimester.  Few  women  in  populations  at  low  risk  for  HBV  infec- 
tion will  have  a change  in  HBsAg  status  during  subsequent  preg- 
nancies. However,  because  of  the  expected  benefits  of  making 
HBsAg  testing  a routine  part  of  each  prenatal  panel,  testing 
should  be  done  during  each  pregnancy. 

Women  who  present  for  delivery  without  prenatal  care  or 
without  medical  records  documenting  the  results  of  HBsAg 
screening  should  have  the  HBsAg  test  done  as  soon  as  possible 
after  admission,  since  delay  in  administration  of  HB1G  to  in- 
fants of  carrier  mothers  will  decrease  the  efficacy  of  therapy.  In 
the  studies  that  demonstrated  the  highest  efficacy  (85%-95%)  of 
combined  HBIG  and  HB  vaccine  prophylaxis,  HBIG  was  ad- 
ministered within  2-12  hours  after  birth.2-4'6  In  one  study  in 
which  only  HBIG  was  used  for  prophylaxis,  no  efficacy  was 
found  if  HBIG  was  given  more  than  seven  days  after  birth,  and  a 
significant  decrease  in  efficacy  was  observed  if  it  was  given  more 
than  48  hours  after  birth.16  Only  one-third  of  US  hospitals  cur- 
rently perform  the  HBsAg  test  as  an  in-house  procedure,  and 
many  of  these  have  technicians  who  are  trained  to  do  the  test 
available  on  only  one  shift.  Hospitals  that  cannot  rapidly  test  for 
HBsAg  should  either  develop  this  capability  or  arrange  for  test- 
ing to  be  done  at  a local  laboratory  or  blood  bank  where  test 
results  can  be  obtained  within  24  hours. 

The  commercially  available  HBsAg  tests  have  an  extremely 
high  sensitivity  and  specificity  if  positive  tests  are  repeated  and 
confirmed  by  neutralization  as  recommended  by  the  manufac- 
turers of  the  reagent  kits.  Testing  for  other  markers  of  HBV 
infection,  such  as  HBeAg,  is  not  necessary  for  maternal  screen- 
ing. Mothers  who  are  positive  for  both  HBsAg  and  HBeAg  have 
the  highest  likelihood  of  transmitting  HBV  to  their  newborns. 
However,  infants  of  mothers  who  are  HBsAg-positive  but 
HBeAg-negative  may  become  infected  and  develop  severe,  even 
fatal,  fulminant  hepatitis  B during  infancy. ,7-18  For  this  reason, 
HBIG  and  HB  vaccine  treatment  of  all  babies  born  to  HBsAG- 
positive  women  is  recommended. 

HBsAg-positive  mothers  identified  during  screening  may 
have  HBV-related  acute  or  chronic  liver  disease  and  should  be 
evaluated  by  a physician.  Identification  of  women  who  are  HBV 
carriers  through  prenatal  screening  presents  an  opportunity  to 
vaccinate  susceptible  household  members  and  sexual  partners  of 
H B V carriers,  as  previously  recommended . 1 9 Screening  and  vac- 
cination of  susceptible  contacts  should  be  done  by  the  family’s 
pediatrician,  primary  health-care  provider,  or  the  physician 
evaluating  the  clinical  status  of  the  HBsAg-positive  pregnant 
women. 

Implementation  of  the  recommendations  to  prevent  perinatal 
transmission  requires  maternal  screening,  treatment  of  the  new- 
born in  the  hospital,  and  administration  of  subsequent  doses  of 
HB  vaccine  to  the  infant  during  pediatric  visits  at  one  and  six 
months  of  age.  This  multistep  process  requires  effective  transfer 
of  information  among  several  groups  of  health-care  providers, 
knowledge  of  recommended  treatment,  and  availability  of 
HBIG  and  vaccine  at  separate  facilities.  Treatment  failures  due 
to  lack  of  communication  among  health-care  providers  can  oc- 
cur, especially  in  situations  where  prenatal,  obstetric,  and  pedi- 
atric care  are  provided  in  different  facilities.20  Central  coordina- 
tion of  the  treatment  of  these  infants  by  city,  county,  or  state 
health  departments  would  improve  the  education  of  the  health- 
care providers  involved  and  increase  the  likelihood  that  proper 
treatment  is  provided. 

In  certain  populations  under  US  jurisdiction,  including  Alas- 
kan Natives  and  Pacific  Islanders,  as  well  as  in  many  other  parts 
of  the  world,  HBV  infection  is  highly  endemic  in  the  general 
population,  and  transmission  occurs  primarily  during  child- 
hood.21 In  such  groups,  universal  vaccination  of  newborns  with 
HB  vaccine  is  recommended  to  prevent  disease  transmission 
both  during  the  perinatal  period  and  during  childhood.  Several 


studies  have  shown  that  HB  vaccine  given  without  HBIG  will 
prevent  70%-85%  of  perinatal  HBV  infections  and  95%  of  early 
childhood  infections.22-23  In  many  of  these  areas  with  highly  en- 
demic HBV  infection,  prenatal  screening  is  impractical  because 
the  population  is  isolated,  laboratory  facilities  are  not  available, 
and/or  health-care  budgets  and  personnel  are  limited.  In  these 
areas,  control  of  HBV  infection  can  be  better  achieved  by  direct- 
ing available  resources  into  programs  to  vaccinate  all  children 
with  HB  vaccine.  Programs  for  screening  all  mothers  for  HBsAg 
and  providing  HBIG  to  infants  born  to  carrier  mothers  are  costly 
and  will  add  only  modestly  to  disease  prevention.  They  should  be 
considered  only  after  the  program  for  universal  vaccination  of 
children  has  been  implemented. 

Recommendations 

All  pregnant  women  should  be  routinely  tested  for  HBsAg 
during  an  early  prenatal  visit  in  each  pregnancy.  This  testing 
should  be  done  at  the  same  time  that  other  routine  prenatal 
screening  tests  are  ordered.  In  special  situations,  such  as  when 
acute  hepatitis  is  suspected,  when  there  has  been  a history  of 
exposure  to  hepatitis,  or  when  the  mother  has  a particularly 
high-risk  behavior  such  as  intravenous  drug  abuse,  an  additional 
HBsAg  test  can  be  ordered  later  in  the  pregnancy. 

If  a woman  has  not  been  screened  prenatally  or  if  test  results 
are  not  available  at  the  time  of  admission  for  delivery,  HBsAg 
testing  should  be  done  at  the  time  of  admission,  or  as  soon  as 
possible  thereafter.  If  the  mother  is  identified  as  HbsAg-positive 
more  than  one  month  after  giving  birth,  the  infant  should  first  be 
tested  for  HBsAg;  if  negative,  the  infant  should  be  treated  with 
HBIG  and  HB  vaccine.  Hospitals  where  infants  are  delivered 
should  have  HBsAg  testing  capabilities  or  should  be  able  to  ob- 
tain HBsAg  results  within  24  hours  from  a local  laboratory. 

If  a serum  specimen  is  positive  for  HBsAg,  the  same  specimen 
should  be  tested  again,  and  then  the  test  results  should  be  con- 
firmed by  neutralization.  It  is  unnecessary  to  test  for  other  HBV 
markers  during  maternal  screening,  although  HBsAg-positive 
mothers  identified  during  screening  may  have  HBV-related 
acute  or  chronic  liver  disease  and  should  be  evaluated  by  their 
physician. 

Infants  born  to  HBsAg-positive  mothers  should  receive  HBIG 
(0.5  mL)  intramuscularly  (IM)  once  they  are  physiologically 
stable,  preferably  within  12  hours  after  birth.  HB  vaccine,  either 
plasma-derived  (10  /zg  per  dose)  or  recombinant  (5  ng  per  dose), 
should  be  administered  IM  in  three  doses  of  0.5  mL  each.  The 
first  dose  should  be  given  concurrently  with  HBIG  but  at  a dif- 
ferent site.  If  vaccine  is  not  immediately  available,  the  first  dose 
can  be  given  within  seven  days  after  birth.  The  second  and  third 
doses  should  be  given  one  month  and  six  months  after  the  first. 
Testing  the  infant  for  HGsAg  and  its  antibody  (anti-HBs)  is 
recommended  at  12-15  months  of  age  to  monitor  the  effective- 
ness of  therapy.  If  HBsAg  is  not  detectable  and  anti-HBs  is 
present,  the  child  can  be  considered  protected.  Testing  for  anti- 
body to  hepatitis  B core  antigen  (anti-HBc)  is  not  useful,  since 
maternal  anti-HBc  can  persist  for  more  than  a year.  HBIG  and 
HB  vaccination  do  not  interfere  with  the  routine  childhood  im- 
munizations. 

Household  members  and  sexual  partners  of  HBV  carriers 
identified  through  prenatal  screening  should  be  tested  to  deter- 
mine susceptibility  to  HBV  infection  and,  if  susceptible,  should 
receive  HB  vaccine.  Screening  and  vaccination  of  susceptible 
contacts  should  be  done  by  the  family’s  pediatrician,  primary 
health-care  provider,  or  the  physician  evaluating  the  clinical  sta- 
tus of  the  HBsAg-positive  pregnant  women. 

Obstetric  and  pediatric  staff  should  be  notified  directly  about 
HBsAg-positive  mothers  so  that  the  neonate  can  receive  therapy 
without  delay  after  birth  and  follow-up  doses  of  vaccine  can  be 
given.  Hospitals,  as  well  as  state,  county,  and  city  health  depart- 
ments, should  establish  programs  to  educate  appropriate  health- 
care providers  about  perinatal  transmission  of  HBV  and  its  con- 
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trol  through  maternal  screening,  treatment  of  infants,  and 
vaccination  of  susceptible  household  and  sexual  contacts  of 
HBV  carrier  women. 

Programs  to  coordinate  the  activities  of  those  providing  prena- 
tal care,  hospital-based  obstetrical  services,  and  pediatric  well- 
baby  care  must  be  established  to  assure  proper  follow-up  and 
treatment  of  infants  born  to  HBsAg-positive  mothers  and  other 
susceptible  household  and  sexual  contacts. 

In  populations  under  US  jurisdiction  in  which  hepatitis  B in- 
fection is  highly  endemic,  including  certain  Alaskan  Native  and 
Pacific  Island  groups,  vaccination  of  all  newborns  with  HB  vac- 
cine is  the  most  effective  strategy  for  HB  control.  In  these  popu- 
lations, such  vaccination  programs  should  be  given  highest  prior- 
ity. In  areas  where  HBsAg  screening  of  mothers  and  use  of 
HBIG  in  infants  born  to  HBV  carrier  mothers  are  not  practical, 
the  vaccination  of  all  newborns  with  HB  vaccine  should  be  con- 
sidered the  appropriate  treatment. 

Editorial  Note:  Hepatitis  B vaccine  is  the  first  human  vaccine 
that  can  prevent  both  serious  chronic  disease  and  a uniformly 
fatal  type  of  cancer.  These  recommendations,  developed  in  con- 
sultation with  representatives  of  the  American  College  of  Obste- 
tricians and  Gynecologists  and  the  American  Academy  of  Pedi- 
atrics, represent  a major  step  toward  control  of  perinatal 
hepatitis  B transmission  in  the  United  States.  Programs  for  uni- 
versal screening  of  pregnant  women  are  currently  in  progress  in 
Hawaii,  certain  Canadian  provinces,  Italy,  West  Germany,  New 
Zealand,  Australia,  and  Japan.  More  extensive  infant  HB  vacci- 
nation programs  are  in  progress  in  Alaska,  American  Samoa, 
Korea,  Taiwan,  Singapore,  and  the  People’s  Republic  of  China. 
A number  of  US  health-care  facilities  have  already  begun  to 
screen  all  pregnant  women  for  HbsAg. 

State  and  local  health  departments  can  facilitate  implementa- 
tion of  these  recommendations  by  1)  working  to  assure  that  all 
women  receiving  prenatal  care  in  both  public  and  private  sector 
programs  are  offered  screening  and  appropriate  treatment;  2) 
working  to  assure  that  costs  of  screening  and  treatment  are  cov- 
ered by  public  and  private  third-party  payers;  3)  establishing 
programs  to  coordinate  the  transfer  of  information  between  pre- 
natal, obstetric,  and  pediatric  health-care  providers;  and  4)  pro- 
viding health  education  about  hepatitis  B to  the  public  and  to 
health-care  providers.  CDC  will  continue  to  work  with  state  and 
local  health  agenices  and  professional  associations  in  hepatitis  B 
prevention  and  control. 
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CASE  REPORTS 


Cholestatic  hepatitis  after  therapy  with  amoxicillin/ 

clavulanate  potassium 

Joel  E.  Schneider,  md;  Martin  S.  Kleinman,  md;  James  W.  Kupiec,  md 


Hepatotoxicity  is  an  unusual  complica- 
tion of  penicillin  therapy.  The  pencillin- 
ase-resistant  semisynthetic  penicillins 
have  been  the  most  common  form  asso- 
ciated with  liver  injury,  particularly 
oxicillin.1-4  Carbenicillin  has  been  re- 
ported to  cause  an  anicteric  hepatitis.5 
We  describe  a patient  in  whom  chole- 
static hepatitis  resulted  from  therapy 
with  amoxicillin-clavulanate  potassium 
(Augmentin). 

Case  Report 

A 44-year-old  woman  was  evaluated  for 
abdominal  pain,  diarrhea,  and  jaundice. 
Thirty  days  earlier  she  had  been  adminis- 
tered a course  of  amoxicillin,  500  mg/clavu- 
lanate  acid,  125  mg,  for  sinusitis.  She  com- 
pleted a 12-day  regimen.  Eight  days  later 
burning  epigastric  discomfort  developed 
that  radiated  to  the  right  infrascapular  area. 
The  discomfort  was  unresponsive  to  antac- 
ids. Five  days  after  the  onset  of  the  pain, 
dark  urine  and  diarrhea  appeared.  Her  phy- 
sician noted  jaundice. 

The  patient’s  medical  history  included 
three  normal  pregnancies  and  one  dilation 
and  curettage.  She  had  a history  of  intermit- 
tent “heartburn,”  rarely  used  alcohol,  had 
no  history  of  transfusions,  hepatitis,  expo- 
sure to  jaundiced  persons,  recent  sexual  ac- 
tivity, or  intravenous  drug  use.  She  had  a 
history  of  sulfa  allergy,  but  no  history  of 
penicillin  allergy.  Previous  screening  blood 
tests  one  year  earlier  demonstrated  no  ab- 
normalities. 

On  examination  she  appeared  comfort- 
able. She  was  slightly  obese  and  icteric.  Ex- 
amination of  the  heart  and  lungs  was  within 
normal  limits.  The  abdomen  was  soft  with 
normal  bowel  sounds.  The  liver  was  palpat- 
ed 4 cm  below  the  right  costal  margin  in  the 
mid-clavicular  line  and  was  mildly  tender. 
There  was  no  splenomegaly.  The  rectal  ex- 
amination was  unremarkable,  and  the  stool 
was  guaiac  negative. 
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The  patient’s  general  course  is  represent- 
ed in  Figure  1 . Her  initial  blood  studies  were 
as  follows:  total  bilirubin,  1 .9  mg/mL;  alka- 
line phosphatase,  259  U /mL,  aspartate  ami- 
notransferase, 129  U/mL;  cholesterol,  304 
mg/dL;  white  blood  count,  6,700  mm3;  he- 
moglobin, 14.0  g/dL;  hematocrit,  42.2%. 
She  had  no  IgG  antibody  to  hepatitis  A vi- 
rus. She  was  HbsAg,  HbsAb,  and  hepatitis 
HbcAg  negative.  A heterophile  test  was  neg- 
ative. A cytomegalovirus  titer  measured  one 
month  after  the  onset  of  jaundice  was  less 
than  4.  An  abdominal  ultrasound  revealed  a 
normal-sized  liver  without  dilated  ducts.  No 
stones  were  seen  in  the  gallbladder.  A com- 
puted tomographic  scan  of  the  abdomen  did 
not  reveal  hepatosplenomegaly  or  other 
structural  abnormalities.  An  HIDA  scan 
demonstrated  no  filling  of  the  common  bile 
duct.  A repeat  abdominal  ultrasound  per- 
formed two  weeks  after  the  onset  of  jaundice 
remained  normal. 

The  patient’s  bilirubin  and, alkaline  phos- 
phatase counts  peaked  38  days  after  she  be- 
gan taking  the  amoxicillin/clavulanate  po- 
tassium at  4.6  mg/dL  and  361  U/mL, 
respectively.  Within  four  weeks  the  patient’s 
bilirubin,  alkaline  phosphatase,  and  aspar- 
tate aminotransferase  levels  were  within 
normal  limits.  The  clinical  picture  was 
thought  to  be  consistent  with  a drug-induced 
cholestatic  hepatitis.  The  only  drug  to  which 
the  patient  was  exposed  was  amoxicillin/ 
clavulanate  potassium.  It  was  not  thought 
that  additional  studies  or  drug  rechallenge 
would  be  appropriate. 

Discussion 

Zimmerman6  noted  the  rarity  of  liver 


o-krl 


10  30  50  70  90 

Days 

FIGURE  1.  Patient’s  total  bilirubin,  aspartate 
aminotransferase,  and  alkaline  phosphatase 
levels  during  a 60-day  period. 


damage  from  penicillins  and  semisyn- 
thetic penicillins.  Oxacillin  has  been  the 
most  commonly  implicated  agent.  A 
case  of  oxacillin-induced  cholestatic 
hepatitis  was  reported  by  Pas  and 
Quinn7  in  1965,  and  18  other  cases  of 
anicteric  hepatitis  have  been  report- 
ed.1'4 A case  of  dicloxacillin  causing 
cholestatic  hepatitis  was  reported  in 
1986. 8 Two  cases  of  cloxacillin  and  one 
case  of  floxacillin  causing  cholestatic 
hepatitis  have  been  reported.9-11  These 
agents  have  similar  chemical  struc- 
tures, and  are  classified  in  the  isoxazo- 
lyl  penicillin  group.12  Carbenicillin  has 
resulted  in  anicteric  hepatocellular  in- 
jury, but  has  not  been  reported  to  cause 
cholestatic  hepatitis.5 

Although  cholestatic  hepatitis  or 
symptomatic  liver  injury  has  not  previ- 
ously been  reported  in  relation  to  amox- 
icillin/clavulanate potassium,  the  strik- 
ing clinical  picture  presented  by  this 
patient  leads  us  to  believe  that  this  rep- 
resents the  first  reported  case  of  amoxi- 
cillin/clavulanate potassium-induced 
cholestatic  jaundice.  The  onset  of  jaun- 
dice and  duration  of  chemical  changes 
resemble  the  occurrences  with  oxacil- 
lin, dicloxacillin,  cloxacillin,  and  floxa- 
cillin. This  report  is  particularly  timely, 
as  the  use  of  amoxicillin/clavulanate 
potassium  as  a broad  spectrum  antibi- 
otic has  found  great  acceptance  among 
primary  care  physicians. 

Amoxicillin/clavulanate  potassium 
is  a new  combination  antibiotic  of 
amoxicillin  with  the  beta-lactamase  in- 
hibitor potassium  clavulanate.  Modest 
increases  in  the  aspartate  aminotrans- 
ferase level  occurs  in  less  than  1%  of  pa- 
tients using  this  antibiotic.13  Both 
amoxicillin  and  the  chemically  similar 
ampicillin  also  have  been  reported  to 
cause  elevations  of  aminotransamin- 
ases.6  There  have  been  no  reported 
cases  of  cholestatic  hepatitis  to  our 
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knowledge.  Ampicillin  has  been  associ- 
ated with  one  case  of  fulminant  hepatic 
failure  in  a patient  with  Stevens-John- 
son  syndrome.  However,  cephalexin 
was  being  used  concurrently.14  Clavu- 
lanate  has  not  been  reported  to  alter  liv- 
er enzymes. 

The  mechanism  by  which  penicillin- 
related  antibiotics  cause  hepatic  injury 
remains  unclear.  The  rare  occurrence 
in  patients  taking  oxacillin  and  the  oth- 
er isoxazolyl  penicillins,  carbenicillin, 
and  now  amoxicillin/clavulanate  po- 
tassium suggests  that  these  reactions 
are  idiosyncratic.  The  lack  of  fever, 
rash,  and  eosinophilia  argue  against 
this  being  a hypersensitivity  reaction, 
and  suggest  it  may  be  due  to  a hepato- 
toxic  metabolite.6  The  occurrence  in 
the  combination  antibiotic  amoxicillin/ 
clavulanate  potassium  may  have  partic- 
ular significance.  Clavulanic  acid  has  a 
ring  structure  similar  to  that  of  penicil- 
lin (Fig  2),  and  this  may  enhance  hepat- 
ic toxicity.15 

This  is  the  first  reported  case,  to  our 
knowledge,  of  amoxicillin/clavulanate 
potassium-induced  cholestatic  hepati- 
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FIGURE  2.  The  molecular  structure  of  penicil- 
lin and  clavulanic  acid. 


tis.  Further  evaluations  will  determine 
if  amoxicillin/clavulanate  potassium 
has  an  increased  likelihood  of  causing 
this  side  effect  as  compared  to  other 
penicillins. 
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Use  of  gallium  citrate  Ga  67  scintigraphy  in  recurrent 

Merkel  cell  tumor 

Orlando  L.  Manfredi,  md;  Kenneth  Romano,  md;  Pamela  Jackson,  bs 


Merkel  cell  carcinoma,  a neuroendo- 
crine carcinoma  of  the  skin  first  de- 
scribed by  Toker1  in  1972,  has  been 
known  to  be  particularly  aggressive, 
with  a 35%  local  recurrence.2-3 

We  report  a case  of  Merkel  cell  carci- 
noma of  the  left  elbow,  diagnosed  by 
excisional  biopsy,  managed  with  radia- 
tion therapy,  and  followed  with  gallium 
citrate  Ga  67  (gallium  67)  scintigra- 
phy— documenting  the  usefulness  of 
this  method  in  detecting  recurrence. 

Case  Report 

A 66-year-old  woman  was  referred  to  the 
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Department  of  Radiation  Oncology  for 
management  of  Merkel  cell  carcinoma  af- 
fecting the  left  elbow.  The  patient  was  ini- 
tially seen  with  an  elevated,  reddish-purple, 
smooth  nodule  measuring  2.2  X 3.2  cm.  An 
excisional  biopsy  was  carried  out,  and  the 
histologic  findings  were  of  skin  cancer  aris- 
ing from  Merkel  cells.  On  initial  presenta- 
tion, a wide,  excisional  defect  with  a healing 
skin  graft  was  apparent  with  no  evidence  of 
tumefaction  or  regional  adenopathy.  Two 
months  later,  local  swelling  occurred  and 
gallium  67  computerized  scintigraphy  was 
carried  out;  this  disclosed  several  discrete, 
elevated,  purplish  tumefactions  along  the 
extensor  surface  of  the  proximal  third  of  the 
forearm  as  well  as  avid  deposits  in  the  axilla 
and  pectoral  region  (Figs  1, 2).  The  remain- 
der of  the  scan  displayed  normal  uptake 
throughout  the  thorax  and  mediastinum. 
There  was  no  evidence  of  abnormal  para- 
lumbar  or  pelvic  labelling.  Roentgenograms 
of  the  left  shoulder,  humerus,  and  elbow 
failed  to  disclose  any  evidence  of  bone  de- 


struction. Skeletal  scintigraphy  performed 
with  99mTc  hydroxydiphosphonate  disclosed 
arthritic  changes  of  the  knees,  vertebral  col- 
umn, and  right  sacroiliac  joint;  otherwise, 
there  was  no  evidence  of  metastatic  disease. 

The  patient  was  referred  to  the  Depart- 
ment of  Radiation  Oncology.  A rectangular, 
9X7  cm2  Field  with  an  equivalent  square  of 
7.9  cm2  was  utilized  with  wet  bolus  tech- 
nique maximizing  the  dose  at  the  skin  sur- 
face. Three  thousand  one  hundred  rads  were 
delivered  in  ten  fractions.  On  the  last  treat- 
ment day,  the  skin  lesions  were  practically 
ablated.  Within  six  weeks,  the  patient  re- 
turned with  recurrent  tumor  above  the  treat- 
ment site. 

Discussion 

The  Merkel  cell  is  a nondendritic, 
nonkeratinocytic,  epithelial,  clear  cell 
located  in  the  basal  layer  of  the  epider- 
mis. The  neurotactile  cell  is  capable  of 
malignant  transformation  and  has  been 
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FIGURE  1.  Discrete,  elevated,  purplish  nodu- 
lar lesions  along  the  extensor  surface  of  the  left 
elbow. 


reported  as  “trabecular  cell  carcino- 
ma.”3 In  1972,  Toker1  first  described 
this  primary  skin  tumor  as  having  a mi- 
croscopic appearance  of  irregular  anas- 
tamosing  trabeculae  and  rosette  ar- 
rangements of  deeply  basophilic  tumor 
cells.  These  irregular  sheets  or  trabecu- 
lae frequently  were  observed  to  infil- 
trate the  collagen  fibers  of  the  dermis 
and  the  subcutaneous  adipose  tissue.4 
The  richest  source  of  Merkel  cells  is  the 
skin  of  the  neck  and  abdomen.  The  tu- 
mors are  cellular,  with  a high  mitotic 
rate. 

The  histologic  features  of  this  tumor 
can  be  difficult  to  differentiate  from 
other  small-cell  undifferentiated  tu- 
mors that  occur  in  the  skin,  either  pri- 
mary or  metastatic.  These  tumors  can 
resemble  lymphoma,  carcinoid,  oat  cell 
carcinoma,  sweat  gland  carcinoma,  and 
neuroblastoma  on  light  microscopy3; 
electron  microscopy  is  therefore  essen- 
tial for  the  diagnostic  confirmation  of 


FIGURE  2.  Seventy-two  hour  gallium  citrate 
Ga  67  scan  showing  avid  deposits  correspond- 
ing to  the  nodules  as  well  as  metastatic  deposits 
in  lymph  nodes  in  axilla  and  pectoral  region. 


the  Merkel  cell  tumor.  Examination  of 
the  ultrastructure  of  Merkel  cell  tumor 
cells  shows  membrane-bound,  dense- 
core,  neurosecretory  granules  peripher- 
ally in  the  cytoplasm.3  There  is  some 
variation  in  the  size  of  these  granules. 
However,  they  are  morphologically 
identical  to  the  membrane-bound  gran- 
ules seen  in  cells  differentiated  from 
neurocrest  or  amine  precursor  uptake 
decarboxylase  (APUD)  cells,  and  thus 
support  the  concept  that  trabecular  cell 
carcinoma  is  derived  from  neurocrest 
origin.4 

Since  Edwards  and  Hayes,5  in  1969, 
first  introduced  the  clinical  use  of  galli- 
um 67  for  the  detection  of  soft  tissue  tu- 
mors by  imaging  techniques,  there  have 
been  numerous  reports  on  the  use  of  this 
radiopharmaceutical  in  the  demonstra- 
tion of  a variety  of  tumors,  and  their  ra- 
diochemistry and  cellular  localization. 
Gallium  67  has  been  the  most  widely 
used  tumor  seeking  agent,  and  the  liter- 
ature has  documented  its  effective  role 
in  the  demonstration  and  management 
of  lymphomas,  occult  primary  lesions, 
and  metastatic  lesions.6-8  The  precise 
mechanism  of  gallium  67’s  localization 
in  malignant  lesions  is  unknown.  Con- 
siderable evidence  suggests  that  the 
mechanism  of  gallium  67  in  tumors  is 
complex.  Multiple  factors  contribute  to 
its  localization  in  tumors  based  on  ade- 
quate blood  supply,  the  presence  of  spe- 
cific binding  proteins  (lactoferrin  or 
ferritin),  increased  tumor  membrane 
porosity,  local  pH  change,  and  histio- 
cytic content  of  tumor,  to  mention  a 
few. 

Gallium  67  is  predominantly  local- 
ized as  amorphous  electron  dense  bod- 
ies in  single  membrane-bound,  lyso- 
some-like  cytoplasmic  organelles  and  to 
a lesser  extent  in  the  nuclei  and  cyto- 
plasm.9 A relatively  specific  ultrastruc- 
tural  finding  for  Merkel  cell  tumor  is 
the  presence  of  perinuclear  fibrillar 
whorls  on  electron  microscopy  (Fig  3). 
Identification  of  these  perinuclear 
structures  allows  differentiation  of  tra- 
becular carcinoma  from  the  most  com- 
mon neuroendocrine  tumors  that  me- 
tastasize to  the  skin  of  the  head  and 
neck  and  have  similar  morphology  to 
the  Merkel  cell  carcinoma.10  Addition- 
ally, a notable  cytologic  feature  of  the 
Merkel  cell  tumor  is  a finely  dispersed 
chromatin  in  round  or  oval  nuclei  with  a 
sharply  defined  nuclear  membrane.2 
Trabecular  cell  carcinoma  usually  oc- 
curs as  a solitary  tumor  in  middle-aged 
to  elderly  individuals  and  is  found 
equally  in  men  and  women.11  Meland 
and  associates3  have  reported  that  in  23 


FIGURE  3.  Left,  low  power  (X  13,500);  Right, 
high  power  (X33.750)  electron  microscopy 
showing  membrane  bound  granules  with  dense 
core  in  tumor  cells. 

patients  the  tumor  occurred  most  often 
in  the  head  and  neck  region  and  lower 
extremities.  The  upper  extremity  tumor 
location  in  this  case  has  been  reported 
to  be  a less  common  site,  along  with  the 
region  of  the  trunk.  Characteristically, 
the  Merkel  cell  tumor  involves  dermis, 
with  sparing  of  the  epidermis.  Lym- 
phatics were  the  most  common  meta- 
static site,  with  liver  and  lung  being  fre- 
quently affected  visceral  areas.3  On 
microscopic  evaluation,  the  histologic 
features  of  the  skin  tumor  and  the 
metastatic  tumors  in  the  lymph  nodes 
are  identical.4 

No  method  of  treatment  is  entirely 
successful,  although  local  excision  and 
regional  lymph  node  dissection  for  pal- 
pable nodes  have  been  used  most  often. 
Chemotherapy  has  not  prevented  mor- 
tality in  extensive  disease,  although  ad- 
junctive radiotherapy  has  sometimes 
been  helpful.11 

Since  this  neoplasm  has  a high  pro- 
pensity for  local  as  well  as  lymphatic 
and  hematogenous  metastases,  follow- 
up studies  using  gallium  citrate  Ga  67 
scintigraphy  could  lead  to  earlier  diag- 
nosis of  recurrence,  with  improved  sur- 
vival. 
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Perforation  of  a gastrojejunal  ulcer  into  the  pericardium 

Nurhan  Yazicioglu,  md;  Mehmet  C.  Oz,  md;  Cemi  Demiroglu,  md 


Pneumopericardium  most  commonly  re- 
sults from  penetrating  or  blunt  chest 
trauma,  spontaneous  formation  of  gas 
from  anaerobic  bacteria,  extension  of 
pericardial  disease  into  the  neighboring 
organs,  involvement  of  the  pericardium 
by  diseases  of  adjacent  organs,  and  iat- 
rogenic causes.  Pneumopericardium 
rarely  results  from  fistula  formation 
from  the  gastrointestinal  tract  below 
the  level  of  the  diaphragm.  We  describe 
here  a patient  with  a gastrojejunal 
anastomotic  ulcer  complicated  by 
pneumopyopericardium  and  discuss  the 
diagnosis  and  therapy  of  this  entity. 

Case  Report 

A 31 -year-old  man  was  admitted  to  the 
University  of  Istanbul  Cerrahpasa  Hospital 
complaining  of  dyspnea,  weakness,  nausea, 
vomiting,  and  a sharp,  constant  pain  be- 
tween his  scapulae.  The  patient  had  a surgi- 
cal history  of  an  antrectomy  and  Roux-en-V 
gastrojejunostomy  for  peptic  ulcer  disease 
three  years  prior  to  admission.  He  had  com- 
plained of  mild  mid-epigastric  pain  during 
the  ensuing  period.  However,  he  had  not 
needed  medical  treatment.  Four  days  prior 
to  admission,  he  had  had  a three-hour  epi- 
sode of  severe  chest  pain  with  associated 
dyspnea  and  frothy  vomitus.  The  patient  de- 
nied any  history  of  blunt  trauma,  fever,  or 
chills. 

On  examination,  the  patient  was  afebrile 
with  a regular  pulse  of  120/min  and  a bilat- 
eral blood  pressure  of  90/70  mm  Hg.  His 
skin  was  cold  and  his  jugular  veins  were  dis- 
tended to  the  angle  of  the  mandible.  The 
heart  sounds  were  diminished,  and  a sound 
of  fluid  turbulence  was  audible  over  the  pre- 
cordium.  The  liver  was  palpable  four  centi- 
meters below  the  right  costal  margin  in  the 
mid-clavicular  line. 
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The  hematocrit  was  35%  with  a leukocyte 
count  of  6,800  cells/cm2.  The  remaining 
laboratory  results  were  remarkable  for  a se- 
rum aspartate  transferase  (SGOT)  of  2,755 
U/L,  a lactate  dehydrogenase  (LDH)  of 
2,725  U/L,  and  a creatinine  phosphokinase 
(CPK)  of  82  U/L.  An  electrocardiogram 
demonstrated  a sinus  tachycardia,  low  volt- 
age in  all  leads,  and  ST  segment  elevation  in 
leads  I,  II,  aVL,  and  V2_6.  The  chest  roent- 
genogram (Fig  1)  revealed  an  air-fluid  level 
within  the  pericardial  space. 

The  central  venous  pressure  was  found  to 
be  21  mm  H20.  The  patient’s  blood  pressure 
remained  at  90/70  mm  Hg  without  evidence 
of  deterioration.  Therefore,  further  investi- 
gation into  the  etiology  of  the  pericardial  ef- 
fusion was  conducted.  An  echocardiogram 
showed  fluid  and  air  anterior  and  posterior 
to  the  heart.  An  abdominal  ultrasound  dem- 
onstrated hepatomegaly,  gallstones,  and  di- 
lation of  the  intrahepatic  veins  and  the  infe- 
rior vena  cava.  An  upper  gastrointestinal 
study  with  meglumine  diatrizoate  failed  to 
demonstrate  the  pericardial  Fistula.  A com- 
puted tomographic  (CT)  scan  of  the  region 
showed  air  in  the  pericardium  with  associat- 
ed posterior  displacement  of  the  heart.  No 
fistula  was  identified. 

On  the  third  hospital  day,  a superventri- 


FIGURE  1.  Air-fluid  level  within  the  pericardi- 
um demonstrated  on  a posteroanterior  chest 
roentgenogram. 


cular  tachycardia  was  observed  and  con- 
trolled with  verapamil.  On  the  eighth  hospi- 
tal day,  a fever  developed,  with  a 
temperature  of  38.5°C,  and  leukocytosis  of 
16,700  cells/cm2.  Physical  examination  was 
notable  only  for  increased  dullness  over  the 
left  hemithorax.  A left  thoracentesis  yielded 
300  mL  of  yellow-green,  foul-smelling  fluid. 
The  white  cell  count  of  the  fluid  was  12,500 
cells/cm2,  and  examination  of  the  smear 
showed  gram-positive  and  negative  bacilli 
and  gram-positive  diplococci.  Cytologic  ex- 
amination revealed  no  malignant  cells.  Cul- 
tures of  the  fluid  grew  Proteus  mirabilis. 
Cefazolin  and  tobramycin  therapy  ensued, 
with  a resultant  decline  in  the  temperature 
and  leukocyte  count.  On  the  11th  hospital 
day,  profuse  gastrointestinal  bleeding  devel- 
oped which  necessitated  an  emergency  celio- 
tomy. A perforated  ulceration  at  the  site  of 
the  gastrojejunal  anastomosis  was  found 
penetrating  through  the  pericardium  and 
into  the  left  ventricular  myocardium.  Bleed- 
ing was  noted  at  this  site,  and  following  an 
unsuccessful  attempt  at  primary  repair,  the 
patient  died. 

At  autopsy,  a gastrojejunal  anastomotic 
ulcer  which  had  eroded  into  the  diaphragm, 
liver,  and  pericardium  was  identified.  The 
pericardial  space  was  filled  with  blood  and 
pus,  and  there  was  a peptic  ulceration 
through  the  left  ventricular  wall  leading  to 
the  fatal  gastrointestinal  and  intraperitone- 
al  hemorrhage. 

Discussion 

Pneumopericardium  is  rarely  caused 
by  a fistula  from  the  gastrointestinal 
tract  below  the  diaphragm.  Gastroperi- 
cardial  fistulas  formed  as  a result  of 
perforated  benign  gastric  ulcers1  and 
gastric  carcinomas2,3  have  been  report- 
ed. Due  to  the  nature  of  fistula  con- 
tents, these  patients  usually  present 
with  pneumopyopericardium.  Two 
cases  of  gastrojejunal  anastomotic  ul- 
cers complicated  by  pneumopyoperi- 
cardium have  been  reported  previous- 
ly.4,5 Both  patients  had  Zollinger- 
Ellison  syndrome,  and  both  died  as  a 
direct  result  of  the  pneumopyopericar- 
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dium.  It  has  been  suggested  that  a high 
gastric  resection  may  result  in  a gastro- 
jejunopericardial  fistula  secondary  to 
adhesions  around  an  old  anastomotic 
ulcer.5 

The  patient  reported  here  fits  this 
pattern.  Adhesions  were  encountered 
between  the  gastrojejunal  anastomosis, 
diaphragm,  and  liver,  which  apparently 
channeled  the  contents  of  the  perforat- 
ed ulcer  into  the  diaphragm  and  peri- 
cardium. A fibrinopurulent  pericarditis 
resulted,  which  led  to  left  ventricular 
peptic  lysis  and  myocardial  perforation. 
The  peritoneum  was  bypassed,  thus  ac- 
counting for  the  remarkable  lack  of 
peritonitis. 

On  physical  examination,  a mill- 
wheel murmur  is  often  audible  in  pneu- 
mopericardium complicated  by  a peri- 
cardial effusion.6’7  Some  authors  have 
noted  that  in  the  absence  of  a substan- 
tial amount  of  fluid,  a metallic  crack- 
ling cardiac  sound  is  often  heard.8 
Roentgenographic  findings  include  air 
within  the  pericardium  with  or  without 
an  air-fluid  level,  enlargement  of  the 
heart  shadow,  and  evidence,  with  ap- 
propriate contrast  studies,  of  a fistula 


between  the  pericardium  and  neighbor- 
ing organs.5’6 

The  important  lesson  to  be  learned 
from  this  case  is  that  the  presence  of  an 
air  fluid  level  within  the  pericardial 
cavity  must  be  treated  as  a surgical 
emergency.  Inability  to  demonstrate  a 
fistula  on  roentgenographic  investiga- 
tion should  not  preclude  the  diagnosis 
of  this  entity,  since  only  early  and  ag- 
gressive surgical  therapy  will  allow  suc- 
cessful resolution  of  the  problem.  Addi- 
tional diagnostic  studies  which,  in  this 
case,  were  not  performed,  including  up- 
per endoscopy,  could  help  define  the 
pathologic  process.  If  the  etiology  of  the 
pericardial  fluid  is  not  clearly  diag- 
nosed by  available  means,  then  a peri- 
' cardial  window  should  be  performed  for 
diagnostic  as  well  for  therapeutic  rea- 
sons. As  with  the  patient  described 
here,  a delay  in  performing  this  proce- 
dure because  a clear  etiology  for  the 
pyopneumopericardium  is  not  found 
can  result  in  a poor  outcome.  Once  a fis- 
tula is  recognized,  exploration  should 
be  initiated  to  debride  the  region  and 
repair  any  perforations.  The  pericardial 
sac  should  be  irrigated  and  fluid  drain- 


age ensured.  If  necessary,  the  wound 
should  be  left  open.  Secondary  closure 
of  the  wound  can  be  attempted  after  the 
suppuration  subsides.9’10 
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Postoperative  fistula  following  insertion  of  a penile 
prosthesis  in  a diabetic  patient 

Mitchell  H.  Bamberger,  md,  Alexander  Sotiropoulos,  md 


Infection  following  the  surgical  implan- 
tation of  a prosthetic  device  is  an  omi- 
nous event.  Meticulous  attention  to  de- 
tail and  strict  sterile  technique  are 
mandatory  to  prevent  contamination. 

When  infection  occurs  in  the  pres- 
ence of  a penile  implant,  the  prosthesis 
must  be  removed.  If  reinsertion  is  de- 
sired, this  can  only  be  done  after  subse- 
quent healing  with  scar  formation  and 
fibrosis.  In  addition,  the  second  surgical 
procedure  is  usually  met  with  extreme 
technical  difficulties,  as  the  tissue 
planes  have  been  obliterated  by  exces- 
sive scarring. 
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We  present  a case  of  bilateral  caver- 
noso-cutaneous  fistulas  caused  by  in- 
fection following  the  implantation  of  an 
inflatable  penile  prosthesis,  which  was 
successfully  treated  without  removal  of 
the  prosthesis. 

Case  Report 

A 42-year-old  patient  with  diabetes  melli- 
tus,  who  required  30  units  of  NPH  insulin 
daily,  received  an  inflatable  penile  prosthe- 
sis (AMS  700)  in  March  1981,  for  the  man- 
agement of  organic  impotence.  The  prosthe- 
sis had  functioned  well  for  approximately 
five  years,  but  it  then  failed  to  inflate. 

On  surgical  exploration  through  a supra- 
pubic incision,  the  right  cylinder  was  found 
to  have  a 2-cm  longitudinal  tear.  New  re- 
placement cylinders  were  inserted  without 
difficulty,  after  which  the  prosthesis  inflated 
easily  and  functioned  properly.  During  the 


procedure,  both  the  wound  and  the  replace- 
ment parts  were  irrigated  with  copious 
amounts  of  kanamycin  and  bacitracin  solu- 
tion. The  wound  was  closed  in  several  layers. 
In  the  postoperative  period,  the  patient  re- 
ceived ampicillin,  1 g every  six  hours,  and 
gentamicin,  80  mg  every  eight  hours,  for 
three  days.  He  was  discharged  on  the  fourth 
day  on  oral  ampicillin,  500  mg  every  six 
hours  for  ten  days,  after  an  uneventful  re- 
covery except  for  minimal  ecchymosis  in  the 
suprapubic  region. 

Three  weeks  later,  the  patient  returned 
for  his  first  follow-up  visit  with  a 5-mm  sep- 
aration present  in  the  middle  of  the  suprapu- 
bic incision.  There  was  a purulent  discharge 
from  this  opening.  He  was  immediately 
placed  on  oral  cephradine,  500  mg  every  six 
hours.  Once  a day  irrigation  of  the  wound  by 
the  physician  was  started  on  an  outpatient 
basis  using  a solution  of  gentamicin  (80 
mg),  polymixin  B (100  mg),  and  neomycin 
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(500  mg)  per  liter  of  sterile  water.  Culture 
of  the  purulent  material  grew  Pseudomonas 
and  E coli.  After  each  daily  irrigation,  the 
wound  was  packed  with  iodoform  gauze. 

The  purulent  drainage  gradually  became 
clear  and  decreased  in  amount  with  contin- 
ued irrigation.  Repeat  cultures  were  nega- 
tive. While  irrigating  the  wound,  the  penis 
was  noted  to  become  engorged  and  erect.  A 
sinogram  was  obtained  with  contrast  sur- 
rounding both  cylinders  and  the  valve  mech- 
anism (Fig  1).  The  daily  irrigations  contin- 
ued for  about  eight  weeks  as  well  as  the  oral 
cephradine  regimen  until  eventually  the 
wound  completely  healed.  Twenty  months 
after  complete  closure  of  the  fistulas,  the  pa- 
tient was  using  the  prosthesis  with  complete 
satisfaction.  He  is  not  maintained  on  sup- 


FIGURE  1.  Sinogram  demonstrating  contrast 
surrounding  both  cylinders  and  valve  mecha- 
nism. 


pressive  antibiotics,  but  is  examined  on  a 
regular  basis  for  any  signs  of  recurrent  in- 
fection. 


Discussion 

Mechanical  failures  still  account  for 
most  of  the  replacements  of  penile  pros- 
thetic devices,  with  reports  stating  an 
12%  to  80%  incidence.1-3  Wound  infec- 
tions account  for  an  additional  0.5%  to 
3 . 1 % of  complications. 1 -3 1 n most  cases, 
when  infection  is  present  the  prosthesis 
must  be  removed  for  the  healing  to  pro- 
ceed.4 

Occasionally,  the  corpora  may  be 
drained  to  promote  healing.5  Replacing 
the  devices  later  requires  extensive 
sharp  dissection,  which  is  usually  met 
with  extreme  technical  difficulty.2 
Most  recently  a rescue  procedure,  in- 
volving removal  of  the  infected  prosthe- 
sis and  simultaneous  replacement  with 
a new  system,  has  been  reported  with  a 
success  rate  of  83. 7%. 6 Only  patients 
with  a non-eroded,  infected  device  may 
be  considered  for  this  alternative  form 
of  salvage. 

Patients  prone  to  infection,  especially 
diabetics,  should  be  warned  of  this  pos- 
sibility. Diabetic  patients  are  known  to 
have  slow  healing  wounds  and  de- 
creased blood  flow  due  to  small  vessel 
disease.  Gentle  handling  of  tissue,  me- 
ticulous hemostasis,  and  antibiotic 
therapy  are  required  to  prevent  compli- 


cations. Surgical  complications  include 
scrotal  hematomas,  penile  ecchymosis, 
and  extrusions  due  to  necrosis  from  tis- 
sue ischemia  by  a prosthesis  of  incor- 
rect or  too  large  a size. 

This  case  represents  the  first  pub- 
lished report  to  our  knowledge  of  con- 
servative management  of  a postopera- 
tive fistula  that  occurred  following 
reinsertion  of  a penile  prosthesis  in  a di- 
abetic patient.  In  certain  cases,  an  al- 
ternative form  of  conservative  therapy 
with  daily  wound  care  by  the  patient 
and  surgeon  is  required  to  avoid  a po- 
tentially disastrous  result  that  is  frus- 
trating to  both  the  patient  and  physi- 
cian. 
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360  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/JUNE  1989 


LETTERS  TO  THE  EDITOR 


Address  correspondence  to  Editor,  New  York  State  Journal  of  Medicine,  420  Lakeville  Road , Lake  Success,  NY  11042.  Letters  should 
be  typed  double-spaced  and  include  the  signature,  academic  degree,  professional  affiliation,  and  address  of  each  author.  Preference  is 
given  to  letters  not  exceeding  450  words,  and  every  effort  will  be  made  to  assure  prompt  publication  after  editorial  review.  All  letters 
are  personally  acknowledged  by  the  Editor. 


Buttocks  blow  barotrauma  and 
pneumomediastinum 

TO  THE  EDITOR:  The  case  report  in 

the  August  1988  issue  of  the  Journal  of 
cocaine-induced  pneumomediastinum 
possibly  associated  with  a Valsalva  ma- 
neuver1 reminded  us  of  a patient  who 
had  also  experienced  pneumomedias- 
tinum by  an  unusual  mechanism. 

A 16-year-old  female,  without  any 
prior  cardiac  or  pulmonary  history, 
came  to  the  emergency  room  with  pro- 
gressive substernal  pain  which  had  be- 
gun 12  hours  before  while  she  was  sit- 
ting on  her  bed.  It  worsened  with  deep 
inspiration.  She  denied  any  history  of 
cigarette  or  drug  use  and  was  on  no 
medications.  She  had  had  no  recent 
coughing  or  hemoptysis. 

The  initial  examiners  thought  a peri- 
cardial rub  was  present  and  a cardiolo- 
gy consultation  was  requested.  The 
Hamman  sign  (mediastinal  crunch 
with  cardiac  systole)  was  promptly  de- 
tected over  the  anterior  precordium 
with  minimal  subcutaneous  emphyse- 
ma below  the  left  breast.  The  electro- 
cardiogram revealed  sinus  rhythm  and 
normal  morphology.  The  electrolytes 
and  complete  blood  count  were  normal. 
A chest  roentgenogram  was  obtained, 
confirming  the  presence  of  pneumome- 
diastinum but  showing  no  pneumotho- 
rax. An  additional  history  revealed  that 
the  patient  had  experienced  an  unex- 
pected mishap  24  hours  previously.  She 
suddenly  slipped  while  walking  on  ice, 
causing  her  to  land  directly  on  her  but- 
tocks. She  then  experienced  a sudden 
forcible  exhalation  and  subsequently 
had  the  gradual  onset  of  pain. 

The  patient’s  chest  pain  resolved 
within  36  hours  on  bed  rest  and  conser- 
vative management.  She  had  no  recur- 
rence of  symptoms  over  the  following 
year. 

Based  on  the  patient’s  description,  a 
Valsalva  mechanism  is  postulated  as 
the  etiology  of  her  pneumomedias- 
tinum. Although  falls  on  ice  would 
seem  an  infrequent  cause  of  pneumo- 
mediastinum, this  case  reinforces  Val- 
salva as  a possible  mechanism.  Thus, 
we  would  add  sudden  blows  to  the  but- 
tocks with  resultant  Valsalva  as  anoth- 


er cause  of  chest  pain  and  pneumome- 
diastinum. 

FRANK  M.  TAMARIN,  MD 
BERNARD  GITLER,  MD 
JOSE  PEREZ,  MD 
ROBERT  D.  BRANDSTETTER.  MD 
Department  of  Medicine 
New  Rochelle  Hospital  Medical  Center 
16  Guion  PI 
New  Rochelle,  NY  10802 

1.  Palat  D,  Denson  M,  Sherman  M,  et  al:  Pneu- 
momediastinum induced  by  inhalation  of  alkaloidal 
cocaine.  NY  State  J Med  1988;  88:438-439. 


Needle  localization  of  occult 
breast  cancer  and  subsequent 
management 

TO  THE  EDITOR:  The  paper  by  Abel 

and  Deitch1  in  the  November  1988  is- 
sue of  the  Journal  on  needle  localiza- 
tion of  occult  breast  cancer  makes  sev- 
eral valid  and  important  points.  We 
agree  with  its  central  themes,  and 
would  like  to  see  most  of  the  diagnostic 
methods  described  enter  widespread 
practice,  both  to  save  lives,  and  also  to 
minimize  cosmetically  unpleasant  ef- 
fects from  the  biopsy  of  lesions  that  are 
ultimately  proven  histologically  to  be 
noncancerous.  However,  two  areas  re- 
quire rebuttal. 

First,  modified  radical  mastectomy  is 
not  the  only  treatment  of  choice  for 
breast  cancer.  Careful  prospective 
studies  have  established  that  the  combi- 
nation of  breast  segmentectomy  (wide- 
margin  excisional  biopsy),  axillary  dis- 
section, and  radiotherapy  to  all  residual 
ipsilateral  breast  parenchyma  is  associ- 
ated with  as  good  results  as  mastectomy 
in  the  patient  who  meets  selection  crite- 
ria.2'4 Many  women  with  newly  diag- 
nosed breast  cancer  meet  these  criteria. 
For  them,  the  probability  of  curing  can- 
cer is  not  jeopardized,  and  the  physical, 
social,  and  psychologic  after-effects  of 
surgery  are  substantially  lessened. 
Thus,  the  authors’  appropriate  action 
on  behalf  of  cosmesis  can  be  safely  ex- 
tended to  many  patients  with  malignant 
diseases  as  well. 

Second,  we  object  to  the  end  of  the 
statement,  “the  best  hope  for  cure  re- 


mains early  detection  by  mammogra- 
phy and  appropriate  local  treatment.” 
The  benefits  obtained  by  following  lo- 
cal surgery/radiotherapy  with  adju- 
vant (systemic)  therapy  (well-tolerated 
hormone  therapy,  or  tolerable  multi- 
agent chemotherapy)  have  been  well  es- 
tablished in  even  the  best  prognostic 
subgroups  of  node-negative  women.5'8 
The  historic  impetus  to  trials  of  adju- 
vant therapy  was  an  unacceptable  rate 
of  treatment  failure,  ie,  development  of 
metastases  and  death  from  breast  can- 
cer, in  patients  whose  local  disease  was 
well  treated  but  whose  (initially  un- 
diagnosable)  systemic  disease  ultimate- 
ly spread.  This  sequence  occurred  in 
some  three-fourths  of  node-positive 
women  treated  with  surgery  alone,  and 
in  a fourth  of  node-negative  patients. 

Patients  with  positive  nodes  are  sta- 
tistically unlikely  to  be  cured  by  sur- 
gery alone.  The  significant  frequency  of 
lymph  node  metastases  in  occult  (sub- 
clinical,  impalpable)  breast  cancer  in 
the  series  cited  by  Abel  and  Deitch1  un- 
derscores the  need  to  add  systemic 
treatment  for  patients  with  occult 
breast  cancer  as  well  as  for  others.  Pa- 
tients with  positive  nodes  have  even 
more  to  gain  by  adjuvant  therapy,  ie, 
the  largest  benefit  compared  to  patients 
who  receive  local  therapy  alone.  Thus 
there  is  abundant  reason  for  offering  a 
potentially  curative  combined  treat- 
ment modality  program  to  patients 
with  occult  breast  cancer. 

It  would  be  most  unfortunate  if  read- 
ers of  this  study  diagnosed  their  pa- 
tients’ breast  cancers  earlier  or  more  ef- 
ficaciously, only  to  offer  them  less  than 
the  most  current  and  effective  options 
for  limited  surgery  and  for  systemic 
preventive  therapy. 

On  another  issue,  the  need  to  freeze  a 
portion  of  breast  biopsy  tissue  requires 
re-emphasis.  We  agree  that  permanent 
histologic  sections  are  preferable  for 
definitive  pathologic  diagnosis,  but  ma- 
terial must  be  preserved  for  assays  for 
estrogen  and  progesterone  receptors  in 
the  event  of  a final  diagnosis  of  carcino- 
ma. The  results  of  such  assays  clearly 
assist  selection  of  an  optimal  breast 
cancer  management  plan. 
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HENRY  SCHNEIDER  MAN,  MD 
JONATHAN  R SPORN,  MD 
PETER  DECKERS,  MD 

University  of  Connecticut  Health  Center 
Farmington,  CT  06032-9984 

1.  Abel  WG,  Deitch  JS:  Needle  localization  of 
occult  breast  cancer.  NY  State  J Med  1988;  88:574-576. 

2.  Danoff  BF,  Haller  DG,  Glick  JH,  et  al:  Con- 
servative surgery  and  irradiation  in  the  treatment  of 
early  breast  cancer.  Ann  Intern  Med  1985;  102:634-642. 

3.  Fisher  B,  Bauer  M,  Margolese  R,  et  al:  Five- 
year  results  of  a randomized  clinical  trial  comparing 
total  mastectomy  and  segmental  mastectomy  with  or 
without  radiation  in  the  treatment  of  breast  cancer.  N 
Engl  J Med  1985;  312:665-673. 

4.  Harris  JR.  Heilman  S,  Kinne  DW:  Limited 
surgery  and  radiotherapy  for  early  breast  cancer.  N 
Engl  J Med  1985;313:1365-1368. 

5.  Fisher  B,  Redmond  C,  Dimitrov  N,  et  al:  A 
randomized  clinical  trial  evaluating  sequential  meth- 
otrexate and  fluorouracil  in  the  treatment  of  patients 
with  node-negative  breast  cancer  who  have  estrogen- 
receptor-positive  tumors.  N Engl  J Med  1989; 
320:474-478. 

6.  Fisher  B,  Costantino  J,  Redmond  C,  et  al:  A 
randomized  clinical  trial  evaluating  tamoxifen  in  the 
treatment  of  patients  with  node-negative  breast  can- 
cer who  have  estrogen-receptor-positive  tumors.  TV 
Engl  J Med  1989;  320:479-484. 

7.  DeVita  VT  Jr:  Breast  cancer  therapy:  Exercis- 
ing all  our  options.  N Engl  J Med  1989;  320:527-529. 

8.  McGuire  WL:  Adjuvant  therapy  of  node-nega- 
tive breast  cancer.  N Engl  J Med  1989;  320:525-527. 

In  reply.  The  comments  in  the  letter 
by  Drs  Schneiderman,  Sporn,  and 
Deckers  are  well  taken  and  we  agree 
generally,  but  we  would  like  to  address 
a few  specific  points.  The  article  was 
not  intended  to  reflect  our  complete  ap- 
proach to  breast  cancer  management 
but  to  report  our  results  on  needle  local- 
ization of  occult  breast  cancer  which  in- 
cluded the  treatment  given.  We  recog- 
nize that  alternatives  exist  to  a 
modified  radical  mastectomy  and  in 
New  York  State  we  are  required  by  law 
to  discuss  these  with  the  patient.  One  of 
the  major  trials,1  upon  which  current 
conservative  surgery  is  largely  based,  is 
the  National  Surgical  Adjuvant  Breast 
Project  B-06,  which  published  its  re- 
sults in  March  1985  after  a mean  fol- 
low-up of  39  months  with  five-year  pro- 
jections based  on  life-table  estimates. 
We  all  hope  that  the  projections  of 
equivocal  results  with  mastectomy  or 
segmentectomy  hold  up,  but  in  the 
meantime  it  is  important  to  remember 
what  the  B-06  trial  actually  revealed 
Twenty-five  percent  of  patients  origi- 
nally assigned  to  one  of  the  segmental 
arms  required  immediate  mastectomy 
because  of  tumor  involvement  of  a mar- 
gin. The  group  assigned  to  segmentec- 
tomy plus  radiation  therapy  had  a 10% 
local  recurrence  within  five  years,  and 
those  with  segmentectomy  alone  had  a 
30%  local  recurrence.  Within  five 
years,  approximately  35%  of  those 
treated  by  segmental  resection  plus  ra- 
diation had  undergone  mastectomy, 


and  over  50%  of  those  who  had  segmen- 
tal resection  alone  underwent  mastecto- 
my. Whether  survival  will  be  affected 
following  treatment  of  these  recurrences 
is  too  early  to  tell,  but  if  adequate  follow- 
up reveals  equivalency,  then  a giant  step 
forward  will  have  been  made. 

We  are  grateful  to  Drs  Schneider- 
man, Sporn,  and  Deckers  for  pointing 
out  the  benefits  of  appropriate  adjuvant 
therapy,  and  agree  entirely  with  their 
remarks.  A full  discussion  of  the  pros 
and  cons  generated  by  the  May  1988 
Clinical  Alert  regarding  treatment  of 
Stage  I patients  is  not  possible  here,  but 
the  implication  that  all  node-negative 
patients  be  advised  to  undergo  therapy 
when  65-70%  are  cured  by  surgery 
alone  should  be  of  some  concern.  The 
benefits,  as  measured  by  three  to  four 
years’  mean  disease-free  survival, 
though  real,  are  modest,  and  in  our 
opinion,  should  be  used  in  any  high-risk 
subsets.  However,  good  local  control 
needs  to  be  emphasized.  Hayward,2  re- 
porting on  the  Second  Guy’s  Hospital 
Trial,  provided  “unequivocal  evidence 
of  the  importance  of  achieving  local 
control  in  the  primary  treatment  of  this 
disease.”  This  was  most  important  in  T i 
lesions,  the  group  most  appropriate  for 
conservative  surgery.  Peterson,3  in  a 
well  designed  trial,  reported  a 20-year 
follow-up  of  patients  treated  by  radical 
mastectomy  vs  ultraradical  mastecto- 
my with  no  adjuvant  treatment  given  to 
either  group,  which  further  indicates 
what  may  be  accomplished  by  surgery 
alone.  Robbins  and  Berg4  a decade  ago 
reported  a 30-year  follow-up  of  patients 
treated  with  radical  mastectomy  alone, 
which  showed  that  12.6%  were  alive 
and  free  of  disease,  24%  were  dead  of 
other  causes,  6.8%  were  lost  to  follow- 
up, and  56%  had  died  of  breast  cancer. 
It  may  be  concluded  that  radical  mas- 
tectomy “is  capable  of  controlling  local 
disease  and  curing  a substantial  num- 
ber of  patients.”  We  hasten  to  add  that 
we  have  not  performed  a radical  mas- 
tectomy in  ten  years  at  our  institution. 

We  agree  with  the  necessity  for  pre- 
serving tissue  for  receptor  studies  and 
this  is  routine.  We  are  now  seeing  many 
tumors  too  small  to  provide  enough  tis- 
sue for  the  dextran-charcoal  method  of 
analysis.  Additionally,  with  increasing 
use  of  fine  needle  aspiration,  another 
method  for  detecting  receptor  status 
was  needed.  We  are  currently  using 
monoclonal  antibodies  (ER-EIA)  on 
both  fine  needle  aspirates  and  formalin- 
fixed  paraffin  blocks  with  good  correla- 
tion with  dextran-charcoal  method. 

A brief  mention  should  be  made  of 


ductal  carcinoma  in  situ,  a disease  that 
is  in  transition  awaiting  a final  treat- 
ment recommendation.  Authors  should 
report  whether  they  are  dealing  with 
gross  or  microscopic  disease,  and  the 
histologic  type,  as  this  is  important  to 
the  clinician  agonizing  over  what  is  the 
“best”  treatment  for  his  patient.  As  re- 
ported by  Gump,5  “aggressive  local 
treatment  may  be  justified  when  one 
encounters  breast  cancer  at  a time 
when  the  possibility  of  systemic  in- 
volvement is  remote”  and  the  chance  of 
cure  approaches  100%. 

WILLIAM  G.  ABEL,  MD 
JACKS.  DEITCH,  MD 
State  University  of  New  York 
Health  Science  Center  at  Stony  Brook 
Stony  Brook,  NY  1 1794 
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Universal  precautions 

TO  THE  EDITOR:  Thank  you  for  the 

clear  and  succinct  review  of  universal 
precautions,  the  Center  for  Disease 
Control’s  (CDC)  guidelines  for  control- 
ling the  transmission  of  bloodborne 
pathogens  in  health  care  settings.  By 
helping  to  raise  the  level  of  awareness, 
the  Medical  Society  of  the  State  of  New 
York  and  the  Journal  have  made  a sig- 
nificant contribution  to  infection  con- 
trol. 

There  is,  however,  one  very  impor- 
tant fact  which  the  article  overlooked, 
and  that  is  that  the  Occupational  Safe- 
ty and  Health  Administration  (OSHA) 
has  mandated  and  is  vigorously  enforc- 
ing compliance  with  the  CDC’s  guide- 
lines. Many  health  care  employers,  in- 
cluding some  very  prominent  ones,  have 
already  been  cited  and  fined  by  OSHA. 

Under  the  Occupational  Safety  and 
Health  Act  of  1970,  employers  have  an 
obligation  to  provide  a workplace  free 
from  recognized  hazards.  This  obliga- 
tion, known  as  the  “General  Duty 
Clause,”  was  the  basis  for  OSHA’s 
Compliance  Directive  of  August  15, 
1988,  which  mandated  the  implemen- 
tation of  an  infection  control  program 
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encompassing  universal  precautions  by 
every  health  care  employer  in  the  Unit- 
ed States.  Private  employers  in  New 
York  State  fall  under  OSHA  jurisdic- 
tion. Public  employers  must  comply 
with  the  Public  Employees  Health  and 
Safety  Act.  However,  PEHS  Act  “stan- 
dards” must  be  at  least  as  stringent  as 
the  federal  OSHA  standards.  Adminis- 
trators of  state  and  municipal  facilities 
in  New  York  State  may  wish  to  contact 
the  New  York  State  Department  of  La- 
bor for  more  information. 

The  OSHA  Compliance  Directive 
mandates  a comprehensive  effort  on  the 
part  of  health  care  employers — physi- 
cians with  a single  assistant  and  large 
academic  medical  centers  alike — to 
train  employees,  provide  personal  pro- 
tective equipment,  offer  hepatitis  B 
vaccine  and  appropriate  medical  coun- 
seling to  employees  at  risk,  and  monitor 
their  establishments  to  ensure  compli- 
ance. Employers  not  in  compliance  may 
risk  civil  liability  in  addition  to  citations 
and  fines  from  OSHA. 

Recently,  OSHA  released  a pro- 
posed Standard  for  Bloodborne  Patho- 
gens which  further  defines  employers’ 
responsibilities  in  this  area.  OSHA  will 
accept  comments  and  suggestions  from 
interested  parties  before  publishing  a fi- 
nal standard.  Some  of  your  readers  may 
wish  to  take  advantage  of  this  opportu- 
nity to  participate  in  the  rulemaking 
process.  In  the  meantime,  they  should 
know  that  they  are  required  to  comply 
with  the  “rules”  already  on  the  books. 

PAMELA  VAN  WAGENEN 
President 

Interactive  Health  Systems,  Inc 
25  West  8 1st  St 
New  York,  NY  10024 

1.  Update:  Universal  precautions  for  prevention 
of  transmission  of  human  immunodeficiency  virus, 
hepatitis  B virus,  and  other  bloodborne  pathogens  in 
health-care  settings.  A ’Y  Stale  J Med  1988;  88:649- 
651. 

In  reply.  The  Council  of  the  Medical 
Society  of  the  State  of  New  York 
adopted  the  Centers  for  Disease  Con- 
trol’s (CDC)  guidelines  on  the  recom- 
mendation of  the  Society’s  Committee 
on  Preventive  Medicine.  These  guide- 
lines, originally  published  in  Morbidity 
and  Mortality  Report  (1988;  37:377— 
382,  387-388),  were  reprinted  in  the 
Journal ,'  and  it  is  to  this  reprinting  that 
Ms  Van  Wagenen  is  referring.  Since 
this  was  an  exact  reprinting  of  the  CDC 
guidelines,  it  was  not  appropriate  to 
modify  it  with  the  inclusion  of  other  in- 
formation. 

We  very  much  appreciate  Ms  Van 


Wagenen’s  bringing  to  our  attention 
the  fact  that  the  Occupational  Safety 
and  Health  Administration  has  man- 
dated and  is  enforcing  compliance  with 
the  CDC’s  guidelines  on  universal  pre- 
cautions as  previously  described.  This 
information  will  be  useful  to  our  read- 
ers. 

PASCAL  JAMES  IMPERATO,  MD 
Editor 

I.  Update:  Universal  precautions  for  prevention 
of  transmission  of  human  immunodeficiency  virus, 
hepatitis  B virus,  and  other  bloodborne  pathogens  in 
health-care  settings.  NY  State  J Med  1988;  88:649- 
651. 


Penile  prosthesis  as  an  adjunct  to 
intermittent  self-catheterization 
in  patients  with  neuropathic 
bladders 

TO  the  EDITOR:  The  use  of  the  penile 

prosthesis  to  manage  organic  erectile 
impotence  has  become  commonplace. 
Less  well  known  but  equally  important 
is  its  use  to  facilitate  urinary  control  in 
neurologically  impaired  patients.  Inser- 
tion of  a semirigid  prosthesis  to  main- 
tain a condom  collection  device  has 
been  described.1  We  have  found  the 
same  prosthesis  useful  as  an  aid  to  in- 
termittent self-catheterization  in  pa- 
tients with  neuropathic  bladders  and 
hemiplegia,  as  it  obviates  use  of  a sec- 
ond hand. 

Case  Reports.  Case  1.  A 35-year-old 
T4  paraplegic  man  suffered  from  left  hemi- 
plegia secondary  to  autonomic  dysreflexia. 
He  was  unable  to  benefit  from  a condom 
catheter  due  to  a retractile  penis  and  was  be- 
ing managed  with  an  indwelling  Foley  cath- 
eter because  of  inability  to  do  intermittent 
catheterization  with  his  right  hand  alone. 
Urodynamic  evaluation  demonstrated  a hy- 
perreflexic  bladder  with  autonomic  sphinc- 
ter dyssynergia.  Adequate  capacity  with  low 
intravesicular  pressure  was  achieved  with 
anticholinergic  drugs,  and  intermittent 
catheterization  was  recommended.  To  make 
this  possible,  a semirigid  (Mentor  Mallea- 
ble) penile  prosthesis  was  inserted,  making 
it  unnecessary  for  the  patient  to  hold  his  pe- 
nis while  catheterizing  himself.  He  is  now 
dry  between  catheterizations  and  also  uses 
the  implant  for  sexual  activity. 

Case  2.  A debilitated  79-year-old  man 
was  hemiplegic  after  a right-sided  cerebro- 
vascular accident.  He  was  being  managed 
with  continuous  condom  drainage  but  suf- 
fered frequently  from  urinary  tract  infec- 
tions and  excoriation  of  the  penile  shaft. 
Urodynamic  evaluation  demonstrated 
above-average  bladder  capacity.  After  in- 
sertion of  a semirigid  prosthesis,  the  patient 
uses  intermittent  self-catheterization  and 
has  been  free  of  infection. 

Discussion.  Management  of  an  ex- 


ternal collecting  device  is  cumbersome 
and  difficult  for  the  bedridden  or 
wheelchair-bound  patient.  The  compli- 
cations include  recurrent  excoriation 
and  lacerations  of  the  penile  shaft  sec- 
ondary to  reflex  erections,  too-tight  ap- 
plication of  the  appliance,  and  inability 
to  secure  the  device  adequately  against 
vigorous  voiding  contractions.  In  pa- 
tients unable  to  achieve  an  erection,  the 
penis  tends  to  retract  and  shorten,  re- 
sulting in  slippage  of  the  collecting  de- 
vice and  subsequent  wetness.  Intermit- 
tent self-catheterization  can  also  be 
difficult  because  of  the  short  length  of 
the  atrophic  penis.  Moreover,  the  need 
to  hold  the  penis  with  one  hand  and  in- 
sert the  catheter  with  the  other  makes 
this  method  of  urinary  management 
impossible  for  the  hemiplegic  patient 
without  aid. 

Insertion  of  a semirigid  penile  pros- 
thesis circumvents  many  of  these  prob- 
lems. The  prosthesis  straightens  the  pe- 
nis and  adds  length  and  girth.  The 
resulting  rigidity  eliminates  buckling 
and  therefore  the  necessity  to  hold  the 
penis  for  catheterization,  making  it  pos- 
sible for  a patient  with  only  one  func- 
tioning hand  to  inject  local  anesthetic 
and  insert  the  catheter.  The  patient  re- 
mains dry,  and  the  frequency  of  infec- 
tion and  penile  excoriation  is  markedly 
reduced. 

Before  prosthesis  insertion,  all  pa- 
tients should  have  excretory  urography 
and  urodynamic  evaluations  to  be  cer- 
tain they  have  stabilized  bladder  func- 
tion and  are  good  candidates  for  inter- 
mittent self-catheterization.  The  device 
can  be  inserted  under  local  anesthesia. 
Possible  complications  are  wound  in- 
fection or  poor  fit  of  the  appliance;  in- 
serting only  one  cylinder  of  the  prosthe- 
sis may  help  avoid  these  problems.  The 
incidence  of  prosthesis  erosion  is  signif- 
icant in  patients  with  spinal  cord  inju- 
ries but  is  less  of  a problem  in  the  hemi- 
plegic, since  the  problem  of  decreased 
sensation  is  not  present. 

In  summary,  insertion  of  one  or  both 
cylinders  of  the  semirigid  penile  pros- 
thesis makes  it  possible  for  many  hemi- 
plegic patients  to  use  intermittent  self- 
catheterization with  little  morbidity. 

JERRY  J.  WEINBERG,  MD 
GOPAL  H.  BADLANI,  MD 
Department  of  Urology 
Long  Island  Jewish  Medical  Center 
270-05  76th  Ave 
New  Hyde  Park,  NY  11042 


1 . Van  Ardalen  KN,  Klein  FA,  Hackler  H,  et  al: 
Penile  implants  in  spinal  cord  injury  patients  for 
maintaining  external  appliances.  J Urol 
1981;  126:331-332. 
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Family  portraits  from  a family  practice 


If  You  Can’t  Remember  Please  Don’t  Forget.  By  Gerald 
W.  Deas,  MD.  44  pp.  Hollis,  New  York,  IDEAS,  1988. 
$5.00  (softcover) 

Dr  Gerald  W.  Deas  is  a black  family  practitioner  who 
treats  patients  in  Queens,  New  York,  where  housecalls  are 
an  integral  part  of  his  medical  practice.  He  places  a high 
value  on  caring  for  his  patients  in  their  homes  and  this  has 
provided  him  with  unique  insights  not  only  into  their  ills, 
but  also  into  the  larger  canvas  of  their  lives.  This  was  a 


"Working  her  hands  to  the  bone,  To  keep  together  our  home,  Blessed  are 
the  peacemakers'  was  her  refrain.  Giving  the  glory  to  God's  name"  (por- 
trait of  the  author's  mother). 


perspective  once  held  by  most  practicing  physicians  in  the 
United  States,  but  one  that  has  long  since  been  lost  by 
many  as  housecalls  have  become  a rare  phenomenon  in  the 
practice  of  American  medicine. 

While  in  his  patients’  homes,  Dr  Deas  has  always  been 
struck  by  the  family  pictures,  many  of  them  dating  to  the 
late  19th  century,  which  hang  on  the  walls.  He  has  now 
taken  19  of  these  photographs  and  has  matched  them  to 
verse  in  this  volume  which  celebrates  not  only  black  ances- 
try and  values  in  the  United  States,  but  also  the  special 


"The  Black  father  was  majestic,  And  she  was  the  queen  mother,  Bringing 
into  the  world  children  of  royalty,  Who  became  the  treasures  of  our  black- 
ness.” 
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relationship  that  a dedicated  black  family  practitioner  has 
with  his  patients. 

Dr  Deas  is  a highly  respected  playwright  and  poet  who 
has  produced  several  off-Broadway  plays  and  written  a 
number  of  books  of  poetry.  One  of  his  major  objectives  in 
producing  this  book  was  to  give  young  black  people  a sense 
of  pride  in  their  traditional  values.  As  he  says  in  his  intro- 
ductory notes,  “It  is  evident  that  if  we  are  to  preserve  our 
African  dignity  and  spirituality,  we  must  make  an  effort 
to  dress  up  the  inside  rather  than  the  outside.  We  must 
make  it  plain  to  our  young  brothers  and  sisters  that  it  is 
not  the  gold  and  diamonds  that  they  wear  around  their 
necks  and  in  their  ears  but,  it  is  the  golden  quality  of  their 
thoughts  and  the  diamonds  of  ideas  that  will  contribute  to 
our  survival.”  Dr  Deas  then  goes  on  to  say,  “Whenever  I 
make  a housecall  on  my  patients  I have  been  impressed 
that  even  in  the  most  humble  of  homes  I could  always 
observe  one  or  more  photographs  of  distant  relatives  on 
the  walls.  These  photographs  not  only  reflected  dignity  in 
appearance  but  also  dignity  in  character  ...  In  this  book 
. . . I will  present  some  of  these  photographs  with  verses 
that  I feel  will  appropriately  express  the  innermost 
thoughts  of  our  people  at  that  time.” 

In  his  book,  Dr  Deas  succeeds  in  honoring  black  values 
and  historical  accomplishments  and  in  stimulating  young 
American  blacks  to  uphold  their  dignity  and  spirituality. 


However,  the  more  subtle  story  is  that  of  the  family  prac- 
titioner who  has  established  a very  close  relationship  with 
his  patients.  Through  the  metaphors  of  photography  and 
verse,  we  can  come  to  understand  this  physician-patient 
relationship  and  how  Dr  Deas’  patients  have  responded  to 
him  by  sharing  some  of  their  most  precious  possessions — 
images  of  their  own  cherished  past.  He  has  been  able  to 
build  up  this  relationship  over  a period  of  close  to  a quar- 
ter of  a century  through  dedicated  service  in  a part  of  New 
York  City  where  physical  illness  is  greatly  influenced  by 
social  and  economic  determinants  and  where  poverty  and 
crime  are  major  burdens. 

This  is  a moving  volume  which  serves  as  a vivid  remind- 
er of  how  admirable  the  practice  of  medicine  can  be.  Dr 
Deas  has  linked  visual  imagery  with  his  verse  and  in  so 
doing  has  given  all  of  us  a view  of  not  only  black  heritage 
and  values  but  also  the  physician-patient  relationship. 
This  book  is  highly  recommended  and  will  provide  readers 
with  pleasure  while  reminding  them  of  the  treasured  val- 
ues long  established  by  family  practitioners  in  this  coun- 
try. 

If  You  Can’t  Remember  Please  Don’t  Forget  may  be 
obtained  from  IDEAS,  109-07  197th  St,  Hollis,  Queens, 
NY  11412. 

PASCAL  JAMES  IMPERATO,  MD 
Editor 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  January  1989  issue  o/Epidemiology 
Notes  ( Vol . 4,  No.  1),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health , Al- 
bany, NY. 


Foodborne  illness  in  New  York  State 
1980-1987 

Background 

Foodborne  illness  accounts  for  substantial  morbidity  in 
New  York  State  and  represents  a public  health  problem 
that  is  largely  preventable.  During  1980-1987,  999  out- 
breaks involving  20,415  cases  were  reported  to  the  New 
York  State  Department  of  Health.  In  1987,  there  were 
157  outbreaks  consisting  of  3,893  cases.  Twelve  deaths 
and  81  hospitalizations  occurred  in  that  year  as  a result  of 
foodborne  illness. 

Types  of  Foodborne  Illness 

Foodborne  illnesses  are  classified  as  either  poisonings 
or  infections  according  to  how  they  originate.  Food  poi- 
soning (intoxication)  is  the  ingestion  of  toxins  found  in 
plants  or  animals,  metabolic  products  produced  by  micro- 
organisms and  certain  chemical  food  additives  that  result 
in  illness.1  Infection  is  the  ingestion  of  microorganisms 
and  the  resultant  bodily  response  that  occurs  either  to  the 
organism  or  to  the  toxins  the  organism  may  generate  with- 
in the  body. 

Foodborne  illness  can  also  be  classified  based  on  the 
causative  agent  as  bacterial,  viral,  chemical  or  parasitic. 
Illnesses  caused  by  these  agents  vary  from  mild  to  severe 
intensity.  Viral  gastroenteritis  usually  manifests  as  a mild 
disease  of  short  duration  (24-48  hours)  while  bacterial 
gastroenteritis  tends  to  be  more  severe  and  of  longer  dura- 
tion (>  48  hours).  Foodborne  illness  of  bacterial  etiology 
represented  the  largest  number  of  confirmed  and  suspect- 
ed cases  in  the  state  (7,531  during  1980-1987).  Salmonel- 
la was  the  bacterial  agent  confirmed  most  frequently  dur- 
ing this  period.  Foodborne  illness  of  suspected  or 
confirmed  viral  etiology  also  represented  a major  portion 
with  7,005  reported  cases.  Although  viruses  are  believed 
to  be  the  most  common  etiologic  agent  involved  in  food- 
borne illness,  many  cases  of  viral  gastroenteritis  remain 
unconfirmed  due  to  the  difficulty  and  limited  availability 
of  viral  testing.2 

Chemical  agents  accounted  for  a much  smaller  percent- 
age of  all  foodborne  illness;  402  suspected  and  confirmed 
cases  were  reported  during  1 980- 1987.  The  most  common 
chemical  agent  associated  with  foodborne  illness  was 
scombrotoxin.  Scombrotoxin  intoxication  occurs  when 
histidine  in  certain  fish  flesh  is  converted  to  a histamine- 
like compound  by  Proteus  vulgaris  and  other  species  that 
produce  histidine  decarboxylase,  resulting  in  an  allergic 
response.3  Other  chemical  agents  that  have  caused  spo- 


radic cases  of  illness  include  both  heavy  metals  and  mush- 
room poisoning.  Parasitic  agents  caused  only  21  cases.  A 
total  of  5,456  cases  were  of  unknown  etiology. 

Control  Measures 

Inadequate  cooling  or  refrigeration  is  the  most  often  re- 
ported contributing  factor  in  foodborne  outbreaks.  Infect- 
ed food  handlers  have  been  associated  with  foodborne  ill- 
ness. Other  frequently  reported  factors  include  improper 
hot  holding  temperatures,  inadequate  cooking  and  food 
from  an  unapproved  source  (food  that  has  not  undergone 
a mandated  inspection). 

The  following  measures  are  recommended  to  prevent 
foodborne  illness  from  occurring. 

• Contact  with  food  should  be  kept  at  a minimum 
through  the  use  of  utensils  and  plastic  gloves. 

• Those  handling  food  should  follow  strict  handwash- 
ing procedures  before  and  after  food  handling  and 
should  not  work  while  ill. 

• Food  should  be  kept  at  the  proper  hot  holding  tem- 
peratures (>140°F)  and  refrigerated  (<45°F) 
promptly  after  serving. 

• Consumption  of  raw  or  undercooked  meats,  eggs 
and  shellfish  should  be  avoided. 

• Surfaces  used  for  food  preparation  should  be 
washed,  rinsed  and  sanitized  before  and  after  use  in 
order  to  avoid  cross  contamination  with  other  foods. 

The  surveillance  data  were  compiled  by  the  New  York 
State  Department  of  Health  Foodborne  Disease  Surveil- 
lance Program.  This  program  assists  in  prevention  and 
control  activities,  and  seeks  to  find  the  causes  of  foodborne 
illness.  The  number  of  reported  foodborne  outbreaks  are 
believed  to  represent  a fraction  of  the  total  outbreaks  that 
actually  occur.  Outbreaks  resulting  in  mild  illness  or  those 
associated  with  a private  family  meal  are  much  less  likely 
to  be  reported.  Those  associated  with  public  food  services 
and  when  serious  illness  or  death  occurs  are  reported  more 
frequently.3 

Reporting 

The  State  Sanitary  Code  requires  that  outbreaks  in- 
volving two  or  more  individuals  be  reported  as  soon  as  pos- 
sible to  the  local  health  unit  so  that  an  investigation  can  be 
promptly  initiated.  In  instances  of  botulism  or  chemical 
poisoning,  one  case  constitutes  an  outbreak  due  to  the 
more  serious  nature  of  such  poisonings. 

Laboratory  testing  in  outbreak  situations  is  conducted 
by  the  New  York  State  Department  of  Health  through  the 
local  health  unit.  For  further  information  regarding  food- 
borne illness,  contact  the  Bureau  of  Community  Sanita- 
tion and  Food  Protection  at  (518)  458-6706. 

References 

1 . Bryan  FL:  Diseases  Transmitted  By  Foods:  A Classification  and  Summa- 
ry, 2nd  ed.  US  Department  of  Health  and  Human  Services  HHS  Pub.  No.  (CDC) 
83-8237,  Atlanta  GA,  1982. 
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TABLE  1.  Common  Foodborne  Illnesses1"8 


Diaeaae/Causative  Agent 

Symptoms 

Foods  Often  Implicated 

Control  Measures 

Specimens  for  Lab  Testing* 

Salmonellosis 

Salmonella  (all  serotypes) 

Onset:  6-72  hours 
(usually  12-36  hours) 

Abdominal  pain,  diarrhea,  chills, 
fever,  nausea,  vomiting, 
malaise 

(Duration:  several  days) 

Meat,  poultry,  eggs  and  egg 
products,  other  suspected 
foods 

• Proper  cooking  temperatures  of 
meat,  poultry  and  eggs 

• Prompt  refrigeration  of  food 

• Handwashing  before  and  after  food 
preparation 

• Proper  cooking  of  eggs  and  egg 
products 

Feces  (Cary-Blair  or  glycerol 
transport  medium),  suspect 
foods,  environmental  swabs 

Viral  Gastroenteritis 

Nonwalk  and  Norwalk-like 
agents 
Rotaviruses 
Other  unknown  viruses 

Onset:  5-72  hours 
Fever,  malaise,  nausea, 
vomiting,  abdominal  pain, 
diarrhea 

(Duration:  1-2  days) 

Clams,  oysters,  any  food 
handled  by  infected  food 
handlers 

• Careful  handwashing 

• Use  of  gloves  when  handling  food 

• Avoid  raw  oysters,  clams  or  other 
shellfish  from  polluted  waters 

• Proper  food  handling  and  storage 

Feces  (glycerol) 

■ Specimens  should  be 
delivered  immediately  or 
shipped  on  ice 
• Paired  serum  sometimes 
needed  for  confirmation 

Perfringens 

Gastroenteritis 

Clostridium  perfringens 

Onset:  6-24  hours 
(usually  10-12) 

Most  cases  have  watery 
diarrhea  with  nausea,  intestinal 
cramps,  few  cases  have  fever 
or  vomiting 

(Duration:  1 day  or  less) 

Cooked  meat  or  poultry, 
gravy,  stew,  meat  pies 

• Proper  cooking  and  storage  of  foods, 
especially  meat  and  meat  gravies 
prepared  in  bulk  quantities 
(Organisms  destroyed  by  cooking  but 
spores  are  generally  heat  resistant 
and  able  to  withstand  prolonged 
boiling) 

Feces  (Cary-Blair  transport 
medium),  suspect  foods 
shipped  on  ice 

Staphylococcal 

Intoxication 

Staphylococcus  aureus 

Enterotoxin 

Toxins  A-F 

30  minutes-7  hours 
(usually  2-4  hours) 

Sudden  onset  of  nausea, 
vomiting,  diarrhea,  abdominal 
cramps,  dehydration 
(Duration:  1-2  days) 

Cooked  ham,  meat,  poultry, 
sauces  and  gravy,  egg  and 
dairy  products 

• Prompt  refrigeration  of  foods,  sanitary 
food  handling 

• Food  handlers  with  infected  wounds 
or  burns  should  not  handle  foods 
(Toxins  are  generally  heat  stable  and 
not  inactivated  by  reheatingicooking) 

Feces  (Cary-Blair  transport 
medium),  vomitus,  nasal 
swab,  suspect  foods 
• If  evident,  swab  purulent 
lesions  or  wounds  of 
implicated  food  handlers 

Bacillus  cereua 
food  poisoning 

Bacillus  cereus 
2 errterotoxins 

Vomiting  toxin  (heat  stable) 
Onset:  1 -6  hours 
Vomiting  with  some  cases 
having  diarrhea 
Diarrheal  toxin  (heat  labile) 
Onset:  6-16  hours 
diarrhea,  abdominal  cramps 
with  some  vomiting 

Boiled  and  fried  rice, 
salads,  high  protein 
leftovers,  custards,  cereals, 
puddings,  sauces,  soups, 
meat 

• Sanitary  food  handling,  proper 
cooking  and  storage  of  foods 
(B.  cereus  spores  are  not  killed 
during  cooking  and  germinate  when 
left  unrefrigerated.  Brief  warming  or 
flash  frying  will  not  destroy  toxins) 

Feces  (Cary-Blair  transport 
medium),  vomitus.  suspect 
foods 

Campylobacteriosis 

Campylobacter  jejuni 
and  other  species 

Onset:  2-1 0 days 
(usually  3-5  days) 

Abdominal  pain,  often  severe 
bloody  diarrhea  with  foul- 
smelling loose  stools, 
headache,  malaise,  fever 
(Duration:  1-7  days) 

Handling  raw  poultry,  raw 
milk,  raw  beef  and  liver 

• Avoid  cross  contamination  from  raw 
poultry 

• Proper  cooking  of  food  from  animal 
sources 

• Pasteurization  of  milk  and  milk 
products 

• Water  chlorination 

• Proper  food  handling,  use  of  plastic 
disposable  gloves 

Blood,  feces  (Cary-Blair 
transport  medium),  suspect 
foods 

Hepatitis  A 

Hepatitis  A Virus 

Onset:  10-50  days 
(average  25  days) 

Fever,  malaise,  lassitude, 
anorexia,  nausea,  abdominal 
cramps,  dark  urine,  jaundice 
(Duration:  few  weeks  to  several 
months) 

Oysters,  dams, 
sandwiches,  any  food 
handled  by  infected  food 
handlers 

• Careful  handwashing  is  the  single 
most  effective  control  measure 

• Do  not  work  when  sick 

• Close  contacts  of  a case  should 
obtain  immune  globulin 

• Use  plastic  disposable  gloves  and 
minimize  hand  contact  with  foods 

Serum  for  anti-HAV  IgM 

Scombrotoxin 

Intoxication 

Scombrotoxin  (Histidine  in 
certain  fish  converted  to  a 
histamine-like  product  by 
certain  bacteria) 

Proteus  vulgaris  and  other 
bacteria 

Onset:  1 minute-3  hours 
(average  one  hour) 

Flushing,  headache,  dizziness, 
burning  of  mouth  and  throat, 
upper  and  lower  Gl  symptoms, 
uticaria  and  generalized  pruritis 

Scombroid  fish,  mahi-mahi 
(blue  dolphin),  tuna,  bonito, 
mackeral,  bluefish,  skipjack 

• Prompt  refrigeration  of  fish  soon  after 
capture 

• Maintain  cold  temperatures  until  fish 
is  cooked 

• Be  wary  of  fish  with  sharp,  metallic  or 
peppery  taste 

Vomitus,  feces,  suspect  fish 

Shigellosis 

S.  sonnei, 

S.  flexneri, 

S.  dysenteriae, 
S.  boydii 

Onset:  1-7  days 
(usually  1 -3  days) 

Abdominal  pain,  fever,  bloody, 
mucoid  or  purulent  stools, 
tenesmus,  pain  on  defecation 

Moist  mixed  foods,  salads, 
milk,  beans,  any  food 
handled  by  infected  food 
handlers 

• Careful  handwashing  is  the  single 
most  effective  control  measure 

• Do  not  work  if  sick  with  diarrheal 
illness 

• Minimize  hand  contact  with  foods  and 
use  plastic  disposable  gloves 

Feces  (Cary-Blair  transport 
medium),  suspect  foods 

Escherichia  coli 
Diarrhea 

Escherichia  coli, 
generally  0157:H7 

Onset:  12-72  hours 
Bloody  diarrhea,  hemolytic 
uremic  syndrome,  vomiting, 
dehydration,  shock 
(Duration:  1-3  days) 

Generally  beef  or  raw  milk 

• Prompt  refrigeration  of  foods 

• Proper  cooking  and  reheating  of 
foods,  especially  red  meats 

• Good  personal  hygiene,  proper 
sewage  disposal 

Feces  (Cary-Blair  transport 
medium),  suspect  foods 

B-hemolytic 
streptococcal  infection 

Streptococcus  pyogenes 

Onset:  1-3  days  (rarely  longer) 
Sore  throat,  painful  swallowing, 
high  fever,  vomiting,  malaise, 
occasionally  a rash  may  occur 

Milk,  eggs  and  egg 
products,  shrimp  and  tuna 

• Prompt  refrigeration  of  foods 

• Proper  cooking  of  foods 

• Pasteurization  of  milk 

Throat  swabs,  suspect  foods, 
swab  purulent  lesions  or 
wounds  of  implicated  food 
handlers 

‘Initial  (diagnostic)  specimens  should  be  routed  to  the  local  hospital  laboratory  and  remaining  or  reference  specimens  to  the  state  laboratory. 


2.  New  York  State  Department  of  Health  Bureau  of  Community  Sanitation 
and  Food  Protection.  A Review  of  Foodborne  Disease  Outbreaks  in  New  York 
State  1986,  April  1988. 

3.  Duerden  BI,  Reid  TM,  Jewsbury  JM,  Turk  DC:  A New  Short  Textbook  of 
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4.  Tartakow  1.1.  Vorperian  JH:  Foodborne  and  Waterborne  Diseases:  Their 
Epidemiologic  Characteristics.  Westport,  CT,  AVI  Publishing  Co,  Inc,  1981. 

5.  New  York  State  Department  of  Health.  Laboratory  Tests  for  Investigation 


of  Foodborne  and  Waterborne  Outbreaks  in  New  York  State,  October  1985. 

6.  International  Association  of  Milk,  Food  and  Environmental  Sanitarians, 
Inc:  Procedures  To  Investigate  Foodborne  Illness,  4th  ed,  1987. 
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State  1984,  April  1986. 
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Health  Association,  14th  ed,  1985. 


FROM  THE  LIBRARY 


FOOD  ADULTERATION 

. . . Having  given  a brief  resume  of  the  progress  which  has  been  made  by  the  use  of  scientific  methods 
toward  answering  the  question  as  to  what  constitutes  food  values,  we  shall  turn  to  the  examination  of  the 
condition  of  our  commercial  food  supplies.  When  science  has  failed  to  reach  satisfactory  conclusions, 
we  can  hardly  expect  to  find  that  the  business  world  has  solved  its  problem. 

While  much  of  the  underfeeding  of  the  poorer  classes  is  due  to  such  lowering  of  food  values,  a still 
larger  amount  is  due  to  ignorance  of  how  to  spend  money  so  as  to  get  the  greatest  amount  of  nourish- 
ment for  a dollar,  as  well  as  ignorance  of  such  methods  of  cooking  as  will  utilize  to  the  best  advantage 
the  food  which  is  purchased. 

A still  greater  danger  is  found  in  the  presence  of  actually  poisonous  substances  in  foods.  They  may  be 
divided  into  two  classes: 

1.  Bacteria. 

2.  Inorganic  poisons,  such  as  preservatives  and  coloring  matter. 

Bacteria  are  probably  the  most  dangerous  of  all  impurities  which  are  found  in  foods.  This  is  very 
strikingly  shown  in  the  case  of  milk. 

As  lectures  have  recently  been  given  on  this  subject  I need  not  dwell  upon  it.  Oysters  grown  in 
contaminated  water  may  produce  typhoid  and  other  intestinal  diseases. 

Meats  may  be  contaminated  from  two  sources — the  animal  may  be  diseased,  or  on  account  of  unsani- 
tary methods  of  handling,  disease  bacteria  may  be  introduced. 

Vegetables  and  fruits,  especially  when  eaten  raw,  may  be  infected  from  the  fertilizer  used.  Gelatine  is 
peculiarly  liable  to  contamination  on  account  of  the  material  from  which  it  is  made  and  also  because 
glue  is  manufactured  from  very  similar  materials.  It  is  a comparatively  simple  matter  to  bleach  the  glue 
and  sell  it  for  gelatine.  When  the  latter  has  been  made  up  into  candy,  ice  cream,  jelly  or  other  food 
products,  it  is  almost  impossible  to  determine  by  chemical  analysis  if  a pure  product  has  been  used.  On 
account  of  the  keen  competition  in  prices,  bleached  glues  are  often  sold  for  use  in  foods.  Not  more  than  a 
year  ago  I had  occasion  to  analyze  a sample  of  glue  used  by  one  of  our  large  ice  cream  manufacturers. 

Not  only  is  the  consumer  absolutely  helpless  to  guard  against  food  contaminated  in  this  manner,  but 
even  the  chemist  and  bacteriologist  often  find  it  difficult  if  not  impossible  to  show  by  analysis  of  the 
finished  product  that  unsanitary  methods  have  been  used  in  its  production.  The  only  effective  method  of 
protecting  the  consumer  consists  in  an  efficient  system  of  inspection  of  all  food  factories.  The  only  foods 
whose  preparation  are  at  present  under  such  a system  of  inspection  are  meats  and  meat  products,  such 
as  oleomargarine.  This  was  brought  about  by  a highly  sensational  exposure  of  the  conditions  existing  in 
the  packing  industry.  Even  this  would  probably  have  failed  to  bring  about  any  efficient  remedy  if  the 
cudgel  had  not  been  taken  up  by  that  exceptionally  enthusiastic  and  vigorous  president,  Theodore 
Roosevelt.  I have  no  doubt  that  conditions  quite  as  bad  can  be  found  to  exist  in  many  other  of  the  food 
industries.  With  the  present  attempts  at  economy  on  the  part  of  the  National  Government,  not  only  will 
there  be  no  extension  of  its  activities  in  enforcing  pure  food  laws  but  there  is  danger  that  the  work  of  the 
pure  food  squad  will  be  greatly  curtailed  unless  emphatic  expressions  of  public  opinion  are  made.  There 
are  plenty  of  unscrupulous  manufacturers  who,  at  the  first  indication  of  inactivity  of  the  enforcement  of 
the  pure  food  laws,  are  ready  to  resume  the  manufacture  and  sale  of  unwholesome  foods.  . . . 

J.  C.  Olsen 
{NY State  J Med  1910;  10:23-30) 
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BOOK  REVIEWS 


MANAGEMENT  OF  THE  FRAIL 
ELDERLY  BY  THE  HEALTH  CARE 
TEAM 

By  John  R.  Walsh,  MD,  Ruth  Ann  W. 
Tsukuda,  RN,  Judy  Miller,  RN.  206  pp, 
illustrated.  St  Louis,  Mo,  Warren  H. 
Green,  Inc,  1989.  $32.50  (softcover) 

This  book  is  a concise,  abbreviated 
text  that  addresses  the  care  of  the  elder- 
ly from  a primary  caregiver’s  point  of 
view.  The  authors  describe  basic  inter- 
ventions that  can  make  an  elderly  per- 
son’s life  more  fulfilling.  The  text  sum- 
marizes clinical  features,  consequences, 
multi-dimensional  management,  drug 
therapy,  and  outcomes  for  problems 
faced  by  the  elderly  patient.  Chapters 
are  titled  for  presenting  symptoms  and 
go  on  to  present  brief  differential  diag- 
noses. This  organization  makes  it  par- 
ticularly useful  for  the  clinician. 

The  authors  define  the  “frail  elderly” 
as  any  patient  over  75  years  of  age.  This 
is  unfortunately  pejorative  and  perhaps 
“old”  elderly  would  have  been  more  de- 
scriptive. Other  than  this,  the  authors 
convey  real  respect  for  the  geriatric  pa- 
tient. The  book  is  directed  to  “health 
care  providers”  but  seems  most  useful 
for  the  medical  student,  resident,  or 
nurse  practitioner  being  introduced  to 
geriatrics.  The  authors  state  that  essen- 
tial elements  in  management  are 
thoughtful  evaluation,  utilizing  good 
judgment  to  avoid  risks  of  drugs,  and 
other  interventions.  They  emphasize 
that  maximized  self-sufficiency  should 
be  the  goal  of  a candid  but  optimistic 
assessment  of  limitations. 

The  early  chapters  present  an  au- 
thoritative synopsis  of  the  aging  pro- 
cess, making  the  point  that  the  elderly 
are  not  a homogeneous  group  who  have 
necessarily  ceased  to  be  productive, 
functional,  or  creative.  Knowledge  of 
aging  effects  on  body  systems  promotes 
understanding  of  such  simple  problems 
as  failure  to  recognize  a nurse  in  a white 
uniform  due  to  glare.  The  chapters  on 
health  promotion  and  assessment  dis- 
cuss the  effects  of  nutrition,  exercise, 
alcohol,  and  bed  rest  on  the  elderly  pa- 
tient. There  are  excellent  guidelines  for 
assessing  mental  status  and  activities  of 
daily  living  skills.  A point  is  made  that 
recovery  from  even  limited  illness  often 
takes  more  than  six  weeks,  a fact  that 
helps  a family  avoid  premature  place- 
ment decisions. 

The  chapter  on  rehabilitation  points 


out  that  caregivers  often  focus  on  weak- 
ness and  even  reward  deficiencies  in 
their  zeal  to  help.  Chapters  on  demen- 
tia, incontinence,  bowel  problems,  falls, 
pressure  sores,  osteoporosis,  cerebral 
vascular  disease,  arthritis,  Parkinson 
disease,  and  drugs  are  all  brief,  descrip- 
tive, and  informative.  A more  complete 
discussion  on  the  use  of  restraints  and  a 
more  comprehensive  list  of  adverse 
drug  effects  would  have  been  useful. 
Good  suggestions  are  made  about  chair 
exercises,  antacids,  calcium,  constipa- 
tion, and  avoiding  the  use  of  aluminum- 
containing  antacids  in  osteoporotic  pa- 
tients. The  generous  use  of  tables  is 
helpful. 

The  authors  seem  to  possess  a wealth 
of  practical  experience  that  is  well  pre- 
sented in  the  text.  The  book  would  seem 
most  useful  for  the  professional  begin- 
ning a career  in  the  care  of  the  elderly 
and  presents  the  most  concise,  easy-to- 
read,  basic  synopsis  of  geriatrics  I have 
seen.  The  authors  are  willing  to  make 
specific  practical  recommendations. 
Any  reader  desiring  more  detail  can  re- 
fer to  the  bibliographies  at  the  end  of 
each  chapter.  This  book  should  find  its 
way  to  the  shelves  of  many  students  in 
the  several  disciplines  that  deal  with  el- 
derly patients  and  even  into  the  homes 
of  a few  families  with  elderly  loved 
ones. 

THOMAS  ROSENTHAL,  MD 
Department  of  Family  Medicine 
State  University  of  New  York 
School  of  Medicine  at  Buffalo 
Buffalo,  NY  14208 


MEDICAL  ETHICS  AND  THE  ELDERLY: 
A CASE  BOOK 

By  Mark  H.  Waymack,  PhD,  and 
George  A.  Taler,  MD.  250  pp,  illustrat- 
ed. Chicago,  Pluribus  Press,  Inc,  1988. 
$29.95  (clothbound) 

This  book  provides  an  interesting  and 
thorough  overview  of  central  ethical  de- 
cisions arising  in  the  care  of  aged  per- 
sons. The  book  arose  in  concept  from 
joint  clinical  case  discussions  conducted 
by  the  authors  when  introducing  ethical 
issues  into  the  teaching  program  of  the 
family  practice  residency  at  the  Univer- 
sity of  Maryland.  A quick  review  of  the 
table  of  contents  will  cue  the  reader  to 
the  breadth  of  subject  material  and 
comprehensiveness  of  the  content.  This 
is  not  a sample  of  “interesting  episodes” 


from  the  clinic’s  experience,  but  a well 
constructed  outline  of  the  central  issues 
arising  in  the  whole  range  of  clinical 
settings,  each  illustrated  with  a realistic 
if  not  entertaining  clinical  vignette. 

The  combined  backgrounds  of  Dr 
Waymack  in  philosophy  and  medical 
humanities,  and  Dr  Taler  in  family 
medicine  and  geriatrics,  coupled  with 
the  experience-based  origin  of  the 
work,  lend  immediate  credibility.  Expe- 
rienced clinicians  will  readily  identify 
with  the  situations  presented  and  per- 
haps be  disappointed  that  more  defini- 
tive “answers”  are  not  presented, 
though  the  delineation  of  specific  issues 
and  permutations  of  the  cases  may 
broaden  their  understanding.  The  pri- 
mary value  of  the  book  appears  to  be  for 
less  experienced  individuals  or  those 
who  have  never  given  serious  thought  to 
the  less  “scientific”  aspects  of  their 
work,  with  immediate  application  for 
the  introduction  of  ethics  to  health  care 
students.  The  level  of  discussion  and  vo- 
cabulary used  also  make  this  an  under- 
standable work  for  lay  audiences  who 
may  be  surprised  at  the  interplay  of  per- 
sonal preferences  and  institutional  or 
economic  policies  on  the  physician’s 
freedom  to  act. 

The  text  is  arranged  in  four  parts 
dealing  with  human  interactions,  levels 
of  care,  location  of  care,  and  reimburse- 
ment. Chapters  in  each  section  present 
a brief  case  followed  by  a discussion  of 
the  ethical  issues  focused  on  decisions 
made  by  the  health  care  providers  and 
their  impact  on  the  patient,  family,  and 
health  care  team  members.  Possible 
variations  of  the  case  and  conclusions 
are  presented.  Each  chapter  is  suffi- 
ciently brief  to  allow  rapid  reading  and 
discussion  in  a realistic  teaching  set- 
ting. As  mentioned,  a sense  of  disap- 
pointment may  arise  from  the  appropri- 
ate absence  of  firm  conclusions, 
although  the  authors  do  suggest  their 
own  beliefs  through  “should”  or  occa- 
sional “must”  statements.  Clinicians 
may  respond  with  a sense  of  “hindsight 
is  better  than  foresight”  or  “easier  said 
than  done,”  reflecting  the  reality  of  the 
discussions.  The  introductory  discus- 
sions and  the  appendix  offer  a limited 
statement  of  basic  ethical  principles 
and  vocabulary,  substituting  to  some 
extent  for  the  more  comprehensive 
statement  novices  might  desire. 

As  intended  by  the  authors,  this  is  a 
useful  work  at  an  introductory  level, 
strengthened  by  its  realism,  immediate 
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clinical  application,  and  case-based  ap- 
proach. It  could  be  strengthened  or  sup- 
plemented by  an  additional  summary 
statement  of  basic  ethical  principles 
and  terms  apart  from  their  inclusion  in 
the  case  discussions.  Readers  may  be 
frustrated  by  the  inconclusive  nature  of 
the  subject  material  itself.  Those  who 
feel  sure  they  know  the  best  future  for 
health  care  in  America  and  are  ready  to 
develop  comprehensive  but  inflexible 
policies  for  the  future  may  find  the  text 
disquieting. 

HAROLD  SLOCUM,  MD 
Geisinger  Medical  Center 
Danville,  PA  17822 


RESEARCH  AND  THE  AGEING 
POPULATION 

By  Ciba  Foundation  Symposium  134. 
264  pp,  illustrated.  New  York,  John 
Wiley  & Sons,  Inc,  1988.  $49.95  (hard- 
cover) 

This  15-chapter  volume  of  papers 
and  interdisciplinary  discussions  by  in- 
ternational authorities,  presented  at  the 
265th  Ciba  Foundation  Symposium  on 
Research  and  the  Ageing  Population, 
April  28-30,  1 987,  marks  the  centenary 
of  the  National  Institutes  of  Health.  It 
reviews  the  progress  and  research  rele- 
vant to  the  elderly,  including  planning 
for  the  provision  of  care  for  elderly  peo- 
ple, taking  demographic,  social,  and 
economic  factors  into  account.  The 
book  provides  the  reader  with  detailed 
research  information  and  excellent  in- 
sights into  long  term  perspectives  on  fu- 
ture developments  in  aging.  At  the 
same  time,  the  empathetic  reader  can 
enjoy  the  interdisciplinary  creative  and 
scientific  thinking  of  the  contributing 
research  epidemiologists,  demogra- 
phers, physicians,  health  care  planners, 
and  economists. 

This  reviewer,  currently  concerned 
with  psychogeriatrics,  cardiology,  and 
long  term  care,  found  of  particular  val- 
ue Dr  Tom  Arie’s  chapter,  “Questions 
in  the  Psychiatry  of  Old  Age,”  Dr  Na- 
nette K.  Wenger’s  chapter,  “Cardio- 
vascular Disease  and  the  Elderly,”  and 
Stanley  S.  Wallack  and  Marc  A.  Co- 
hen’s chapter,  “Costs  of  Long-Term 
Care:  Distribution  and  Responsibility.” 

“Planning  for  Health  Services  for  the 
Elderly”  by  Carel  F.  Hollander  of 
France  and  Henk  A.  Becker  of  the 
Netherlands  presented  a most  interest- 
ing three-contextual  scenario  research 
design,  which  offers  policy  makers  a 
learning  environment  in  which  they  can 


test  strategies  and  then  evaluate  the  cir- 
cumstances in  which  they  might  be  fea- 
sible. This  method  is  said  to  eliminate 
much  poor  planning  and  waste  that 
characterize  projections  and  predic- 
tions for  the  future.  It  can  also  provide 
clues  for  making  choices,  clarify  conse- 
quences and  alternatives,  and  assist  in 
establishing  cost  effective,  long  term 
strategy  for  health  care  for  the  elderly. 

Expert  editing,  good  typography, 
pertinent  tables  and  charts,  and  com- 
prehensive pertinent  bibliographies 
render  this  volume  an  outstanding  pro- 
duction. This  book  is  a useful  addition 
to  the  medical  literature  and  will  be  of 
value  to  all  interested  in  aging:  re- 
searchers, practitioners,  gerontologists, 
geriatricians,  public  policy  planners 
and  government  agencies,  epidemiolo- 
gists, demographers,  physicians,  health 
care  planners,  and  economists. 

RAYMOND  HARRIS,  MD 
Center  for  the  Study  of  Aging 
Albany,  NY  12208 


CARING  FOR  THE  DISABLED  ELDERLY 

By  Alice  M.  Rivlin  and  Joshua  M.  Wie- 
ner. 318  pp.  Washington,  DC,  The 
Brookings  Institution,  1988.  $29.95 
(clothbound) 

Health  care  professionals  of  today 
are  confronted  with  an  increasing  num- 
ber of  obstacles  in  providing  the  type  of 
health  care  they  think  is  needed  for  all 
their  patients,  especially  the  disabled, 
chronically  ill  older  adult.  The  usual  ex- 
planation given  by  the  providers  of 
health  care  services  is  that  of  fiscal  re- 
straints imposed  by  the  hospital,  state, 
or  federal  government.  This  is  especial- 
ly true  in  the  areas  of  home  care  and 
long  term  institutional  care.  For  the 
practitioner  who  has  little  financial 
background  in  the  health  care  field, 
there  is  a feeling  of  frustration  over  the 
inability  to  provide  quality  care  and  to 
understand  the  complexity  of  health 
care  financing. 

Caring  for  the  Disabled  Elderly  was 
published  at  an  appropriate  time  in  the 
United  States,  when  Congress  has  been 
struggling  with  a catastrophic  health 
care  bill  that  includes  a type  of  “social” 
insurance  to  protect  the  assets  of  an  old- 
er couple  or  individual  confronted  with 
a serious  (and  costly)  acute  illness.  This 
legislation,  however,  does  not  protect 
the  financial  integrity  of  the  older  pop- 
ulation confronted  with  long  term  insti- 
tutional care.  This  book  discusses  who 
will  pay  for  this  type  of  long  term  care 


in  the  next  30-40  years.  It  also  provides 
an  in-depth  discussion  on  the  pros  and 
cons  of  current  existing  models,  and 
proposes  newer  and  possibly  more  suc- 
cessful methods  to  finance  this  ex- 
tremely costly  form  of  health  care. 

The  authors,  Alice  Rivlin  and  Joshua 
Weiner,  are  senior  fellows  in  the  Brook- 
ings Economic  Studies  program  of  the 
Brookings  Institution,  Washington, 
DC.  Along  with  several  other  persons, 
also  associated  with  the  Brookings  In- 
stitution, a model  was  developed  enti- 
tled the  Brookings-ICF  Long  Term 
Care  Financing  Model,  to  analyze  vari- 
ous health  care  financing  models  in  or- 
der to  project  their  respective  viability 
in  the  future.  Their  computerized  mod- 
el depends  on  predictions  of  changes  in 
the  demographics  of  the  older  adult 
population  disability  rates,  use  of  long 
term  care  services,  sources  and  levels  of 
payment,  and  predicted  death  rates. 
Their  predictions  come  from  many  gov- 
ernment and  private  research  sources. 
Interestingly,  not  taken  into  consider- 
ation in  this  model  is  the  ability  of  the 
health  care  profession  to  significantly 
change  the  rate  of  long  term  disability 
or  mortality  in  the  year  ahead.  Current- 
ly existing  models  examined  by  the  au- 
thors were  Medicare,  Medicaid,  social/ 
health  maintenance  organizations,  and 
the  still  embryonic  private  long  term 
care  insurance  programs  covering  long 
term  care.  In  their  current  state  all  the 
models  examined  were  found  to  be  in- 
adequate in  scope  for  this  population’s 
rapidly  expanding  needs  or  else  finan- 
cially not  viable.  Future  models  are  pro- 
posed by  the  authors  which,  in  their 
opinion,  could  work  to  meet  this  type  of 
health  care  requirement. 

This  book  is  written  in  a clear  and 
concise  manner  that  can  be  easily  un- 
derstood by  the  noneconomist.  Sources 
and  statistics  for  their  calculations  and 
predictions  are  well  documented.  The 
Brookings-ICF  Long  Term  Care  Fi- 
nancing model  is  described  in  both  gen- 
eral and  technical  terms.  The  book  is 
organized  into  sections  dealing  with 
public  and  private  sector  reform  strate- 
gies. 

The  book  will  probably  not  have 
widespread  appeal  to  the  practitioner 
who  struggles,  often  unsuccessfully,  to 
keep  up  with  medical  literature  in  his  or 
her  area  of  expertise.  This  book  and  its 
concepts,  however,  should  be  part  of  the 
basic  education  of  all  health  care  pro- 
viders who  will  practice  geriatric  medi- 
cine in  the  future.  For  this  reason,  this 
reviewer  strongly  recommends  the  book 
for  administrators  of  hospitals  and  long 
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term  care  institutions,  legislators,  and 
other  practitioners  who  deal  with  bud- 
geting issues  in  their  respective  places 
of  employment.  Also,  this  book  is  im- 
portant reading  for  the  gerontologist 
and  geriatrician  who  are  currently  af- 
fected by  fiscal  restraints  in  their  prac- 
tices. 

JAMES  LOMAX,  MD 
Long  Island  College  Hospital 
Brooklyn,  NY  11201 


THE  PSYCHIATRIC  TREATMENT  OF 
ALZHEIMER’S  DISEASE 

By  the  Committee  on  Aging.  Group  for 
the  Advancement  of  Psychiatry.  176 
pp.  New  York,  Brunner/Mazel  Pub- 
lishers, Inc,  1988.  $20.00  (hardcover) 

Our  scientific  understanding  of  Alz- 
heimer disease  has  dramatically  ex- 
panded in  the  past  decade  or  so,  unfor- 
tunately outpacing  therapeutic  ad- 
vances. This  disparity  between 
knowledge  and  treatment  is  predomi- 
nantly reflected  in  the  many  failed  at- 
tempts to  improve  cognition.  The  au- 
thors of  this  book  would  have  us  look 
beyond  these  failures  to  recognize  that 
patients  with  Alzheimer  disease  suffer 
not  just  from  a disturbance  of  memory 
but  from  behavioral  and  psychosocial 
problems  and,  as  such,  may  be  treated. 
This  is  a compelling  truth  which  is  often 
doubted  and  which  justifies  the  publi- 
cation of  such  a book. 

The  concise  text  was  written  by  a 
committee  of  12  psychiatrists  (Com- 
mittee on  Aging  of  the  Group  for  the 
Advancement  of  Psychiatry).  Many 
members  of  the  committee  are  ac- 
knowledged leaders  in  the  field  of  geri- 
atric psychiatry.  To  my  knowledge,  the 
group  has  produced  the  first  text  exclu- 
sively emphasizing  psychiatric  inter- 
ventions in  Alzheimer  disease. 

The  book  is  divided  into  five  main 
sections:  an  introduction,  sections  on 
clinico-pathological  correlations,  diag- 
nosis, and  treatment,  and  a chapter 
containing  case  examples.  The  intro- 
ductory chapter  is  a brief  overview  of 
the  history  and  definition  of  Alzheimer 
disease,  the  issue  of  normal  aging,  theo- 
ries of  etiology,  and  approaches  to 
treatment.  This  chapter  is  lean,  but  is 
apparently  meant  to  be  little  more  than 
a preamble.  The  discussion  of  normal 
aging  at  this  point  seems  out  of  place, 
probably  fitting  better  in  the  diagnosis 
chapter.  The  chapter  as  a whole  does 
serve  as  a good  introduction.  The  criti- 
cal statement  that  “the  concept  of  care 


can  be  as  important  as  cure”  is  an  ex- 
cellent point  of  departure.  The  vital  is- 
sue of  Medicare  policy  is  also  addressed 
here. 

The  second  section  deals  with  the 
“excess  disabilities,”  affective  and  per- 
sonality changes,  and  their  relationship 
to  the  stage  of  dementia.  Caregiver  re- 
actions are  briefly  discussed.  The  chap- 
ter ends  with  a table  describing  the  nat- 
ural history  of  Alzheimer  disease  in 
stages;  unfortunately,  the  streamlined 
organization  of  the  table  contrasts  with 
the  theme  of  clinical  variability  empha- 
sized in  the  text.  The  chapter  on  diag- 
nosis is  straightforward  and  may  serve 
as  a quick  reference  on  this  subject. 

The  section  on  treatment,  the  central 
focus  of  the  book,  attempts  to  be  com- 
prehensive in  a short  span.  This  leads  to 
a relative  overemphasis  on  psychoana- 
lytic issues  and  a somewhat  sparse  dis- 
cussion of  pharmacologic  interventions. 
A more  complete  review  of  the  use  of 
psychotropic  agents  in  Alzheimer  dis- 
ease would  have  been  welcome.  The  au- 
thors do  not  convey  the  significant  limi- 
tations of  neuroleptic  treatment  for 
sundowning  and  other  forms  of  agita- 
tion in  Alzheimer  disease,  and  there  is 
no  discussion  of  various  agents  which 
should  be  considered  as  alternatives 
(eg,  carbamazepine).  The  concluding 
chapter  comprises  ten  case  examples  il- 
lustrating relevant  clinical  points.  Sev- 
eral important  rating  scales  are  ap- 
pended; accompanying  explanations 
might  have  aided  the  generalist  in  their 
use. 

In  toto,  the  book  is  a fine  introduc- 
tion to  the  subject  for  clinicians,  stu- 
dents, and  the  multidisciplinary  team. 
It  is  limited  by  an  incomplete  discussion 
of  clinical  management  and  pharmaco- 
logic treatment.  Despite  these  draw- 
backs it  effectively  outlines  the  role  of 
psychiatric  intervention  in  Alzheimer 
disease. 

MICHAEL  J.  SERBY,  MD 
New  York  University  School  of  Medicine 
New  York,  NY  10016 


DOCTORS.  THE  BIOGRAPHY  OF 
MEDICINE 

By  Dr  Sherwin  B.  Nuland.  519  pp.  New 
York,  Alfred  A.  Knopf,  Publisher, 
1988.  $24.95  (hardcover) 

Medicine’s  great  progress  during  the 
last  100  years  makes  it  an  attractive 
topic  for  writers.  Recently,  several 
books  have  been  published  covering 
portions  of  its  history.  Three  of  them 


used  the  biographies  of  key  medical 
men  to  illustrate  the  advances  made. 

I started  to  review  this  particular 
book  reluctantly.  The  519  pages  and 
the  heaviness  of  the  language  in  the  in- 
troductory paragraphs  intimidated  me. 
However,  challenged  by  the  fact  that 
the  author  is  a surgeon  and  a member  of 
the  faculty  of  an  outstanding  medical 
school  (Yale),  my  interest  became 
aroused. 

Using  detailed  and  well  researched 
accounts  of  the  personalities  and  origi- 
nal contributions  of  pivotal  physicians, 
the  author  succeeds  in  creating  an  in- 
teresting, albeit  incomplete  biography 
of  medicine.  He  weaves  a fascinating 
story  that  includes  such  medical  “Hall 
of  Famers”  as  Hippocrates,  Galen,  Ve- 
salius,  Pare,  Harvey,  Morgagni,  Vir- 
chow, Lister,  Halstead,  and  Taussig. 
The  reader  is  escorted  from  Hippocra- 
tes’ wonderful  precepts  through  the  be- 
ginnings of  scientific  research,  the  evo- 
lution of  the  germ  theory  of  disease 
causation,  antisepsis,  and  asepsis.  The 
remarkable  story  of  the  discovery  of  an- 
esthesia is  retold  in  detail  and  the  book 
ends  with  a very  short  chapter  on  heart 
transplantation.  Having  had  the  per- 
sonal pleasure  of  meeting  the  magnifi- 
cent Helen  Taussig,  and  acting  as  mod- 
erator of  a scientific  program  during 
which  Dr  Blalock  introduced  several  of 
his  (formerly)  blue  babies,  I enjoyed 
reading  this  book.  It  requires  deep  con- 
centration, and  the  pace  is  slow,  but 
that  is  compensated  for  by  the  quality 
of  the  writing. 

In  words  that  my  colleagues  have 
heard  many  times,  I recommend  this 
book  highly  and  without  reservation. 

JULIUS  E.  STOLFI,  MD 
Professor  Emeritus 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203 


RATIONING  MEDICINE 

By  Robert  H.  Blank.  290  pp.  New 
York,  Columbia  University  Press, 
1988.  $25.00  (hardcover) 

Every  physician  in  practice  will  ac- 
knowledge the  fact  that  health  care  is 
expensive  and  will  undoubtedly  become 
more  costly  with  time.  However,  until 
recently  physicians  have  been  insulated 
from  the  fiscal  realities  of  medicine,  as 
third  parties  have  paid  the  bills  for  the 
care  that  we  order.  This  insulation  from 
dollars  and  cents  reality  and  our  profes- 
sional commitment  to  the  best  interests 
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of  our  patients  have  made  rationing 
health  care  anathema  to  most  physi- 
cians. After  reading  Rationing  Medi- 
cine by  Robert  H.  Blank,  no  health  care 
professional  will  be  able  to  ignore  the 
central  facts  that  rationing  in  many 
forms  already  exists,  further  rationing 
is  inevitable,  there  is  no  overall  national 
policy  to  address  this  issue,  and  the  de- 
velopment of  such  a policy  is  going  to  be 
exceedingly  difficult. 

Robert  H.  Blank  is  a professor  of  po- 
litical science  and  associate  director  of 
the  Program  for  Biosocial  Research  at 
Northern  Illinois  University.  A social 
scientist  by  training,  he  writes  authori- 
tatively in  this  area  of  medicine,  using 
as  examples  organ  transplantation,  the 
treatment  of  seriously  ill  newborns,  re- 
productive technologies,  and  fetal 
health.  These  are  familiar  illustrations 
that  have  been  used  by  other  authors  to 
emphasize  the  high  cost  of  medical  care 
and  the  potential  need  for  rationing.  Dr 
Blank  expands  the  usual  superficial  dis- 
cussion of  these  problems  by  analyzing 
the  problems  and  pitfalls  of  rationing 
mechanisms  that  could  be  utilized  to 
deal  with  these  issues.  Chapters  on  the 
development  and  implementation  of 
policy  decisions  as  well  as  on  the  role  of 


governmental  institutions  in  providing 
this  direction  are  particularly  helpful  to 
medical  professionals  who  may  be  unin- 
formed on  how  a national  policy  on  this 
issue  might  be  developed.  Dr  Blank’s 
fundamental  conclusion  is  that  imple- 
menting cost  constraining  programs 
that  may  benefit  society  as  a whole,  but 
inadvertently  harm  individual  patients, 
is  extremely  problematic.  This  is  due  to 
our  dedication  to  the  best  interests  of 
our  patients  and  the  commitment  of  so- 
ciety as  a whole  to  the  rights  of  individ- 
ual citizens.  However,  in  the  final  chap- 
ter he  does  outline  his  opinions  on  how 
we  might  make  the  hard  choices  that 
are  necessary.  As  one  might  expect,  Dr 
Blank  emphasizes  a shift  from  high 
technology,  curative  medicine  to  a 
broader,  preventive  approach  and  the 
alteration  of  public  expectation  and  de- 
mand concerning  health  care  with  a 
change  in  basic  values  concerning  indi- 
viduals’ rights  and  responsibilities  for 
their  own  health.  However,  even  using 
these  methods  to  reduce  the  cost  of 
health  care  and  distribute  it  more  equi- 
tably, Dr  Blank  sees  numerous  prob- 
lems ahead  in  our  attempt  to  avert  fi- 
nancial disaster. 

Although  not  stated  explicitly,  a dis- 


tressing message  is  that  medical  profes- 
sionals could,  by  and  large,  be  left  out  of 
the  decision  making  process  involved  in 
rationing  health  care.  Perhaps  a more 
constructive  interpretation  would  be 
that  unless  we  as  health  care  profes- 
sionals become  directly  involved  in  an 
attempt  to  develop  a national  policy  to 
intelligently  ration  health  care  re- 
sources, all  will  suffer  in  the  end. 

While  there  are  other  books  on  ra- 
tioning health  care,  I feel  that  Robert 
Blank  has  made  a major  contribution  to 
this  field.  His  scholarship  is  apparent  in 
the  clarity  of  his  presentation  and  his 
arguments.  In  addition,  the  book  is  well 
referenced,  which  makes  it  an  excellent 
source  for  individuals  wishing  to  pursue 
further  studies  in  this  field. 

In  conclusion.  Rationing  Medicine 
should  be  considered  compulsory  read- 
ing for  all  practicing  and  aspiring  phy- 
sicians. While  it  may  not  be  the  book 
one  would  display  prominently  in  the 
consultation  room,  it  is  a book  which 
may  provide  all  of  us  a foretaste  of  our 
future  in  medicine. 

DANA  E.  JOHNSON,  MD.  PHD 
University  of  Minnesota 
Minneapolis,  MN  55455 


372  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/JUNE  1989 


BOOKS  RECEIVED 


AIDS 

The  Heterosexual  Transmission  of  AIDS  in  Af- 
rica. Edited  by  Dieter  Koch-Weser,  md,  Hanne- 
lore  Vanderschmidt,  PhD.  293  pp,  illustrated. 
Cambridge,  Mass,  Abt  Books,  Inc,  1988.  $29.00 
(paperback) 

Toward  a National  Policy  on  Drug  and  AIDS 
Testing.  Edited  by  Mathea  Falco  and  Warren  I. 
Cikins.  81  pp.  Washington,  DC,  Brookings 
Books,  1989.  $10.95  (paperback) 


BIOCHEMISTRY 

Inhibitors  of  Ribonucleoside  Diphosphate  Re- 
ductase Activity.  Edited  by  J.  G.  Cory  and  A.  H. 
Cory.  273  pp,  illustrated.  Elmsford,  NY,  Perga- 
mon  Press,  Inc,  1989.  $72.50  (hardcover) 


CARDIOLOGY 

Comprehensive  Electrocardiology.  Volumes  1, 
2,  3.  Edited  by  Dr  Peter  W.  Macfarlane,  Profes- 
sor T.  D.  Veitch  Lawrie.  1,786  pp,  illustrated. 
Elmsford,  NY,  Pergamon  Press,  Inc,  1989. 
$495.00  (hardcover) 

Synopsis  of  Cardiac  Physical  Diagnosis.  Edited 
by  Jonathan  Abrams,  md.  253  pp,  illustrated. 
Philadelphia,  Pa,  Lea  & Febiger,  1989.  $18.50 
(paperback) 


GASTROENTEROLOGY 

Data  Analysis  for  Clinical  Medicine:  The  Quan- 
titative Approach  to  Patient  Care  in  Gastroen- 
terology. Edited  by  Thomas  C.  Chalmers,  md. 
217  pp,  illustrated.  Cheshire,  England,  Interna- 
tional University  Press,  1988.  $49.00  (hardcov- 
er) 


HISTORY  OF  MEDICINE 

History  of  Medicine.  Edited  by  Rebecca 
Greene,  PhD.  133  pp.  Binghamton,  NY,  The  Haw- 
orth Press,  Inc,  1988.  $24.95  (hardcover) 


INTERNAL  MEDICINE 

Bronchopulmonary  Dysplasia.  Edited  by 
Eduardo  Bancalari,  md.  and  J.  Thomas  Stocker, 
md.  441  pp,  illustrated.  New  York,  Hemisphere 
Publishing  Corp,  1988.  $79.50  (hardcover) 

Joslin  Diabetes  Manual.  12th  Edition.  By  Leo  P. 
Krall,  md,  and  Richard  S.  Beaser,  md  406  pp, 
illustrated.  Philadelphia,  Pa,  Lea  & Febiger, 
1989.  $10.95  (paperback) 

Biosignalling  in  Cardiac  and  Vascular  Sys- 
tems. Edited  by  M.  Fujiwara,  S.  Narumiya,  and 
S.  Miwa.  441  pp,  illustrated.  Elmsford,  NY,  Per- 
gamon Press,  1989.  $80.00  (hardcover) 


LEGAL  MEDICINE 

Preventing  Emergency  Malpractice.  By  Ray- 
mond M.  Fish,  md,  and  Melvin  E.  Ehrhardt,  md. 
179  pp.  Oradell,  NJ,  Medical  Economics  Books, 
1989.  $31.95  (hardcover) 


MEDICAL  CARE 

Rationing  of  Medical  Care  for  the  Critically  III. 

Edited  by  Martin  A.  Strosberg,  I.  Alan  Fein,  and 
James  D.  Carroll.  97  pp.  Washington,  DC, 
Brookings  Books,  1989.  $11.95  (paperback) 


MISCELLANEOUS 

Health  and  Medicine  in  the  Christian  Science 
Tradition:  Principle,  Practice,  and  Challenge. 

By  Robert  Peel.  154  pp,  New  York,  The  Cross- 
road Publishing  Co,  1988.  $18.95  (hardcover) 

Diagnosis  and  Treatment  of  Muscle  Pain.  Edit- 
ed by  Hans  Kraus,  md.  1 16  pp,  illustrated.  Chica- 
go, III,  Quintessence  Publishing  Co,  Inc,  1988. 
$32.00  (hardcover) 

Controlling  Cholesterol.  By  Kenneth  H.  Cooper, 
md.  395  pp,  illustrated.  New  York,  Bantam 
Books,  1988.  $4.95  (paperback) 

The  Responsible  Physician:  Standards  of  Ex- 
cellence and  the  Critically  III  Patient.  Edited  by 
Stewart  G.  Wolf,  Jr,  md,  Milton  W.  Hamolsky,  md, 
Austin  H.  Kutscher,  md,  and  Karin  Muraszko,  md. 
102  pp.  Brooklyn,  NY,  The  Center  for  Thanato- 
logy  Research,  1989.  $14.95  (paperback) 

The  Intern  Blues:  The  Private  Ordeals  of  Three 
Young  Doctors.  By  Robert  Marion,  md  352  pp. 
New  York,  William  Morrow  & Co,  Inc,  1989. 
$19.95  (hardcover) 

The  Better  Back  Book:  Simple  Exercises  for 
the  Prevention  and  Care  of  Back  Pain.  By  Con- 
stance A.  Bean.  232  pp,  illustrated.  New  York, 
William  Morrow  & Co,  1989.  $17.95  (cloth- 
cover) 

The  Oxygen  Breakthrough:  30  Days  to  an  Ill- 
ness-Free Life — The  Natural  Program.  By 

Sheldon  Saul  Hendler,  md  271  pp,  illustrated. 
New  York,  William  Morrow  & Co,  1989.  $18.95 
(clothcover) 

PE:  How  to  Overcome  Premature  Ejaculation. 

By  Helen  Singer  Kaplan,  md  118  pp,  illustrated. 
New  York,  Brunner/Mazel  Publishers,  1989. 
$1 1.95  (paperback) 


ONCOLOGY 

Theories  of  Carcinogenesis.  Edited  by  Olav  Hil- 
mar  Iversen,  md  327  pp,  illustrated.  New  York, 
Hemisphere  Publishing  Corp,  1988.  $59.95 
(hardcover) 


PEDIATRICS 

Pediatric  Pulmonary  Disease.  Edited  by  J. 
Thomas  Stocker,  md  273  pp,  illustrated.  New 
York,  Hemisphere  Publishing  Corp,  1989. 
$45.00  (hardcover) 

Toxicologic  and  Pharmacologic  Principles  in 
Pediatrics.  Edited  by  Sam  Kacew,  ms,  PhD,  and 
Simon  Lock,  ms,  PhD.  314  pp,  illustrated.  New 
York,  Hemisphere  Publishing  Corp,  1988. 
$59.50  (hardcover) 

Heart  Disease  in  Infants,  Children,  and  Adoles- 
cents. Fourth  Edition.  Edited  by  Forrest  H.  Ad- 
ams, md.  George  C.  Emmanouilides,  md,  and 
Thomas  A.  Riemenschneider,  md  1,066  pp,  il- 
lustrated. Baltimore,  Md,  Williams  & Wilkins, 
1989.  $149.95  (hardcover) 


PUBLIC  HEALTH 

Methods  for  Biological  Monitoring:  A Manual 
for  Assessing  Human  Exposure  to  Hazardous 
Substances.  Edited  by  Theodore  J.  Kneip,  PhD, 
and  John  V.  Crable,  BS.  496  pp,  illustrated. 
Washington,  DC,  American  Public  Health  Asso- 
ciation, 1988.  $59.25  (hardcover) 


PSYCHIATRY 

Treating  Couples:  The  Intersystem  Model  of 
the  Marriage  Council  of  Philadelphia.  Edited  by 
Gerald  R.  Weeks,  PhD.  353  pp.  New  York,  Brun- 
ner/Mazel Publishers,  1989.  $32.50  (hardcov- 
er) 

The  Treatment  of  Psychiatric  Disorders.  By 

William  H.  Reid,  md  414  pp.  New  York,  Brun- 
ner/Mazel Publishers,  1989.  $35.00  (hardcov- 
er) 

Sexual  Trauma  in  Children  and  Adolescents: 
Dynamics  and  Treatment.  By  Diana  Sullivan 
Everstine,  PhD,  and  Louis  Everstine,  PhD.  206  pp, 
illustrated.  New  York,  Brunner/Mazel  Publish- 
ers, 1989.  $25.00  (hardcover) 

Moodswing.  By  Ronald  R.  Fieve,  md.  276  pp. 
New  York,  William  Morrow  & Co,  Inc,  1989. 
$22.95  (clothcover) 


SURGERY 

Anorectal,  Presacral  and  Sacral  Tumors: 
Anatomy,  Physiology,  Pathogenesis  and  Man- 
agement. By  S.  Arthur  Localio,  md,  Kenneth 
Eng,  md,  and  Gene  Francis  Coppa,  md.  356  pp, 
illustrated.  Philadelphia,  Pa,  WB  Saunders  Co, 
1987.  $78.95  (hardcover) 

Surgery  for  the  Morbidly  Obese  Patient.  Edited 
by  Mervyn  Deitel,  md.  400  pp,  illustratea.  Phila- 
delphia, Pa,  Lea  & Febiger,  1989.  $70.00  (hard- 
cover) 
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NEWS  BRIEFS 


The  hunt  for  a vaccine  against  Lyme  disease 

Lyme  disease,  a multisystemic  illness  that  over  a period 
of  weeks  or  years  can  cause  a multitude  of  symptoms,  in- 
cluding arthritis,  neurologic  abnormalities,  and  cardiac 
disease,  is  caused  by  the  bacterium  Borrelia  burgdorferi. 
The  most  common  means  of  transmission  of  B burgdorferi 
is  via  a tick  bite,  primarily  that  of  a deer  tick.  Lyme  dis- 
ease has  been  isolated  in  43  states  in  the  United  States, 
with  Lyme  disease-carrying  ticks  reported  to  be  on  the 
increase  in  particularly  high  risk  areas  of  the  northeast 
and  upper  midwest.  In  the  United  States,  90%  of  the  cases 
of  Lyme  disease  occur  in  either  New  York,  New  Jersey, 
Connecticut,  Massachusetts,  Rhode  Island,  California, 
Minnesota,  or  Wisconsin  ( Science  News  1989;  135:184- 
187). 

If  infection  with  B burgdorferi  is  caught  early  in  the 
course  of  the  disease,  most  cases  will  respond  to  antibiotic 
therapy;  however,  tick  bites  often  go  unnoticed,  and  the 
early  symptoms  of  Lyme  disease  may  go  undiagnosed. 
The  prospects  for  a vaccine  against  Lyme  disease  are  im- 
proving, with  researchers  exploring  a variety  of  approach- 
es for  blocking  B burgdorferi  infection  ( Science  News 
1989;  135:186). 

A major  problem  in  vaccine  development  is  that  B 
burgdorferi  produces  only  a weak  immune  response  in  hu- 
mans. While  some  approaches  to  Lyme  disease  prevention 
involve  boosting  the  host’s  immune  response,  others  focus 
on  how  the  tick  disarms  the  host’s  immune  system  and 
how  to  inhibit  the  tick’s  anti-immune  defense  mecha- 
nisms. 

Several  theories  of  vaccine  development  against  Lyme- 
infected  ticks  take  advantage  of  the  process  of  the  tick’s 
attachment  to  the  host  and  feeding  behavior,  and  the 
transmission  of  the  bacteria  to  the  host.  Ticks  can  remain 
attached  to  the  host  for  a period  of  days  or  weeks.  During 
this  time  they  secrete  a spectrum  of  chemicals  called  “tick 
saliva” — which  includes  anticoagulants,  digestive  en- 
zymes, and  an  “attachment  cement” — that  helps  them  re- 
sist the  human  immune  response  and  aids  in  feeding.  Sev- 
eral experimental  vaccines  are  targeted  against 
components  of  this  saliva.  Based  on  the  belief  that  bacteri- 
al transmission  is  not  likely  during  the  first  few  hours  of 
tick  attachment,  “Researchers  hope  a purified  dose  of  the 
right  tick  proteins,  combined  with  a chemical  that  ampli- 
fies the  host’s  immune  response,  might  add  up  to  a vaccine 
that  would  interrupt  a tick’s  blood  meal  before  disease 
transmission  occurs.” 

Efforts  to  develop  a vaccine  can  be  highly  labor  inten- 
sive. One  group  of  researchers  dissected  nearly  3,000  sali- 
vary glands  from  ticks,  and  then  used  genetic  engineering 
technology  to  purify  and  mass-produce  components  of  the 
tick  saliva  for  subsequent  testing  as  potential  vaccines. 
Another  group  is  developing  a vaccine  to  block  completely 
the  production  of  the  tick  saliva. 

In  Australia,  a vaccine  developed  against  a cattle  tick 
reduced  the  number  of  ticks  on  vaccinated  animals  by 
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91%.  The  Australians  isolated  the  digestive  tracts  of 
50,000  ticks  and  extracted  0.18  mg  of  a protein  specific  to 
the  tick  gut.  Following  analysis  of  the  protein,  a synthetic, 
nearly  identical  substance  was  developed  as  the  vaccine. 
While  feeding  on  the  blood  of  a vaccinated  host,  the  tick 
ingests  a lethal  dose  of  the  substance,  which  causes  dam- 
age to  the  intestinal  lining. 

“Despite  these  and  other  encouraging  trials — none  of 
which  has  been  applied  to  humans — some  scientists  ques- 
tion whether  standard  vaccination  approaches  will  ever 
outwit  the  wily  tick.”  Ticks  have  honed  particularly  effec- 
tive means  of  out-maneuvering  the  human  immune  system. 

Isotretinoin — an  effective  yet  teratogenic  drug 

Isotretinoin,  a derivative  of  vitamin  A,  is  highly  effec- 
tive in  the  treatment  of  severe  cystic  acne.  A therapeutic 
regimen  with  this  oral  medication  typically  lasts  20  weeks, 
after  which  the  acne  commonly  enters  remission  for  a pro- 
longed period.  Despite  the  success  achieved  with  isotretin- 
oin since  it  first  came  to  market  in  the  United  States  in 
1 982,  the  established  teratogenic  effects  of  the  drug  create 
a conflict  with  regard  to  dispensing,  marketing,  and  regu- 
lating isotretinoin.  In  a recent  article,  Robert  S.  Stern, 
MD,  detailed  the  efforts  taken  to  assure  safe  usage  of  iso- 
tretinoin without  restricting  availability  of  the  drug  to  pa- 
tients who  would  benefit  from  its  therapeutic  effects  (TV 
Engl  J Med  1989;  320:1007-1009). 

Based  on  animal  tests  that  demonstrated  the  drug’s  ter- 
atogenicity, the  package  insert  stated  from  the  beginning 
that  pregnant  women  should  not  use  isotretinoin.  Howev- 
er, by  1 983,  there  were  reports  of  birth  defects  and  sponta- 
neous abortions  after  exposure  to  isotretinoin  during  the 
first  trimester  of  pregnancy.  Subsequent  published  re- 
ports described  the  affected  infants  and  their  birth  de- 
fects. 

In  response,  in  1983,  the  drug  manufacturer  and  the 
Food  and  Drug  Administration  (FDA)  escalated  their 
educational  program  aimed  at  increasing  physician  and 
patient  awareness  of  the  teratogenic  effects  of  isotretin- 
oin. In  1984,  the  warning  accompanying  the  drug’s  label- 
ing information  was  reworded  to  present  even  more  clear- 
ly the  risk  to  potentially  fertile  women.  Since  1985,  the 
frequency  of  spontaneous  abortions  and  malformed  in- 
fants attributed  to  isotretinoin  exposure  appears  to  have 
decreased,  based  on  the  number  of  reports  to  the  FDA. 

Continued  success  with  isotretinoin  in  the  treatment  of 
severe  cystic  acne  and  the  potential  for  its  effectiveness  in 
treating  other,  less  debilitating  forms  of  acne,  emphasize 
the  benefits  of  this  drug.  In  addition,  although  other  re- 
portedly less  harmful  forms  of  vitamin  A are  currently 
under  development  (see  following  news  brief),  their  safety 
and  therapeutic  value  have  yet  to  be  demonstrated  in  hu- 
mans. As  Dr  Stern  explains,  failure  to  comply  with  the 
guidelines  regarding  dispensation  and  administration  of 
isotretinoin  and  to  minimize  the  frequency  of  exposure  to 
isotretinoin  among  pregnant  women  could  result  in  re- 
stricted distribution  of  the  drug  or  its  removal  from  the 
market. 


374  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/JUNE  1989 


Working  with  the  FDA,  the  manufacturer  has  devel- 
oped changes  in  labeling  and  packaging  as  well  as  new 
educational  programs.  “Isotretinoin  is  now  contraindicat- 
ed in  women  with  childbearing  potential  unless  they  have 
severe,  disfiguring  cystic  acne  that  is  recalcitrant  to  stan- 
dard therapies,  are  considered  by  the  physician  to  be  reli- 
able, can  take  contraceptive  measures,  have  received  oral 
and  written  warnings  of  the  hazards  of  pregnancy,  and 
have  negative  serum  pregnancy  tests  within  two  weeks  be- 
fore starting  therapy.” 

These  guidelines  do  impose  an  increased  burden  on  the 
physician,  demanding  more  time  for  patient  screening, 
counseling,  and  monitoring  for  compliance.  However,  this 
challenge  to  the  medical  and  regulatory  communities  rep- 
resents more  than  an  attempt  to  sustain  the  availability  of 
one  drug.  “Our  success  in  facing  the  challenge  of  isotretin- 
oin will  be  important  in  determining  whether  other  such 
drugs  become  available  and  how  they  are  used.” 

Water-soluble  vitamin  A proves  less  toxic 

Derivatives  of  retinoic  acid,  such  as  tretinoin  (trade 
name  Retin-A)  and  isotretinoin  (Accutane),  are  being 
used  to  treat  cases  of  severe  acne.  Researchers  are  also 
testing  tretinoin  as  an  anti-wrinkle  cream.  However,  these 
two  potent  medications  produce  serious  complications. 
Tretinoin  kills  cells  and  burns  skin,  while  isotretinoin  is 
associated  with  an  increased  risk  of  birth  defects  when 
used  by  pregnant  women. 

Whereas  retinol,  the  fat-soluble  form  of  vitamin  A,  is 
toxic  in  large  doses,  water-soluble  derivatives  of  vitamin  A 
are  less  toxic.  Scientists  have  recently  performed  animal 
tests  with  water-soluble  forms  of  vitamin  A that  have 
proven  effective  in  curing  vitamin  A deficiency  in  rats 
(i Science  News  1989;  135:204).  Early  results  indicated 
that  one  form  may  even  be  safe  for  pregnant  rats.  While 
all  the  fetuses  of  pregnant  rats  administered  comparable 
doses  of  retinoic  acid  died,  the  pregnant  rats  given  water- 
soluble  compounds  all  produced  normal  offspring.  The  re- 
searchers have  suggested  that  the  water-soluble  deriva- 
tives do  not  cross  the  placenta.  Studies  did,  however, 
demonstrate  absorption  of  the  water-soluble  derivatives 
by  the  rats  themselves. 

In  addition  to  finding  use  as  a potential  treatment  for 
acne  and  wrinkling,  these  water-soluble  compounds  could 
be  effective  in  preventing  vitamin  A deficiency  in  people 
with  genetic  disorders  or  diseases  that  predispose  them  to 
vitamin  A deficiency. 

Laser  may  improve  early  detection  of  cataracts 

A joint  effort  between  scientists  at  the  Georgia  Institute 
of  Technology  and  the  Joslin  Diabetes  Center  has  pro- 
duced a laser  instrument  that  the  developers  hope  will  help 
identify  cataracts  in  the  early  stages  of  formation.  By  de- 
tecting warning  symptoms  of  cataracts,  this  experimental 


instrument  could  allow  physicians  to  initiate  preventive 
and  therapeutic  measures  earlier  in  the  development  of 
cataracts. 

Based  on  the  design  of  a conventional  slit  lamp  used  in 
routine  eye  examinations,  this  instrument  incorporates  a 
low-intensity  laser  beam  instead  of  a filament  light  source. 
The  helium-cadmium  laser  focuses  a safe  level  of  light 
onto  the  lens  of  the  eye  and  yields  Raman  scattering  sig- 
nals, fluorescent  emissions,  and  Rayleigh  scattering  sig- 
nals. 

The  instrument  uses  this  information  to  measure  the 
concentrations  of  cataract-susceptible  proteins  in  the  lens, 
the  chemical  makeup  of  existing  protein-forming  bonds, 
metabolic  rates  that  relate  to  protein  growth,  and  rates  of 
change  in  the  sizes  of  protein  particles.  In  the  course  of  a 
two-year  clinical  trial  set  to  begin  this  summer  at  the  Jos- 
lin Center,  researchers  hope  to  define  data  parameters 
that  correlate  with  subsequent  cataract  formation. 

One  million  dollars  in  grants  available  for  research  on 
kidney  failure 

In  response  to  cutbacks  in  government-sponsored  medi- 
cal research  programs,  the  Renal  Therapy  Division  of 
Baxter  Healthcare  Corporation  has  established  a $1  mil- 
lion Extramural  Grant  Program.  The  grants  are  available 
to  nephrology  researchers  who  are  studying  kidney  fail- 
ure, and  its  complications  and  treatment. 

Priority  will  be  given  to  research  proposals  that  address 
the  cardiovascular  response  to  kidney  dialysis,  including 
hypotension,  hypertension,  and  myocardial  infarction. 
Members  of  the  international  academic  community  will 
judge  the  scientific  merit  of  each  grant  proposal. 

EPA  sets  Medical  Waste  Tracking  Act  in  motion 

The  Medical  Waste  Tracking  Act,  implemented  by  the 
Environmental  Protection  Agency  (EPA),  is  a two-year 
demonstration  project  aimed  at  monitoring  and  control- 
ling the  disposal  of  medical  waste  in  ten  states.  The  states 
named  in  this  law  are  New  York,  New  Jersey,  Connecti- 
cut, Illinois,  Indiana,  Minnesota,  Michigan,  Ohio,  Penn- 
sylvania, and  Wisconsin.  Any  other  state  can  participate 
in  the  project,  as  determined  by  each  state’s  governor. 

According  to  the  law,  specific  types  of  medical  waste 
generated  by  physicians’  offices,  clinics,  and  laboratories 
must  be  separated  from  other  waste  products,  placed  in 
special,  leak-proof  containers,  and  tracked  through  their 
final  disposal  or  destruction.  Records  of  all  such  waste  are 
essential,  including  waste  that  is  incinerated  or  treated 
and  destroyed  on  site. 

The  emphasis  on  tracking  medical  waste  stemmed  from 
the  many  reports  of  medical  waste  washing  up  on  beaches 
last  summer  in  states  including  New  York,  New  Jersey, 
and  Connecticut. 
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MEDICAL  SOCIETY  NEWS 


MSSNY  House  of  Delegates  calls  for  the  removal  of  David 
Axelrod,  md,  as  Commissioner  of  Health  of 
New  York  State 

The  single  action  of  the  MSSN  Y’s  183rd  annual  House 
of  Delegates  Meeting  in  Rochester  that  caused  the  most 
stir  was  the  passage  of  Resolution  89-20,  which  called 
upon  Governor  Mario  Cuomo  to  dismiss  David  Axelrod, 
MD,  as  Commissioner  of  Health  for  New  York  State.  This 
resolution,  said  Charles  D.  Sherman,  MD,  then  president 
of  the  Society,  was  “not  a personal  attack  against  David 
Axelrod,  MD,  himself.  He  is  obviously  an  individual  com- 
mitted to  doing  what  he  thinks  is  best  for  the  health  care 
system.  The  problem  is  that  he  is  often  wrong'.” 

The  resolution  was  submitted  by  Verne  Marshall,  MD, 
of  Geneva,  in  upstate  Ontario  County.  It  passed  by  an 
overwhelming  margin.  Dr  Marshall  expressed  the  grow- 
ing frustration  with  increasing  rules  and  regulations  pro- 
mulgated by  Dr  Axelrod  and  his  department  without  in- 
put from  physicians  in  the  field.  As  Dr  Sherman  later 
expressed  it,  “Dr  Axelrod  does  not  directly  deliver  clinical 
care  to  patients  in  New  York  State.  Consequently,  he  sim- 
ply does  not  realize  the  often  disastrous  consequences  of 
the  regulatory  excesses  initiated  at  his  direction.  These 
excesses  often  constitute  a complete  roadblock,  prevent- 
ing patients  from  receiving  the  care  they  need.” 

This  resolution  generated  enormous  publicity.  Gover- 
nor Cuomo  responded  by  calling  Commissioner  Axelrod 
“the  best  Health  Commissioner  in  the  country.”  The 
Medical  Society  followed  up  the  action  of  the  House  by 
sending  a strongly  worded  letter  to  the  governor  express- 
ing concern  about  the  great  problems  that  medicine  is  fac- 
ing in  the  near  future,  and  asking  for  more  cooperation 
between  the  state  and  the  physicians  practicing  in  New 
York.  Governor  Cuomo  has  not  yet  responded. 

In  a separate  action,  but  one  which  also  showed  physi- 
cians’ uneasiness  with  the  current  bureaucracy  of  health 
care  in  New  York,  the  Medical  Society  passed  a resolu- 
tion that  called  for  support  of  legislation  to  establish  an 
independent  commission  of  impartial  experts  to  immedi- 
ately undertake  a study  of  the  conflicting  demands  for  re- 
sources within  the  health  care  system  and  make  recom- 
mendations on  setting  priorities  for  resolving  the  health 
care  crisis  in  New  York  City  and  the  rest  of  the  state.  The 
commission  will  also  examine  federal  issues  affecting  the 
health  care  crisis  and  will  include  national  health  experts 
as  well  as  representatives  from  the  MSSNY,  the  Hospital 
Association  of  New  York  State,  the  legislature,  and  the 
office  of  the  governor. 

Said  Dr  Sherman,  “We  call  for  a new  approach  which 
will  involve  all  interested  segments  of  the  health  care  de- 
livery system.  Doctors,  nurses,  hospitals,  nursing  homes, 
labor,  business,  and  of  course,  health  care  consumers  must 
all  be  given  a legitimate  role  in  the  planning  process  now 
so  dominated  by  the  Department  of  Health  under  its 
present  leadership.” 

The  Medical  Society  held  its  annual  meeting  in  an  up- 
state location  for  the  first  time  in  six  years  when  delegates 
gathered  at  the  Rochester  Stouffer  and  Holiday  Inn  hotels 


in  April.  The  HOD,  although  somewhat  cramped  with 
more  than  500  delegates,  Auxilians,  MSSNY  staff  mem- 
bers, and  guests  in  the  two  hotels  on  the  banks  of  the  Gen- 
esee River,  was  a particularly  productive  meeting.  More 
than  100  resolutions  were  discussed  and  voted  on  in  four 
days  of  meeting.  The  resolutions  ranged  from  proposing 
safety  helmets  for  the  occupants  of  convertible  cars  travel- 
ing with  the  tops  down  to  recommending  greater  testing 
and  vaccination  for  hepatitis  B).  Among  the  more  signifi- 
cant resolutions  were: 

Reproductive  rights:  that  the  MSSNY  affirm  the  posi- 
tion that  reproductive  choice,  like  any  medical  decision,  is 
one  of  an  informed  consent  between  the  patient  and  her 
physician.  A minority  report  signed  by  49  of  the  301  dele- 
gates stated  that  the  MSSNY  should  accept  the  legality  of 
the  Roe  v Wade  decision  of  the  Supreme  Court  of  the 
United  States  regarding  abortion;  and  that  any  physician 
involved  in  such  activity  should  provide  quality  medical 
care. 

RU-486  abortion  pill : that  the  MSSNY  believes  that 
testing  and  release  of  RU-486  and  other  medications 
should  be  based  upon  scientific  evidence  and  should  be 
free  of  influence  of  political  pressure  groups. 

AIDS  and  HIV  classification:  that  the  New  York  dele- 
gation to  the  AMA  introduce  two  resolutions  at  the  Annu- 
al Meeting  of  the  AMA  House  of  Delegates  in  June  1989 
calling  on  the  AMA  to:  1 ) Formally  take  the  position  that 
states  should  apply  the  same  public  health  measures  to 
contain  the  HIV  epidemic  as  are  used  to  control  the 
spread  of  other  communicable  and  sexually  transmissable 
diseases;  and  2)  Formally  take  the  position  that  physicians 
be  permitted  to  test  patients  for  the  presence  of  HI  V infec- 
tion in  the  same  manner  as  they  currently  test  for  other 
infections  and  conditions,  ie,  when  such  a test  is  warranted 
in  the  physician’s  exercise  of  his  medical  judgment,  and 
that  states  impose  no  restrictions  or  obstacles  on  this  ability. 

HIV  infection  confidential  reporting:  that  the  state 
Medical  Society  urge  the  New  York  State  Health  Depart- 
ment to  consider  requiring  confidential  reporting  of  any 
form  of  HIV  infection  under  the  rubric  of  HIV  disease  or 
HIV  infection,  with  the  term  AIDS  to  be  added  if  needed 
for  state  or  federal  accounting  purposes;  and  that  individ- 
uals who  prefer  anonymous  testing  as  opposed  to  confi- 
dential testing  be  allowed  to  use  a pseudonym  or  other 
identifier  so  as  to  assure  completeness  in  the  state’s  data 
reporting  systems;  and  that  a similar  resolution  be  intro- 
duced to  the  AMA  House  of  Delegates  by  the  New  York 
delegation  as  a recommendation  to  health  departments  of 
other  states. 

Tobacco  use  as  contributory  cause  of  death:  that  the 
MSSNY  request  the  Commissioner  of  Health  of  New 
York  State  to  modify  the  death  certificate  form  to  include 
a check-off  box  regarding  tobacco  use  as  a contributory 
factor  to  the  cause  of  death  on  death  certificates  issued  in 
the  State  of  New  York. 

Nursing  shortage  in  New  York  State:  that  the  Society 
work  with  the  legislature  to  implement  short  and  long 
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range  measures  to  address  nursing  shortages  and  other 
health  care  personnel  shortages. 

Nurse  education  programs : that  the  MSSNY  continue 
strongly  to  support  programs  that  will  assist  and  encour- 
age persons  to  enter  the  field  of  nursing;  and  that  these 
programs  be  integrated  to  allow  transfer  of  credits  toward 
higher  levels  of  education;  and  that  recruitment  efforts 
begin  in  high  schools,  and  enlist  the  aid  of  high  school 
guidance  counselors. 

Neurologically  impaired  infants : that  the  MSSNY  in- 
troduce legislation  to  remove  neurologically  impaired  in- 
fants from  the  civil  adjudication  process. 

Information  statement  of  the  Emergency  Medical  Services 
Committee  of  the  MSSNY  on  conflicts  between 
physicians  and  the  pre-hospital  system 

Physicians  who  wish  to  provide  emergency  medical  care 
should  be  familiar  with  the  pre-hospital  care  organization 
(fire  company,  ambulance  corps,  emergency  technician) 
in  their  area.  Specifically,  physicians  should  know  how  so- 
phisticated or  how  limited  the  pre-hospital  system  may  be 
in  terms  of  equipment,  supervision,  training,  and  the  sort 
of  written  protocols  the  system  uses  as  a standard  for  care. 
Although  Emergency  Medical  Services  (EMS)  systems  in 
New  York  State  are  as  variable  in  sophistication  and  re- 
sources as  the  hospital  systems  they  serve,  certain  recur- 
ring problems  seem  to  be  common  to  all. 

Physicians  interacting  with  the  EMS  in  an  emergency 
situation.  Physicians  who  are  unknown  to  the  emergen- 
cy medical  technicians  and  who  wish  to  assume  the  care  of 
patients  in  an  emergency  situation  must  identify  them- 
selves to  the  technicians  as  a New  York  State  licensed 
physician. 

Physician  direction  of  care  during  transport.  Physi- 
cians wishing  to  continue  care  for  their  own  patients  or 
one  whom  they  are  treating  in  an  emergency  situation 
usually  must  accompany  the  patient  to  the  hospital  in  the 
ambulance.  Most  systems  do  not  allow  technicians  to  car- 
ry out  a physician’s  orders  if  the  physician  is  not  physically 
present  at  the  scene.  If  the  physician  will  not  accompany 
the  patient  to  the  hospital,  most  systems  provide  that  the 
medical  technicians  follow  established  protocols  or  con- 
tact Medical  Control  for  continued  direction  in  patient 
care.  This  is  especially  true  if  an  acute  emergency  occurs 
in  the  ambulance  enroute  to  the  hospital. 

Transport  to  the  nearest  hospital.  In  an  attempt  to 
decrease  the  time  from  onset  of  illness  or  injury  until  de- 
finitive hospital  care  can  be  provided,  most  pre-hospital 
emergency  systems  require  that  ambulances  take  patients 
to  the  nearest  hospital.  They  do  not  permit  or  honor  pa- 
tient requests  for  transport  to  a more  distant  hospital.  This 
has  created  some  hardship  for  physicians  and  patients 


when  patients  are  taken  to  hospitals  where  their  physi- 
cians are  not  on  staff  or  if  the  hospital  has  none  of  the 
patient’s  previous  medical  records.  If  a physician  believes 
that  the  policy  of  transport  to  the  nearest  hospital  is  inap- 
propriate because  a particular  hospital  does  not  meet  the 
patient’s  needs,  the  physician  should  petition  the  emer- 
gency medical  system  so  appropriate  transport  decisions 
can  be  made. 

Do  not  resuscitate  and  EMS.  Emergency  medical 
technicians  are  required  to  resuscitate  all  patients  unless 
they  have  been  decapitated,  have  rigor  mortis,  or  show 
other  unmistakable  signs  of  having  been  dead  for  a consid- 
erable period  of  time.  If  a physician  believes  that  CPR  and 
resuscitation  are  inappropriate  for  a patient,  it  is  best  for 
them  to  instruct  the  family  not  to  call  the  emergency  med- 
ical services  if  cardiac  arrest  occurs.  The  new  do-not-re- 
suscitate  (DNR)  law  does  not  cover  the  home  situation. 
DNR  orders  are  not  valid  for  transportation  situations 
from  the  home  to  the  hospital.  However,  they  are  in  effect 
for  inter-institutional  transfers,  ie,  from  nursing  homes  to 
hospitals. 

William  Sharpe,  md,  and  Leonard  Jan  Bruce-Chwatt,  md, 
receive  Medical  Society’s  Redway  Award 

The  Medical  Society  bestowed  its  annual  award  for  ex- 
cellence in  medical  writing  upon  William  Sharpe,  MD,  and 
Leonard  Jan  Bruce-Chwatt,  MD,  for  outstanding  articles 
in  the  New  York  State  Journal  of  Medicine. 

Dr  Sharpe  received  the  award  for  his  commentary 
“The  morality  of  hospital  stewardship,”  and  Dr  Bruce- 
Chwatt  for  his  article  “Cinchona  and  its  alkaloids:  350 
years.” 

Dr  Sharpe  is  Director  of  Laboratories  at  the  Cabrini 
Medical  Center  in  New  York  City  and  Associate  Profes- 
sor of  Pathology  at  the  University  of  Medicine  and  Den- 
tistry of  New  Jersey.  He  also  serves  as  the  editor  of  the 
Bulletin  of  the  New  York  Academy  of  Medicine. 

Dr  Bruce-Chwatt  is  Emeritus  Professor  of  Tropical  Hy- 
giene at  the  University  of  London,  a former  Director  of 
the  Ross  Institute  of  the  London  School  of  Tropical  Medi- 
cine and  Hygiene,  and  a member  of  the  World  Health 
Organization  Expert  Panel  on  Malaria. 

Robert  D.  Brandstetter,  md,  awarded  William  Hammond 
Citation 

Robert  D.  Brandstetter,  MD,  was  awarded  the  William 
Hammond  Citation  for  Distinguished  Service  to  the  New 
York  State  Journal  of  Medicine.  Dr  Brandstetter,  who  is 
Assistant  Director  of  the  Department  of  Medicine  at  New 
Rochelle  Hospital  Medical  Center,  has  demonstrated  ex- 
ceptional service  to  the  Journal  as  a peer  reviewer  and  a 
member  of  the  Associate  Editorial  Board  since  1983. 
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OBITUARIES 


In  addition  to  these  listings,  the  Journal  will  publish 
obituaries  written  by  physician  readers.  Inquiries  should 
first  be  made  to  the  Editor. 


Dominick  A.  Ajello,  MD,  Loch  Arbour, 
NJ.  Died  July  23,  1988;  age  80.  Dr 
Ajello  was  a 1933  graduate  of  Faculte 
de  Medecine  de  l’Universite  de  Geneve, 
Geneva,  Switzerland.  He  was  a Diplo- 
mate  of  the  American  Board  of  Oph- 
thalmology and  a Fellow  of  the  Ameri- 
can College  of  Surgeons.  He  was  a 
member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology, 
the  Pan  American  Association  of  Oph- 
thalmology, the  Medical  Society  of  the 
County  of  Kings,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

William  Louis  Bennett,  MD,  Bayville. 
Died  March  3,  1989;  age  83.  Dr  Ben- 
nett was  a 1934  graduate  of  the  Albany 
Medical  College  of  Union  University. 
He  was  a member  of  the  Suffolk  Coun- 
ty Medical  Society  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Marvin  Avram  Block,  MD,  Buffalo. 
Died  February  28,  1989;  age  87.  Dr 
Block  was  a 1925  graduate  of  the  State 
University  of  New  York  at  Buffalo 
School  of  Medicine.  He  was  a member 
of  the  New  York  Academy  of  Medi- 
cine, the  New  York  State  Society  for 
Medical  Research,  the  American  Geri- 
atrics Society,  the  American  Public 
Health  Association,  the  Academy  of 
Psychosomatic  Medicine,  the  Ameri- 
can Medical  Society  for  Alcoholism, 
the  Medical  Society  of  the  County  of 
Erie,  and  the  Medical  Society  of  the 
State  of  New  York. 

Coburn  A.  L.  Campbell,  MD,  Ormond 
Beach,  Florida.  Died  February  16, 
1989;  age  89.  Dr  Campbell  was  a 1928 
graduate  of  the  University  of  Toronto 
Faculty  of  Medicine,  Toronto,  Canada. 
He  was  a member  of  the  Steuben  Coun- 
ty Medical  Society  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

William  Hynes  Conway,  MD,  Larch- 
mont.  Died  March  1 5,  1 989;  age  77.  Dr 
Conway  was  a 1936  graduate  of  the 
George  Washington  University  School 
of  Medicine,  Washington,  DC.  He  was 
a Diplomate  of  the  American  Board  of 
Internal  Medicine.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  Clinical  Society  of  the 


New  York  Diabetes  Association,  the 
New  York  State  Society  of  Internal 
Medicine,  the  American  Geriatrics  So- 
ciety, the  Pan  American  Medical  Asso- 
ciation, the  Medical  Society  of  the 
County  of  Westchester,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Frank  J.  Curran,  MD,  New  York.  Died 
February  7,  1989;  age  85.  Dr  Curran 
was  a 1929  graduate  of  the  University 
of  Minnesota  Medical  School,  Minne- 
apolis, Minnesota.  He  was  a Diplomate 
of  the  American  Board  of  Psychiatry 
and  Neurology.  His  memberships  in- 
cluded the  New  York  Academy  of 
Medicine,  the  American  Academy  of 
Neurology,  the  American  Psychiatric 
Association,  the  American  Academy  of 
Child  Psychiatry,  the  Association  for 
Research  in  Nervous  and  Mental  Dis- 
ease, the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

James  Llewellyn  Davis,  MD,  Newark. 
Died  February  13,1 989;  age  89.  Dr  Da- 
vis was  a 1925  graduate  of  the  Colum- 
bia University  College  of  Physicians 
and  Surgeons,  New  York.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Wayne  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Frans  DeRook,  MD,  Albany.  Died 
March  11,  1989;  age  62.  Dr  DeRook 
was  a 1952  graduate  of  the  Medische 
Faculteit  Rijksuniversiteit  te  Groning- 
en, Groningen,  Netherlands.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Albany  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Edmund  B.  DiCapua,  MD,  Massapequa. 
Died  March  6,  1989;  age  72.  Dr  DiCa- 
pua was  a 1951  graduate  of  Howard 
University  College  of  Medicine,  Wash- 
ington, DC.  He  was  a member  of  the 
Nassau  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New 
York. 

Walter  James  Gannon,  MD,  Buffalo. 
Died  February  22,  1989;  age  70.  Dr 
Gannon  was  a 1944  graduate  of  the 
State  University  of  New  York  at  Buffa- 
lo School  of  Medicine.  He  was  a mem- 


ber of  the  Medical  Society  of  the  Coun- 
ty of  Erie  and  the  Medical  Society  of 
the  State  of  New  York. 

Alan  Herfort,  MD,  White  Plains.  Died 
March  13,  1989;  age  67.  Dr  Herfort 
was  a 1946  graduate  of  the  New  York 
University  School  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of 
Internal  Medicine.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  Medical  Society  of  the 
County  of  Westchester,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

James  Jacob  Hillenbrand,  MD,  Oneida. 
Died  March  2,  1989;  age  59.  Dr  Hillen- 
brand was  a 1956  graduate  of  George- 
town University  School  of  Medicine, 
Washington,  DC.  He  was  a Diplomate 
of  the  American  Board  of  Obstetrics 
and  Gynecology.  He  was  a member  of 
the  New  York  State  Surgical  Society, 
the  Medical  Society  of  the  County  of 
Madison,  and  the  Medical  Society  of 
the  State  of  New  York. 

Nathan  Hirsch,  MD,  Utica.  Died  Octo- 
ber 13,  1988;  age  79.  Dr  Hirsch  was  a 
1936  graduate  of  the  State  University 
of  New  York  Health  Science  Center  at 
Brooklyn.  He  was  a member  of  the 
American  Psychiatric  Association,  the 
Medical  Society  of  the  County  of  Onei- 
da and  the  Medical  Society  of  the  State 
of  New  York. 

Abraham  Charles  Hoffman,  MD,  Floral 
Park.  Died  February  27,  1989;  age  75. 
Dr  Hoffman  was  a 1943  graduate  of 
Middlesex  University  School  of  Medi- 
cine, Waltham,  Massachusetts.  He  was 
a Diplomate  of  the  American  Board  of 
Pediatrics  and  a Fellow  of  the  Ameri- 
can Academy  of  Pediatrics.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Queens  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Frank  H,  Jaklitsch,  MD,  Dix  Hills.  Died 
March  8,  1989;  age  85.  Dr  Jaklitsch 
was  a 1931  graduate  of  the  University 
of  Maryland  School  of  Medicine,  Balti- 
more. He  was  a Fellow  of  the  American 
Academy  of  Family  Physicians.  His 
memberships  included  the  New  York 
State  Society  of  Occupational  Medi- 
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cine,  the  American  Occupational  Med- 
ical Association,  the  Nassau  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Donald  E.  Janelli,  MD,  Lakeville,  Con- 
necticut. Died  March  22,  1989;  age  69. 
Dr  Janelli  was  a 1945  graduate  of  the 
New  York  Medical  College.  He  was  a 
Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a Qualified  Fel- 
low of  the  International  College  of  Sur- 
geons. He  was  a member  of  the  New 
York  Academy  of  Medicine,  the  Nas- 
sau County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

David  Howard  Klasson,  MD,  Brooklyn. 
Died  January  2,  1 989;  age  8 1 . Dr  Klas- 
son was  a 1936  graduate  of  the  Medi- 
zinische  Fakultaet  der  Universitaet 
Bern,  Bern,  Switzerland.  He  was  a Fel- 
low of  the  American  College  of  Angiol- 
ogy  and  a Qualified  Fellow  of  the  Inter- 
national College  of  Surgeons.  He  was  a 
member  of  the  American  Geriatrics  So- 
ciety, the  Medical  Society  of  the  Coun- 
ty of  Kings,  and  the  Medical  Society  of 
the  State  of  New  York. 

Steven  E.  Koweity,  MD,  Albertson.  Died 
March  15,  1989;  age  75.  Dr  Koweity 
was  a 1940  graduate  of  the  Faculty  of 
Medicine,  Baghdad  University,  Bagh- 
dad, Iraq.  He  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a 
Fellow  of  the  American  Academy  of 
Pediatrics.  He  was  a member  of  the 
American  Public  Health  Association, 
the  Medical  Society  of  the  County  of 
Kings,  and  the  Medical  Society  of  the 
State  of  New  York. 

Jacob  Kravitz,  MD,  Brookville.  Died 
January  11,  1989;  age  93.  Dr  Kravitz 
was  a 1922  graduate  of  the  State  Uni- 
versity of  New  York  Health  Science 
Center  at  Brooklyn.  He  was  a member 
of  the  American  Academy  of  Family 
Physicians,  the  Medical  Society  of  the 
County  of  Kings,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Wolf  Laitner,  MD,  Woodridge.  Died 
February  16,  1989;  age  75.  Dr  Laitner 
was  a 1946  graduate  of  the  Facolta  di 
Medicina  e Chirurgia  dell’Universita  di 
Genova,  Genova,  Italy.  He  was  a Fel- 
low of  the  American  Academy  of  Fam- 
ily Physicians.  He  was  a member  of  the 
Sullivan  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New 
York. 


Harold  Sello  Leopold,  MD,  Mamaro- 
neck.  Died  February  29,  1989;  age  89. 
Dr  Leopold  was  a 1924  graduate  of  the 
Medizinische  Fakultaet  der  Julius 
Maximiliams  Universitaet,  Wurzburg, 
Bayern,  Germany.  His  memberships 
included  the  American  Psychiatric  As- 
sociation, the  Association  for  the  Ad- 
vancement of  Psychotherapy,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Gerard  C.  Maglio,  MD,  Hobe  Sound, 
Florida.  Died  February  5,  1989;  age  80. 
Dr  Maglio  was  a 1934  graduate  of 
Georgetown  University  School  of 
Medicine,  Washington,  DC.  He  was  a 
Fellow  of  the  American  College  of  Sur- 
geons. He  was  a member  of  the  Medical 
Society  of  the  County  of  Westchester 
and  the  Medical  Society  of  the  State  of 
New  York. 

Joseph  Raymond  Mlascaro,  MD,  Utica. 
Died  January  3,  1989;  age  85.  Dr  Mas- 
caro  was  a 1931  graduate  of  George- 
town University  School  of  Medicine, 
Washington,  DC.  He  was  a Fellow  of 
the  American  College  of  Anesthesiolo- 
gists. His  memberships  included  the 
New  York  State  Society  of  Anesthesi- 
ologists, the  American  Society  of  Anes- 
thesiologists, Inc,  the  Medical  Society 
of  the  County  of  Oneida,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Peter  Andian  Perillo,  MD,  Jackson 
Heights.  Died  February  16,  1989;  age 
77.  Dr  Perillo  was  a 1937  graduate  of 
the  State  University  of  New  York 
Health  Science  Center  at  Brooklyn.  He 
was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a Fellow  of  the 
American  Academy  of  Pediatrics.  He 
was  a member  of  the  Medical  Society  of 
the  County  of  Queens  and  the  Medical 
Society  of  the  State  of  New  York. 

Gizella  Perl,  MD,  Herzlia  Pita,  Israel. 
Died  November  24,  1988;  age  89.  Dr 
Perl  was  a 1924  graduate  of  the  Institu- 
tul  de  Medicina  si  Farmacie,  Cluj,  Ro- 
mania. She  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Queens  and 
the  Medical  Society  of  the  State  of  New 
York. 

Herman  O.  Pineas,  MD,  New  York. 
Died  November  22,  1988;  age  96.  Dr 
Pineas  was  a 1 9 1 7 graduate  of  the  Frie- 
drich-Wilhelms  Universitaet  Medizin- 
ische Fakultaet,  Berlin,  Germany.  He 
was  a member  of  the  American  Psychi- 
atric Association,  the  American  Acade- 


my of  Neurology,  the  New  York  Coun- 
ty Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Anthony  R.  Romanelli,  MD,  New  York. 
Died  February  24,  1989;  age  65.  Dr  Ro- 
manelli was  a 1949  graduate  of  the  Fa- 
colta di  Medicina  e Chirurgia  dell’Uni- 
versita  di  Bologna,  Bologna,  Italy.  He 
was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Cardiology, 
and  a Fellow  of  the  American  College 
of  Chest  Physicians.  He  was  a member 
of  the  American  Thoracic  Society,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Irving  Rosenstein,  MD,  Englewood, 
New  Jersey.  Died  January  1989;  age 
83.  Dr  Rosenstein  was  a 1932  graduate 
of  the  Creighton  University  School  of 
Medicine,  Omaha,  Nebraska.  He  was  a 
member  of  the  American  Academy  of 
Family  Physicians,  the  Bronx  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Richard  D.  Schindler,  MD,  New  York. 
Died  January  23,  1989;  age  98.  Dr 
Schindler  was  a 1917  graduate  of  the 
Friedrich-Wilhelms  Universitaet  Me- 
dizinische Fakultaet,  Berlin,  Germany. 
He  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Stephen  B.  Scorza,  MD,  Bohemia.  Died 
March  4,  1989;  age  38.  Dr  Scorza  was  a 
1 977  graduate  of  Facultad  de  Medicina 
de  la  Universidad  Autonoma  de  Gua- 
dalajara, Guadalajara,  Jalisco,  Mexico. 
He  was  a Diplomate  of  the  American 
Board  of  Family  Practice.  He  was  a 
member  of  the  American  Academy  of 
Family  Physicians,  the  Suffolk  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Mohinder  Kumar  Sharma,  MD,  Harri- 
son. Died  December  20,  1988;  age  55. 
Dr  Sharma  was  a 1957  graduate  of  the 
Sawai  Man  Singh  Medical  College, 
Rajasthan  University,  Jaipur,  Raja- 
sthan, India.  He  was  a member  of  the 
Bronx  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

Thomas  Joseph  Syracuse,  MD,  Wil- 
liamsville.  Died  February  26,  1989;  age 
80.  Dr  Syracuse  was  a 1 933  graduate  of 
the  State  University  of  New  York  at 
Buffalo  School  of  Medicine.  He  was  a 


JUNE  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  379 


member  of  the  Medical  Society  of  the 
County  of  Erie  and  the  Medical  Society 
of  the  State  of  New  York. 

James  Edwin  Thompson,  MD,  Sarasota, 
Florida.  Died  January  3,  1989;  age  86. 
Dr  Thompson  was  a 1927  graduate  of 
the  University  of  Texas  Medical 
Branch,  Galveston,  Texas.  He  was  a 
member  of  the  New  York  County  Med- 
ical Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Charles  E.  Tilley,  MD,  Westbury.  Died 
January  1,  1989;  age  84.  Dr  Tilley  was 
a 1930  graduate  of  the  New  York  Med- 
ical College.  He  was  a member  of  the 
American  Psychiatric  Association,  the 
American  Geriatrics  Society,  the  Suf- 
folk County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

John  D.  Tocco,  MD,  Endicott.  Died 
March  4,  1989;  age  80.  Dr  Tocco  was  a 
1936  graduate  of  the  Facolta  di  Medi- 
cina  e Chirurgia  dell’Universita  di 
Roma,  Rome,  Italy.  He  was  a member 
of  the  Broome  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

George  C.  Trombetta,  MD,  Rochester. 
Died  March  8,  1989;  age  67.  Dr  Trom- 
betta was  a 1950  graduate  of  the  Uni- 
versity of  Rochester  School  of  Medi- 
cine-Dentistry. He  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and 
Gynecologists  and  a Fellow  of  the 
American  College  of  Obstetricians  and 
Gynecologists.  He  was  a member  of  the 


New  York  Academy  of  Medicine,  the 
Medical  Society  of  the  County  of  Mon- 
roe, and  the  Medical  Society  of  the 
State  of  New  York. 

Elmer  H.  Tuttle,  MD,  Rochester.  Died 
December  7,  1988;  age  74.  Dr  Tuttle 
was  a 1943  graduate  of  Cornell  Univer- 
sity Medical  College,  New  York.  He 
was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.  He  was  a 
member  of  the  American  Academy  of 
Dermatology,  the  Medical  Society  of 
the  County  of  Monroe,  and  the  Medical 
Society  of  the  State  of  New  York. 

Joseph  R.  Valinoti,  MD,  Manhasset. 
Died  February  3,  1989;  age  96.  Dr  Va- 
linoti was  a 1915  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Kings  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Frances  Elizabeth  Vosburgh,  MD,  Alba- 
ny. Died  February  13,  1989;  age  92.  Dr 
Vosburgh  was  a 1925  graduate  of  Cor- 
nell University  Medical  College,  New 
York.  She  was  a Fellow  of  the  Ameri- 
can Academy  of  Family  Practice.  Her 
memberships  included  the  New  York 
Academy  of  Medicine,  the  American 
Medical  Women’s  Association,  the 
Medical  Society  of  the  County  of  Alba- 
ny, and  the  Medical  Society  of  the 
State  of  New  York. 

Max  Waltuch,  MD,  New  York.  Died 
February  9,  1989;  age  89.  Dr  Waltuch 
was  a 1923  graduate  of  the  Medizin- 


ische  Fakultaet  der  Julius  Maximiliams 
Universitaet,  Wurzburg,  Bayern,  Ger- 
many. He  was  a member  of  the  New 
York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

William  D.  Wheat,  MD,  New  York. 
Died  February  11,  1989;  age  62.  Dr 
Wheat  was  a 1950  graduate  of  the  Lou- 
isiana State  University  School  of  Medi- 
cine, New  Orleans,  Louisiana.  He  was  a 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  and  a Fellow 
of  the  American  College  of  Physicians. 
He  was  a member  of  the  American  Psy- 
chiatric Association,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Robert  Ralph  Yanover,  MD,  Kings 
Point.  Died  February  11,  1989;  age  93. 
Dr  Yanover  was  a 1920  graduate  of 
Wayne  State  University  School  of 
Medicine,  Detroit,  Michigan.  He  was  a 
Qualified  Fellow  of  the  International 
College  of  Surgeons.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Queens  and  the  Medical  Society  of  the 
State  of  New  York. 

Savas  J.  Zavoyianis,  MD,  Bergenfield, 
New  Jersey.  Died  February  18,  1989; 
age  92.  Dr  Zavoyianis  was  a 1924  grad- 
uate of  the  Faculty  of  Medicine,  Aristo- 
telian National  University  of  Athens, 
Athens,  Greece.  He  was  a member  of 
the  American  Academy  of  Dermatolo- 
gy, the  New  York  County  Medical  So- 
ciety, and  the  Medical  Society  of  the 
State  of  New  York. 
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C FQR  MY 

PATIENTS 

( NUMBER  9 / 19S9  ) 


PICNICS,  PARTIES, 

AND  POISONINGS 

Dear  Patient, 

Picnics,  parties,  and  barbecues  are  usually  fun  times,  but  sometimes  they  result 
in  food  poisonings  or  foodborne  illnesses.  The  symptoms  of  vomiting,  diarrhea, 
and  abdominal  cramps  within  hours  or  days  after  eating  certain  foods  can  affect 
many  persons  about  the  same  time  after  the  party.  The  most  common  cause 
of  these  poisonings  is  the  presence  of  specific  bacteria  or  viruses  or  their  by- 
products (toxins)  which  contaminated  the  food  before  it  was  eaten.  It  would 
take  several  pages  to  name  the  many  types  of  bacteria  or  viruses  which  can 
grow  in  food  and  cause  illness,  but  there  are  several  preventive  measures  you 
can  take  before  your  next  party. 


BASIC  PROBLEM  AREAS 

There  are  four  general  sources  of 
food  contaminations: 

1 . Improper  food  preparation  or 
processing 

2.  Improper  food  handling 

3.  Improper  food  storage 

4.  Improper  personal  hygiene  or 
sanitation 


PREPARATION  AND 
PROCESSING 

Poultry,  meats,  seafood,  and  eggs 
must  be  thoroughly  cooked  (internal 
temperature  over  1 60°  F)  to  be  free 
of  harmful  bacteria.  For  example, 
raw  or  incompletely  cooked  clams  or 
oysters  may  contain  live  hepatitis 
virus,  and  raw  or  partially  cooked 
eggs  may  carry  salmonella  bacteria. 

In  home  canning,  the  exact  time, 
pressure,  and  temperature  required 
to  destroy  the  botulism  bacteria  must 
be  strictly  followed  according  to 
accepted  methods.  For  example, 


home-canned  vegetables  should  be 
boiled,  with  stirring,  for  at  least  3 
minutes.  Bulging  cans  of  food  — 
whether  homemade  or  commercially 
made  — should  not  be  opened.  Foods 
with  "off  odors"  should  not  be  eaten 
or  "taste-tested." 


HANDLING  AND 
STORAGE 

Try  to  serve  meat  dishes  hot  as  soon 
as  they  are  cooked.  The  time  from 
initial  preparation  of  food  to  service 
to  the  guests  should  be  reduced  to 
a bare  minimum  unless  the 
temperature  can  be  properly  con- 
trolled. If  perishable  foods  must  be 
kept  for  more  than  2 hours,  place 
them  in  shallow  containers  and  cover 
them.  They  should  immediately  be 
stored  hot  (above  1 40°F)  on  a stove, 
grill,  or  chafing  dish;  or  immediately 
stored  cold  (under  39 °F)  in  a 
refrigerator  or  ice  chest.  Pastries, 
custards,  and  salads  should  be 
refrigerated  as  soon  as  possible  after 
they  are  made. 


PERSONAL  HYGIENE 
AND  SANITATION 

All  persons  involved  in  the  prepara- 
tion and  handling  of  any  foods  must 
carefully  follow  all  rules  of  personal 
hygiene.  Especially  important  is 
thorough  handwashing  (with  soap  and 
dry  towel)  after  use  of  the  toilet. 
Fingernails  must  be  clean  too. 

No  one  should  prepare  or  handle 
food  if  he  or  she  has  any  of  these  con- 
ditions: 

• infection  (boils  or  open  sores)  on 
the  face  or  hands 

• any  nose  or  eye  discharge  including 
nose  colds 

• diarrhea 

The  cleanliness  of  the  kitchen,  uten- 
sils, tableware,  plates,  and  glasses  is 
very  important  in  preventing  food 
contamination  with  many  types  of 
bacteria  and  viruses. 

Now  that  you  know  the  basic  food 
safety  rules,  go  ahead  and  have  that 
party,  and  enjoy  it. 


Office  Handouts  for  Your  Patients 

This  issue  of  the  New  York  State  Journal  of  Medicine  contains  another  “For  My 
Patients”  letter,  which  appears  on  the  preceding  page. 

Use  this  letter  series  to  keep  your  patients  informed  about  timely  issues  concern- 
ing diseases,  treatments  and  health  maintenance.  Simply  make  photocopies  of  the 
page  and  distribute  them  to  your  patients  with  your  newsletter  or  other  cor- 
respondence, or  place  them  in  your  reception  area  for  your  patients  to  read  and 
take  home. 

MSSNY  and  the  New  York  State  Journal  of  Medicine  have  waived  the  copyright 
for  these  handouts,  so  you  may  duplicate  them  without  permission. 

As  an  added  feature,  MSSNY  will  personalize  this  form  and  make  copies  for 
you,  at  a nominal  charge.  See  the  example  below  for  how  these  forms  would  look 
with  your  name  and  address  professionally  printed  on  them.  Use  the  order  form 
below,  and  we’ll  ship  the  personalized  forms  to  you  as  soon  as  possible. 

C for  my  } 

PATIENTS 


Please  direct  all  inquiries 
and  orders  to  MSSNY’s 
Communications  Division 

Please  mail  coupon  and  check, 
payable  to  MSSNY,  to 

MSSNY  Communications  Division 
For  My  Patients 
P.O.  Box  5404 
420  Lakeville  Road 
Lake  Success,  NY  11042 

Please  print  or  type  your  name  as  you  would  like  it  to  appear  on  the  page. 

Name 

Address 

City,  State,  Zip 

Please  identify  the  issue  you  are  ordering  

Check  box  to  order: 

□ $20  for  100  printed  in  one  color 

□ $48  for  100  printed  in  two  colors 

□ $28  for  200  printed  in  one  color 

□ $56  for  200  printed  in  two  colors 

Please  include  appropriate  local  sales  tax,  enclose  payment  with  your  order  and 
allow  three  weeks  for  delivery. 


( ) 
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Wfe’re  Your  Prime  Source 
For  Healthy  Beef  Information. 


The  New  York  Beef  Industry  Council 


As  part  of  a well-balanced  diet,  beef  is  one 
of  the  best  tasting  recommendations  you  can 
make.  That’s  why  the  New  York  Beef  Industry 
Council  is  now  here  for  you  . . . Because  we’re 
your  prime  source  for  today’s  up-to-date  infor- 
mation on  beef! 

We  can  provide  you,  and  your  patients, 
with  FREE  educational  brochures,  nutritional 
information,  diet  and  recipe  literature,  hand- 


outs, counter  displays,  and  speaker  and 
seminar  services.  Very  helpful  information 
for  healthful  dietary  decision-making! 

Just  give  us  a call  today  to  find  out  more. 
And  ask  for  your  free  copy  of  “Exploring  Meat 
& Health,”  an  indispensable  guidebook  for 
anyone  concerned  with  diet  and  nutrition! 

The  New  York  Beef  Industry  Council . . . 
Your  prime  source  for  healthy  beef  information! 


Beef  Hot  Line 

1-800-292-NYBC 

New  York  Beef  Industry  Council 
RD  1,  Box  85  Rome,  New  York  13440 


Introducing 


Extra  Strength 

MIN  RELIEF 
WITHOUT 

EXTRA 

PRESCRIBING 

RESTRICTIONS 


Plus . . . Excellent  patient  acceptance 

• Few  reported  side  effects1 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  VICODIN  ** 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America.2 


*(hydrocodone  bitartrate  7.5  mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750  mg) 


Tablet  for  tablet . . . 

The  most  potent  analgesic  you  can  phone  in- 
daytime,  nighttime,  weekends. 

••(hydrocodone  bitartrate  5 mg  [Warning:  May  be  habit  forming]  and  acetaminophen  500  mg) 

1.  Data  on  file.  Knoll  Pharmaceuticals 

2.  Standard  industry  new  prescription  audit.  Data  on  file.  Knoll  Pharmaceuticals  , ^ 1939  BASFK 

Please  see  adjacent  page  for  brief  summary  of  prescribing  information  5866/6-89 


~vicodirL 


-vicodin  ES 


(continued  from  p 6A) 

725  North  St,  Pittsfield,  MA  01201. 
Tel:  (413)  447-2417. 

UTAH 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately 
severe  pain 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone 

WARNINGS: 

Allergic-Type  Reactions:  VICODIN/VICODINES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-refated  respiratory  depression 
Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  otner  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries 
Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions 
PRECAUTIONS 

Special  Risk  Patients:  VICODIN/VICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture 
Cougn  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease 
Drug  Interactions : Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alconol) 
concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C Hydrocodone  has  been 
shown  to  be  teratogenic  in  namsters  when  given  in  doses  700  times  the 
human  dose.  There  are  no  adequate  ana  well-controlled  studies  in 
pregnant  women  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever 

Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS: 

The  most  frequently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include: 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System:  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above), 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  the  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  Dy  the  use  of 
naloxone  hydrochlonde  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III)  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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Knoll  Pharmaceuticals 

A Unit  ol  BASF  K&F  Corporators 
Whippany  New  Jersey  07981 


July  12-14.  11th  Annual  Common 
Problems  in  Pediatrics.  Salt  Lake  City. 
Contact:  Barbara  Saffel,  Preferred 
Meeting  Management,  Inc,  640  E Wil- 
mington Ave,  Salt  Lake  City,  UT 
84106.  Tel:  (801)  466-3500. 


AROUND  THE  WORLD 


CANADA 

July  13-15.  Prenatal  Diagnosis  and  Re- 
productive Genetics  for  the  Obstetri- 
cian-Gynecologist. 16  Cat  I Credits. 
Four  Seasons  Hotel,  Vancouver,  Brit- 
ish Columbia.  Contact:  Registrar, 
American  College  of  Obstetricians  and 
Gynecologists,  409  12th  St,  SW,  Wash- 
ington, DC  20024-2188.  Tel:  (202) 
863-2541. 

July  21-23.  12th  Annual  National  Con- 
ference on  Pediatric/ Adult  Allergy  and 
Clinical  Immunology.  The  Four  Sea- 
sons Hotel,  Toronto,  Ontario.  Contact: 
Dr  Elliott  Middleton,  Jr,  100  High  St, 
Buffalo,  NY  14203.  Tel:  (716)  845- 
2985. 

EAST  AFRICA 

July  19- Aug  5.  Third  World  Medi- 
cine— Tropical  Radiology  and  the 
Problem  of  AIDS.  27  Cat  I Credits. 
East  Africa  (Nairobi,  Maasa-Mara, 
Lake  Baringo,  Lake  Turkana,  Momba- 
sa, Lamu).  Contact:  Dawne  Ryals, 
Ryals  & Associates,  PO  Box  1925, 
Roswell,  GA  30077-1925.  Tel:  (404) 
641-9773.  □ 


Mommy? 
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REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


GARDEN  CITY — Luxurios  3 bedrooms,  3 bath 
residence  on  3/4  acre,  Central  Location,  unlim- 
ited parking.  1400  sq.  ft.  Professional  Suite. 
$950,000  net,  No  Brokers  516-746-2848. 

SUBTENANT  WANTED  to  share  space  in  fully 
equipped  medical  office.  Luxury  professional 
building  in  Lake  Success,  immediately  adjacent 
to  Long  Island  Jewish  Medical  Center.  Avail- 
able for  occupancy  October  1 , 1 989.  Call  5 1 6- 
354-2626  (days)  or  516-676-6609  (evenings). 

OFFICE  CONDOMINIUM  FOR  SALE  in  the  presti- 
gious multi-specialty  Medical  Arts  Building  of 
Bay  Shore.  950  sq.  ft.,  fairly  new  carpeting, 
paneled  consult  room,  built  in  shelves.  Asking 
$ 1 45,000.  Call  (5 1 6)  666-4767. 


HOUSE  FOR  SALE:  4 bedroom  colonial  plus 

large  doctor’s  office  and  year  round  indoor 
swimming  pool.  Garden  City  vicinity.  Office: 
1100+  sq.  ft.,  front  and  back  entrances,  ex- 
pandable, two  1/2  baths,  parking,  separate 
heat.  House:  Main  Floor:  foyer,  dining  room, 
living  room  with  fireplace,  studio,  eat-in-kitchen, 
1/2  bath,  2 car  garage.  Second  Floor:  4 bed- 
room, 2 full  baths.  Finished  basement  and 
large  attic.  Spa  Building:  separate  building 
with  heated  pool,  1/2  bath,  shower  room,  2 
dressing  rooms,  wet  bar,  480  SF  thermal  sky- 
lights, deck,  etc.  Lot  size  100  ft.  X 250  ft. 
Near  Winthrop,  Mercy  and  Nassau  County 
Medical  Center.  Owner  (516)  483-4117. 


ROCKVILLE  CENTRE'S  MOST  AFFLUENT 
AREA — Doctor's  Row — MD-designed  custom 
office /residence — 1600  sq  ft  wing  for  group  or 
solo  and  rental — Privacy  for  the  practitioner,  5 
BR  Center  Hall  Colonial — wonderful  home  for 
gracious  living  and  entertaining;  secluded  gar- 
den. Room  for  pool.  High  $600's  by  owner: 
(516)  678-5636. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S. 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  110  E.  42nd 
Street,  NYC.  (212)  697-2950  or  evenings 
(914)  723-0799. 


IF  YOU  GET  CITED  FOR  A QUALITY  ISSUE,  you 

have  only  one  chance  to  defend  yourself.  For 
the  best  defense,  call  URQA  Associates,  Ltd. 
URQA  provides  professional,  confidential  help 
to  physicians  cited  for  quality  issues.  Dr.  Clif- 
ford Weingarten,  Medical  Director  of  URQA, 
has  been  deeply  involved  with  utilization  review 
and  quality  assurance  for  the  past  15  years. 
Working  with  a team  of  medical  professionals 
from  both  sides  of  the  review  process,  URQA 
offers  sound  advice  and  experienced  represen- 
tation to  doctors  who  have  been  cited  unjustly. 
(516)  427-1234;  427-7651. 


MISCELLANEOUS— CONT’D 


COMPUTERIZED  MEDICAL  TRANSCRIPTION 
SERVICE:  Radiology,  Neurology,  Otolaryn- 

gology and  all  medical  specialties.  Profession- 
al work  and  fast  turn-around-time  at  competi- 
tive rates.  Transcribe  by  telephone  upstate/ 
out  of  state.  Free  pick  up  & delivery  in  the  New 
York  metropolitan  area.  Call  7 1 8-894- 1 987  for 
more  information. 


AVOID  IRS  PENSION  PENALTY  TAXES  on  Plan 
reversions  and  excess  accumulations.  Former 
IRS  pension  plan  specialist  and  revenue 
agent — Coordinate  pension  distributions  with 
estate  planning.  IRS  approval  for  plan  termina- 
tions, initial  IRS  qualifications  and  TRA  1986 
Amendments.  Annual  Administration  and  ac- 
tuarial certifications.  Professional  practice 
agreements,  dissolutions,  estate  planning  and 
probate.  No  insurance  required — References 
upon  request — Wachstock  & Dienstag  Attor- 
neys at  Law,  122  Cutter  Mill  Road,  Great  Neck, 
NY  11021  (516)  773-3322. 


BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 


PROFESSIONAL  MISCONDUCT  ATTORNEYS. 

William  L.  Wood,  Jr.,  formerly  Executive  Direc- 
tor of  the  New  York  State  Office  of  Professional 
Discipline  and  Anthony  Z.  Scher,  formerly  Di- 
rector of  Prosecutions.  Our  recent  tenure  as 
chief  enforcement  officers  for  the  regulation  of 
New  York  State's  one-half  million  licensed  pro- 
fessionals has  given  us  experience  which  allows 
us  to  represent  physicians  in  professional 
misconduct  proceedings,  malpractice,  license 
restoration,  controlled  drug  proceedings,  insur- 
ance company  reimbursement  disputes,  pur- 
chase and  sale  of  professional  practices  and  all 
other  matters  affecting  the  professional  lives 
and  careers  of  practitioners.  Wood  & Scher, 
Attorneys  at  Law,  One  Chase  Road.  Scarsdale, 
New  York  10583.  Telephone  (914)  723-3500. 


COMPUMEDIC— THE  COMPLETE  PRACTICE 
MANAGEMENT  SYSTEM.  Microcomputer 
based  management  system  for  the  single  to 
multi-physician  practice.  Full  featured  and 
proven  program  provides  a total  solution  for 
automation.  Advanced  features  include: 
Electronic  Insurance  Processing,  Statistical 
Analysis,  On-Line  Scheduling,  & Financial  Ac- 
counting (Including  A/P  & G/L).  We  offer  20 
years  industry  experience,  hardware  and  soft- 
ware installation,  and  complete  training.  For 
On-Site  Demonstration  Contact:  Automated 

Practice  Management  Associates,  Inc.,  875  Av- 
enue of  the  Americas,  Suite  500;  New  York, 
New  York  1 000 1 or  call  (2 1 2)  643- 1 868  or  (9 1 4) 
562-7408. 


COLLECTIONS:  Avoid  collection  agencies. 

Deal  directly  with  experienced,  qualified  collec- 
tion attorneys  sensitive  to  the  needs  of  health 
care  providers.  Discreet,  effective,  profes- 
sional service.  Levenberg  & Badner,  114  Old 
Country  Road,  Mineola,  NY  11501,  (516)  248- 
8900. 


MISCELLANEOUS— CONT’D 


HAVE  YOU  BEEN  CONTACTED  BY  THE  OFFICE 
OF  PROFESSIONAL  MEDICAL  CONDUCT?  If 

affirmative,  contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998  Practice  limited  to  as- 
sisting, advising  and  defending  physicians  and 
professional  misconduct  processings,  issues  re- 
lating to  chemical  dependence  and  restoration 
of  medical  licenses — with  extensive  trial  and 
administrative  experience — formerly  Assistant 
Chief  of  Prosecution  and  Deputy  Director  of 
Prosecution  for  New  York  State's  Office  of  Pro- 
fessional Discipline  (the  state  agency  responsi- 
ble for  regulating  NYS's  31  licensed  profes- 
sions), and  as  an  Assistant  District  Attorney  in 
Nassau  County.  Susan  Kaplan,  Esq.,  165 
West  End  Avenue,  Suite  27P,  New  York,  NY 
10023 

PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta.  GA. 
Serving  MD’s  for  over  10  years.  Toll-free  (800) 
241-6905. 

PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
■State  Attorney  General's  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/  Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum,  Esq.,  3 
Barker  Avenue,  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours.  (212)  621-7776-24  hours. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 

ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  2 1 2-66 1-8070. 

2V  STAT  STAT  STAT  STAT— Diagnostic/thera- 
peutic software,  covering  69  specialties.  Up- 
dated medical  algorithms  at  your  fingertips!!!! 
Only  $5,962.00  for  complete  turnkey  system 
(software,  knowledge  base/69  specialties,  AT 
computer  W/80MB  HD,  EGA  monitor  and  card, 
printer  and  40MB  backup).  Add  volume  to 
your  practice  with  only  a $5,962.00  one-time  in- 
vestment for  2V  STAT,  computer,  managerial 
support,  and  brochures,  +/-  a one-day  teach- 
ing seminar.  2V  STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067.  1-800-22V- 

STAT. 
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Saint  Francis  Hospital,  296- 
bed  acute  care  hospital  with  a 
reputation  for  leadership  and 
quality  medical  care,  located 
in  the  Mid-Hudson  Valley,  is 
seeking  an  experienced  Phy- 
sician to  serve  as  Vice  Presi- 
dent Medical  Affairs/Medical 
Director  with  our  Senior 
Administrative  team  and 
progressive  medical  staff. 

Board  certified  in  a clinical 
specialty  is  required,  previous 
administrative  experience 
and/or  Quality  Assurance 
emphasis  in  background  are 
desirable. 

Resumes  with  salary  history 
should  be  submitted  to: 

Eugenia  Wienberg,  Director 
of  Employment  Services. 
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SAINT  FRANCIS 
HOSPITAL 
POUGHKEEPSIE 

North  Road,  Poughkeepsie, 
NY  12601 

Equal  Opportunity  Employer  M/F 
75  Years  Of  Making  A Healthy  Difference 


SAINT 
FRANCIS 
IK  )M‘ITAL 


Doctor . . 


Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 

Telephone:  516-488-7777. 


MISCELLANEOUS— CONT’D 


LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges. transfers  of  practices,  professional  licen- 
sure, defense  of  medicaid /medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician’s  licenses  in  matrimonial  actions. 
Lifschutz  & Polland,  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue,  New  York,  N Y.  10010. 
212-213-8484. 

DO  YOU  WRITE  ABOUT  MEDICINE?  Every  good 
writer  needs  a good  editor.  Because  editing  is 
simply  not  a do-it-yourself  project.  I can  show 
you  where  the  problems  are,  and  how  to  ex- 
press what  you  really  wanted  to  say  in  the  first 
place  Medical  editing  a specialty.  Kit  David- 
son (212)  929-5959. 


Index  to 
Advertisers 


Classified  Advertising  5A,  8A,  19A,  20A 

Knoll  Pharmaceuticals 16A,  17A,  18A 

Eli  Lilly  and  Company  2nd  Cover 

Marion  Laboratories 7 A,  8 A 

Merck,  Sharp  and  Dohme 3A,  4A 

New  York  Beef  Industry  Council 15A 

Palisades  Pharmaceuticals 6 A 


COLLECTION  SERVICE— Offering  to  you  a toll 
free  number  for  savings  and  convenience,  ex- 
cellent rates,  FAX  service.  No  claim  too  small 
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IT  MAKES  THE  PRESCRIBING  DECISION  YOURS. 


The  practice  is  yours. 

The  patients  are  yours. 

The  prescriptions  are  yours. 

Make  the  prescribing  decision  yours,  too. 


Initial  the  “d.a.w.”  box  ' 
on  your  prescriptions.^ 


Specify 


The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc 


The  one  you  know  best. 
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nizatidine 


Convenience  Pak  is  avaiiabie  at  no  extra  cost 


AXID® 

nizatidine  capsules 

Bnel  Summary 

Consult  the  package  literature  lor  complete  information. 

Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  tor  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h.s  after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known 
Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
Hrreceptor  antagonists 
Precautions:  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  excreted  pnmanly  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patents  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
is  similar  to  that  in  normal  subiects 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Multistix*  may 
occur  dunng  therapy  with  nizatidine 

Drug  Interactions  - No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system, 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 
expected  to  occur.  In  patents  given  very  high  doses  (3.900  mo)  of  aspmn  daily, 
increases  in  serum  salicylate  levels  were  seen  when  mzatdine.  150  mg  b i d . was 
administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility  - A two-year  oral  car- 
cinogenicity study  m rats  with  doses  as  high  as  500  mgftg/day  (about  80  tmes  the 
recommended  daily  therapeubc  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  ol  enteiochromaffin-like 
(ECL)  cells  in  the  gastnc  oxyntc  mucosa  In  a two-year  study  m mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 


mice  given  the  high  dose  of  Axid  (2.000  ma/k^day,  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  mere 
and  hepatic  nodular  hyperplasia  with  no  numencal  increase  seen  many  of  the  other 


dose  groups  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations)  The  occurrence  ot  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  0NA  synthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test 

In  a two-generation,  pennatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mgkg'day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny. 

Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect,  but.  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administration  to  pregnant  New  Zealand  white  rabbits, 
nizatidine  at  20  mgfleg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventncular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus  mere  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  ft  is  also  not  known  whether  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizatidine  should  be 
used  dunng  pregnancy  only  if  the  potential  benefit  justifies  the  potential  nsk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactatmg  women  have  shown  that 
<0.1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrations  Caution  should  be  exercised  when  adminis- 
tenng  nizatidine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 


Advene  Reactions:  Clinical  tnals  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled  tnals 
included  over  1 ,900  patients  given  nizatidine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  tnals,  sweating  (1  % vs 
0.2%).urticana(0  5%  vs  < 0 01%),  and  somnolence  (2  4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

Hepatic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
[AST],  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients  and  was 


possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  ot  SGOT.  SGPT  enzymes  (greater  than  500 IU/L)  a 
SGPT  was  greater  than  2,00o  IU/L.  The  overall  rate  ot  occurrences  of  elevated  liver 


.)  and.  in  a single  instance. 


enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
patients  All  abnormalities  were  reversible  after  discontinuation  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  antiandrogemc  activity  due  to  Axid  impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematoloqic  - Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  ?Ood  and  another  Hrreceptor  antagonist  On  previous  occasions,  this 
patient  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integumental  - Sweating  and  urticana  were  reported  significantly  more  fre- 
quently in  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermati- 
tis were  also  reported 

Hypersensitrvrty  - As  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported  Because  cross-sen- 
sitivity  m this  class  of  compounds  has  been  observed,  H.-receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
o these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm. 


laryngeal  edema,  rash,  and  eosinophiiia)  have  been  reported 
Outer  - Hyperuncemia  unassociateo  with  gout  or  nephrolithiasis  was  reported 
Eosinophiiia.  fever,  and  nausea  related  to  nizatidine  administration  have  been 
reported 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholinergic-type  effects,  including  laenmation.  salivation,  emesis,  miosis,  and 


diarrhea  Single  oral  doses  of  800  ma/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  Tethai  doses  in  the  rat  and  mouse  were  301 


were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively 

Treatment  - To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
ot  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  ol  multiple  drug  over- 
doses, interaction  among  drugs,  and  unusual  drug  kinetics  in  your  patient 

If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitonng  and  supportive  therapy  Renal  dialysis  for 
lour  to  six  hours  increased  plasma  clearance 
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nizatidine 

Enhances  compliance 
and  convenience 


Patients  appreciate  Axid,  300  mg, 

in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time  - 

at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 

promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Additional  information  available  to  the 

1 . Data  on  file,  Lilly  Research  Laboratories.  NZ-2907-B-94931 0 1989.  eu  uu.y  and  company  profession  on  request 


A new  alternative 
to  cholecystectomy. 


The  Biliary  Lithotripsy  Program  of 
Beth  Israel  Medical  Center,  New  York. 

Beth  Israel,  a leader  in  lipid  metabolism 
research,  is  offering  biliary  lithotripsy  with  the 
EDAP  LT.01  as  part  of  clinical  trials  of  second- 
generation  technology.  The  program  is  located 
at  our  affiliate,  Doctors  Hospital. 

Non-invasive  technology. 

Piezoelectric  biliary  lithotripsy  fragments  gall- 
stones non-invasively  with  shock  waves.  Real- 
time, in-line  ultrasound  imaging  allows  precise 
focusing  on  the  gallstones,  avoiding  inter- 
ference with  surrounding  tissues. 


No  anesthesia,  less  risk. 

Piezoelectric  biliary  lithotripsy  is  completed  in 
about  an  hour  on  an  outpatient  basis — gener- 
ally without  any  sedation  or  discomfort.  Bile 
salts  are  taken  until  stones  are  completely  dis- 
solved. Beth  Israel  phvsicians  specially  trained 
in  biliary  lithotripsy  will  consult  closely  with 
referring  physicians  and  provide  regular  follow- 
up reports. 

Call  for  details. 

Your  patients  may  benefit. 

Call  (212)  420-3953.  We  welcome  inquiries. 
Charles  K.  McSherrv,  M.D.,  Director,  Depart- 
ment of  Surgery,  is  the  principal  investigator. 

We  look  forward  to  helping  you  provide  quality 
care  to  your  patients. 


Beth  Israel  Medical  Center 

First  Avenue  at  16th  Street,  New  York,  New  York  10003 
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Calcium  every  day 
Aerobics  every  week 

Bone  loss  every  year 


She  needs  PREMARIN  to  help 
prevent  further  bone  loss 

Calcium1  and  exercise  are  not  enough  to  prevent  post- 
menopausal osteoporosis,  since  estrogen  deficiency  is  the 
primary  cause.2  PREMARIN  is  the  only  brand  of  estrogen 
indicated  to  prevent  further  bone  loss  and  in  a recently 
published  study  has  been  shown  to  reduce  the  risk  of 
hip  fractures  by  as  much  as  66%. 3 

Early  PREMARIN  therapy 
offers  the  best  protection 

The  most  significant  rate  of  bone  loss  occurs  in  early 
menopause.  PREMARIN  can  help  maintain  bone  mass, 
preventing  the  progression  of  osteoporosis  and 
its  consequences. 

Protection  continues  as  long  as 
estrogen  therapy  continues 

Clinical  studies  show  that  within  three  years  of  menopause 
when  therapy  is  withdrawn,  bone  loss  begins  again.4 


PREMARIN 

(conjugated  estrogens  tablets) 


Proven  benefits 

for  menopause  and  beyond 


See  important  information  on  adjacent  page. 


For  atrophic  vaginitis 


For  moderate-to-severe 
vasomotor  symptoms  and 
for  osteoporosis 

PREMARIN 

(conjugated  estrogens  tablets) 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Wyeth-Ayerst  Laboratories 


PREMARIN 

(conjugated  estrogens) 


Vaginal 

Cream 

0.625  mg/g 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION,  SEE  PACKAGE 
CIRCULARS ) 

PREMARIN®  Brand  of  conjugated  ettrogeni  tablet!.  USP 

PREMARIN®  Brand  of  conjugated  ettrogeni  Vaginal  Cream.  In  a nonliquefying  bate 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-controlled  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  independent 
of  the  other  known  risk  factors  lor  endometrial  cancer  These  studies  are  lurther  supported  by  the  finding 
that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas  of  the 
United  Stales  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  of  estrogens  during  the  Iasi  decade  The  three  case-controlled  studies  reported  that 
the  risk  ol  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  ol  these  findings,  when 
estrogens  are  used  for  the  trealment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  trealment 
is  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration,  il 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  oul  malignancy  There  is  no  evidence  at  present 
lhal  "natural  estrogens  are  more  or  less  hazardous  than  •'synthetic"  estrogens  al  equi-estrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progeslogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  lemales  exposed  in  utero  to  diethylstilbeslrol.  a nonsteroidal 
eslrogen,  have  an  increased  risk  of  developing,  in  later  life,  a form  ol  vaginal  or  cervical  cancer  lhat  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  ol  Ihe  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  nol  available 
with  the  use  ol  other  estrogens,  il  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb-reduction  defects  One  case-controlled  study 
estimated  a 4 7-told  increased  risk  of  limb-reduction  defects  in  infants  exposed  in  utero  to  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  lor  threatened 
abortion)  Some  ol  these  exposures  were  very  short  and  involved  only  a lew  days  of  treatment  The  data 
suggest  lhat  the  risk  of  limb-reduction  delects  in  exposed  fetuses  is  somewhat  less  than  1 per  1.000  In  the 
past,  female  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  Ihrealened  or  habitual 
abortion  There  is  considerable  evidence  lhat  estrogens  are  ineffective  lor  these  indications,  and  there  is  no 
evidence  from  well-controlled  studies  lhat  progeslogens  are  effective  for  these  uses  If  PREMARIN  is  used 
during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of  the 
potential  risks  lo  the  fetus,  and  the  advisability  ol  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
Irom  natural  sources,  blended  lo  represent  the  average  composition  ol  material  derived  from  pregnant  mares 
urine  It  contains  estrone,  equilin.  and  17a-dihydroequilin.  together  with  smaller  amounts  of  17a-estradiol. 
equilenin  and  17a-dihydroequilemn  as  sails  of  their  sulfate  eslers  Tablets  are  available  in  0 3 mg,  0 625  mg.  0 9 
mg,  1.25  mg,  and  2 5 mg  strengths  ol  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP)  Moderale-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  lhal  estrogens  are  effective  lor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  nol  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass)  Atrophic  vaginitis  Kraurosis  vulvae  Female  castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  Ihe  following  conditions 
1 Known  or  suspected  cancer  of  Ihe  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ol  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
eslrogen  use  (except  when  used  in  trealment  ol  breast  or  prostatic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  of  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  ol  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-fold  increase  in  Ihe  risk  ol  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  eslrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  al  Ihe  larger  doses  of  eslrogen  used  to  treat  prostatic  or 
breasl  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ol  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ol  oral  contraceptives  II  feasible  eslrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  Ihe  type  associated  with  an  increased  risk  ol  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  nol  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated 
estrogens  per  day),  comparable  to  those  used  to  treat  cancer  ol  the  prostate  and  breasl,  have  been  shown  lo 
increase  the  risk  of  nonlatal  myocardial  mlarction.  pulmonary  embolism,  and  thrombophlebitis  When  doses  ol 
this  size  are  used,  any  ol  Ihe  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 

Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  eslrogen  use  A worsening  ol  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  pahenls  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  ol  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs. 


and  should  include  a Papanicolaou  smear  As  a general  rule,  eslrogen  should  not  be  prescribed  lor  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia.  etc  Prolonged  administration  ol  unopposed  estrogen  therapy  has  been  reported  lo  increase  the  risk 
ol  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  ol  depression  should  be  carefully  observed  Pre-existing 
ulerme  leiomyomata  may  increase  in  size  during  eslrogen  use  The  pathologist  should  be  advised  of  eslrogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develops  in  any  patient  receiving  eslrogen,  the 
medication  should  be  discontinued  while  Ihe  cause  is  investigated  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  (unction,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia, 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  If  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 

Concomitant  Progestin  Use:  The  lowesl  effective  dose  appropriate  tor  the  specific  indication  should  be 
utilized  Studies  ol  the  addition  of  a progestin  for  7 or  more  days  ol  a cycle  ol  estrogen  administration  have 
reported  a lowered  incidence  ol  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the 
endometrium  suggest  that  10  to  13  days  of  progestin  are  needed  lo  provide  maximal  maturation  ol  the 
endometrium  and  to  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  Irom  endometrial 
carcinoma  has  not  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  ol  progestin  in  estrogen  replacement  regimens  The  choice  of  progestin  and  dosage  may  be  important  in 
minimizing  possible  adverse  effects 
The  following  changes  may  be  expected  with  larger  doses  ol  estrogen 
a Increased  sulfobromophthalem  retention 

b Increased  prothrombin  and  laclors  VII,  VIII,  IX,  and  X,  decreased  antithrombin  3.  increased  norepmephrme- 
mduced  platelet  aggregabilily 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI  T,  by  column  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased  reflecting  Ihe 
elevated  TBG.  tree  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
t Reduced  response  lo  metyrapone  lest 
g Reduced  serum  folate  concentration 
h Increased  serum  triglyceride  and  phospholipid  concentration 

As  a general  principle,  the  administration  ol  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
Ihe  Irequency  of  carcinomas  of  the  breast,  cervix,  vagina  and  liver  However,  in  a recent,  large  case-controlled 
study  ol  postmenopausal  women  there  was  no  increase  in  risk  ol  breast  cancer  with  use  ol  conjugated  eslrogens 
ADVERSE  REACTIONS:  The  tollowmg  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
traceptives breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like 
syndrome,  amenorrhea  during  and  alter  treatment  increase  in  size  of  uterine  fibromyomala,  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  of  cervical  secretion,  cystitis-like  syndrome  tenderness  enlargement, 
secretion  (of  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  iaundice,  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  multilorme,  erythema  nodosum,  hemorrhagic 
eruption,  loss  of  scalp  hair,  hirsutism,  steepening  of  corneal  curvature,  intolerance  lo  contact  lenses,  headache, 
migraine,  dizziness,  mental  depression,  chorea  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance, 
aggravation  ol  porphyria,  edema,  changes  in  libido 

ACUTE  OVEROOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  lemales 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN*  Brand  of  conjugated  eslrogens  tablets,  USP 

1 Given  cyclically  lor  short-term  use  only  For  trealment  of  moderate-to-severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 mg  to  1 25  mg  or  more  daily)  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  oil)  Attempts  lo  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Osteoporosis  Female  castration  Osteoporosis  — 0 625  mg  daily  Administration  should  be 
cyclic  (eg.  three  weeks  on  and  one  week  off)  Female  castration — 1 25  mg  daily,  cyclically  Adiust  upward  or 
downward  according  to  response  of  the  patient  For  maintenance,  adiust  dosage  to  lowest  level  that  will  provide 
effective  control 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
laken  lo  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN*  Brand  ol  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  trealment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  oil) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-  to  six-month  intervals 
Usual  dosage  range  2 g lo  4 g daily,  mtravaginally.  depending  on  Ihe  severity  of  Ihe  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  lor  signs  ol  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  ol  persistent  or  recurring 
abnormal  vaginal  bleeding 
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AUGUST  1989 


AROUND  THE  STATE 


COOPERSTOWN 

Aug  4-6.  Second  Annual  Pediatric  Re- 
fresher Course.  The  Otesaga  Hotel. 
Contact:  Charlotte  L.  Hoag,  Medical 
Education  Coordinator,  Office  of  Med- 
ical Education,  The  Mary  Imogene 
Bassett  Hospital,  One  Atwell  Rd,  Coo- 
perstown,  NY  13326-1394.  Tel:  (607) 
547-3764. 

MANHATTAN 

Aug  28-Sept  1 . Radiation,  Physics,  and 
Biology.  32  Cat  I Credits.  NYU  Medi- 
cal Center.  Contact:  NYU  Medical 
Center,  Post-Graduate  Medical 
School,  550  First  Ave,  New  York,  NY 
10016.  Tel:  (212)  340-5295. 

SOUTHAMPTON 

Aug  14.  Non-Steroidal  Anti-Inflamma- 
tory Drug  Induced  Gastric  Mucosa.  1 

Cat  I Credit.  Southampton  Hospital, 
Southampton.  Contact:  Charlotte  Hen- 
ry-Sullivan,  Southampton  Hospital, 
240  Meeting  House  Lane,  Southamp- 
ton, NY  1 1968.  Tel:  (516)  283-2600. 


AROUND  THE  NATION 


CALIFORNIA 

Aug  24-27.  Fifth  Annual  Physics  and 
Biology  of  Radiology.  25  Cat  I Credits. 
Town  & Country  Hotel,  San  Diego. 
Contact:  Dawne  Ryals,  Ryals  & Asso- 
ciates, PO  Box  1925,  Roswell,  GA 
30077-1925.  Tel:  (404)  641-9773. 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon'  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1’3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V4  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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Can  Your  Office  Measure  Up  to  Medicare  Mandates? 


diagnostICData,  inc. 

gives  you  immediate  access 
to  more  than  3,750  commonly  used, 
cross-referenced,  multi-specialty 
diagnostic  ICD-9-CM  codes— in  a 
compact,  stand-alone,  TOSHIBA™ 
laptop  computer.  (Software  also 
sold  separately.) 


Time  is  up. 

Your  Medicare  grace  period  ended  June  1 . 

Claims  without  diagnostic  codes  will  now  be  denied. 

Can  you  afford  to  allow  your  secretary  to 
waste  precious  time  searching  for  codes 
or  resubmitting  denied  claims? 


Weigh  the  advantages. 

No  more  thumbing  through  thick  volumes. 
3,750  diagnostic  codes  at  your  secretary's 
fingertips.  Computer  speed.  Laptop  portability. 
Easy-to-key  entry.  Use  it  at  the  office,  take  it  home, 
and  access  medical  databases  (with  modem, 
available  separately.)  Physician-designed. 


Monroe,  DDSO,  a state  agency  serving  the  De- 
velopmentally  Disabled,  is  actively  recruiting 
for  Medical  Specialist,  Physician's  Assistants 
and  Nurse  Practitioners.  These  positions  offer 
attractive  salaries  based  on  training  and  experi- 
ence and  offer  the  full  range  of  NYS  benefits. 
Flex  time  and  part  time  work  schedules  are 
available.  Candidates  should  send  their  re- 
sumes and  copies  of  their  NYS  License/Regis- 
tration to  Thomas  Wallace,  Assoc.  Personnel 
Administrator,  Monroe  DDSO,  620  Westfall 
Road,  Rochester,  NY  14620.  We  are  AA/EOE. 


Classified 

Advertising 

PHYSICIANS  WANTED— CONT’D 


ROCHESTER,  NEW  YORK  AREA— Seeking  full- 
time and  part-time  physicians  for  moderate 
volume  emergency  department  in  54  bed  hospi- 
tal. Attractive  compensation  and  malpractice 
insurance  Benefit  package  available  to  full- 
time physicians.  Contact:  Emergency  Con- 

sultants, Inc.,  2240  South  Airport  Road,  Room 
42,  Traverse  City,  Ml  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496. 

NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 
and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided,  and 
optional  benefit  package.  Contact:  Emergen- 
cy Consultants,  Inc..  2240  S.  Airport  Rd.,  Room 
42,  Traverse  City,  Ml  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496. 


PHYSICIANS  WANTED 


PHYSICIANS — Provider  Placement  Services  spe- 
cializes in  the  relocation  of  physicians  through- 
out the  U.S.,  with  special  emphasis  in  the  south- 
east. Currently,  we  have  several  hospitals/ 
clinics/groups  with  openings.  All  fees  paid  by 
employer.  All  inquiries  kept  in  strict  confi- 
dence. No  obligation.  Send  C.V. /Resume  to; 
PPS,  Attn;  Mr.  Scott,  2221  University  Blvd.. 
W.,  Jacksonville.  FL  32217,  or  call  toll  free 
1-800-848-8772. 

PHYSICIANS-FULL  TIME  TRAVEL  REQUIRED. 

(One  Year  Minimum).  Westat,  a health  re- 
search organization,  is  seeking  Physicians  for 
the  third  National  Health  and  Nutrition  Examina- 
tion Survey  sponsored  by  the  U.S.  Public  Health 
Service.  Individuals  will  be  part  of  a highly 
trained  medical  team  conducting  health  exami- 
nations in  mobile  exam  centers  traveling  to  88 
U.S.  cities  through  1993.  Physicians  must  be 
licensed  in  one  state  and  be  BC/BE  in  internal 
or  family  medicine.  Competitive  salaries,  paid 
malpractice,  per  diem,  car,  four  weeks  paid  va- 
cation per  year,  holidays,  and  health,  life,  den- 
tal, disability  insurance  offered.  Call  Beverly 
Geline  at  800-937-8281  x8248  or  301-251- 
8248  or  send  CV  to:  Westat,  Inc.,  1650  Re- 
search Boulevard,  Rockville,  MD  20850,  Attn: 
B.  Geline.  EOE/M/F/V/H. 

WANTED— PEDIATRICIAN  BE/BC  for  part  time 
position  on  Staten  Island  with  a 2 man  practice. 
Affiliated  with  two  level  II  teaching  hospitals. 
Easy  commute  from  other  boroughs  and  New 
Jersey.  Possible  expansion  to  full  time  leading 
to  partnership  in  future.  Send  C.V.  to  Dept. 
485  c/o  NYSJM. 


PHYSICIANS  WANTED— CONT’D 


BC/BE  FP  to  join  three  ABFP  members.  Full  fam- 
ily practice  including  OB.  Women  encouraged 
to  apply.  Part  time  or  full  time.  Suburban 
Rochester,  NY.  Hilton  Health  Care,  279  East 
Avenue,  Hilton,  NY,  14468.  716-392-9100 

collect. 

ONCE  IN  A LIFETIME  OPPORTUNITY  for  the  right 
OBG  to  join  young,  busy  practice  in  suburban 
Hudson  River  community  30  minutes  from  New 
York  City.  Generous  salary,  benefits  including 
malpractice,  vacation  and  continuing  education 
allowance.  Association  leading  to  partnership. 
Must  be  caring  and  committed  to  quality  OB/ 
GYN  practice.  Send  CV  and  letter  of  interest 
to:  Pat  Akellian,  Director  PPSS,  Nyack  Hospi- 
tal, Nyack,  NY  10960. 

INTERNIST  BE/BC:  North  Shore  Internal  Medi- 
cine, PC  is  seeking  an  energetic  general  inter- 
nist to  enjoy  the  benefits  of  a rapidly  expanding 
practice  New  office  close  to  hospital.  Michi- 
gan State  Medical  School  Campus.  Send  re- 
sume to  2420  First  Avenue  South,  Escanaba, 
Ml  49829  (906)  786-1563. 


PRACTICES  AVAILABLE 


HOME  WITH  ATTACHED  OFFICE,  Monmouth 
County,  N.J.  Internal  medicine,  family  prac- 
tice, low  overhead,  25  year  patient  base,  5 min- 
utes to  hospital.  Home  has  5 bedrooms,  4 
bathrooms,  excellent  condition.  Call  (201) 
566-4275  after  8 P.M. 
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Strategies  for  preventing  thromboembolism  in  patients  with 

acute  myocardial  infarction 


Thromboembolic  venous  disease  is  a major  cause  of  mor- 
bidity and  mortality  in  the  United  States.  It  is  estimated 
that  more  than  300,000  hospitalizations  and  200,000 
deaths  result  annually  from  acute  deep  venous  thrombosis 
(DVT)  and  pulmonary  embolism.1’2  When  DVT  occurs  it 
is  frequently  followed  by  the  so-called  “post-phlebitic  syn- 
drome” (ie,  leg  edema,  skin  hyperpigmentation,  indurated 
cellulitis,  skin  breakdown,  ulcerations,  pain,  and  other 
features)  which  results  from  persistent  venous  obstruction 
and/or  chronic  venous  valvular  incompetence.  The  post- 
phlebitic  syndrome  afflicts  approximately  0.5%  to  5%  of 
the  world’s  population,3-6  and  its  treatment  (which  is  usu- 
ally lifelong  in  duration)  is  both  uncomfortable  and  ex- 
pensive. Prevention  is  therefore  an  attractive  alternative 
to  the  treatment  of  DVT  and  its  sequellae.  Several  high- 
risk  situations  in  which  prophylaxis  is  indicated  have  been 
identified  and  include  congenital  or  acquired  primary 
clotting  abnormalities,  congestive  heart  failure,  malig- 
nancy, inflammatory  bowel  disease,  orthopedic  or  gyneco- 
logical surgery,  obesity,  advanced  age,  or  prolonged  im- 
mobilization from  any  cause.2  Considerable  effort  has 
gone  into  the  evaluation  of  different  methods  for  prevent- 
ing DVT  in  these  situations.  Strategies  include  full-dose 
continuous  or  intermittent  intravenous  heparin,  fixed-  or 
adjusted-dose  subcutaneous  heparin,  heparin  plus  dihy- 
droergotamine,  coumadin,  dextran,  aspirin  and  other  an- 
tiplatelet agents,  leg  elevation,  elastic  compression  stock- 
ings, intermittent  or  sequential  pneumatic  compression, 
and  others.2  Unfortunately,  no  single  method  of  prophy- 
laxis has  proven  to  be  optimal  in  all  situations;  indeed,  it 
appears  that  methods  which  are  excellent  at  preventing 
DVT  in  certain  situations  may  be  ineffective  in  others. 
Another  important  consideration  is  the  expense  of  pro- 
phylaxis, since  methods  that  have  similar  effectiveness  (in 
a particular  situation)  can  differ  markedly  in  cost.  The 
science  (and  art)  of  DVT  prophylaxis  therefore  involves 
matching  a given  high-risk  situation  with  the  appropriate 
prophylaxis  strategy.  When  done  correctly,  the  chance  of 
developing  a DVT  and  the  risk  of  bleeding  (or  other  side 
effects)  are  minimized  in  the  most  cost-effective  manner 
possible. 


In  this  issue  of  the  Journal,  Hollander  et  al7  report  their 
findings  on  the  use  of  intermittent  adjusted-dose  subcuta- 
neous heparin  for  the  prophylaxis  of  thromboembolic 
events  in  patients  hospitalized  for  acute  myocardial  in- 
farction.7 Prophylaxis  in  this  group  of  patients  represents 
a unique  challenge  because  the  potential  for  thromboem- 
bolism is  two-fold:  1)  prolonged  immobilization  (perhaps 
accompanied  by  a hypercoaguable  state?)  predisposes  to 
venous  stasis  and  subsequent  DVT,  and  2)  the  infarcted 
myocardium  is  thrombogenic  and  can  precipitate  intra- 
cardiac thrombus  formation,  especially  over  areas  of  the 
ventricle  with  impaired  contractility.  The  magnitude  of 
these  problems  is  considerable.  When  sensitive  methods  of 
screening  for  DVT  are  used  (such  as  radiolabeled  fibrino- 
gen scanning)  the  incidence  of  DVT  in  non-anticoagulat- 
ed  patients  with  acute  myocardial  infarction  is  22-37%, 
and  the  associated  rate  of  clinically  detectable  pulmonary 
embolism  appears  to  be  4-5%. 7 Ventricular  mural  throm- 
bus occurs  in  42-58%  of  non-anticoagulated  patients  who 
die  secondary  to  acute  myocardial  infarction,  and  in  4%  of 
patients  this  thrombus  is  the  presumed  source  of  clinically 
evident  cerebral  emboli.8  The  incidence  of  ventricular 
thrombus  formation  is  highest  in  patients  with  large  or 
anterior  infarcts.  Fortunately,  the  in-hospital  occurrence 
of  both  DVT  and  ventricular  mural  thrombus  (along  with 
their  associated  complications)  can  be  markedly  reduced 
by  anticoagulation  with  intravenous  heparin.  However, 
the  use  of  continuous  intravenous  heparin  is  awkward  (re- 
quiring the  patient  to  be  attached  to  an  infusion  pump), 
expensive,  and  associated  with  a significant  incidence  of 
bleeding  side  effects.  In  this  issue  of  the  Journal,  Holland- 
er et  al7  examined  a selected  group  of  patients  who  were 
treated  with  an  alternative  strategy.  These  patients  re- 
ceived continuous  intravenous  heparin  while  in  the  coro- 
nary intensive  care  unit,  but  were  switched  to  adjusted 
dose  intermittent  (bid  or  tid)  subcutaneous  heparin  after 
transfer  to  a regular  hospital  bed.  The  subcutaneous  hepa- 
rin was  maintained  until  their  discharge  7-10  days  later. 
The  results  demonstrated  that  partial  thromboplastin 
time  could  be  maintained  in  the  desired  range  throughout 
the  treatment  period,  bleeding  complications  were  mini- 


JULY  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  381 


mal,  and  no  clinically  evident  thromboembolic  events  oc- 
curred. There  was  also  the  suggestion  that  appreciable 
cost  savings  might  be  possible  when  compared  to  therapy 
with  continuous  intravenous  heparin.  These  findings  raise 
the  possibility  that  intermittent  subcutaneous  heparin 
could  be  used  in  patients  with  acute  myocardial  infarction 
as  an  efficacious,  safe,  and  cost-effective  alternative  to 
continuous  intravenous  heparin. 

However,  this  study  must  not  be  viewed  as  an  answer  to 
the  problem  of  thromboembolism  prophylaxis  in  acute 
myocardial  infarction,  but  rather  as  a starting  point  for 
investigation.  Some  of  the  questions  immediately  raised 
by  the  findings  include: 

• How  does  the  incidence  of  thromboembolism,  the 
bleeding  rates,  and  the  cost  of  treatment  with  sub- 
cutaneous heparin  compare  to  those  obtained  when 
full  dose  continuous  intravenous  heparin  is  main- 
tained throughout  hospitalization?  What  if  the  pa- 
tient is  switched  to  oral  coumadin  instead  of  subcu- 
taneous heparin?  What  about  low-molecular  weight 
heparin? 

• Which  patients  benefit  most  from  prophylactic 
anticoagulation?  Do  all  patients  need  the  same  pro- 
gram? 

• How  long  should  prophylaxis  be  maintained  in  pa- 
tients with  recent  myocardial  infarction? 

• How  much  heparin  is  the  right  amount?  Would 
lesser  degrees  of  anticoagulation  protect  as  well 
with  less  bleeding?  Would  more  anticoagulation 
protect  better  without  raising  the  rate  of  bleeding 
complications?  Could  subcutaneous  heparin  be 


used  immediately  upon  hospitalization  for  myocar- 
dial infarction,  or  is  an  initial  period  of  intravenous 
administration  important? 

The  information  contained  in  the  present  study  pro- 
vides a starting  point  from  which  the  important  questions 
outlined  above  can  be  explored.  Only  by  incorporating 
findings  from  small,  provocative  studies  such  as  this  into 
large  clinical  trials  will  the  slow  process  of  finding  a “per- 
fect” match  between  disease  state,  effective  prophylaxis, 
and  cost  be  made. 

THOM  W.  ROOKE,  MD 

Stanley  J.  Sarnoff  Fellow  for 
Cardiovascular  Research 
Mayo  Clinic/Mayo  Foundation 
200  1st  St,  SW 
Rochester,  MN  55905 
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Modes  of  administration  of  heparin  in  clinical  medicine 


Antithrombin  is  a 58,000  kilodalton  protein  that  circu- 
lates in  plasma  and  is  capable  of  neutralizing  the  activity 
of  thrombin  and  other  serine  proteases  of  the  intrinsic  co- 
agulation cascade.  Heparin  is  a polysaccharide  related  to 
the  naturally  occurring  sulfated  polysaccharides  found  in 
tissues  throughout  the  body  that  catalyze  the  binding  of 
antithrombin  to  these  proteases  of  the  clotting  cascade. 
When  heparin  is  present,  the  mucopolysaccharide  portion 
of  the  molecule  binds  to  lysyl  residues  on  antithrombin 
and  dramatically  accelerates  the  rate  of  complex  forma- 
tion between  antithrombin  and  the  serine  proteases  it  in- 
hibits. In  the  early  1970s,  investigators  first  suggested 
that  the  normal  blood  vessel  might  protect  itself  from 
thrombus  formation  by  the  presence  of  heparin  or  hepa- 
rin-like species  on  the  vascular  endothelium.  Endothelial- 
bound  heparin-like  molecules  (heparans)  have  since  been 
identified  and  characterized  as  capable  of  accelerating  the 
action  of  antithrombin  in  the  manner  described  above.1 

Commercially  available  heparin  has  been  used  to  pro- 
duce anticoagulation  for  several  decades.  Heparin  has 


found  an  expanding  variety  of  clinical  applications  in  re- 
cent years,  and  has  been  shown  to  have  important  proper- 
ties in  addition  to  its  anticoagulant  function.  As  examples, 
continuous  intravenous  heparin  has  recently  been  shown 
to  lead  to  a reduced  incidence  of  myocardial  infarction  in 
patients  with  unstable  angina2;  and  certain  fractions  of 
commercial  heparin  have  been  shown  to  have  antimito- 
genic  properties,  with  the  capability  to  inhibit  or  regulate 
smooth  muscle  cell  growth.3 

Heparin  has  been  commonly  used  clinically  both  for  the 
prevention  and  for  the  treatment  of  venous  thromboembo- 
lism. In  1960,  the  only  randomized,  placebo-controlled 
trial  of  heparin  ever  performed  in  patients  with  pulmonary 
embolism  showed  a significantly  lower  mortality  among 
treated  patients  (and  was  therefore  discontinued  prior  to 
completion).4  Heparin  has  found  widespread  clinical  ap- 
plication since  that  time. 

In  order  to  achieve  an  effective  anticoagulated  state,  a 
minimum  level  of  heparin  appears  necessary.  This  effec- 
tive level  of  anticoagulation  is  usually  based  clinically  on 
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prolongation  of  the  activated  partial  thromboplastin  time 
(PTT).  A PTT  that  is  at  least  one  and  a half  times  greater 
than  the  control  value  has  been  considered  therapeutic  in 
most  studies.  In  general,  bleeding  rates  during  heparin 
therapy  have  been  studied  in  randomized  trials  that  have 
compared  continuous  intravenous  heparin  with  intermit- 
tent intravenous  heparin.  Patients  who  receive  intermit- 
tent infusions  of  heparin  have,  in  general,  had  a higher 
frequency  of  hemorrhagic  complications  than  those  re- 
ceiving continuous  intravenous  therapy.5  However,  in 
many  of  these  comparison  studies,  the  patients  on  continu- 
ous infusion  heparin  received  a lower  total  dose  of  the 
drug,  complicating  subsequent  interpretations. 

A number  of  studies  have  demonstrated  that  subcuta- 
neous therapeutic  heparinization  is  safe  and  effective 
when  compared  to  intravenous  heparin  therapy.6  9 In  ad- 
dition, one  recent  study  carried  out  in  Britain  has  suggest- 
ed that  subcutaneous  heparin  (administered  as  the  calci- 
um salt)  is  more  effective  in  helping  lyse  existing  deep 
venous  thrombus  and  preventing  propagation  of  clot  than 
is  intravenous  heparin.10  In  that  study,  equivalent  total 
doses  of  heparin  were  used,  and  no  significant  difference 
between  the  two  treated  patient  populations  was  noted 
with  respect  to  serious  complications.  Half  of  the  patients 
receiving  intravenous  heparin  had  some  minor  problem 
with  the  constant  infusion  pump,  while  half  of  those  re- 
ceiving subcutaneous  heparin  had  bruising  at  the  injection 
site. 

If  one  accepts  the  idea  that  intermittent  subcutaneous 
dosing  of  heparin  is  as  safe  as  is  continuous  intravenous 
heparin  therapy  with  respect  to  serious  hemorrhagic  com- 
plications, then  who  should  receive  subcutaneous  heparin 
therapy  to  achieve  therapeutic  anticoagulation?  While  a 
definitive  answer  cannot  be  provided,  some  guidelines 
may  be  suggested  based  on  the  growing  number  of  studies 
utilizing  subcutaneous  intermittent  heparin,  such  as  that 
by  Hollander  and  colleagues  in  this  issue  of  the  Journal .9 
These  investigators  have  demonstrated  in  a small  series 
that  subcutaneous  heparin  is  as  effective,  safe,  and  equiv- 
alent in  its  ability  to  achieve  anticoagulation  based  on  in 
vitro  clotting  parameters  as  systemic  continuous  heparin 
therapy.  In  addition,  they  point  out  that  the  cost  of  intra- 
venous administration  is  substantially  greater  than  subcu- 
taneous therapy  at  their  institution. 

Three  factors  might  be  considered  when  the  possibility 
of  intermittent  subcutaneous  heparinization  is  being  en- 
tertained. First,  what  is  the  clinical  indication  for  systemic 
anticoagulation  using  heparin?  This  is  by  far  the  most  im- 
portant question  to  be  addressed  before  any  form  of  sys- 
temic heparin  therapy  is  initiated.  For  example,  at  this 
point  in  time  it  is  probably  preferable  to  rely  on  a continu- 
ous, intravenous  infusion  of  heparin  in  high  risk  clinical 
situations  that  mandate  heparin  therapy,  such  as  cases 
that  involve  patients  with  proven  pulmonary  embolism. 
This  recommendation  is  based  on  the  cumulative  experi- 
ences with  intravenous  therapy  in  such  patients  and  the 
absence  of  prospective,  randomized  trials  that  compare 
subcutaneous  and  intravenous  heparin  therapy  in  such 
populations. 

If  the  clinical  setting  for  intermittent  subcutaneous 
heparin  therapy  is  deemed  reasonable  or  appropriate,  one 
must  next  consider  the  relative  advantages  and  disadvan- 


tages to  inpatient  or  outpatient  administration  of  subcuta- 
neous heparin  in  an  individual  patient.  A final  consider- 
ation is  the  role  of  cost  factors  in  selecting  the  appropriate 
therapy.  The  safety  and  efficacy  of  subcutaneous  heparin 
in  the  two  randomized  studies  of  therapy  in  patients  with 
deep  venous  thrombosis  mentioned  above5-6  shed  some 
light  on  these  last  two  issues.  Adequate  heparin  levels  can 
be  successfully  maintained  over  24-hour  periods  with 
twice-daily  subcutaneous  injections,  at  a reduction  in  both 
cost  and  complexity  of  drug  administration.  The  ease  of 
using  subcutaneous  therapy  in  such  patients  depends  on 
whether  one  has  learned  to  administer  the  medication  in 
this  fashion.  Studies  such  as  that  of  Hollander  and  col- 
leagues9 will  help  to  familiarize  the  medical  community 
with  this  technique. 

Another  population  of  patients  in  whom  subcutaneous 
heparin  therapy  has  proven  useful  is  the  pregnant  patient 
who  is  in  need  of  systemic  anticoagulation,  either  because 
of  thromboembolic  complications  or  because  of  an  exist- 
ing prosthetic  heart  valve.  In  the  ambulatory  pregnant  pa- 
tient, in  whom  warfarin  therapy  is  contraindicated,  inter- 
mittent subcutaneous  heparin  may  be  the  most 
appropriate  anticoagulant  therapy.11 

Whatever  mode  of  drug  delivery  is  chosen,  the  most  dif- 
ficult questions  regarding  heparin  therapy  still  remain. 
Should  all  patients  with  venous  thrombosis  be  treated 
with  heparin?  While  general  agreement  exists  that  pa- 
tients with  proximal  vein  thrombosis  should  be  treated 
with  systemic  anticoagulation,  the  treatment  of  calf  vein 
thrombosis  remains  a more  controversial  subject.  What  is 
the  optimal  way  to  monitor  heparin  therapy?  How  long 
should  heparin  therapy  be  continued?  What  is  the  rela- 
tionship, if  any,  between  the  mode  of  systemic  hepariniza- 
tion (subcutaneous  versus  continuous)  and  complications 
such  as  osteoporosis  and  thrombocytopenia?  Many  ques- 
tions remain  unanswered  or  only  partially  answered  in 
studies  to  date.  Large,  randomized  clinical  trials  of  intra- 
venous versus  subcutaneous  therapeutic  heparinization  in 
several  common  clinical  populations  will  help  answer 
some  of  these  questions.  In  the  interim,  it  is  incumbent  on 
the  clinician  to  select  the  most  appropriate  form  of  thera- 
py for  individual  patients.  Intermittent,  subcutaneous 
heparin  therapy  is  clearly  efficacious  and  cost  effective  in 
some  settings.  In  the  short  term,  it  appears  to  be  relatively 
safe  as  well.  As  clinical  trials  comparing  subcutaneous  to 
intravenous  therapy  emerge  and  as  our  therapeutic  costs 
become  more  carefully  regulated,  full  dose  subcutaneous 
heparin  therapy  will  begin  to  find  its  niche. 
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Cocaine 


The  advantages  offered  by  cocaine  to  medicine  are  legend. 
As  little  as  20  to  50  mg  produces  excellent  topical  anesthe- 
sia with  concomitant  vasoconstriction.  A short  latency  pe- 
riod (two  minutes  to  onset  of  surgical  anesthesia)  and  a 
prolonged  duration  of  action  (at  least  30  minutes)  contrib- 
ute to  its  classic  popularity.  Historically,  cocaine  opened 
the  portals  of  local  anesthesia  and  thus  enormously  broad- 
ened the  vistas  of  surgical  possibility.  The  medical  com- 
munity accepted  cocaine  with  excitement  and  optimism. 
Its  greatest  virtue,  however,  was  simultaneously  its  most 
glaring  fault.  Its  very  potency,  combined  with  a narrow 
margin  of  safety  (maximal  dose  1 50-200  mg)  contributed 
to  the  systemic  toxicity  that  has  markedly  limited  its  clini- 
cal application.  Cocaine  is  now  legally  classified  in  the 
United  States  as  a “Schedule  II”1  drug  (“high  abuse  po- 
tential with  small  recognized  medical  use”).1’2'5 

Cocaine  has  largely  received  its  notoriety  from  the  sec- 
ond of  its  dual  pharmacologic  actions.  It  is  a powerful  cen- 
tral nervous  system  stimulant  of  relatively  short  duration 
and  low  therapeutic  index,3-6  which  has  triggered  enor- 
mous cross-cultural  popularity  in  its  illicit  use.  The  “co- 
queros,”  or  coca  leaf  chewers,  of  Peru  aptly  describe  the 
cocaine-energized  work  state  as  “armado” — “armed.” 
Cocaine  heightens  the  sensory  and  emotional  brightness 
and  distinctiveness  of  the  self  against  its  environmental 
background.  Focal  awareness  may  degenerate  into  a para- 
noia where  everything  seems  to  be  threatening  the  self,  the 
object  of  the  greatest  interest  in  the  universe.1  Cocaine 
also  produces  an  excited  and  occasionally  rapturous  eu- 
phoria, and  thus  creates  a dependency  unlike  that  of  any 
drug  we  have  yet  encountered.7  For  some  individuals  for 
whom  the  world  may  seem  cruel,  capricious,  and  over- 
whelming, cocaine  appears,  however  fleetingly,  to  allay 
depression  and  to  make  the  unbearable  seem  bearable. 
Tragically,  dependency,  followed  by  systemic  toxicity,  all 
too  rapidly  supervene. 

Whereas  in  the  1960s  and  1970s  cocaine  was  a glamor 
drug,  now  it  has  been  remarketed  for  the  younger,  less 
affluent,  and  minority  populations.  The  appearance  of 
“crack”  has  been  mirrored  by  a chaotic  incidence  of  vio- 
lent crimes  as  well.  One  need  look  no  further  than  the 
morning  paper  for  current  updated  references. 

The  general  characteristics  of  cocaine,  as  well  as  the 
details  of  its  abuse  and  addiction,  are  described  in  this 


issue  of  the  Journal  in  a timely  and  comprehensive  article 
by  Miller,  Gold,  and  Millman.8  The  informed  health  pro- 
fessional is  directed  particularly  to  this  valuable  current 
reference. 

The  alkaloid  cocaine  is  methylbenzoylecgonine,  or, 
structurally,  2-betacarbomethoxy-3-beta-benzocytropane, 
with  the  empirical  formula  C17H21NO4.  Cocaine  is  the 
only  naturally  occurring  local  anesthetic.  It  is  a tropane — 
an  ester  of  benzoic  acid  and  the  nitrogen-containing  base 
ecgonine.9 

In  the  form  of  its  hydrochloride  salt,  it  is  a white  crys- 
talline powder  with  a melting  point  of  195°C.  It  is  the 
water  soluble  hydrochloride  salt  which  is  available  for 
medical  purposes.  Pure  cocaine  alkaloid  (base  or  free- 
base)  is  a colorless,  odorless,  transparent  crystalline  sub- 
stance that  is  almost  totally  insoluble  in  water,  but  freely 
soluble  in  diethyl  ether.  Further,  the  melting  point  of  free- 
base  is  much  lower  than  that  of  its  salt  (98°C).  Herein  lies 
the  ability  to  volatilize  and  thus  to  “smoke”  the  base.9'11 

“Crack”  cocaine  is  a form  of  unrefined  or  unpurified 
freebase.  Crack  is  made  by  combining  cocaine  hydrochlo- 
ride with  an  agent  such  as  baking  soda  and  cooking  it  in 
water,  creating  an  oil-like  substance.11  The  oil  separates 
from  the  water  and  solidifies  into  small  chunks,  which  can 
be  from  25%  to  90%  pure.  The  resulting  substance  resem- 
bles rock  salt  and  can  be  smoked  in  pipes  and  cigarettes. 
Smoked  “crack”  cocaine  moves  rapidly  into  the  blood- 
stream and  reaches  target  organs  (eg,  the  brain)  in  one 
circulation  time.  This  creates  an  instantaneously  high 
blood  saturation;  hence,  intense  euphoria.  (If  15  mg  of 
cocaine  HC1  “snorted”  provided  a recognized  “high,” 
imagine  the  “rush”  of  50  to  100  mg  smoked  as  the  base!) 
Smoking  has  renewed  popularity  for  another  reason:  It 
avoids  needle  use  and  thus  some  of  the  fear  of  AIDS  trans- 
mission.12-13 

Cocaine  undergoes  rapid  biotransformation  in  the  hu- 
man body.  Plasma  pseudocholinesterases  and  liver  en- 
zymes produce  hydrolysis,  and  N-demethylation  takes 
place  in  the  liver.  Depending  on  urine  acidity  (greater  ex- 
cretion with  lower  pH),  up  to  20%  of  cocaine  is  excreted 
unchanged  in  the  urine.  Cocaine  undergoes  metabolism  in 
blood  with  a half-life  of  approximately  1.5  hours.1 

In  the  normal  adrenergic  (fight  or  flight)  system,  nerve 
cells  transmit  by  way  of  the  neurotransmitters  norepi- 
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nephrine  or  dopamine.  Cocaine  blocks  the  reabsorption  of 
these  neurotransmitters,  effecting  premature  retriggering 
and  hence  synaptic  hyperexcitability. K2’5 

Inhaled  cocaine  (in  freebase  or  crack  form)  enters  the 
circulating  blood  mass  almost  instantaneously,  creating  an 
adrenergic  storm.  The  central  nervous  system  is  aroused, 
stimulating  the  large  mobilizing  muscle  mass  controlled  by 
the  reticular  activating  system.  Central  areas  are  stimulat- 
ed involving  fear,  anger,  hunger,  thirst,  body  temperature, 
sexual  arousal,  and  the  “pleasure  center.” 

Cocaine  is  truly  sympathomimetic.  It  exaggerates  an 
individual’s  response  to  a potentially  hostile  external  envi- 
ronment. In  acute  overdose,  confusion,  dry  throat,  and 
dizziness  are  noted.  Hyperreflexia  and  clonic-tonic  con- 
vulsions may  appear.  Repeated  cocaine  usage  may  lead  to 
depletion  of  normal  cellular  neurotransmitters,  progress- 
ing to  exhaustion  and  finally  to  a collapse  of  all  life  sus- 
taining mechanisms.7’11’14 

The  vasomotor  and  vomiting  centers  also  share  in  an 
early  stimulation.  Sweating  and  vomiting  are  commonly 
present.3’7  The  action  of  cocaine  on  the  medulla  results  in 
a rapid  and  shallow  respiratory  pattern.  Depression  fol- 
lows stimulation;  irregular  or  Cheyne-Stokes  respiration 
may  appear.  Hypoxia  ensues,  and  death  may  then  occur 
due  to  a central  respiratory  depression.  A central  effect  on 
the  heat-regulating  center  in  the  diencephalon  may  con- 
tribute to  a dangerous  elevation  in  body  temperature.  Hy- 
pertension and  hypermetabolism  may  contribute  directly 
to  convulsion  and/or  central  nervous  system  hemor- 
rhage.7 

Sinus  tachycardia  may  quickly  appear.  The  sensitive 
myocardium  responds  with  ventricular  ectopic  beats.  Car- 
diac standstill  may  occur  due  to  direct  cardiotoxicity;  in 
all  likelihood,  however,  cardiac  death  is  due  to  ventricular 
fibrillation.15’16 

The  human  body  may  be  able  to  detoxify  one  minimum 
lethal  dose  of  cocaine  per  hour,  or  more  than  10  g per  day. 
This  stated  dosage  can  be  misleading,  however,  due  to 
enormous  individual  variation.  Thus,  systemic  toxicity  to 
cocaine  is  thought  to  be  due  to  an  overwhelming  adrener- 
gic (or  sympathetic)  stimulation  of  the  central  nervous 
system  and  the  cardiovascular  and  respiratory  sys- 
tems.7’14-15 

In  cases  of  fatal  cocaine  poisoning,  an  accelerated  onset 
of  symptoms  and  an  accelerated  progression  through  the 
sequential  pattern  of  the  cocaine  reaction  are  seen.  Con- 
vulsion and  terminus  may  occur  within  two  to  three  min- 
utes, although  death  may  be  delayed  for  30  minutes  or 
more.6  Immediate  response  is  essential  in  carrying  out  re- 
suscitative  efforts  in  the  course  of  the  dramatically  rapid 
and  potentially  lethal  complications  of  cocaine  overdose.7 

As  the  immensity  and  the  immediacy  of  the  problem  of 
illicit  high-dose  cocaine  overdoses  and  poisonings  have 
presented  themselves  in  physicians’  offices  and  emergency 
rooms,  theories  and  regimens  of  treatment  have  been  de- 
rived. Physicians  must  simultaneously  work  to  maintain 
and  stabilize  the  body’s  homeostatic  mechanisms,  while  at 
all  times  being  aware  of  just  what  is  occurring  at  cellular 
receptor  sites  as  well.  Physicians  must  be  empiric,  in  the 
most  expeditious  ways;  then  they  must  anticipate,  theo- 
rize, and  adjust. 

The  fulminating  course  of  the  cocaine  reaction  must  be 


immediately  and  properly  blunted.  The  airway  must  be 
secured,  adequate  oxygenation  insured,  and  vital  signs 
continuously  taken.  One  or  more  large  bore  intravenous 
lines  should  be  placed  and  kept  open  with  isotonic  or  hypo- 
tonic solution.  Acute  hypertensive  crisis  with  accompany- 
ing malignant  encephalopathy  is  possible;  hyperosmolar 
and  hypertonic  solutions  should  be  avoided.  A dangerous 
elevation  in  the  body  temperature  must  always  be  antici- 
pated. Dantrolene  should  be  stocked  in  the  event  of  malig- 
nant hyperthermia.17 

Core  temperature  must  be  continuously  monitored. 
Cooling  blankets  and  ice  water  for  sponging  and  fans  for 
cooling  should  be  at  hand.  Hyperreflexia  must  be  antici- 
pated, and  tonic-clonic  seizures  may  occur.  Seizure  activi- 
ty should  be  treated  with  diazepam,  0.25  mg/kg  intrave- 
nous bolus,  repeated  as  necessary.  Metabolic  acidosis  may 
significantly  affect  the  predisposition  for  both  seizures 
and  cardiac  arrhythmias  and  should  be  treated  with  bicar- 
bonate as  indicated.17 

Uncontrolled  hypertension  may  result  in  pulmonary 
and  cerebral  edema,  hemorrhage,  or  infarct.14’18’19  The 
accumulation  of  catecholamines  disposes  the  myocardium 
to  arrhythmias,  which  may  compromise  cardiac  output.14 
Further,  coronary  artery  spasm  may  occur.19  Propranolol 
has  been  widely  employed  to  control  the  hypertensive  cri- 
ses of  cocaine  toxicity.7’12’21  Should  tachycardia,  hyper- 
tension, and/or  ventricular  ectopy  appear,  propranolol,  1 
mg  by  intravenous  bolus,  may  be  given.13’21  This  may  be 
repeated  at  one-minute  intervals,  as  with  labetalol  titrate, 
to  a diastolic  pressure  of  around  90  mm  Hg  and  an  apical/ 
radial  pulse  of  less  than  100/min.17  Labetalol  offers  the 
advantage  of  both  alpha  and  beta  blockage  in  attenuating 
a hyperdynamic  cardiovascular  state.  Other  combinations 
of  alpha  and  beta  blockers  of  short  duration,  eg,  esmolol, 
should  likewise  be  considered.17 

All  drugs  should  be  titrated  to  clinical  necessity  minute- 
to-minute  as  monitored  by  cardiovascular  and  pulmonary 
response.7  Central  nervous  system  and  cardiovascular 
events  must  be  scrupulously  monitored  in  timed  sequence. 
Lidocaine  may  be  employed  either  as  a bolus  or  as  an  in- 
travenous drip  to  suppress  ventricular  ectopy.7 

In  cases  of  advanced  stimulative  stage  of  cocaine  over- 
dose (patient  unresponsive  and  undergoing  convulsions), 
all  rules  of  immediate  intervention  with  life  sustaining 
cardiopulmonary  resuscitation  measures  apply.  The  me- 
chanics of  airway  maintenance  and  external  assistance  to 
cardiac  output  are  paramount. 

Acidification  of  urine  with  NH4CI  insures  a more  rapid 
excretion  of  cocaine.22’23  Lithium,  dopamine  agonists, 
dopa,  bromocriptine,  imipramine,  and  amitriptyline,  as 
well  as  the  amino  acids  L-tryptophan  and  L-tyrosine  have 
been  discussed  as  methods  to  help  rebuild  depleted  dopa- 
mine stores,  hence  helping  to  reverse  the  profound  depres- 
sion and  listlessness  (anhedonia)  of  withdrawal.  (These 
modalities  are  to  be  carried  out  over  at  least  a 30-day  peri- 
od).24-26 The  action  of  the  benzodiazepines  diazepam  and 
midazolam  appears  to  be  especially  beneficial  in  relieving 
anxiety,  muscle  spasm,  and  tension.7 

These  life  saving  efforts  are  but  technical  exercises 
which  physicians  are  able  to  perform  in  the  acute  situa- 
tion. The  rehabilitation  of  the  cocaine  user  is  far  more 
difficult  and  subtle.  It  employs  every  individual  and  group 
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support  system  that  can  be  mobilized  and  utilized  for  the 
remainder  of  the  cocaine  user’s  life. 
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ABSTRACT.  Anticoagulation  is  used  extensively  for  the 
treatment  and  prevention  of  thromboembolic  disease.  Full 
dose  anticoagulation  with  heparin  is  usually  administered  in- 
travenously via  continuous  24-hour  infusion  to  avoid  compli- 
cations with  intermittent  intravenous  administration.  Contin- 
uous intravenous  therapy  is  costly  and  cumbersome  for 
nurses  and  patients.  Subcutaneous  administration  of  heparin 
in  full  dosage  offers  an  attractive  therapeutic  alternative. 
This  study  examines  the  safety,  efficacy,  and  cost  consider- 
ations of  this  form  of  therapy. 

Fifteen  patients  admitted  to  the  hospital  for  myocardial 
infarction  were  evaluated.  After  the  patients  were  trans- 
ferred from  the  cardiac  intensive  care  unit,  intravenous  hep- 
arin was  discontinued,  while  therapeutic  anticoagulation 
was  maintained  via  the  subcutaneous  route.  Complications 
were  limited  to  local  hematoma  formation.  A cost  compari- 
son revealed  substantial  savings  with  subcutaneous  adminis- 
tration. 

(NY  State  J Med  1989;  89:387-389) 

Anticoagulation  is  used  extensively  for  the  treatment  and 
prevention  of  thromboembolic  disease.  Continuous  24- 
hour  intravenous  heparin  infusion  is  generally  preferred  to 
avoid  excessive  complications  with  intermittent  intrave- 
nous administration.1’2  This  route  of  therapy  requires 
careful  attention  to  the  administration  set-up  and  the  use 
of  intravenous  infusion  pumps.  Subcutaneous  administra- 
tion of  heparin  in  full  therapeutic  dosage  offers  an  attrac- 
tive alternative  to  intravenous  therapy.  This  study  exam- 
ines the  safety,  efficacy,  and  cost  considerations  of  full 
dose  subcutaneous  heparin  therapy  in  postmyocardial  in- 
farction patients. 

Patients  and  Methods 

The  subjects  were  consecutive  patients  admitted  with  acute 
transmural  myocardial  infarction,  as  diagnosed  by  typical  chest 
pain,  electrocardiographic  findings,  and  cardiac  enzyme  pat- 
terns; and  without  contraindication  for  anticoagulation.  They 
were  initially  treated  with  intravenous  heparin  therapy  to 
achieve  partial  thromboplastin  times  (PTT)  one  and  a half  to  two 
times  control  values.  On  transfer  from  the  cardiac  intensive  care 
unit,  the  intravenous  line  was  removed,  and  patients  were  con- 
verted to  subcutaneous,  full  dose  heparin  therapy,  which  was 
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continued  for  the  duration  of  the  hospital  stay  (seven  to  ten 
days).  The  initial  heparin  dose  was  calculated  by  dividing  the  24- 
hour  intravenous  dose  into  two  or  three  aliquots  and  administer- 
ing this  dose  every  12  hours  or  every  8 hours,  respectively.  Pa- 
tients who  had  a greater  than  four-hour  delay  between  cessation 
of  the  intravenous  heparin  and  initiation  of  subcutaneous  thera- 
py received  an  initial  bolus  of  20,000  units  subcutaneously.  Fur- 
ther dosage  adjustment  was  made,  based  on  partial  thromboplas- 
tin time,  to  maintain  therapeutic  anticoagulation. 

The  patients  were  followed  for  efficacy  and  complications  of 
subcutaneous  heparin  therapy.  Partial  thromboplastin  time  was 
monitored  at  four  and  eight  hours  after  a dose  in  patients  who 
were  on  an  every-8-hour  regimen;  and  at  four,  eight,  and  12 
hours  for  patients  on  an  every-1 2-hour  regimen.  Initial  PTT  de- 
terminations were  obtained  on  the  first  to  second  day  of  therapy, 
adjustments  were  made,  and  PTT  determinations  were  repeated 
on  the  third  to  fourth  day  of  therapy.  The  determinations  ob- 
tained after  dose  adjustment  were  used  to  calculate  the  “aver- 
age” values  reported.  Heparin  therapy  was  continued  through- 
out the  hospital  stay.  Patients  were  followed  prospectively  for 
clinical  evidence  of  systemic  embolization,  deep  vein  thrombosis, 
pulmonary  embolus,  or  significant  bleeding  complications.  The 
patients’  hematocrits  and  platelet  counts  were  followed  sequen- 
tially. 

A cost  comparison  was  ma  de  by  estimating  the  cost  of  continu- 
ous intravenous  heparin  administration  versus  intermittent  sub- 
cutaneous administration. 

Results 

Fifteen  patients  with  myocardial  infaiotion  were  evaluated.  The 
mean  age  was  68.3  years  (±  7.1  years).  The  mean  24-hour  intrave- 
nous dose  of  heparin  was  26,227  units  (±  4,820  units)  and  resulted  in 
a mean  PTT  of  73  seconds  (:!  45) /3 1 .5  (±  0.83)  seconds.  The  mean 
24-hour  heparin  dose  on  subcutaneous  therapy  was  32,033  units  (± 
8,041  units).  Eight  patients  were  maintained  on  an  every-8-hour 
schedule,  and  seven  patients  were  maintained  on  an  every- 12-hour 
schedule.  The  PT  Fs  after  a subcutaneous  dose  at  four,  eight,  and  1 2 
hours  were  64  seconds  (±  1 1)/31.6  (±  1.24),  55  seconds  (±  14)/ 
31.9  (±  1.6),  and  60  seconds  (±  7.7)/3t.4  (±  1.13),  respectively 
(Fig  1). 
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FIGURE  1.  Partial  thromboplastin  time  (PTV)  measured  four,  eight,  and 
12  hours  after  subcutaneous  heparin  dose 
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Complications  were  limited  to  local  hematoma  formation  seen  in 
two  patients.  In  one  patient,  who  received  20,000  units  subcutane- 
ously every  12  hours,  a hematoma  developed  involving  his  rectus 
sheath,  perhaps  secondary  to  inadvertent  intramuscular  injection; 
his  partial  thromboplastin  times  were  in  therapeutic  range  at  the 
four-,  eight-,  and  12-hour  determinations.  In  another  patient,  who 
received  7,000  units  every  eight  hours  subcutaneously,  a 4.5-cm  he- 
matoma developed  at  the  site  of  injection.  No  life-threatening  bleed- 
ing complications  occurred.  No  patients  experienced  clinically  evi- 
dent deep  vein  thrombosis,  pulmonary  emboli,  or  systemic  emboli. 
No  patients  required  discontinuation  of  subcutaneous  heparin  be- 
cause of  discomfort.  Sequential  determinations  of  hematocrit  and 
platelet  counts  revealed  no  significant  change  during  subcutaneous 
heparin  therapy. 

Cost  comparisons  are  presented  in  Table  I.  The  cost  of  continuous 
intravenous  therapy  was  estimated  to  be  $6.15  per  day  compared 
with  $2.66  per  day  for  intermittent  subcutaneous  therapy. 

Discussion 

In  1952,  Artz  and  Amspacher3  demonstrated  that  sub- 
cutaneous injection  of  a concentrated  aqueous  solution  of 
heparin  could  provide  therapeutic  anticoagulation  for 
eight  to  12  hours.  These  findings  have  subsequently  been 
confirmed  in  a number  of  reports.4  6 More  recently,  inves- 
tigators have  found  that  subcutaneous  heparin  was  effec- 
tive and  safe  in  the  treatment  of  deep  vein  thrombosis.7- 1 1 
In  addition,  measured  clotting  parameters  and  plasma 
heparin  levels  were  equivalent  to  determinations  in  pa- 
tients receiving  intravenous  therapy. 

The  selective  use  of  anticoagulation  in  myocardial  in- 
farction is  an  attempt  at  prophylaxis  against  deep  vein 
thrombosis,  pulmonary  embolus,  and  left  ventricular  mu- 
ral thrombi  formation,  with  their  ensuing  complications. 
These  issues  are  controversial  and  widespread.  Thus,  sys- 
temic anticoagulation  is  not  recommended  for  all  patients 
with  acute  myocardial  infarction.  In  1974,  Pitney  et  al7 
reported  on  the  use  of  full  dose  subcutaneous  hepariniza- 
tion in  the  prevention  of  venous  thrombosis  after  acute 
myocardial  infarction.  Twenty-one  patients  treated  with 
subcutaneous  therapy  were  compared  to  1 7 patients  treat- 
ed with  intravenous  therapy.  Deep  vein  thrombosis  oc- 
curred in  one  of  the  2 1 patients  treated  with  subcutaneous 
heparin  and  two  of  the  17  patients  treated  with  intrave- 
nous heparin.  No  serious  complications  of  therapy  were 
noted.  Our  study  of  15  patients  who  sustained  myocardial 
infarction  confirms  these  previous  findings.  Subcutaneous 
heparin  therapy  was  effective  in  achieving  therapeutic 


TABLE  I.  Comparison  of  Cost  of  Subcutaneous  Heparin 
and  Intravenous  Heparin  for  Therapeutic  Anticoagulation 


Intravenous  Heparin  (via  constant  infusion) 

D5W — 500  mL/day  to  maintain  IV  line 

$0.75 

D5W— 250  mL/day 

$0.70 

Regular  IV  tubing  1/day 

$1.25 

Controller  tubing  1/day 

$2.70 

Syringe/needle  1/1 /day 

$0.16 

Heparin  Na+  (5,000  units/mL) 

$0.59 

— ($1.17/1  OmL)  . . 25,000  units 

Total  cost 

$6. 15/ day 

Subcutaneous  Heparin  (every  eight  hours) 

Syringes/needles  ((®$0. 16/dose) 

$0.48 

Heparin  Na+  (20,000  units/mL) 

$2.18 

— ($1.09/mL)  . . 30,000  units 

Total  cost 

$2.66/day 

partial  thromboplastin  time  with  no  serious  thromboem- 
bolic events  noted. 

The  estimated  cost  of  intravenous  therapy  is  nearly 
three  times  that  of  subcutaneous  therapy  at  our  institu- 
tion. Rooke  and  Osmundson12  recently  reviewed  the  rela- 
tive cost  of  various  protocols  for  the  use  of  heparin  in  pa- 
tients being  treated  for  deep  vein  thrombosis.  They  found 
the  cost  of  intermittent  subcutaneous  therapy  to  be  less 
than  one  third  that  of  continuous  intravenous  administra- 
tion. The  cost  of  intravenous  administration  in  the  pa- 
tients described  here  is  likely  underestimated,  as  it  does 
not  take  into  consideration  the  additional  nursing  care  re- 
quired to  maintain  indwelling  intravenous  lines,  as  well  as 
the  cost  of  intravenous  infusion  pumps. 

Complications  in  these  patients  were  limited  to  local  he- 
matoma, including  a rectus  sheath  hematoma  which  de- 
veloped in  one  patient.  This  may  have  been  secondary  to 
inadvertent  intramuscular  injection,  although  rectus  mus- 
cle hematoma  has  been  previously  recognized  during  anti- 
coagulation.13 It  has  occurred  during  intravenous  antico- 
agulation as  well,  and  may  be  related  to  local  trauma.  A 
forceful  cough,  for  example,  may  induce  relatively  trivial 
trauma  to  the  microvasculature  in  the  rectus  abdominis 
muscle,  which  would  ordinarily  be  unimportant.  In  a pa- 
tient undergoing  anticoagulation  therapy,  it  may  provoke 
clinically  important  bleeding  and  hematoma. 

Intravenous  heparin  therapy  is  often  the  only  reason  to 
maintain  an  indwelling  catheter.  This  foreign  body  often 
serves  as  a nidus  for  local  and  systemic  infection.  In  addi- 
tion, patient  mobility  is  greatly  restricted,  and  the  patient 
is  often  disturbed  by  annoying  infusion  pump  alarms.  The 
subcutaneous  route  allows  for  the  discontinuation  of  the 
intravenous  catheter,  thus  allowing  greater  patient  mobil- 
ity, facilitating  progressive  ambulation,  and  reducing  the 
risk  of  infectious  complications. 

Intravenous  administration  does  not  allow  for  chronic 
outpatient  therapy.  Full  dose  subcutaneous  heparin  has 
been  used  during  pregnancy  to  allow  discontinuation  of 
warfarin  sodium  and  to  avoid  prolonged  hospitalization.14 
Changing  heparin  requirements  during  pregnancy  neces- 
sitate careful  monitoring  in  this  population;  however, 
therapeutic  anticoagulation  can  be  achieved  without  ma- 
jor complications.  If  outpatient  self-administration  proves 
feasible,  heparin  may  be  an  attractive  alternative  to  war- 
farin sodium  for  long  term  anticoagulation  in  many  clini- 
cal settings. 
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FROM  THE  LIBRARY 


PRACTICAL  APPLICATION  OF  HEPARIN  FOR  LONG-TERM  ANTICOAGULANT  THERAPY 

The  superiority  of  heparin  as  an  anticoagulant  over  that  of  the  coumarin  derivatives  has  been  demon- 
strated repeatedly  in  both  in  vivo  and  in  vitro  experiments,  and  its  safety  in  use  as  compared  to  the  oral 
anticoagulants  is  beyond  dispute.  Nevertheless,  in  spite  of  these  obvious  advantages  heparin  has  not 
received  widespread  use  as  the  anticoagulant  of  choice  in  conditions  requiring  prolonged  or  long-term 
anticoagulant  therapy  because  of  the  disadvantage  of  repeated  intravenous  injections. 

It  is  true  that  with  increased  experience  in  the  use  of  oral  anticoagulants  the  incidence  of  bleeding  has 
decreased  markedly,  and  reports  of  fatal  hemorrhage  are  rare,  not  because  they  do  not  still  occur,  but 
because  it  is  no  longer  of  medical  interest  to  report  them.  Also,  the  ready  effectiveness  of  emulsion  of 
vitamin  K|  oxide  in  combating  hypoprothrombinemia  has  somewhat  quieted  the  qualms  of  many  in  the 
use  of  these  anticoagulants. 

The  intermittent  intravenous  injection  method  of  the  Scandinavian  workers  still  has  the  disadvantage 
of  repeated  intravenous  injections,  and  the  erratic  action  and  pain  of  the  depository  heparin  has  not 
popularized  this  method.  The  introduction  of  a concentrated  aqueous  heparin  led  Stats  and  Neuhof  to 
the  use  of  this  as  a deep  intramuscular  injection,  and  they  demonstrated  a good  anticoagulant  effect  for 
an  eight-  to  twelve-hour  period  after  a single  injection.  However,  the  intramuscular  injections  are 
extremely  painful,  and  it  has  been  the  experience  of  one  of  us  (M.S.)  that  patients  refuse  further 
injections  after  several  weeks  of  therapy  by  this  route.  Besides,  painful  hematomas  occur  occasionally. 

The  undisputed  superiority  of  heparin  as  both  an  effective  and  a safe  anticoagulant  makes  one  wish 
for  a simple  method  of  administering  this  drug  for  long-term  anticoagulant  therapy. 

Artz  and  Amspacher,  in  1 952,  demonstrated  that  a subcutaneous  injection  of  a concentrated  aqueous 
solution  of  heparin  produced  good  anticoagulation  for  an  eight-  to  twelve-hour  period,  and  these  find- 
ings were  confirmed  by  Engelberg  in  a number  of  clinical  studies.  Engelberg  repeatedly  demonstrated 
prolonged  anticoagulation  with  subcutaneous  injections  the  extent  and  duration  depending  on  the  dose 
of  heparin  given.  He  stated  that  a twenty-four-hour  anticoagulation  was  possible  with  a single  subcuta- 
neous injection  if  the  dose  were  large  enough..  . . 

Therapeutic  anticoagulation  with  subcutaneous  heparin  can  be  maintained  for  an  indefinite  period  in 
the  hospitalized  patient  because  of  the  painlessness,  simplicity,  and  safety  of  this  method  of  heparin 
administration.  It  is  not  impractical,  since  an  outpatient  or  office  procedure  for  administration  is  possi- 
ble by  some  member  of  the  family.  Subcutaneous  injections  of  many  substances — insulin,  mercurial 
diuretics,  vitamins,  to  mention  a few — are  being  administered  by  lay  people  today.  The  parallel  and 
constant  effect  obtained  by  injections  into  the  anterior  surface  of  the  thigh  as  compared  to  the  posterior 
iliac  area  makes  self-administration  even  more  practical.  . . . 
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Cocaine:  General  characteristics,  abuse,  and  addiction 

Norman  S.  Miller,  md;  Mark  S.  Gold,  md;  Robert  B.  Millman,  md 


The  widespread  use  of  cocaine  resumed  in  the  1960s  when 
many  illicit  drugs  gained  popularity  among  young  people 
in  the  United  States.  As  the  use  of  cocaine  increased,  reas- 
surance from  the  medical  profession  that  cocaine  use  was 
benign  appeared  in  spite  of  earlier  warnings.  The  Com- 
prehensive Textbook  of  Psychiatry  by  Friedman  and  Sad- 
dock1  contained  this  quotation:  “If  used  no  more  than  two 
or  three  times  per  week,  cocaine  creates  no  problems.” 
Another  article  in  Scientific  American2  claimed  that  co- 
caine was  “no  more  habit  forming  than  potato  chips.”  Co- 
caine now  ranks  as  the  third  most  common  drug  in  the 
United  States,  after  alcohol  and  marijuana,  to  which  indi- 
viduals become  addicted.  The  morbidity  and  mortality 
from  cocaine  abuse  and  addiction  are  lessons  that  appar- 
ently were  forgotten.  In  the  mid-  and  late  19th  century, 
accounts  of  cocaine’s  adverse  consequences  were  fre- 
quently presented  in  the  medical  literature.  The  epidemic 
that  occurred  in  the  United  States  waned  in  the  early 
1900s. 

Users  in  the  United  States  currently  consume  billions  of 
dollars  worth  of  cocaine  annually.  The  cost  in  lives,  in  in- 
come lost  to  industry  and  individuals,  and  in  danger  and 
disruption  to  society  is  staggering.  The  debate  over  wheth- 
er cocaine  is  addictive  is  left  to  academicians,  as  practition- 
ers treat  millions  of  new  cases  of  cocaine  addiction  year- 
ly.3,4 Addiction  to  cocaine  is  rapid  and  overwhelming, 
rendering  the  user  powerless  over  the  choice  to  abstain  or 
moderate  the  use  of  cocaine.  The  addiction  is  identified  by 
the  intense  preoccupation  with  acquiring  cocaine,  com- 
pulsive use  in  spite  of  adverse  consequences,  and  repeated 
relapse  after  resolving  to  reduce  or  eliminate  its  use. 

Preparations  and  Routes  of 
Administration 

Cocaine  has  many  names  that  reflect  its  appearance 
and  effects.  Coca  paste  is  known  as  “base,”  “pasta,”  “pi- 
tillo,”  and  “buscuso.”  The  powdered  form  is  known  as 
“snow,”  “coke,”  and  the  rock  form  as  “crack”  because  of 
the  sound  it  makes  burning  in  the  pipe.  Cocaine  is  an  alka- 
loid present  in  the  leaves  of  the  Erythroxylum  coca , a tree 
or  shrub  indigenous  to  western  South  America.  Abundant 
amounts  are  found  in  the  wild  state  in  Peru,  Colombia, 
Ecuador,  and  Bolivia.  The  coca  leaf  bears  no  pharmaco- 
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logic  relationship  to  the  cocoa  (cocoa  or  chocolate)  bean 
or  to  the  kola  nut,  although  confusion  between  them  is 
reflected  in  the  medical  literature.5 

Coca  paste  is  derived  by  dissolving  dried  coca  leaves  in  a 
solution  of  kerosene  or  gasoline,  alkaline  bases,  potassium 
permanganate,  and  sulfuric  acid.  The  coca  paste  contains 
cocaine,  sulfate,  other  coca  alkaloids,  diluents,  and  adul- 
terants. The  salt  form  of  cocaine  hydrochloride  is  pre- 
pared from  coca  paste  that  is  mixed  with  hydrochloric 
acid.6  “Freebase”  cocaine  is  the  free  cocaine  molecule 
that  may  be  prepared  from  cocaine  hydrochloride  by  ex- 
traction with  ether  or  sodium  hydroxide.  The  freebase  is 
the  cocaine  base  itself  that  has  thus  been  freed  from  its 
salt  form.7  The  freebase  is  vaporized  easily  with  flame 
heat,  unlike  the  salt  form,  to  allow  for  ready  inhalation. 

Crack  is  not  a new  drug  but  represents  a new  strategy  in 
the  sale  and  marketing  of  street  cocaine.  Crack  is  a “rock” 
form  that  is  sold  in  tiny  pellets  of  ready-made  or  prepack- 
aged freebase  cocaine  without  further  chemical  process- 
ing required,  as  in  the  case  of  the  powder  form  or  the  salt 
form  of  cocaine  hydrochloride.  Crack  is  25-100%  pure 
freebase  cocaine,  depending  on  the  amount  of  adulterants 
added.  After  vaporization,  crack  is  immediately  and  com- 
pletely absorbed  when  smoked  in  a water  pipe.  The  intro- 
duction of  crack  in  rocks  in  small  vials  that  sell  for  about 
$20  has  increased  accessibility  to  lower  income  and  ado- 
lescent users  by  virtue  of  its  lower  initial  cost. 

Many  of  the  adulterants  and  diluents  that  are  added  to 
the  coca  paste  and  cocaine  hydrochloride  are  not  removed 
by  ordinary  extraction  procedures  for  freebase  prepara- 
tion. Many  preparations  contain  manganese  carbonate 
that  can  produce  a Parkinson  syndrome;  lidocaine,  which 
looks  and  numbs  like  cocaine;  and  ephedrine,  which  has 
weak  stimulant  properties  to  enhance  potency.10,11 

The  major  routes  of  administration  for  cocaine  are  in- 
tranasal, intravenous,  and  smoke  inhalation.  The  intrana- 
sal route  remains  the  most  popular  method  of  use.  The 
majority  of  frequent  and  infrequent  consumers  “snort” 
cocaine  hydrochloride  powder  through  the  capillary-rich 
mucosa  of  the  nose.  The  intravenous  route  is  preferred  by 
those  who  often  inject  other  drugs  such  as  opiates.  The 
greatest  concern  over  increased  cocaine  use  has  been  due 
to  smoking  of  freebase  preparations.12,13  Smoking  takes 
5-10  seconds,  intravenous  injection  30-120  seconds,  and 
intranasal  administration  1-3  minutes  to  produce  effects 
in  the  brain.  The  addiction  potential  may  correlate  with 
the  faster  and  higher  peak  blood  levels  obtained  with 
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smoking.  Clinical  histories  of  cocaine  addicts  suggest  that 
the  incidence  is  highest  and  the  course  fastest  for  those 
who  use  the  inhalation  route  (days),  whereas  the  intrana- 
sal route  requires  a more  protracted  course  for  addiction 
to  occur.14 

Cocaine  freebase  is  inhaled  through  the  bronchial  tree 
to  the  capillary-rich  alveoli  in  the  lungs  which  provide  a 
vast  surface  area  (72m2  of  membranes)  for  instantaneous 
absorption  with  the  gaseous  exchanges.  The  inhalation 
route  also  bypasses  the  venous  system  because  the  pulmo- 
nary venous  (arterial)  blood  flow  from  the  lungs  to  the 
heart  is  pumped  directly  through  the  aorta  into  the  cere- 
bral circulation  and  brain.  The  intravenous  circulation  is  a 
longer  route  for  cocaine  because  it  follows  the  systemic 
return  of  venous  blood  through  the  vena  cavas  into  the 
heart  and  eventually  to  the  lungs  before  returning  to  the 
heart  for  distribution  to  the  brain.  The  intranasal  route  is 
an  even  slower  route  that  requires  passage  of  cocaine 
through  the  tiny  capillaries  and  venules  before  entry  into 
the  systemic  venous  circulation.  Vasoconstriction  of  capil- 
laries limits  intranasal  and  to  a lesser  extent  intravenous 
absorption.  All  routes  of  administration  of  cocaine  are  ad- 
dicting, but  the  relative  rates  and  potency  differ,  with  in- 
halation appearing  to  be  the  most  potent,  followed  by  in- 
travenous use,  then  intranasal  or  oral  use. 

Neurochemistry 

Several  neurotransmitter  systems  in  the  brain  may  con- 
tribute to  the  many  effects  of  cocaine.  There  is  direct  evi- 
dence for  the  involvement  of  various  neurotransmitters  in 
the  brain,  which  include  dopamine,  norepinephrine,  and 
serotonin.  This  evidence  has  been  obtained  from  in  vitro 
and  in  vivo  animal  studies  and  from  studies  of  subjective 
and  objective  cocaine  effects  in  humans. 

Many  cocaine  effects  may  be  attributable  to  the  dopa- 
mine system.  Specifically,  cocaine  rapidly  blocks  the  re- 
uptake of  the  dopamine  neurotransmitter  into  its  presyn- 
aptic  nerve  terminal  for  storage  by  the  vesicles.  The  re- 
uptake mechanism  is  the  principal  means  of  termination 
of  action  of  the  neurotransmitter. 

Greater  concentration  and  a longer  duration  of  dopa- 
mine result  from  the  blockade  of  the  re-uptake  mecha- 
nism.15’16 The  acute  effects  of  cocaine  on  dopamine  neu- 
rons in  vitro  include  enhanced  dopamine  activity  by 
dopamine  re-uptake  blockade  and  by  increased  dopamine 
synthesis.  Dopamine  appears  to  be  intimately  involved  in 
the  reward  system  in  the  limbic  system.  Dopamine  neu- 
rons in  the  central  nervous  system  originate  in  the  ventral 
tegmental  area,  and  project  to  the  limbic  structures  that 
include  the  nucleus  accumbens  (mesolimbic  pathways) 
and  the  limbic  cortex  that  includes  the  frontal  cortex  (me- 
socortical  pathways).  The  neurons  of  the  reward  system 
originate  in  the  lateral  hypothalamus.  These  neurons  de- 
scend as  part  of  the  median  forebrain  bundle  to  terminate 
in  the  ventral  tegmental  area  to  synapse  on  dopamine  neu- 
rons. Opiates  appear  to  stimulate  reward  sensations  and 
behavior  by  acting  on  opiate  receptors  in  the  postsynaptic 
neurons  in  the  ventral  tegmentum.  Cocaine  and  other 
stimulants  appear  to  enhance  dopamine  transmission  by 
acting  on  the  other  end  of  the  dopamine  neurons  at  the 
presynaptic  site  of  the  terminal  dopamine  fibers  in  the  me- 
solimbic and  mesocortical  areas.1718 


The  subjective  and  objective  effects  of  cocaine  in  hu- 
mans can  be  correlated  with  the  demonstrated  actions  of 
cocaine  on  neurons  in  various  locations  in  the  brain.  The 
limbic  system  is  the  substrate  for  mood,  drive  states  such 
as  hunger  and  sex,  memory,  and  reward  behavior.  The 
basal  ganglia  is  the  substrate  for  motor  behavior.  The  sub- 
stantia nigra  neurons  that  contain  dopamine  project  to  the 
caudate  and  putamen.  The  amygdala  and  septal  areas, 
which  control  mood,  contain  dopamine  neurons.  Alter- 
ations in  these  nuclei  produce  observable  and  reportable 
mood  changes  in  animals  and  humans.  Electrodes  im- 
planted in  the  septal  area  in  humans  produce  intense  eu- 
phoria if  stimulated.  Similar  electrodes  placed  in  the  “or- 
gasmic” center  near  the  septal  area  in  humans  and 
animals  result  in  sexual  pleasure  and  behavior  (mounting, 
erection,  grooming).  Stimulation  of  the  amygdala  pro- 
duces aggressive,  angry  behavior  and  destruction  of  it  pro- 
duces placid,  tranquil  behavior  in  humans  and  ani- 
mals.15-16 

Effects 

Acute  Intoxification:  Psychological  and  Physiological 
Effects  Cocaine  is  a central  nervous  system  stimulant 
similar  to  amphetamine,  methylphenidate,  etc.  Acute  co- 
caine intoxification  produces  a variety  of  physiological  ef- 
fects and  virtually  any  psychiatric  symptom.  The  intensity 
and  duration  of  the  acute  effects  correlate  with  ihe  rate  of 
rise  and  height  of  the  peak  of  the  level  of  cocaine  in  the 
blood.  The  faster,  higher  levels  of  cocaine  reaching  the 
brain  are  reflected  by  the  rapid  and  sharp  increases  in  co- 
caine levels  obtained  in  the  blood.  The  route  of  administra- 
tion determines  the  blood  level  achieved.  Inhalation  results 
in  the  quickest  and  highest  peak  cocaine  blood  levels,  fol- 
lowed by  the  intravenous,  then  intranasa’,  then  oral  routes. 

The  results  of  both  human  and  animal  studies  indicate 
that  the  psychological  and  physiological  effects  of  cocaine 
depend  on  the  distribution  and  delivery  of  the  drug  to  tar- 
get organs.  The  brain  is  a major  organ  affected  by  cocaine 
in  the  genesis  of  abuse  and  addiction.  Neurochemical 
events  are  initiated  by  the  interaction  between  cocaine 
and  the  brain  to  produce  predictable  and  stereotypic 
changes  in  psychological  responses  and  behavior. 

The  acute  psychological  effects  begin  when  cocaine 
reaches  the  brain,  which  is  within  seconds  by  any  route  of 
administration.  The  major  areas  affected  are  mood,  cog- 
nition, drive  states,  and  level  of  awareness.  An  immediate 
and  intense  euphoria,  analogous  to  a sexual  orgasm,  oc- 
curs and  may  last  seconds  to  minutes  depending  on  the 
route  of  administration.  Other  alterations  arising  from  el- 
evation in  mood  include  giddiness,  enhanced  self-confi- 
dence, and  a forceful  boisterousness.  The  subsequent  level 
of  mood  is  milder  euphoria  mixed  with  anxiety,  which 
lasts  for  30-90  minutes,  followed  by  a more  protracted 
anxious  state  that  exists  over  a span  of  hours.  The 
thoughts  may  race  and  the  person  may  become  talkative, 
even  garrulous,  with  tangential  and  incoherent  speech. 
Appetite  is  suppressed,  as  is  the  case  with  most  central 
nervous  system  (CNS)  stimulants  during  the  intoxication, 
followed  by  an  increased  appetite  on  the  rebound.  In  low 
doses,  the  libido  is  stimulated,  and  sexual  performance  in 
men  is  enhanced  by  a prolonged  erection  and  a heightened 
orgasm.  In  high  doses,  spontaneous  ejaculations  and  or- 
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gasm  may  occur.  The  level  of  consciousness  is  elevated,  so 
that  hypervigilant  arousal  attends  the  other  mental  alter- 
ations and  may  lead  to  insomnia.  A loss  of  self-awareness 
often  occurs  with  or  without  a decrease  in  recent  memory, 
which  may  lead  to  acts  and  decisions  of  poor  judgment. 
Motor  activity  is  often  increased,  with  agitated  and  fid- 
gety behavior  accompanying  subjective  sensations  of  rest- 
lessness and  perpetual  motion.5-19’20 

The  acute  physiological  effects  are  manifestations  of 
sympathetic  nervous  system  discharge;  these  include  hy- 
pertension, sweating,  hyperpyrexia,  urinary  and  bowel  re- 
tention, muscular  contractions,  and  cutaneous  flush- 
ing.14-15 During  acute  intoxication,  the  physiological 
effects  are  transient  and  short-lived  with  low  to  moderate 
doses,  and  are  usually  benign.  No  adverse  sequelae  result 
unless  underlying  medical  conditions  exist  that  are  wors- 
ened by  a sustained  increase  in  tone  of  the  sympathetic 
nervous  system.  The  adrenal  glands  and  sympathetic 
nerve  endings  contain  epinephrine  and  norepinephrine, 
the  effects  of  which  are  enhanced  by  their  re-uptake 
blockade  by  cocaine. 5-6-19-20 

At  higher  doses,  marked  anxiety,  fear,  apprehension, 
loss  of  control  of  thoughts  and  of  judgment,  frank  para- 
noid delusions,  and  auditory  and  visual  hallucinations  fre- 
quently occur.  Amnesia,  delirium,  hyperthermia,  stupor, 
and  coma  may  paradoxically  result  from  this  stimulant  in 
large  enough  doses  by  any  route  of  administration.  These 
very  high  dose  effects  are  sometimes  seen  in  “body  pack- 
ers,” smugglers  who  swallow  plastic  bags  of  cocaine  pow- 
der that  dissolve  in  their  gastrointestinal  tracts.  Some- 
times the  cocaine  is  absorbed  in  lethal  amounts  into  the 
blood  stream  in  such  individuals.  Seizures,  usually  of  the 
generalized  toxic,  chronic  convulsive  type,  occasionally 
occur,  again  by  any  route,  and  may  lead  to  status  epilepti- 
cus  with  sustained  convulsions  that  arrest  respiration  and 
induce  fatal  cardiac  arrhythmias.  Fatal  cardiac  arrhyth- 
mias may  develop  with  or  without  seizures.  They  are  most 
often  ventricular  and  rapid  in  onset.  Atrial  tachycardias 
are  not  likely  to  be  fatal  unless  an  underlying,  predispos- 
ing heart  problem  already  exists.1 1 Blood  pressure  may  be 
dangerously  elevated,  so  that  in  a susceptible  individual, 
stroke  with  cerebral  infarction  and/or  hemorrhage  may 
be  induced.  The  idiosyncratic  reaction  or  variability  of 
psychological  and  physiological  factors  in  the  individual 
may  be  important,  in  addition  to  dosage,  in  determining 
the  severity  and  type  of  any  toxicity  from  cocaine.11-23 

The  craving  or  drive  to  use  cocaine  is  strongest  and  most 
compelling  after  recent  use  and  diminishes  with  continued 
abstinence,  precipitously  in  the  first  few  days  and  more 
gradually  over  weeks.  The  craving  or  drive  to  use  cocaine 
may  reappear  even  after  prolonged  abstinence,  especially 
if  addictive  use  has  occurred.6-21  Cocaine  addicts  and  us- 
ers report  that  impulsive  urges  spontaneously  arise  in  re- 
sponse to  environmental  cues  after  years  of  abstinence 
from  cocaine. 

Chronic  Intoxication:  Psychological  and  Physiological 
Effects.  Chronic,  persistent  and  regular  use  of  cocaine 
by  any  route  of  administration  has  characteristic  conse- 
quences that  are  easily  identified  if  the  clinician  is  in- 
formed and  alert.  Chronic  administration  of  cocaine  pro- 
duces virtually  all  of  the  psychiatric  syndromes/disorders, 
ie,  affective  disorder,  schizophrenic  characteristics,  and 


personality  disturbances.  Tolerance  to  and  dependence  on 
cocaine  readily  occur,  and  the  withdrawal  from  chronic 
cocaine  use  also  has  a predictable  and  typical,  protracted 
psychological  and  physiological  course.22-24-25 

The  development  of  tolerance  is  reflected  by  the  waning 
of  some  of  the  acute  effects  of  intoxication,  which  become 
less  intense  and  shorter  in  duration  with  continued,  chron- 
ic use.  The  euphoria  lessens  with  the  onset  of  tolerance. 
An  extremely  interesting  phenomenon  is  that  most  co- 
caine addicts  recall  that  the  very  first  or  initial  trial  of 
cocaine  yielded  the  greatest  and  most  satisfying  euphoria. 
Subsequent  episodes  of  cocaine-induced  euphoria  are  not 
as  intense  or  as  long,  even  with  larger  doses  taken  more 
frequently.  The  effects  of  euphoria  increasingly  diminish 
with  further  cocaine  use  over  months  and  years  in  spite  of 
increasingly  higher  doses — up  to  several  grams  of  cocaine 
per  day.  The  addict  in  a sense  continues  to  chase  the  initial 
“high,”  with  greater  intensity  but  with  lesser  results.  Fur- 
thermore, users  experience  less  euphoria  with  successive 
use  within  a short  time  frame  over  hours,  despite  freebas- 
ing  almost  continuously  within  a binge. 

Other  adverse  effects  that  accompany  repeated  cocaine 
use  include  increased  anxiety  and  depression.  The  addict 
may  experience  profound  depression  with  sensations  of 
helplessness,  hopelessness,  and  suicidal  thinking  while 
continuing  the  compulsive  use.  Paranoid  delusions  are 
common  and  quite  distressing  to  the  addict  who  mistaken- 
ly believes  others  are  “spying  on  him”  or  “out  to  get  him.” 
A less  intense  but  pervasive  suspiciousness  and  paranoia 
are  persistently  experienced  by  the  addict.  Derogatory  au- 
ditory and  bizarre  visual  pseudohallucinations  are  less 
common  in  the  chronic  user.  (The  pseudohallucinations 
are  experienced  by  the  cocaine  user  as  “not  real.”)  Insom- 
nia, depressed  appetite,  and  intense  anxiety  combine  to 
produce  ferocious  hunger,  fatigue,  and  eventual  physical 
and  mental  exhaustion  from  the  effects  of  the  drug.  The 
cocaine  addict  is  typically  irritable,  suspicious,  anxious, 
dysphoric,  and  guarded  in  less  severely  intense  intoxicated 
states  that  alternate  with  the  sometimes  high  dose  use  dur- 
ing intoxication.25-26 

The  libido  is  depressed  and  sexual  performance  is  im- 
paired with  consequent  impotency  in  males  and  inorgas- 
mia  in  females  during  chronic  cocaine  use.  Men  have  diffi- 
culty in  achieving  and  maintaining  erections  and 
experiencing  ejaculations,  whereas  females  are  sexually 
unresponsive  and  inorgasmic  following  prolonged  bouts  of 
cocaine  intake.  Muscular  twitches,  tremors,  and  weakness 
are  common  with  chronic  use,  especially  with  high  dose 
inhalation.  Nasal  ulcers  and  bleeding  and  chronic  sinusitis 
are  almost  inevitable  consequences  of  chronic  intranasal 
use.  Weight  loss,  sometimes  extreme,  malnutrition,  and 
poor  self-hygiene  and  care  result  from  heavy,  prolonged 
cocaine  use. 

The  acute  and  prolonged  withdrawal  from  cocaine  in 
the  abstinent  state  following  chronic  and  regular  use  does 
occur  and  is  dramatic,  but  is  different  from  that  seen  with 
opiates.  Opiate  or  narcotic  withdrawal  is  characterized  by 
piloerection,  nausea,  muscle  cramps,  distress,  anorexia, 
diaphoresis,  and  intense  craving  or  drive  to  use  opiates.  It 
has  a peak  period  between  24  and  72  hours  and  subsides 
gradually  over  days.  Cocaine  withdrawal  has  an  initial, 
acute  phase  that  lasts  from  hours  to  days  and  is  termed  the 
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“crash.”  During  the  crash,  an  intense  depression,  fatigue, 
hypersomnolence,  hyperphagia,  and  drive  for  repeated  co- 
caine use  are  present.  These  signs  and  symptoms  are  oppo- 
site in  direction  from  the  state  of  intoxication,  and  are 
bona  fide  expressions  of  withdrawal  and  a physiological 
exhaustion.  The  later  phase  (weeks  to  months)  is  charac- 
terized by  mood  lability  with  alternating  anxiety  and  de- 
pression, anhedonia,  low  energy,  sleep  disturbances,  sus- 
piciousness, and  recurring  “urges”  for  cocaine  that  arise 
spontaneously  and  in  response  to  cues  in  the  environment. 
These  symptoms  subside  gradually  over  months  and  per- 
haps years  in  some  heavy  chronic  users,  although  the  urge 
or  drive  to  use  cocaine  may  be  stimulated  voluntarily  or 
involuntarily  at  any  time,  and  for  an  indefinite  time  into 
the  future.26 

Addiction,  Tolerance,  and  Dependence 

Addiction  to  cocaine  is  defined  as  the  preoccupation 
with  the  acquisition  and  compulsive  use  of  cocaine,  with 
relapse.  Loss  of  control  is  pervasive  and  is  the  sine  qua  non 
of  addictive  behavior.  The  cocaine  addict  continues  to 
seek  and  use  cocaine  in  spite  of  sometimes  overwhelming 
psychiatric,  medical,  legal,  and  financial  consequences. 

Tolerance  and  dependence  regularly  occur  but  may  be 
difficult  to  ascertain  in  the  clinical  interview  because  of 
denial  of  the  extent  and  amount  of  use  of  cocaine  by  the 
addict.  Cocaine  addicts  frequently  increase  the  amount  of 
use  dramatically  in  an  attempt  to  maintain  certain  co- 
caine effects.  The  dependence  syndrome  is  characterized 
by  the  withdrawal  or  “crash”  that  occurs  in  the  abstinent 
state.24-26  Tolerance  to  and  dependence  on  opiates  readily 
occur,  although  they  are  greater  and  more  clearly  defin- 
able in  the  case  of  narcotics.  The  addiction  to  either  co- 
caine or  opiates  is  similar  in  the  strength  and  type  of  pre- 
occupation with  acquisition,  compulsive  use,  and  relapse 
to  either  drug. 

The  strength  of  the  addiction  is  illustrated  by  experi- 
ments performed  on  Rhesus  monkeys.  These  monkeys 
were  allowed  to  self-administer  cocaine  by  pressing  a bar. 
The  cocaine  was  available  in  unlimited  amounts  over  in- 
definite periods  of  time.  All  the  monkeys  pressed  the  bar 
to  receive  cocaine  until  inanition  and  death.  The  loss  of 
control  for  self-administration  of  the  cocaine  was  suffi- 
ciently potent  to  produce  disregard  for  the  instincts  of  self- 
preservation.  The  behavior  in  the  Rhesus  monkeys  is 
readily  seen  in  humans  who  pursue  cocaine  without  regard 
for  health  and  welfare,  as  manifested  by  loss  of  large  sums 
of  money,  liberty,  and  life.15-17 

Tolerance  and  dependence  are  expected  reactions  of  the 
body  to  the  presence  of  a foreign  drug.  Tolerance  and  de- 
pendence are  not  specific  for  addiction,  however,  and  oc- 
cur in  the  absence  of  addictive  use.  Tolerance  is  an  adap- 
tation of  a cell  membrane  or  receptor  to  the  drug.  As  with 
cocaine,  the  dopamine  receptor  is  altered  by  decreasing  in 
number  in  response  to  excessive  amounts  of  dopamine  by 
cocaine  re-uptake  blockade.  Dependence  may  be  viewed 
as  the  return  of  the  receptor  number  to  normal  and  ex- 
pressed in  the  corresponding  functions  for  dopamine, 
manifested  by  the  symptoms  of  withdrawal.16-17 

Metabolism 

The  metabolism  of  cocaine  in  humans  involves  both 


blood  and  liver  enzymes.  Cocaine  is  rapidly  metabolized 
into  a number  of  water-soluble  metabolites  that  are  ex- 
creted in  the  urine.  The  major  metabolites  in  the  urine  are 
benzoylecgonine  and  ecgonine  methyl  ester  that  result 
from  hydrolysis  of  cocaine  by  the  action  of  esterases  in  the 
liver  and  in  the  serum.  Some  benzoylecgonine  may  be 
formed  nonenzymatically  in  vivo.  These  metabolites  are 
water  soluble.27-28  Ecgonine  methyl  ester  may  be  present 
in  large  quantities  during  the  first  1 2 hours.  Cocaine  plas- 
ma concentrations  fall  rapidly  after  ingestion  to  amounts 
detected  only  by  highly  sophisticated  analytical  methods. 
Benzoylecgonine  concentrations  have  a slower  rate  of  ex- 
cretion, so  that  it  is  detectable  in  the  urine  longer  than 
cocaine  and  ecgonine  methyl.  Consequently,  most  analyt- 
ic tests  measure  benzoylecgonine.27 

As  previously  noted,  following  the  administration  of  co- 
caine by  the  intranasal,  intravenous,  or  inhalation  route, 
peak  blood  levels  are  reached  in  seconds  to  minutes  de- 
pending on  the  route  and  purity  of  the  drug.  The  half-life 
of  cocaine  is  approximately  one  hour  (ie,  it  takes  the  body 
one  hour  to  excrete  half  the  drug).  The  short  half-life  con- 
tributes to  the  rapid  administration  of  cocaine  during 
binges,  in  which  an  inhalation  may  be  repeated  as  often  as 
every  five  minutes.28 

Natural  History  of  Drug  Use  in  Cocaine 
Addiction 

Alcoholism  and  other  drug  abuse  diagnoses  are  highly 
prevalent  among  cocaine  addicts.  Ninety-eight  percent  of 
cocaine  addicts  have  used  marijuana  before  initiating  co- 
caine use.  More  than  80%  have  used  alcohol  before  using 
cocaine.  Furthermore,  alcohol  is  used  before  marijuana  in 
the  sequence  of  drug  use  in  the  natural  history  of  the  pro- 
gression to  cocaine  addiction.29 

In  a study  of  263  inpatients  who  were  given  a structured 
psychiatric  interview,  83%  qualified  for  DSM-III-R  diag- 
noses of  cocaine  and  alcohol  dependence.  Alcohol  was  the 
first  drug  used,  at  an  average  age  of  14  years,  followed  by 
marijuana  at  an  average  age  of  15  years,  and  eventually 
cocaine  at  22  years.  These  findings  also  correlate  with  oth- 
ers that  confirm  80%  of  alcoholics  below  the  age  of  30  use 
at  least  one  other  drug  addictively,  often  marijuana  and 
then  cocaine.30 

Interventions 

Acute  detoxification  or  “crashing”  from  cocaine  fre- 
quently does  not  require  more  than  supervised  supportive 
psychological  treatment  by  professionally  trained  nurses 
and  physicians.  The  depression,  somnolence,  hyperpha- 
gia, anxiety,  paranoia,  and  craving  subside  gradually  over 
days.  No  significant  alterations  in  vital  signs,  withdrawal 
seizures,  or  delirium  usually  occur.  Relapse  to  cocaine 
usually  results,  however,  unless  some  outside,  experienced 
intervention  is  provided. 

Acute  hospitalization  may  be  indicated  for  special  con- 
sequences of  chronic  cocaine  use  that  include  suicide  risk, 
inability  to  abstain  from  cocaine  and  other  associated 
drug  use  such  as  alcohol,  which  may  require  supervised 
detoxification.  Acute  detoxification  is  not  sufficient  to 
prevent  relapse.  Professional  treatment  and  rehabilitation 
aimed  at  the  addictive  process  are  required  in  order  for  the 
addict  to  achieve  and  maintain  the  desired  goal  of  absti- 
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nence.  Abstinence  is  necessary,  as  the  cocaine  addict,  by 
virtue  of  the  addiction,  is  unable  to  moderate  the  amount 
and  frequency  of  cocaine  intake  so  as  to  avoid  adverse  con- 
sequences. 

Pharmacologic  interventions  may  include  benzodiaze- 
pines (chlordiazepoxide)  for  the  anxiety  and  agitation 
that  is  especially  intense  the  first  few  days.  Chlordiaz- 
epoxide given  on  an  as-needed  basis  in  25-mg  to  50-mg 
doses  every  four  to  six  hours  for  the  first  one  to  three  days 
is  usually  sufficient  to  control  anxiety  and  agitation.  Some 
centers  employ  the  tricyclic  antidepressants  desipramine 
and  imipramine  to  neutralize  the  signs  and  symptoms  of 
the  crash.  The  usual  doses  are  desipramine,  100-200  mg 
orally  or  imipramine,  150-250  mg  orally  in  one  or  more 
divided  doses.  The  duration  may  be  two  weeks  to  two 
months  depending  on  the  severity  of  the  dependence  syn- 
drome. The  greater  the  depression  and  craving,  the  longer 
the  need  may  be  for  the  antidepressants.  Also,  the  longer 
and  more  intense  the  use  as  measured  by  chronicity  and 
dose,  the  longer  and  higher  the  dose  may  be  for  the  antide- 
pressants. More  often,  the  need  for  antidepressant  medi- 
cation is  short  term,  in  low  to  moderate  doses  or  none  at 
all.  Bromocriptine,  a dopamine  agonist,  is  used  by  some, 
although  its  efficacy  has  not  been  proven.  The  theory  is 
that  the  dopamine  depletion  is  overcome  by  the  dopamine 
agonist  effect  of  bromocriptine.  The  usual  doses  are  listed 
in  Table  1.  Beta  blockers,  such  as  propranolol,  may  be  ef- 
fective in  neutralizing  the  peripheral  effects  of  the  cate- 
cholamine by  blocking  the  sympathetic  effects  at  the  tar- 
get organs.  However,  as  the  sympathetic  effects  occur  in 
intoxication,  beta-blockers  are  not  required  in  detoxifica- 
tion but  may  be  used  during  intoxication.31-32 

The  tricyclic  antidepressants,  bromocriptine,  and  pro- 
pranol  alone  will  not  significantly  promote  abstinence 
from  cocaine.  These  agents  may  help  reduce  the  relapse  to 
cocaine  in  the  ensuing  weeks  only  if  combined  with  other 
group  and  individual  therapies,  and  self-help  groups  such 
as  Alcoholics  Anonymous,  Narcotics  Anonymous,  and 
Cocaine  Anonymous.  Effective  inpatient  and  outpatient 
treatment  exists.  Abstinence-based  programs  for  other 
drugs  such  as  alcohol  also  work  for  the  cocaine  addict.  The 
long  term  management  rests  with  the  group  and  individ- 
ual therapies  and  the  self-help  groups. 

Conclusions 

Cocaine  addiction  reminds  us  of  the  devastation  that 
accompanies  any  activity  that  consumes  the  mind,  body, 


TABLE  I.  Bromocriptine  Regimen  for  Cocaine  Withdrawal 


Day 

Bromocriptine  Dose* 

(mg) 

Frequency 

1-2 

1.25 

twice  a day 

3-4 

1.25 

three  times/day 

5-6 

2.5 

twice  a day 

7-11 

2.5 

three  times/day 

12-14 

5 

twice  a day 

15-20 

t 

* Titration  of  the  dose  is  necessary  with  anticraving  and  antiwithdrawai  effects 
weighed  against  possible  side  effects.  Lower  doses  than  those  listed  above  are  often 
sufficient.  Maintenance  bromocriptine  may  be  necessary  if  symptoms  recur  after 
discontinuation. 

f Decrease  by  approximately  50%  every  two  days. 


and  spirit.  Cocaine  addiction  is  identifiable  by  the  intense 
preoccupation  with  acquisition  as  evidenced  by  huge  sums 
of  money,  in  the  billions  of  dollars,  exchanging  hands  in 
the  United  States.  The  compulsive  use  of  cocaine  in  spite 
of  adverse  consequences  continues  to  invade  towns  and 
cities,  overtake  children,  and  rob  individuals  of  dignity 
and  health.  The  relapse  to  cocaine  is  frequent  in  spite  of 
costly  and  life  threatening  consequences,  because  of  its 
potent  addictive  nature. 

Effective  treatment  is  available.  The  morbidity  and 
mortality  can  be  significantly  reduced  by  prevention.  Pre- 
vention is  initiated  by  education  and  a willingness  to  elimi- 
nate cocaine  as  an  alternative.  An  awareness  of  the  cata- 
strophic power  of  cocaine  hopefully  will  lead  to  its  return 
to  a chapter  in  history  in  which  it  will  only  be  remem- 
bered. 
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FROM  THE  LIBRARY 


COCAINE  AND  THE  SO-CALLED  COCAINE  HABIT 
New  York  Neurological  Society  Meeting  of  November  2,  1886 

Dr.  W.  A.  Hammond  [see  the  article  in  this  issue  on  the  history  of  the  New  York  Medical  Journal — 
Ed]  made  some  remarks  upon  his  personal  experience  with  some  of  the  preparations  of  cocaine.  He  had 
used  only  the  fluid  extract  and  various  wines  of  coca  and  hydrochloride  of  cocaine.  The  fluid  extract  had 
been  discarded  by  him  for  the  last  two  or  three  years,  mainly  because  it  had  been  badly  borne  by  the 
stomach;  it  excited  nausea  and  was  disagreeable  to  the  taste.  He  then  began  the  use  of  the  wines,  but, 
finding  that  they  differed  so  much  in  their  effects,  he  gave  them  up  until  he  suggested  to  Thurber  & Co. 
to  try  to  make  a wine  of  coca  free  from  tannin  and  extractive  matters,  and  they  had,  he  believed,  entirely 
succeeded  in  doing  so  . . . .With  this  preparation  he  had  experimented  extensively,  not  only  upon  others, 
but  upon  himself.  He  had  used  it  in  spinal  irritation  with  excellent  results — results  which  could  not  be 
attributed  alone  to  the  wine,  but  in  part  to  the  cocaine.  He  had  used  it  also  as  a general  tonic  and  for 
fatigue.  For  some  time  past  he  had  been  in  the  habit  of  taking  a wineglassful  at  the  close  of  his  day's 
duties,  and  with  benefit.  It  certainly  had  a decidedly  restorative  effect  without  being  followed  by  a 
feeling  of  depression.  He  had  also  used  it  in  some  cases  of  dyspepsia  with  a very  irritable  state  of  the 
stomach  ...  .It  was  remarkable  to  what  an  extent  the  irritability  of  the  stomach  was  overcome  by  doses 
of  two  or  three  teaspoonfuls  of  the  wine  of  coca  repeated  at  intervals  of  fifteen  or  twenty  minutes,  until 
half  a dozen  doses  had  been  taken  .... 

He  then  spoke  briefly  of  the  physiological  effects  of  coca,  and  said  that  the  first  writer  who  had 
described  its  effects  upon  the  native  Indians  of  South  America  had  given  an  exaggerated  account  of  its 
baneful  influence  . . . There  had  recently  been  some  very  striking  stories  in  the  newspapers  regarding 
the  injurious  effects  of  the  drug  upon  persons  who  had  become  addicted  to  its  use.  In  order  to  determine 
whether  or  not  there  was  any  truth  in  these  statements,  he  made  some  experiments  upon  himself.  He 
first  injected  hypodermically  a grain  of  the  hydrochloride  of  cocaine,  which  caused  an  exhilaration  of 
spirits  and  a happier  state  of  mind  than  he  had  enjoyed  during  that  day.  He  was  unable  to  sleep  that 
night  until  four  or  five  o’clock  in  the  morning,  and  when  he  got  up  he  had  a severe  headache.  He  also  had 
a large  evacuation  of  urine.  The  effect  of  the  drug  was  to  produce  an  exhilaration  such  as  would  be 
produced  by  two  or  three  glasses  of  champagne.  The  next  night  he  injected  two  grains,  which  produced 
the  same  pleasant  feeling,  and  in  addition  he  felt  an  inordinate  desire  to  write.  He  wrote  eight  or  ten 
pages  of  foolscap,  and  thought  it  was  the  best  that  he  had  ever  written,  but  the  next  morning  he  found 
that  it  was  the  most  extreme  nonsense  . . . .The  next  night  he  injected  three  grains,  and,  although  he 
again  felt  the  disposition  to  write,  he  did  not  indulge  it,  but  he  talked  a great  deal,  and  made  speeches. 
He  knew  what  he  was  about,  and  was  able  to  restrain  himseif,  but  it  was  pleasant  to  speak.  He  went  to 
sleep  late,  and  again  awoke  with  a severe  headache  . . . .Three  nights  later  he  injected  eight  grains,  with 
about  the  same  effects.  The  next  night  he  injected  eighteen  grains,  making  six  different  punctures,  all 
within  the  space  of  twenty  minutes.  He  became  intensely  exhilarated,  and  was  unable  some  hours 
afterward  to  recall  what  he  had  done.  He  was  in  his  office,  but  in  some  way  got  to  bed,  and  the  next  day 
he  found  things  in  more  or  less  disorder  in  his  office.  His  headache  remained  for  two  days,  and  there  was 
over-action  of  the  heart,  palpitation;  he  could  hear  it  beating  on  raising  his  arm  to  his  head.  Exaggerated 
action  of  the  heart  had  also  attended  the  smaller  doses.  But  he  experienced  none  of  the  horrible  effects 
which  were  said  to  attend  the  use  of  the  drug  in  large  or  continued  doses;  no  disposition  to  murder  or  to 
acts  of  violence.  He  acquired  no  habit;  he  was  able  to  quit  its  use  at  once  .... 

As  to  the  cocaine  habit,  he  regarded  it  as  similar  to  the  tea  or  coffee  habit,  and  unlike  the  opium  habit. 
He  did  not  believe  there  was  a single  instance  of  a well-pronounced  cocaine  habit,  the  patient  being 
unable  to  stop  it  at  any  time  if  he  chose  to  do  so  ...  . 

Dr.  J.  B.  Mattison,  of  Brooklyn,  could  not  agree  with  Dr.  Hammond  that  there  was  not  a cocaine 
habit.  Within  a few  months  he  had  had  seven  cases  of  the  cocaine  habit  under  his  care — five  in  physi- 
cians, two  in  druggists.  He  certainly  believed  there  was  such  a thing  as  cocaine  addiction  .... 

{New  York  Medical  Jou> nal  1886;  44:637-639) 
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SPECIAL  ARTICLES 


A proposal  concerning  products  liability 

Neil  J.  Nusbaum,  jd,  md 


Personal  injury  litigation  has  had  a major  direct  impact  on 
physicians  in  the  form  of  medical  malpractice  lawsuits. 
There  has  been  debate  regarding  the  ways  in  which  mal- 
practice law  can  affect  medical  practice,  including  the 
prospect  that  physicians  will  shun  those  areas  of  special- 
ization in  which  the  threat  of  malpractice  litigation  is 
highest.1  Recent  trends  in  another  field  of  the  law,  that  of 
products  liability,  likewise  can  influence  medical  practice, 
and  in  ways  that  may  be  detrimental  to  the  public  health. 

The  Impact  of  Liability  Law  on  Medical 
Products 

The  issue  of  products  liability  has  become  a complex 
one  in  our  society,  the  full  ramifications  of  which  are  be- 
ginning to  become  clear  to  the  wider  society,  not  just  the 
legal  community.  The  range  of  “products”  which  have 
proven  fatal  in  recent  years  range  in  complexity  from  the 
space  shuttle  Challenger  to  tobacco  products.  The  injured 
class  accordingly  varies  in  level  of  sophistication  from  a 
small  group  of  astronauts  who  had  spent  months  studying 
the  shuttle  before  the  accident,  to  a broad  class  of  ciga- 
rette smokers  (including  many  who  began  smoking  as 
children)  who  vary  widely  in  the  extent  of  their  knowledge 
of  the  health  hazards  of  smoking.  Of  most  immediate  con- 
cern to  the  health  professions,  medicines  and  medical  de- 
vices have  also  been  affected  by  the  products  liability  law, 
and  it  is  submitted  that  this  application  of  the  law  some- 
times runs  counter  to  the  interests  of  society  as  a whole. 

American  legal  theory  has  previously  recognized  in  the 
abstract  that  there  are  reasons  why  drugs  should  be  treat- 
ed gingerly  by  the  products  liability  laws.  As  stated  in  a 
prominent  academic  compendium  on  the  law  of  torts,  us- 
ing a somewhat  archaic  example,  there  are  some 

. . . unavoidably  unsafe  products.  There  are  some  products 
which,  in  the  present  state  of  human  knowledge,  are  quite  inca- 
pable of  being  made  safe  for  their  intended  and  ordinary  use. 
These  are  especially  common  in  the  field  of  drugs.  An  outstand- 
ing example  is  the  vaccine  for  the  Pasteur  treatment  of  rabies, 
which  not  uncommonly  leads  to  very  serious  and  damaging  con- 
sequences when  it  is  injected.  Since  the  disease  itself  invariably 
leads  to  a dreadful  death,  both  the  marketing  and  the  use  of  the 
vaccine  are  fully  justified,  notwithstanding  the  unavoidable  high 
degree  of  risk  which  they  involve.  Such  a product,  properly  pre- 
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pared,  and  accompanied  by  proper  directions  and  warning,  is  not 
defective,  nor  is  it  unreasonably  dangerous.  The  same  is  true  of 
many  other  drugs,  vaccines,  and  the  like,  many  of  which  for  this 
very  reason  cannot  legally  be  sold  except  to  physicians,  or  under 
the  prescription  of  a physician.  It  is  also  true  in  particular  of 
many  new  or  experimental  drugs  as  to  which,  because  of  lack  of 
time  and  opportunity  for  sufficient  medical  experience,  there  can 
be  no  assurance  of  safety,  or  perhaps  even  of  purity  of  ingredi- 
ents, but  such  experience  as  there  is  justifies  the  marketing  and 
use  of  the  drug  notwithstanding  a medically  recognizable  risk. 
The  seller  of  such  products,  again  with  the  qualification  that  they 
are  properly  prepared  and  marketed,  and  proper  warning  is  giv- 
en, where  the  situation  calls  for  it,  is  not  to  be  held  to  strict  liabil- 
ity for  unfortunate  consequences  attending  their  use,  merely  be- 
cause he  has  undertaken  to  supply  the  public  with  an  apparently 
useful  and  desirable  product,  attended  with  a known  but  appar- 
ently reasonable  risk.2 

These  broad  principles,  however,  may  not  be  enough  to 
shield  the  manufacturer  of  a product  from  litigation.  Wit- 
nesses may  proffer  testimony  that  a particular  product 
was  a teratogen3  or  produced  immunologic  defects  lead- 
ing to  cancer,4  even  if  most  experts  disagree  with  those 
hypotheses.  In  many  cases,  the  court  will  decide  that  a 
sufficient  factual  dispute  has  been  raised  that  the  issue 
should  be  decided  by  the  jury.  Courts  have  varied  consid- 
erably in  their  willingness  to  allow  jurors  to  consider  hy- 
potheses which  are  not  fully  accepted  by  the  scientific 
community5-6’7  and/or  regulatory  authorities  such  as  the 
Food  and  Drug  Administration.8 

Some  of  these  same  issues  are  now  being  addressed  by 
the  European  nations  as  well.  In  Britain,  whose  products 
liability  law  is  less  strict  than  that  of  some  of  the  other 
Common  Market  countries,  a drug  manufacturer  may 
avoid  liability  if  “the  state  of  scientific  and  technical 
knowledge  at  the  relevant  time  was  not  such  that  a pro- 
ducer of  products  of  the  same  description  as  the  product  in 
question  might  be  expected  to  have  discovered  the  defect” 
in  the  drug  he  produced.9  The  British  likewise  have  had  to 
confront  the  issue  of  the  quality  of  information  provided 
by  drug  companies  to  prescribing  physicians,10  and  in  one 
case  a pharmaceutical  company  and  its  medical  director 
were  convicted  of  making  misleading  claims  as  to  the 
benefits  of  an  anti-inflammatory  drug  in  an  advertisement 
in  a medical  journal.11  European  regulatory  authorities 
have  also  had  to  confront  the  issue  of  weighing  risks  and 
benefits  of  a drug;  in  the  case  of  isotretinoin,  the  European 
nations  have  adopted  a variety  of  approaches,  many  of 
them  being  much  more  restrictive  than  that  of  the 
FDA.1213 
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Most  of  the  states  have  confronted  the  issue  of  liability 
in  the  case  of  blood  products.  They  have  classified  blood 
transfusion  as  a “service”  rather  than  as  a “product.”  The 
legal  effect  is  to  shield  the  blood  bank  from  suit  if  it  fol- 
lows accepted  transfusion  testing  procedures,  even  if  the 
unit  of  blood  transmits  hepatitis  to  the  recipient.14  One 
could  argue  the  point  whether  blood  transfusion  is  more 
like  a service  (transfusion)  or  a product  (blood).  The  more 
fundamental  issue  is  that  society  has  recognized  that 
blood  transfusion  is  a procedure  with  known  morbidity 
and  mortality  even  when  done  optimally,  and  that  society 
is  not  served  by  allowing  litigation  when  injury  occurs  in 
the  absence  of  negligence.  This  still  leaves  some  room  for 
suits  against  blood  banks  on  a negligence  basis. 

The  application  of  these  rules  in  the  setting  of  blood 
transfusion  is  of  particular  relevance  in  light  of  the  accu- 
mulating number  of  cases  of  transfusion-associated  AIDS 
arising  from  blood  products  administered  before  HIV  se- 
rologic testing  of  blood  products  was  instituted.  In  this 
setting,  plaintiffs  have  charged  defendants  with  negli- 
gence, with  varying  legal  results.15-16  One  hopes  that  the 
courts  will  not  permit  broad  allegations  of  negligence  to  be 
used  as  a back  door  to  impose  liability  on  blood  banks  for 
transfusions  given  according  to  then-accepted  practice. 

The  issue  of  products  liability  is  one  that  impacts  most 
directly  on  the  manufacturers  of  medical  products.  In  at 
least  one  instance,  however,  a drug  company  has  tried  to 
turn  physicians’  fears  of  their  own  potential  legal  involve- 
ment in  products  liability  suits  into  a marketing  tool.  One 
manufacturer  has  instituted  a “physician’s  product  liabil- 
ity protection  policy”  protecting  the  prescribing  physician 
from  products  liability  suits  brought  against  the  physician 
for  prescribing  that  company’s  product,  but  only  if  the  pa- 
tient receives  that  company’s  version  of  the  drug  rather 
than  a generic  or  other  substitution.17  This  advertising  ap- 
proach focuses  on  fears  of  physician-prescribers;  another 
drug  company,  by  contrast,  has  advertised  to  physicians  a 
limited  program  of  patient  refunds  if  the  physician  be- 
lieves the  drug  “fails  to  achieve  the  desired  therapeutic 
benefit.”18-19 

A Proposal  for  Limited  Protection  from 
Litigation 

The  primary  issue  concerning  medical  items,  whether 
they  are  drugs,  blood  products,  vaccines  or  medical  de- 
vices, should  be  whether  the  risk/benefit  ratio  is  such  that 
they  have  a place  in  medical  practice.  If  that  test  is  passed, 
they  should  be  regarded  as  reasonably  safe,  and  liability 
should  not  attach  for  their  manufacture  and  sale.  If  at 
some  future  time  additional  evidence  (ie,  post-marketing 
reports  of  adverse  drug  reactions)  makes  the  risk/benefit 
ratio  unfavorable,  then  the  drugs  should  be  withdrawn. 
The  emphasis  here  is  on  a federal  regulatory  body  making 
the  decision  based  on  the  scientific  evidence  before  a prod- 
uct is  allowed  to  be  sold,  rather  than  on  suits  brought  after 
use  by  parties  alleging  that  they  are  injured  by  a product 
that  should  not  have  been  sold. 

This  approach  would  offer  manufacturers  more  uni- 
form and  predictable  rules  to  follow.  It  also  has  the  poten- 
tial to  protect  consumers  from  injury  before  the  fact,  rath- 
er than  just  compensating  them  afterward.  In  this  regard, 
the  scheme  suggested  here  should  be  distinguished  from 


recent  proposals  for  federal  legislation  to  limit  the  scope  of 
state  product  liability  law.20 

If  the  FDA  approval  process  for  a drug  is  to  be  not  only 
a legal  shield  for  a manufacturer,  but  also  an  effective 
protection  for  the  consumer,  vigorous  funding  of  the  FDA 
operations  including  post-marketing  surveillance  will  be 
important.  One  potential  route  to  raise  funds  for  such  en- 
forcement activities  would  be  to  levy  a fee  on  drug  sales. 
These  funds  could  come  in  part  from  any  savings  of  the 
drug  companies  on  product  liability  insurance  under  this 
scheme,  and  so  might  not  produce  a net  rise  in  drug  prices. 
Orphan  drug  products  would  pay  little  into  the  fund,  be- 
cause of  their  small  sales  volume,  so  this  proposal  would 
not  present  an  economic  disincentive  to  orphan  drug  de- 
velopment.21 

The  scheme  advocated  here  looks  at  medicines  and 
medical  products  as  a group  of  goods  in  which  there  are 
important  but  competing  public  interests.  They  would  be 
closely  regulated,  but  their  prompt  release  would  be  en- 
couraged once  there  is  reasonably  strong  evidence  of  safe- 
ty and  efficacy.  The  same  rationale  should  apply  to  drugs, 
blood  products,  intrauterine  devices,22  or  cardiac  pace- 
makers. 

Most  manufactured  goods  are  regulated  much  less 
heavily  by  the  federal  government,  and  in  many  cases 
there  is  no  urgent  societal  need  for  the  product.  In  such 
cases,  the  goal  of  compensating  an  injured  party  becomes 
relatively  more  important,  even  if  the  application  of  prod- 
ucts liability  law  to  the  product  might  make  a manufac- 
turer less  likely  to  market  the  product.  One  might  thus  be 
willing  to  apply  a stricter  products  liability  standard  to  a 
recreational  vehicle  that  killed  a child  driver  than  to  a pe- 
diatric medication  that  caused  a fatal  reaction.23 

The  rule  proposed  here  is  predicated  on  the  idea  that  the 
regulatory  process  is  relied  upon  to  protect  consumers, 
and  that  accordingly  the  federal  regulators  must  have  all 
relevant  information  at  their  disposal.  In  order  to  make 
such  a system  operate  effectively  to  protect  consumers,  it 
is  crucial  that  the  FDA  have  full  information  regarding 
the  product,  including  any  post-marketing  data.24  One 
powerful  weapon  to  encourage  continuing  full  disclosure 
by  the  manufacturer  to  the  FDA  would  be  to  provide  that 
a material  nondisclosure  would  void  any  special  protec- 
tion from  a products  liability  suit.  The  rationale  here  is 
that,  if  the  manufacturer  has  not  allowed  the  FDA  a fair 
opportunity  to  review  the  product  in  advance  to  protect 
consumers,  then  the  consumer  should  have  the  full  benefit 
of  state  products  liability  law  to  seek  relief  after  he  has 
suffered  injury.  This  remedy  would  be  in  addition  to  possi- 
ble criminal  penalties  against  the  manufacturer.25 

One  can  also  consider  whether  promotion,  or  over-pro- 
motion, of  a medical  product  should  cause  the  manufac- 
turer to  lose  the  benefit  of  a medical  products  liability 
rule.  Such  promotional  efforts  can  even  include  patient 
testimonials  by  a sports  celebrity,26  may  involve  prescrip- 
tion or  over-the-counter  drugs,  and  at  times  have  involved 
claims  that  exceed  those  approved  by  the  FDA.27-28  Such 
advertisements  have  in  recent  years  increasingly  been  di- 
rected to  the  ultimate  consumer  as  well  as  to  physicians. 

The  easiest  case  to  consider  is  that  in  which  a drug  com- 
pany sells  an  over-the-counter  product  and  makes  adver- 
tising claims  directly  to  the  consuming  public,  on  which 
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the  public  may  act  directly  without  the  intervention  of  a 
prescribing  physician.  If  a patient  uses  aspirin  for  an  indi- 
cation not  recommended  by  the  FDA,  but  recommended 
nevertheless  by  the  manufacturer’s  advertisements,  it  is 
reasonable  that  the  manufacturer  should  be  subject  to  the 
usual  products  liability  rules. 

The  balancing  of  risks  and  benefits  may  differ  from  one 
drug  to  another.  The  FDA  has  already  acted  to  limit  tight- 
ly the  use  of  isotretinoin  because  of  its  teratogenic  ef- 
fects.29 On  the  other  hand,  the  FDA  has  been  moving  to 
liberalize  the  testing  procedures  for  new  drugs  for  AIDS 
and  other  life-threatening  illnesses.30  It  can  be  anticipated 
that  drugs  approved  for  marketing  on  a fast  track  are 
more  likely  to  have  their  complications  appear  only  in 
post-marketing  surveillance,  but  this  is  one  of  the  factors 
that  the  FDA  could  properly  consider  in  deciding  when  to 
give  marketing  approval. 

The  argument  presented  here  is  based  on  the  idea  that 
the  patient  is  voluntarily  exposed  to  the  risks  of  the  drug 
but  is  also  the  one  who  stands  to  benefit  from  the  drug. 
The  situation  may  be  different,  however,  when  the  bene- 
fits and  risks  do  not  all  flow  to  the  same  person.  Vaccina- 
tions cause  their  adverse  effects  primarily  in  those  who 
receive  them,  but  the  herd  immunity  protects  the  larger 
society  as  well  as  the  person  vaccinated.  Vaccination  is 
often  not  a voluntary  choice  of  the  child  or  the  parents,  but 
a mandatory  requirement  for  entering  school.  Congress 
recognized  some  of  the  special  circumstances  surrounding 
childhood  vaccination  and  enacted  the  National  Child- 
hood Vaccine  Injury  Act  to  provide  a scheme  to  compen- 
sate injured  vaccinees.31-32 

Government  regulatory  efforts  in  practice  sometimes 
are  less  strict  for  health-related  products  than  they  are  for 
medicines.  The  Food  and  Drug  Administration  has  only 
recently  moved  to  regulate  absorbency  ratings  for  tam- 
pons, despite  their  association  with  toxic  shock  syn- 
drome.33 In  the  case  of  a water  purifier  which  reportedly 
could  contaminate  water  with  methylene  chloride,  several 
federal  regulatory  agencies  were  involved  but  none  actual- 
ly ordered  a recall  of  the  product.24  In  the  case  of  another 
product,  “smokeless”  cigarettes,  the  manufacturer  has 
disputed  FDA  jurisdiction.35  It  is  not  proposed  that  pe- 
ripheral government  regulation  should  protect  a manufac- 
turer from  a products  liability  suit;  the  proposal  discussed 
here  is  predicated  on  the  assumption  that  FDA  regulation 
will  be  as  strict  as  physicians  have  come  to  expect  for  the 
approval  of  prescription  drugs. 

In  summary,  it  is  important  that  drug  development  and 
marketing  not  be  excessively  hindered  by  manufacturers’ 
fears  of  products  liability  litigation.  There  is  a profound 
public  interest  in  insuring  that  promising  new  drugs  reach 
the  market  promptly,  once  their  safety  and  efficacy  have 
been  reasonably  demonstrated.  This  goal  is  better  accom- 
plished by  means  of  vigorous  regulation  and  evaluation  by 
the  Food  and  Drug  Administration  than  it  is  by  the  prod- 
ucts liability  law. 

The  most  direct  way  to  achieve  this  result  would  be  fed- 
eral legislation  providing  that  use  of  any  FDA-approved 
drug  or  device  should  be  deemed  a service  rather  than  a 
product,  and  so  put  outside  the  scope  of  state  products 
liability  laws.  Under  the  broad  powers  granted  to  the  Con- 
gress by  the  federal  constitution,36  it  could  certainly  pre- 


empt state  tort  law  in  this  fashion  if  it  chose  explicitly  to 
do  so. 

In  the  absence  of  express  congressional  action,  the  fed- 
eral courts  must  try  to  interpret  the  laws  to  divine  what 
Congress  had  intended.  This  was  one  of  the  issues  raised  in 
a recent  lawsuit  brought  on  behalf  of  Terry  Abbot,  a four- 
year-old  with  neurologic  injuries  that  allegedly  were  pro- 
duced by  a diphtheria/tetanus/pertussis  (DTP)  vaccina- 
tion. The  trial  judge  ruled  that  federal  law  controlled  the 
case,  and  on  this  basis  granted  judgment  in  favor  of  the 
vaccine  manufacturer.  This  decision  was  reversed  on  ap- 
peal, when  the  US  Court  of  Appeals  held  that  even  though 
the  vaccine  and  its  design  were  FDA-approved,  a lawsuit 
could  still  be  brought  under  Virginia  state  law  arguing 
that  the  design  of  the  vaccine  was  defective.37  The  United 
States  Supreme  Court  declined  a petition  to  hear  the 
case,38-39  without  discussion  of  the  merits,  so  it  remains 
unclear  how  the  Supreme  Court  might  rule  on  this  matter 
in  some  future  case. 

The  individual  states  also  have  the  ability  to  modify 
their  own  tort  laws,  as  some  indeed  have  done  in  the  area 
of  blood  transfusion.  The  more  practical  and  comprehen- 
sive way  to  approach  the  issue  of  product  liability  for  med- 
icines and  medical  devices,  however,  would  be  at  the  fed- 
eral level.  Drugs  are  brought  to  market  in  the  United 
States  at  a national  level,  rather  than  state  by  state,  and 
the  severity  or  laxity  of  a single  state’s  products  liability 
laws  would  have  only  a modest  impact  on  a manufactur- 
er’s decision  to  market  a drug  nationally. 

In  conclusion,  what  is  needed  is  a federal  statute  to  limit 
the  application  of  state  products  liability  laws  to  drugs  and 
medical  devices.  Such  legislation  could  protect  a manu- 
facturer from  the  threat  that  a jury  might  brand  as  dan- 
gerous and  defective  a product  that  the  FDA  had  ap- 
proved as  safe  and  effective.  It  thus  would  reinforce  the 
role  of  the  FDA  as  the  primary  regulator  of  drug  market- 
ing. More  important,  it  would  help  insure  that  new  drugs 
are  promptly  made  available  to  physicians  and  their  pa- 
tients. In  order  for  such  a broad  grant  of  power  to  the  FDA 
to  be  politically  acceptable,  however,  it  is  crucial  that  the 
FDA  be  seen  to  have  both  the  skill  and  the  resources  effec- 
tively to  monitor  drug  safety.40-41 
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The  prima  facie  tort  rule:  A possible  medical-legal  answer  to 

the  medical  malpractice  crisis 

Theodore  Schussler,  md,  jd 


James  Sammons,  MD,1  executive  vice-president  of  the 
American  Medical  Association,  stated  in  1985  that  there 
were  no  “ten  easy  steps”  to  solve  the  medical  malpractice 
crisis  and  suggested  various  areas  for  consideration  and 
problem-solving,  such  as  risk  management,  tort  reform, 
and  coalition  building.  Various  other  authors2  have  con- 
tributed their  expertise  to  this  problem.  Robertson,3  a 
physician  risk  management  expert,  identifies  major  high 
litigation  risk  areas,  using  case  studies,  and  presents  risk 
management  topics.  Danzon,4  an  economist,  delves  into 
the  ramifications  and  emotional  and  financial  costs  that 
malpractice  suits  hold  for  society,  and  states  that  mal- 
practice is  increasing  in  spite  of  enacted  reforms. 

Legislative  Efforts 

Various  states  have  opted  for  legislative  efforts  to  deal 
with  the  malpractice  crisis,  protect  physicians,  and  limit 
their  liability.  In  1985,  New  York  State  approved  a bill  to 
reform  the  system  of  medical  malpractice  adjudication  as 
well  as  to  reduce  contingent  fees  to  lawyers  and  to  grant 
potentially  higher  and  significant  costs  against  malprac- 
tice plaintiffs  for  frivolous  claims  and  lawsuits.5 

In  1986,  New  York  State  amended  its  Civil  Practice 
Law  and  Rules  to  require  a plaintiff  suing  for  medical 
malpractice  to  attach  a certificate  of  merit  to  his  com- 
plaint.6-7 The  certificate  of  merit  must  allege  that  the 
plaintiffs  attorney  has  reviewed  the  facts  of  plaintiffs 
case  with  a duly  licensed  physician  who  is  knowledgeable 
in  the  particular  area  in  contention  and  has  concluded  that 
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there  is  a reasonable  basis  for  bringing  the  action. 

If  a certificate  of  merit  had  not  been  served,  a plaintiff 
must  then  present  a reasonable  excuse  for  not  complying 
with  the  statute  and  submit  proof  as  to  the  merits  of  his 
case  or  face  the  possibility  of  having  his  claim  dismissed.8 

The  amended  rules  also  provide  the  basis  for  awarding 
costs  against  a malpractice  plaintiff  for  a frivolous  action,  up 
to  $10, 000. 9 However,  in  Favelli  v Adler ,10  the  court  held 
that  a suit  was  not  frivolous  as  a matter  of  law  if  questions 
of  fact  existed  regarding  vicarious  liability  by  virtue  of  a 
partnership,  joint  practice,  or  a partnership  by  estoppel. 

The  law  was  also  amended  to  provide  for  periodic  pay- 
ments in  malpractice  cases,  or  “structured  judgments,”1 1 
as  well  as  providing  the  basis  for  determining  the  judg- 
ment to  be  entered,12  the  form  of  security  for  periodic  pay- 
ments,13 the  posting  and  maintaining  of  security  for  peri- 
odic payments,14  what  to  do  in  case  of  failure  to  make 
payment,15  and  the  effect  of  the  death  of  a judgment  cred- 
itor on  payment.16 

In  addition,  New  York  State’s  effort  to  hold  down  the 
rising  costs  of  medical  malpractice  premiums  has  been  up- 
held by  the  courts.17  The  Illinois  State  Medical  Society 
has  actively  worked  on  liability  tort  reform  legislation, 
limiting  attorneys’  contingency  fees,  eliminating  a special 
damages  provision,  promoting  physicians’  countersuits 
for  malicious  prosecution,  as  well  as  calling  for  the  estab- 
lishment of  pretrial  screening  panels  and  standards  for  ex- 
pert witnesses.1  As  early  as  1975,  the  California  Medical 
Association,  working  with  broad-based  coalitions  (ie, 
combining  with  other  loosely  related  groups  seeking  tort 
liability  reform  in  general),  had  led  the  nation  in  compre- 
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hensive  liability  tort  reform.1 

However,  these  new  laws,  helpful  as  they  might  be,  still 
do  not  give  a physician  full  rights  to  a day  in  court.  Mal- 
practice lawsuits  will  still  be  brought  and  physicians  will 
still  be  “put  to  the  test.” 

Perhaps  it  is  time  that  physicians  take  their  own  advice 
to  heal  themselves.  There  may  be  some  legal  penicillin 
available  to  the  medical  profession  under  the  present  case 
law  that  could  be  used  advantageously.  Physicians  may 
have  available  a claim  under  the  doctrine  known  as  the 
prima  facie  tort  rule.18  The  general  rule  of  law  holds  that 
for  every  wrong,  there  should  be  a redress  or  remedy. 
What  are  the  physician’s  redresses  for  malpractice  claims 
that  are  wrongfully  instituted?  The  judicial  realities  de- 
mand a reevaluation  of  the  tort  law  available  to  the  physi- 
cian, the  pitfalls  and  inadequacies  of  the  traditional  tort 
law,  and  the  feasibilities  of  any  new  alternative  approach- 
es such  as,  for  example,  the  prima  facie  tort  rule.  Al- 
though the  tort  law  presented  here  is  basically  that  of  New 
York  State,  it  tends  to  be  representative  of  that  of  most 
other  states  and  jurisdictions. 

Before  one  can  discuss  the  prima  facie  tort  rule,  one 
must  review  the  usual  defenses  available  to  physicians, 
such  as  counter-suits  for  malicious  prosecution,  abuse  of 
process,  and  defamation.  In  addition,  one  needs  to  consid- 
er whom  physicians  should  sue.  Obviously,  they  can  sue 
the  party  who  originally  sued  them,  ie,  the  patient-plain- 
tiff  in  the  original  malpractice  suit.  They  could  even  coun- 
terclaim and  combine  both  suits.  What  about  third  parties 
who  helped  institute  the  original  action,  eg,  the  patient- 
plaintiffs  attorneys?  These  are  interesting  questions 
worth  exploring.  Medical  malpractice  defenses  and  re- 
sponses deserve  a second  look  and  consequently  should  be 
reexamined  and  evaluated  with  an  eye  toward  their  feasi- 
bility, practicality,  and  legality. 

Malicious  Prosecution 

Malicious  prosecution  is  the  institution  of  judicial  pro- 
ceedings maliciously,  spitefully,  and  without  probable 
cause.  19(pp28-31>  The  mere  giving  of  false  information,  even 
maliciously  and  without  probable  cause,  to  investigating 
officials,  does  not  by  itself  constitute  the  institution  of  ju- 
dicial proceedings.20 

Elements.  Four  elements  are  necessary  to  make  out  a 
case  of  malicious  prosecution.  First,  the  previous  malprac- 
tice case  must  have  ended  in  the  physician’s  favor.  It  need 
not  have  been  disposed  of  on  the  merits,  so  a plaintiff s 
failure  to  appear  in  court,  resulting  in  a dismissal,  could  be 
sufficient.  In  Fay  v O’Neil ,21  even  a co-plaintiff  s failure 
to  appear  was  considered  sufficient  to  satisfy  this  element. 
However,  a settlement  agreement  before  any  court  action 
is  not  considered  a favorable  termination,  and  a cause  of 
action  for  malicious  prosecution  will  fail.22-23 

Second,  there  must  be  a lack  of  probable  cause  for  insti- 
tuting the  former  proceeding;  that  is,  the  plaintiff  lacked  a 
reasonable,  good-faith  basis  for  bringing  the  malpractice 
action.24  26 

Third,  there  must  be  malice  in  fact.  This  can  be  inferred 
by  a jury27  and  need  not  be  proved  by  direct  evidence, 
since  “want  of  probable  cause  of  malice  is  seldom  estab- 
lished by  direct  evidence  of  an  ulterior  motive.”28 

Finally,  the  physician  must  have  suffered  damages  in 


the  prior  civil  malpractice  action.  The  damages  may  relate 
to  his  reputation,29  his  person,30  or  his  property.31 

A determination  against  the  physician  in  the  former 
proceeding  is  a complete  defense  barring  any  present  ac- 
tion for  malicious  prosecution.  However,  where  the  plain- 
tiff in  the  prior  malpractice  suit  lost  his  case  against  the 
physician,  the  fact  that  he  was  advised  by  his  lawyer  to  sue 
the  physician  may  mitigate  an  award  of  punitive  damages 
(damages  over  and  above  actual  damages  intended  as  a 
penalty),  but  not  compensatory  damages.32 

Abuse  of  Process 

Can  the  previously  sued  physician  bring  an  action 
against  the  unsuccessful  malpractice  plaintiff  for  abuse  of 
process?  Abuse  of  process  arises  when  the  legal  process  is 
used  for  purposes  for  which  it  was  not  intended  after  the 
process  is  properly  issued.  19(p32)  For  example,  if  William 
Roe  obtains  a warrant  for  John  Doe’s  arrest  in  order  to 
force  Doe’s  father  to  withdraw  a claim  he  has  against 
Roe’s  father,  that  is  an  abuse  of  process.33  Likewise,  the 
service  of  a subpoena  on  a witness  to  compel  him  to  settle  a 
claim  in  order  to  avoid  the  inconvenience  and  expense  of 
going  to  court  is  also  an  abuse  of  process.35 

Elements.  The  elements  of  a cause  of  action  for  abuse 
of  process  consist  of  malice  in  fact,  want  of  probable 
cause,  and  legal  damages.  A termination  favorable  to  the 
plaintiff,  or  any  termination,  is  not  necessary.35  Unlike  the 
tort  of  malicious  prosecution,  which  is  based  on  improper 
institution  of  litigation,  the  tort  of  abuse  of  process  is 
based  on  the  improper  use  of  an  incidental  process.  Since 
circumstances  under  which  abuse  of  process  can  arise  are 
rare  in  the  ordinary  scheme  of  things,  this  tort  would  not 
serve  as  an  average  “defense  vehicle”  to  be  placed  in  the 
physician’s  legal-medical  bag.  Lawsuits  for  abuse  of  pro- 
cess can  be  brought  in  New  York  State,  but  the  chances  of 
success  are  slim  and  they  usually  are  dismissed  within  a 
short  time  on  the  grounds  that  they  fail  to  state  a cause  of 
action,  ie,  there  is  no  case. 

Defamation 

Could  an  aggrieved  physician  sue  the  unsuccessful  mal- 
practice plaintiff  for  defamation?  The  gist  of  this  tort  is 
damage  to  the  reputation  of  a living  person  who  has  a right 
to  his  good  name.19(PP68_8l)  Defamation  may  be  written 
(libel)  or  oral  (slander).  False  statements  that  injure  a 
person  in  his  business  or  profession  are  defamatory.  Any 
statement  which  on  its  face  subjects  a party  to  ridicule, 
scorn,  etc,  is  defamatory  per  se.  However,  when  a party 
must  produce  extrinsic  evidence  to  show  how  he  was 
harmed,  then  the  defamation  is  not  per  se.36 

Elements.  The  elements  of  the  tort  of  defamation  are 
publication  (ie,  communication  to  a third  party)  of  a de- 
famatory statement  concerning  the  plaintiff,  and  malice. 
Intent  to  defame  is  not  an  element  of  this  tort.  Malice  can 
be  legal  malice,37  ie,  implied  from  the  publication  itself,  or 
actual  malice,  ie,  knowledge  of  the  falsity  of  the  publica- 
tion or  a reckless  disregard  for  the  truth.38  Proof  of  actual 
malice  is  required  when  the  plaintiff  sues  for  punitive 
damages. 

There  are  five  principal  defenses  to  an  action  of  defa- 
mation: truth,39  privilege,  fair  comment,  full  and  fair  re- 
port, and  the  defense  of  reply.  The  fact  that  a statement  is 
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true,  even  if  defamatory,  is  always  an  absolute  defense  to 
an  action  for  defamation.  Formerly,  the  burden  was  on 
defendants  to  prove  the  truth  of  their  defamatory  state- 
ments. Now,  however,  the  plaintiff  may  have  the  burden 
of  proving  that  the  statement  is  false,  a far  more  difficult 
task. 

A defamatory  communication  may  also  be  privileged. 
A judge  in  a judicial  proceeding  has  an  absolute  privilege, 
but  as  to  parties  in  a judicial  proceeding  there  is  only  an 
absolute  privilege  where  the  subject  matter  of  the  defama- 
tory statement  is  relevant  to  the  charges.40  There  is  a qual- 
ified privilege  for  statements  made  in  the  course  of  carry- 
ing out  a public  duty,  such  as  reporting  a crime  to  the 
police,41  and  certain  private  communications  are  quali- 
fiedly  privileged,  for  example,  attorney-client,  doctor-pa- 
tient, husband-wife,  priest-confessor,  etc.42 

Fair  comment43  refers  to  statements  on  matters  of  pub- 
lic interest  such  as  the  qualifications  of  a candidate  for 
public  office.  However,  the  comment  must  be  fair,  truly 
stated,  reasonable,  and  without  malice.  A full  and  fair  re- 
port of  a public  and  official  proceeding  is  privileged.44 

A defendant  may  also  contend  that  his  statements  were 
made  in  reply  to  plaintiffs,  which  would  be  a good  defense 
if  the  response  did  constitute  a full  and  fair  reply. 

The  jury  has  considerable  flexibility  in  awarding  dam- 
ages, which  may  be  nominal,  compensatory,  or  punitive.45 
Damage  awards  can  be  mitigated  in  several  ways,  as 
where  the  defendant  can  show  some  parts  of  his  state- 
ments to  be  true,  gives  his  source,  shows  that  the  plaintiff 
has  already  been  compensated  elsewhere,  retracts  his 
statements  and  makes  an  honest  endeavor  to  undo  the 
wrong,  shows  plaintiffs  bad  reputation  in  general,  or 
demonstrates  that  all  his  defenses  taken  together  may 
constitute  a fair  comment.46 

Between  what  may  be  “privileged,”  “fair  comment,” 
“fair  report,”  etc,  as  well  as  “mitigated”  damages,  the  se- 
riously aggrieved  physician  may  have  little  “equal  time, 
response  and  justice”  available  to  him.  The  scales  of  jus- 
tice tend  to  weigh  too  heavily  against  the  physician  in  all 
but  the  most  outrageously  blatant  cases. 

Inadequacies  of  Standard  Torts 

One  can  see  how  the  standard  tort  causes  of  action 
available  to  physicians  who  believe  they  have  been 
wronged  by  malpractice  suits  would  be  difficult  to  sustain. 
In  addition,  they  can  only  be  directed  against  the  original 
plaintiffs  in  the  malpractice  suits.  Is  there  another,  easier 
way  to  fit  the  original  plaintiffs’  actions  into  a tortious 
category  that  would  enable  wronged  physicians  to  sue 
more  easily  and  have  their  day  in  court?  What  of  those 
who  helped  the  original  plaintiffs  and  without  whose  help 
the  malpractice  suits,  with  all  their  problems  and  anguish, 
would  not  and  could  not  have  been  brought?  Is  it  possible 
to  go  against  the  lawyer  or  lawyers  in  the  original  mal- 
practice suits?  If  malpractice  is  based  on  a doctor’s  failure 
to  follow  the  standards  of  his  medical  community  in  the 
practice  of  his  profession,  why  is  it  any  less  a tortious  act 
when  an  attorney  advises  his  client  to  bring  an  action  that 
the  attorney’s  skill,  training,  and  intelligence,  as  well  as 
the  standards  of  his  legal  community,  should  have  told 
him  was  not  meritorious  and  would  not  lie?  Indeed,  if  a 
lawyer’s  legal  advice  to  bring  a suit  against  a physician 


can  be  used  as  a defense  to  show  lack  of  malice  in  an  action 
for  malicious  prosecution,  for  example,  47  or  can  go  to- 
wards mitigation  of  damages,32  why  can’t  this  judicial  rec- 
ognition of  the  damages  caused  by  a lawyer’s  advice  also 
serve  as  a basis  for  bringing  a suit  against  the  lawyer  him- 
self on  behalf  of  the  wronged  physician? 

Prima  Facie  Tort 

The  prima  facie  tort  could  be  the  answer  for  physicians 
who  have  been  unjustly  sued.  Prima  facie  tort  is  a catch- 
all label  for  tortious  actions  that  do  not  fit  into  other  cate- 
gories. Previously,  if  a cause  of  action  did  not  fit  into  a 
previously  defined  “tort,”  it  would  be  dismissed.  The  pri- 
ma facie  tort  rule  can  save  a cause  of  action  if  the  neces- 
sary criteria  are  met.  The  prima  facie  tort  rule  is  based  on 
the  theory  that  any  intentional  infliction  of  temporal 
(present  and  specific)  damages  can  give  rise  to  a cause  of 
action  that  requires  a justification  as  a matter  of  substan- 
tive law,  if  the  defendant  is  not  to  escape  liability  for  his 
tortious  acts.  In  other  words,  for  every  wrong  there  must 
be  a redress  or  remedy  or  compensation.  19(pp83_84)  Thus 
under  the  prima  facie  tort  rule,  if  in  substance  a complaint 
sets  forth  a tortious  or  wrongful  act,  the  defendant  must 
reply.  This  rule  was  set  forth  in  Advance  Music  Corpora- 
tion v American  Tobacco  Co.48  In  that  case,  the  plaintiff 
sued  on  two  traditional  grounds,  fraud  and  slander  of  title 
(an  attack  on  a person’s  property  or  trade  and  not  on  a 
person’s  personal  reputation).  The  plaintiff  contended 
that  defendant,  on  a nationwide  radio  show,  “The  Hit  Par- 
ade,” presented  ten  songs  as  “the  top  10  songs  of  the 
land.”  The  court  held  that  there  was  no  fraud  since  the 
plaintiff  was  not  defrauded,  ie,  he  was  not  fooled  into  be- 
lieving that  his  song  was  not  “top  10”  caliber.  The  court 
also  held  that  there  was  no  slander  of  title  since  plaintiff 
could  not  show  damages.  The  court,  however,  held  for  the 
plaintiff  on  the  basis  that  the  intentional  infliction  of  tem- 
poral damages  is  itself  a cause  of  action  which  as  a matter 
of  substantive  law  demands  a justification  if  the  defendant 
is  not  to  escape  his  wrongdoing  and  justice  is  to  be  served. 

The  prima  facie  tort  rule  is  covered  by  a six-year  statute 
of  limitations,  whereas  the  specific  torts  are  usually  cov- 
ered by  shorter  statutes  of  limitations.  If  the  facts  show 
that  there  is  a specific  tort  available,  the  courts  will  not 
allow  a claim  to  be  placed  under  the  prima  facie  tort  rule 
in  general,49  and  especially  not  to  take  advantage  of  the 
longer  prima  facie  tort  rule  statute  of  limitations.50 

In  Widger  v Central  School  District  No.  7, 51  the  plain- 
tiff was  a teacher  who  had  been  suspended  by  a school 
board  and  who  brought  an  action  alleging  four  causes  of 
action:  breach  of  contract,  abuse  of  process,  tortious  inter- 
ference with  contract  rights,  and  prima  facie  tort.  The 
lower  court  had  dismissed  all  the  plaintiffs  causes  of  ac- 
tion. However,  the  appeals  court  reversed  and  allowed  the 
cause  of  action  based  on  the  theory  of  prima  facie  tort, 
stating  that  the  allegations  of  an  intentional  infliction  of 
temporal  or  specific  damages  by  the  defendants  were  suf- 
ficient to  state  a cause  of  action.  The  addition  of  the  prima 
facie  cause  of  action  avoided  an  earlier  dismissal  since  the 
other  three  causes  of  action  were  properly  dismissed,  and 
allowed  the  plaintiff  to  have  his  full  day  in  court. 

In  Metromedia , Inc  v Mandel ,49  the  court  stated  the 
rule  that  when  specific,  recognizable  tortious  acts  are  as- 
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serted,  the  plaintiff s remedy  could  only  be  under  the  ap- 
propriate classical  tort  and  not  under  the  prima  facie  tort 
rule.  The  court  pointed  out  that  the  key  to  the  prima  facie 
tort  rule  is  the  infliction  of  intentional  harm  resulting  in 
damages,  without  any  excuse  or  justification,  by  an  act  or 
series  of  acts  that  would  otherwise  be  lawful.  The  prima 
facie  tort  rule  appears  to  be  a legal  fail-safe  system  for 
cases  that  do  not  fit  into  the  pigeonhole  of  standard  torts 
and  thus  would  otherwise  have  slipped  through  the  fragile 
net  of  justice.  So,  as  stated  previously,  where  another 
cause  of  action  is  available,  then  the  prima  facie  tort  rule 
is  out.  In  Sloan  v Clark,52  the  plaintiffs  were  limited  part- 
ners who  went  into  bankruptcy  because  of  their  inability 
to  meet  their  obligations  on  loans  made  on  the  strength  of 
warehouse  receipts  issued  by  the  defendant.  They  sued, 
among  other  grounds,  on  the  grounds  of  prima  facie  tort. 
The  court  held  that  there  was  no  cause  of  action  in  prima 
facie  tort  because,  while  the  limited  partnership  sought  to 
sue  the  defendant  under  the  prima  facie  tort  rule  for  caus- 
ing its  bankruptcy,  the  same  defendant  was  already  being 
sued  in  another  case  by  the  trustee  in  bankruptcy  on  be- 
half of  the  limited  partnership.  Here,  the  prima  facie  tort 
rule  was  not  the  only  available  means  for  serving  justice. 

Justice  Served 

The  legal  creation  of  the  prima  facie  tort  rule  serves  the 
full,  proper,  and  more  complete  ends  of  justice.  If  a physi- 
cian feels  that  there  has  been  an  abuse  and  misuse  of  jus- 
tice and  the  law,  he  should  have  the  right  to  seek  redress 
within  the  very  same  judicial  system,  in  the  same  court, 
and  under  the  very  same  legal  roof,  so  to  speak,  where  the 
physician’s  original  adversary  had  his  day  in  court.  A phy- 
sician is  not  a lesser  citizen  with  lesser  rights.  The  courts 
should  be  permitted  to  decide  in  each  case  if  there  has 
been  a temporal  infliction  of  intentional  harm  resulting  in 
damage  to  the  physician  which  demands  redress  for  jus- 
tice to  triumph. 

The  courts  should  also  decide  if  an  attorney  who  advises 
a layman  to  bring  an  improper  action  or  who  carries  out 
such  layman's  orders  is  a proper  subject  against  whom 
redress  might,  as  a matter  of  substantive  law,  be  sought. 

It  certainly  would  be  worth  the  efforts  of  some  ag- 
grieved physician  and  some  properly  aggressive  attorney 
to  bring  an  action  based  on  prima  facie  tort  against  a prior 
malpractice  plaintiff  where  the  facts,  circumstances,  and 
justice  demand  it.  A successful  outcome  might  make  a 
potential  plaintiff  and  his  attorney  think  twice  before 
bringing  an  action.  The  original  patient-plaintiff  has  no 
“malpractice  countersuit  insurance,”  and  his  attorney 
may  not  be  able  to  have  the  action  summarily  dismissed 
before  the  trial.  The  defendant-doctors’  all-too-familiar 
feeling  of  having  a “case  hanging  over  their  heads,”  along 
with  its  costly  intrusions,  both  time  and  money,  could  now 
be  shared  with  their  original  plaintiffs  and  their  third-par- 
ty helpers,  a nice  democratic  equalism.  The  numbers  of 
frivolous  lawsuits  will  diminish  while  those  truly  meritori- 
ous cases  can  continue  to  be  brought  in  the  interest  of  jus- 
tice. Perhaps  then,  with  the  help  of  the  prima  facie  tort 
rule,  the  physician  will  have  succeeded  in  legally  healing 
himself. 

In  summary,  the  prima  facie  tort  rule  may  be  available 
when  an  aggrieved  party  can  show  temporal  infliction  of 


deliberate  or  intentional  harm,  resulting  in  injury  or  dam- 
age for  which  redress  is  necessary  as  an  act  of  simple  jus- 
tice and  for  which  no  other  tort  remedies  are  available. 

What  constitutes  intentional  harm?  What  constitutes 
redress?  What  are  the  elements  of  the  prima  facie  tort? 
How  far  will  the  courts  go  in  their  evaluation  of  prima 
facie  tort  cases?  Future  case  law — or  even  legislative  ac- 
tion, if  warranted — will  establish  the  ground  rules  and  de- 
termine the  extent  to  which  the  tort  will  be  developed.  The 
legal  door  has  been  opened,  even  if  it  is  only  slightly  ajar  at 
present.  This  door  must  be  opened  further  so  that  the  pri- 
ma facie  tort  can  develop  to  its  full  potential  to  better 
serve  the  ends  of  justice  and  equity  to  the  advantage  of 
both  professions.  The  law  would  witness  fewer  frivolous 
lawsuits,  and  medicine  would  see  its  practitioners  have 
their  day  in  court. 
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HISTORY 


A history  of  the  New  York  Medical  Journal 

Pascal  James  Imperato,  md 


The  New  York  Medical  Journal , which  was  never  affil- 
iated with  the  Medical  Society  of  the  State  of  New  York 
(MSSNY),  had  its  origins  in  the  waning  days  of  the 
American  Civil  War.  In  an  editorial  published  in  the  first 
issue  in  April  1865,  an  unnamed  editorialist  laid  out  the 
reasons  for  the  establishment  of  the  Journal. 1 Paramount 
among  these  was  the  impact  of  the  war  itself  on  medical 
journalism. 

The  changes  incident  to  a state  of  war  have  led  to  the  discon- 
tinuance of  some  of  the  medical  periodicals  of  our  country,  have 
diminished  the  importation  of  foreign  books  and  journals,  and 
have  lessened  the  number  of  reprints  of  professional  matter. 

From  the  same  causes  there  has  been  an  immense  increase  in 
the  activity  of  the  Medical  profession;  hospitals  have  become 
vastly  more  numerous,  and  are  crowded  with  inmates;  medical 
schools  have  larger  classes  in  consequence  of  the  greater  demand 
for  surgeons  for  the  military  and  naval  services;  young  men  are 
called  earlier  to  assume  responsible  duties;  and  experience,  in 
novel  forms,  is  accumulating,  and  the  want  of  current  medical 
literature,  especially  for  that  bearing  upon  the  topics  of  the  day, 
has  augmented  in  a similar  degree. 

Our  professional  brethren  in  military  and  naval  hospitals,  in 
the  field,  and  on  our  national  vessels  are  isolated  from  the  centres 
of  medical  education,  and  cut  off  from  their  usual  sources  of  pro- 
fessional reading;  they  also  want  means  of  communication  with 
the  profession  in  civil  life,  through  which  their  rapidly  accumu- 
lating experience  may  find  expression. 

To  meet  these  wants,  in  some  degree,  by  judicious  digests  of 
American  and  foreign  literature  and  the  publication  of  good 
original  matter,  and  to  serve  as  an  organ  of  expression  for  medi- 
cal men — in  the  public  service  as  well  as  in  civil  life — and  as  a 
channel  of  communication  on  subjects  of  professional  interests,  is 
the  object  we  propose  for  the  New  York  Medical  Journal .’ 

The  editorial  went  on  to  say  that  the  Journal  was  “well 
supported,  both  financially  and  by  adequate  literary  abili- 
ty” and  that  it  had  a “well  organized  editorial  corps  that 
would  ensure  a regular  supply  of  material.”1  It  was  also 
stated  that  the  names  of  collaborators  would  serve  “as  a 
guarantee  for  the  tone  and  character  of  the  Journal 

Origins 

The  New  York  Medical  Journal  was  founded  by  a 
group  of  physicians  headed  by  William  Alexander  Ham- 
mond, MD,  who  had  arrived  in  New  York  City  in  1864, 
somewhat  of  a piece  of  wrecked  timber.2  In  1864  he  had 


Address  correspondence  to  Dr  Imperato,  Editor,  New  York  State  Journal  of 
Medicine,  420  Lakeville  Rd,  Lake  Success,  NY  1 1042. 


been  court  martialed  and  dismissed  from  the  US  Army 
where  he  had  served  as  surgeon  general.  He  was  an  enter- 
prising man,  tall,  burly,  and  full  of  enormous  energy  and 
new  ideas.  He  was  “ . . . optimistic  to  the  verge  of  the  vi- 
sionary . . . ,”2  However,  his  various  schemes  often  had 
“ . . . some  defect  that  a more  prudent  man  would  have 
guarded  against  . . . ,”2  Hammond’s  “ . . . methods  were 
not  always  in  conformity  with  the  unwritten  code  of  pro- 
fessional ethics.”3  In  the  view  of  his  contemporaries  he 
was  “ . . . a charming  companion,  faulty,  but  . . . guile- 
less . . . ,”2 

Hammond,  who  was  born  in  1828  in  Annapolis,  Mary- 
land, received  his  medical  degree  from  the  Medical  De- 
partment of  the  University  of  the  City  of  New  York.  He 
entered  the  medical  corps  of  the  US  Army  in  1849,  but 
resigned  in  1860  to  become  professor  of  anatomy  and 
physiology  at  the  University  of  Maryland.  At  the  out- 
break of  the  Civil  War,  he  reenlisted  in  the  army  and  in 
1862  was  commissioned  surgeon  general  at  the  age  of  34 
years  on  the  recommendation  of  the  members  of  the  US 
Sanitary  Commission.  He  was  young,  brash,  somewhat 
pompous,  and  arrogant,  but  a man  of  enormous  vision  and 
energy  who  breathed  new  and  needed  life  into  the  army’s 
medical  department.  His  appointment  rankled  senior  offi- 
cers and  his  direct  manner  brought  him  into  conflict  with 


FIGURE  1.  William  Alexander  Hammond,  md.  principal  founder  of  the 
New  York  Medical  Journal  (courtesy,  Public  Affairs  Office,  US  Army  Sur- 
geon General's  Office). 
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many,  including  Secretary  of  War  Edward  M.  Stanton, 
his  superior.  Stanton  was  abrasive,  irritable,  hasty,  head- 
strong, and  at  times  unjust.  Hammond  and  he  clashed  al- 
most immediately.  Hammond  also  swelled  the  ranks  of  his 
opponents  by  issuing  a famous  circular  no.  6 removing  cal- 
omel and  tartar  emetic  from  the  army  drug  list.  This  natu- 
rally infuriated  many  physicians  who  were  accustomed  to 
using  these  drugs  and  incensed  manufacturers  and  distrib- 
utors. 

Stanton  resolved  to  rid  himself  of  Hammond  and  re- 
sorted to  well  established  bureaucratic  maneuvers  to  in- 
duce him  to  resign.  In  July  1863  he  appointed  a commis- 
sion headed  by  an  old  Hammond  enemy  to  examine  the 
affairs  of  the  medical  department,  ordered  Hammond 
into  virtual  exile  to  New  Orleans  on  a vague  inspection 
trip,  and  then  shunted  him  to  Nashville  where  he  annulled 
his  powers  as  surgeon  general.4  Stanton  then  appointed 
Colonel  Joseph  K.  Barnes  as  acting  surgeon  general. 
Hammond  was  being  vilified  and  would  soon  be  victim- 
ized. Firmly  believing  himself  innocent  of  any  wrongdoing 
he  requested  either  reinstatement  or  a court  martial.  At 
his  own  insistence  he  eventually  got  the  latter.4 

NE W YORK 

MEDICAL  JOURNAL, 

A MONTHLY  RECORD  OF  MEDICINE  AND  THE  COLLATERAL  SCIENCES. 

APRIL,  1 86  5. 


ORIGINAL  COMMUNICATIONS. 

A Radical  Operation  for  Procidentia  Vtcri.  By  Thos.  Addis 

Emmet.  M.D.,  Surgeon  to  the  State  Woman's  Hospital. 

[Road  before  tlic  New  York  Obstetrical  Society,  December  20,  18C4.] 

My  predecessor,  Dr.  J.  Marion  Sims,  after  a number  of  ope- 
rations in  the  hospital  for  the  relief  of  this  condition,  finally 
abandoned  the  different  methods  recommended  for  partial 
occlusion  of  the  vagina. 

AVliere  the  canal  was  narrowed  by  uniting  the  edges  of  an 
ellipse  (formed  by  removing  the  mucous  membrane  from  the 
base  of  the  bladder,)  a failure  generally  resulted,  except  when 
the  vagina  was  short,  as  in  advanced  life. 

It  was  demonstrated,  by  bringing  together  in  the  axis  of  the 
vagina  two  parallel  bands,  extending  from  near  the  outlet  to 
the  neck  of  the  uterus,  that  a great  advance  had  been  obtained - 

But  the  relief  was  only  a temporary  one.  The  surface 
turned  in,  and  gradually  insinuated  itself  sufficiently  between 
the  neck  of  the  bladder  and  the  septum  thus  formed,  to  repro- 
duce finally  the  original  difficulty. 

This  was  effected,  either  by  crowding  the  septum  backward, 
or  by  gradual  absorption  of  the  recently  united  surfaces. 

Vol.  I. — No.  1.  1 

FIGURE  2.  First  page  of  the  first  issue  of  the  New  York  Medical  Journal, 
volume  1,  April  1865. 


The  charges  against  Hammond  were  rather  flimsy  but 
Stanton  probably  believed  him  corrupt  since  the  war  of- 
fice was,  as  it  had  been  before  Hammond's  time,  full  of 
grafters.4  Hammond  was  pleased  to  be  court  martialed, 
believing  that  he  would  be  fully  vindicated.  Although 
there  were  several  charges,  the  case  hinged  on  the  irregu- 
lar purchase  of  medical  supplies.  Hammond  defended  his 
purchases  on  the  grounds  that  his  decisions  were  in  the 
best  interests  of  the  ill  and  injured.  No  evidence  was  pro- 
duced that  Hammond  profited  from  the  purchasing  ar- 
rangements. However,  he  had  clearly  left  himself  open  to 
suspicion  because  of  his  methods  of  operation. 

None  could  deny  that  he  had  accomplished  in  15 
months  as  surgeon  general  what  predecessors  had  not  in 
years.  The  star  witness  was  a vindictive  enemy  of  Ham- 
mond’s. Yet  Hammond  was  confident  he  would  be  vindi- 
cated. With  the  secretary  of  war  and  the  star  witness  both 
his  enemies,  it  was  no  surprise  that  he  was  found  guilty  of 
complicity  in  fraud  and  dismissed  from  the  army.4  As 
Duncan  says,  writing  56  years  later,  “when  Hammond 
was  ejected  from  his  office  in  1863,  progress  stopped.”4 
Mrs  Hammond’s  appeal  to  President  Abraham  Lincoln 
was  politely  turned  down,  Lincoln  deferring  to  Stanton  as 
far  as  the  case  was  concerned.4  Penniless,  disgraced,  and 
in  debt  (he  had  borrowed  $6,000  to  defend  himself),  Ham- 
mond went  to  New  York  City  where  he  began  a private 
practice,  specializing  in  neurology.  A visionary  and  some- 
what of  a risk-taker,  he  helped  found  the  New  York  Medi- 
cal Journal  in  1865.  Had  he  not  been  dismissed  from  the 
army,  it  is  likely  that  the  Journal  would  never  have  mate- 
rialized. Hammond  established  the  Journal  at  a time 
when  it  was  common  for  individual  physicians  to  launch 
medical  journals  on  their  own.  The  sole  property  of  these 
physicians,  these  journals  were  printed  by  printers  who  at 
that  time  were  frequently  publishers  as  well.  The  line  be- 
tween printer  and  publisher  was  still  an  ill-defined  one. 
Often  shares  in  these  journals  were  sold  to  other  physi- 
cians or  venture  capitalists  and  in  a number  of  instances 
publishers  eventually  acquired  the  publications. 

Early  History 

The  New  York  Medical  Journal  was  first  published  in 
New  York  City  by  Miller  and  Mathews  and  was  subtitled, 
A Monthly  Record  of  Medicine  and  the  Collateral  Sci- 
ences.2 It  was  published  in  a 5 V2"  X 9"  format  which  ap- 
proximated that  of  many  medical  books  of  the  time.  This 
size  was  continued  until  1881.  At  the  time  it  was 
launched,  the  Journal  was  primarily  intended  as  a publi- 
cation for  physicians  in  New  York  City.  However,  later  on 
the  publishers  sought  to  appeal  to  a larger  national  audi- 
ence. During  its  lifetime,  the  Journal  was  put  out  by  sever- 
al publishers.  The  acquisition  of  other  existing  medical 
journals  resulted  in  several  modifications  of  the  Journal’s 
name  and  subtitle. 

Two  volumes  were  initially  published  per  year,  each 
with  six  numbers,  extending  from  April  to  September  and 
from  October  to  March.  Volumes  2 and  3 (1866)  were 
published  by  Balliere  Brothers  and  volumes  4 and  5 
( 1 867)  by  A.  Simpson  and  Company.  Moorhead,  Simpson 
and  Bond  published  volume  6 (1868).  However,  difficul- 
ties arose  with  this  publishing  house  as  explained  under 
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the  heading  “varia”  in  the  September  1868  issue  of  the 
Journal ,5 

The  Medical  Gazette,  and  American  Journal  of  Obstetrics. — 

In  consequence  of  changes  in  the  house  of  Moorhead,  Bond  & 
Co.,  these  Journals  have  been,  like  ourselves,  for  a time  afloat, 
but  have  finally  drifted  into  a harbor  of  safety,  and  we  are  happy 
to  announce  that  their  publication  will  be  continued.  The  Editors 
of  each  have  become  the  proprietors  of  these  Journals.  The  Ob- 
stetrical Journal  will  be  issued  for  Dr.  Dawson  by  the  House  of 
W.A.  Townsend  & Adams,  favorably  known  as  publishers  of  the 
American  reprint  of  Braithwaite’s  Retrospect,  and  the  Gazette  is 
published  by  Mr.  John  Sarell,  of  this  city. 

Issues  of  both  these  Journals  have  made  their  appearance  this 
week,  doubtless  much  to  the  relief  of  the  subscribers  as  well  as 
the  satisfaction  of  the  proprietors.5 

In  the  summer  of  1 868,  Hammond  and  his  partners  sold 
the  Journal  to  D.  Appleton  & Company  along  with  the 
Quarterly  Journal  of  Psychological  Medicine  and  Medi- 
cal Jurisprudence  which  he  had  also  founded  in  1 865. 6 He 
served  as  co-editor  of  the  latter  journal  until  1872  and 
later  served  from  1 876  to  1 883  as  co-editor  of  the  Journal 
of  Nervous  and  Mental  Diseases.  D.  Appleton  & Compa- 
ny published  the  Journal  until  July  12,  1900,  when  it  was 
purchased  by  the  A.  R.  Elliott  Publishing  Company  of 
New  York  City. 

The  Journal  greatly  increased  its  circulation  in  1903 
when  it  purchased  the  Philadelphia  Medical  Journal 
from  a group  of  Philadelphia  physicians.7-8  The  Journal 
then  temporarily  changed  its  name  to  New  York  Medical 
Journal  and  Philadelphia  Medical  Journal , Consolidat- 
ed. In  1905  the  Medical  News , which  had  been  published 
by  Lea  Brothers  & Company  since  1843,  was  purchased. 
The  Journal  thereafter  appeared  under  the  title,  New 
York  Medical  Journal , Incorporating  the  Philadelphia 
Medical  Journal  and  the  Medical  News .8  It  was  subtitled: 
A Semimonthly  Review  of  Medicine  and  Surgery , Estab- 
lished 1843.  The  1843  date  actually  referred  to  the  start- 
ing date  of  the  Medical  News  which  was  folded  into  the 
Journal  in  1905. 8 The  acquisition  by  the  A.  R.  Elliott 
Publishing  Company  of  the  two  Philadelphia-based  medi- 
cal journals  and  their  circulations  made  the  Journal  one 
of  the  most  widely  circulated  independent  medical  jour- 
nals in  the  United  States. 

Later  History 

In  April  1 922  another  medical  journal,  the  Medical  Re- 
cord, was  acquired  from  William  Wood  and  Company  of 
New  York,  then  a leading  medical  book  publisher  in  the 
country.8  The  Medical  Record  had  been  published  for  56 
years  and  was  for  many  years  a prominent  journal.  After 
this  acquisition,  the  Journal  was  known  as  the  New  York 
Medical  Journal  and  Medical  Record  and  carried  the 
subtitle,  Philadelphia  Medical  Journal  and  the  Medical 
News.  Although  the  Journal  was  published  in  New  York 
City,  the  table  of  contents  page  carried  Philadelphia,  New 
York,  and  Chicago  as  the  places  of  publication,  probably 
in  an  attempt  to  give  it  national  character  and  appeal. 

In  1924,  the  Journal  underwent  a major  change  in 
name  from  New  York  Medical  Journal  and  Record  to 
Medical  Journal  and  Record.  The  subtitle  was  A Nation- 
al Review  of  Medicine  and  Surgery ,9  The  name  New  York 
was  dropped,  as  an  unsigned  editorial  explained,  because 


PUBLISHERS, 

90,  92,  & 94  GRAND  STREET, 

NEW  YORK, 


HAVE  PURCHASED 

THE  ENTIRE  INTEREST  OF  TflE 

New  York  Medical  Journal, 

AND  TIIE 

QUARTERLY  JOURNAL  OF 
PSYCHOLOGICAL  MEDICINE 

AND 

JHctoiral  ^uusprutmicr. 

All  subscriptions  now  due,  and  all  future  subscriptions, 
should  be  sent  to  them. 

The  Journals  will  be  under  the  same  editorial  supervision 
as  heretofore. 

MOORHEAD,  BOND  & CO., 

GO  Duane  Street. 

FIGURE  3.  Notice  of  acquisition  of  the  New  York  Medical  Journal  by  D. 
Appleton  & Company.6 

“ ...  we  have  outgrown  any  purely  local  functions.”9  The 
publishers,  the  A.  R.  Elliott  Publishing  Company  of  New 
York,  were  clearly  intent  on  putting  out  a general  medical 
journal  with  broader  national  and  international  appeal.9 
It  was  not  merely  a matter  of  name  change  but  also  one  of 
broadening  the  scope  of  the  Journal’s  editorial  content 
and  increasing  the  size  of  the  Journal’s  circulation.9  A 
supplement,  averaging  16  pages,  was  added  to  each  semi- 
monthly issue.  Printed  on  yellow  paper  to  distinguish 
them  from  the  rest  of  the  editorial  content,  these  supple- 
ments were  thematic  in  nature,  covering  such  subjects  as 
neuropsychiatry,  genitourinary  medicine,  pediatrics,  etc. 
Aiming  to  be  progressive  and  in  the  vanguard  of  medical 
progress,  the  Journal's  content  now  included  articles  re- 
porting on  new  diagnostic  and  therapeutic  advances. 

Immediately  prior  to  the  changes  of  1924,  the  catego- 
ries of  articles  in  the  Journal  fell  under  the  general  head- 
ings of  original  communications,  editorial  articles,  book 
reviews,  practical  therapeutics,  proceedings  of  societies, 
and  abstracts  from  the  current  literature.  In  1 924,  several 
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categories  were  added  in  addition  to  the  supplements. 
These  included  history,  news  items,  obituaries,  foreign 
correspondence,  medicolegal  notes,  and  medicoliterary 
notes. 

Volume  118  (July-December  1923),  which  appeared 
under  the  title  New  York  Medical  Journal  and  Record , 
had  a total  of  788  pages  of  editorial  content  exclusive  of 
stacked  advertising  that  regularly  appeared  at  the  begin- 
ning and  end  of  each  number.  Volume  1 1 9 ( January-June 
1924),  which  appeared  under  the  new  name,  had  632 
pages  of  editorial  content  exclusive  of  advertising  that 
continued  to  be  stacked  and  160  pages  of  supplements 
which  were  separately  numbered.  The  total  number  of 
pages  per  volume  in  1924  averaged  792,  close  to  the  788 
for  1923.  This  indicates  that  the  publishers  were  success- 
ful in  keeping  printing  costs  roughly  the  same  while  re- 
packaging the  editorial  content.  The  reduction  in  regular 
content  primarily  affected  the  original  communications 
section.  Printed  page  reductions  here  and  elsewhere  en- 
abled the  publishers  to  put  out  an  appealing  16-page  sup- 
plement with  every  semimonthly  issue  without  increasing 
the  total  page  count. 

The  Medical  Journal  and  Record  like  its  predecessor 
the  New  York  Medical  Journal  was  published  in  an  8V2" 
X 11"  format.  This  format  was  first  adopted  in  1882 
when  the  smaller  5 V2"  X 9"  size,  first  used  in  1865,  was 
changed.  Although  the  Medical  Journal  and  Record , as 
the  Journal  was  now  known,  embodied  several  medical 
journals,  in  a sense  its  publisher  saw  it  as  a continuation  of 
the  New  York  Medical  Journal  and  thus  continued  to  use 
that  publication’s  volume  numbers.  It  carried  the  subtitle 
Incorporating  the  Philadelphia  Medical  Journal  and  the 
Medical  News  in  the  first  transition  number  of  January  2, 
1924,  but  thereafter  dropped  it.10  Yet,  drawing  on  its  de- 
scent in  part  from  the  Medical  News  it  continued  to  give 
1843  as  the  date  it  was  established. 

Editors 

William  Alexander  Hammond,  MD.  During  the  first 
three  years  of  the  Journal’s  existence,  no  editor  was 
named  on  the  masthead.  However,  an  editorial  signed 
“WAH”  indicates  that  Hammond  had  a major  role  in 
editing  the  publication.  A possible  reason  for  not  mention- 
ing Hammond's  editorship  may  have  been  concerns  about 
the  adverse  affect  of  his  much  publicized  army  dismissal 
on  circulation.  Hammond  was  a prolific  writer  and  prior 
to  founding  the  Journal  had  authored  numerous  medical 
books  and  articles.  He  had  also  served  as  the  co-editor  of 
the  Maryland  and  Virginia  Medical  Journal  in  1861. 11 

Hammond’s  name  first  appeared  on  the  masthead  as  a 
co-editor  in  the  October  1868  (volume  6)  issue  of  the 
Journal.  His  co-editor  was  Edward  Swift  Dunster,  MD. 
Hammond  and  Dunster  continued  as  co-editors  until  1 869 
(volume  8).  In  the  March  1869  issue  (volume  8)  a notice 
appeared  under  “Miscellaneous  and  Scientific  Notes” 
stating: 

The  connection  of  the  undersigned  with  the  New  York  Medical 
Journal  has  been  but  nominal  for  the  last  two  years.  With  this 
number  it  ceases  altogether. 

The  Journal  will  continue  under  the  editorial  supervision  of 
Dr.  E.  S.  Dunster. 

William  A.  Hammond12 


Hammond  and  his  partners  had  sold  the  Journal  the 
previous  summer  to  D.  Appleton  & Company  and  a prom- 
inent notice  to  that  effect  had  appeared  in  the  Journal.  It 
is  of  interest  that  the  publishers  requested  a public  state- 
ment of  Hammond’s  disassociation  with  the  Journal.  The 
reasons  for  this  are  unclear.  Hammond  went  on  to  have  a 
distinguished  career  in  medicine,  as  noted  in  the  New 
York  Medical  Journal  when  he  died  in  1900. 

He  founded  two  medical  journals,  the  Quarterly  Journal  of  Psy- 
chological Medicine  and  Medical  Jurisprudence  and  the  New 
York  Medical  Journal.  The  contents  of  the  quarterly  consisted 
largely  of  his  own  writing,  and  it  was  of  a character  to  gain  for 
him  a great  reputation.  Before  long  he  was  made  professor  of 
diseases  of  the  mind  and  nervous  system  in  Bellevue  Hospital 
Medical  College  and  subsequently  in  the  Medical  Department  of 
the  University  of  the  City  of  New  York.  A few  years  later  he  took 
part  in  founding  the  New  York  State  Hospital  for  Diseases  of  the 
Nervous  System,  and  afterward  became  a member  of  the  faculty 
of  the  New  York  Post-graduate  Medical  School.  In  the  course  of 
his  career  in  New  York  he  wrote  a treatise  on  diseases  of  the 
nervous  system  and  one  on  insanity.  Both  books  were  received 
with  favor  by  the  profession  and  added  largely  to  Dr.  Ham- 
mond’s reputation.  Perhaps  his  most  important  service  to  neurol- 
ogy was  his  recognition  and  admirable  description  of  a morbid 
condition  known  by  the  name  he  gave  it,  athetosis.  He  did  not 
long  keep  up  his  connection  with  medical  journals,  medical 
schools,  and  hospitals,  and  after  a time  he  was  no  longer  a fre- 
quent contributor  to  medical  literature.  At  length  he  took  to 
amusing  himself  with  writing  fiction.  The  first  of  his  stories,  enti- 
tled Lai , met  with  considerable  commendation;  the  four  or  five 
others  were  not  so  well  received.  A few  years  ago  Dr.  Hammond 
conceived  a great  liking  for  the  city  of  Washington.  He  bought 
property  in  that  city,  built  a handsome  residence  and  a private 
hospital  [Hammond  Sanitarium],  and  changed  the  scene  of  his 
career.  After  he  left  New  York  he  frequently  came  back  for  brief 
visits,  and  on  such  occasions  he  was  almost  sure  to  put  in  an 
appearance  at  the  office  of  this  journal,  where,  no  matter  what 
the  perplexities  of  the  “make-up,”  he  was  always  welcomed. 

Since  Dr.  Hammond  died  the  remark  has  more  than  once  been 
made  that  he  came  very  near  being  a great  man.  He  committed 
errors,  errors  that  a man  of  narrower  intellect  but  greater  worldly 
wisdom  would  be  tolerably  sure  to  avoid,  and  some  of  them  led  to 
cruel  aspersions  of  his  moral  character.  It  has  always  seemed  to 
us  that  he  lacked  inflexibility  of  purpose;  scheme  after  scheme, 
all  laudable  and  promising  (as  he  pictured  them),  would  arise  in 
his  mind,  for  he  was  optimistic  almost  to  the  verge  of  the  vision- 
ary, but  some  defect  that  a more  prudent  man  would  have  guard- 
ed against  too  often  barred  their  fruition.  His  enthusiasm  in  these 
schemes  was  so  manifestly  the  dominator  of  his  thoughts  that  it 
was  useless  for  his  friends  to  argue  against  it.  At  the  same  time 
Dr.  Hammond  was  an  exceptionally  fair  man  in  argument,  al- 
ways ready  to  concede  gracefully  any  point  scored  by  an  oppo- 
nent. He  was  a charming  companion,  faulty,  but,  it  is  our  convic- 
tion, guileless.2 

Hammond  bore  no  malice  to  those  who  did  him  so  much 
harm  in  ousting  him  from  the  army.  When  President 
Abraham  Lincoln  died  in  1865,  Hammond  ran  an  editori- 
al in  the  Journal  praising  him,  signing  it  WAH.13  In  the 
middle  of  this  editorial  he  wrote  the  following,  obviously 
alluding  to  the  injustice  done  to  himself: 

That  he  was  honest  in  his  opinions,  sincere  in  his  convictions, 
merciful  in  his  impulses,  acting  in  all  things  for  the  best,  accord- 
ing to  the  light  he  had,  no  one  can  doubt  who  knew  him  and 
judged  him  fairly,  as  man  should  judge  his  fellow  mortal.  If,  dur- 
ing his  administration,  acts  were  done  in  his  name  not  in  them- 
selves right;  if  others  were  omitted  which  should  have  been  per- 
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formed;  if  wrongs  were  inflicted  upon  individuals  for  which  full 
amendment  can  never  be  made,  the  responsibility  cannot  with 
justice  be  fastened  upon  him.  It  rests  with  those  who  were  ap- 
pointed to  advise  and  assist  him  in  the  multitudinous  duties  of  his 
great  office,  and  in  whom  he  trusted  with  the  child-like  confi- 
dence which  formed  so  prominent  a feature  of  his  open  and  in- 
genuous disposition.13 

Hammond  set  about  to  clear  his  name  and  did  so  with 
dignity  and  without  maligning  those  who  had  been  his  ad- 
versaries. He  stated  the  facts  as  he  saw  them  and  refrained 
from  either  asking  for  financial  compensation  or  analyz- 
ing the  motives  of  others.  In  1864  he  published  his  own 
account  of  his  dismissal,14  carrying  the  issue  into  the  first 
volume  of  the  Journal  in  the  form  of  an  editorial. 

This  unsigned  editorial  reported  on  the  retribution  re- 
ceived by  “ . . . one  of  the  leaders  of  the  conspiracy  which 
resulted  in  the  removal  of  Dr.  William  A.  Hammond  from 
the  office  of  Surgeon  General . . 5 The  editorial  report- 

ed in  detail  on  the  court  martial  and  sentence  of  Silas  H. 
Swetland,  whom  Hammond  had  refused  to  appoint  as  In- 
spector of  Liquors  for  the  Medical  Department  when  he 
was  surgeon  general.15  Swetland,  it  was  alleged,  then  be- 
came pivotal  in  trumping  up  charges  against  Hammond. 
Thus  Swetland’s  conviction  on  several  counts  of  fraud  by 
the  United  States  Army  cast  aspersions  on  his  integrity 
and  credibility. 

In  1878  Hammond  took  his  case  before  Congress.  Both 
the  Senate  and  the  House  heard  the  plea,  the  Senate  Com- 
mittee on  Military  Affairs  taking  the  lead  in  hearing  the 
case.  The  Senate  Committee  on  Military  Affairs  was  im- 
pressed by  Hammond’s  arguments.  He  did  not  deny  all 
blame  or  impugn  the  motives  of  those  whom  he  thought 
had  conspired  to  persecute  him  and  admitted  that  he  had 
not  avoided  certain  antagonisms.4 

In  its  report  the  committee  said; 

It  is  reasonable  therefore  to  infer  that  men  of  the  positive  natures 
possessed  alike  by  Secretary  Stanton  and  Dr.  Hammond  will  de- 
cline to  yield,  or  stand  by  for  each  other  to  pass,  when  they 
crossed  and  crowded  upon  what  they  conceived  to  be  the  path  of 
mutual  duty.  When  they  collided  it  was  the  gage  of  battle  hurled 
by  both — a war  of  the  Titans,  a struggle  for  mastery.  One  or  the 
other  must  have  fallen  in  a conflict  of  such  a nature;  for  there  was 
no  middle  ground  of  accommodation  between  them.  Secretary 
Stanton  ...  no  doubt  became  impressed  that  that  displacement 
of  Surgeon  General  Hammond  would  conduce  to  the  benefit  of 
the  public  service,  and,  possessing  the  greater  power,  accom- 
plished, by  means  of  indirection,  the  desired  result. 

The  situation  in  1862  was  one  filled  with  difficulties;  there 
were,  of  necessity,  antagonisms  and  jealousies;  chaos  reigned  su- 
preme and  the  fate  of  a single  person  weighed  not  a feather- 
weight in  the  balance.  Men  of  elevated  rank  and  station  were  cast 
down  to  give  place  to  others,  in  some  cases  the  experiment  utterly 
failing.  Into  the  whirlpool  of  events.  Dr.  Hammond  was  drawn 
and  carried  down.4 

The  Senate  Committee  also  concluded  that  all  of  the 
charges  against  Hammond  except  one  (falsehood)  were 
either  disproved  by  the  defense,  abandoned  by  the  prose- 
cution, or  eliminated  by  the  findings  of  the  court.  The 
charge  of  falsehood  was  in  retrospect  seen  by  the  Senate 
Committee  as  trifling  if  not  frivolous,  and  insufficient  to 
arraign,  try,  and  convict  him.4 

Both  houses  passed  bills  clearing  Hammond’s  name  af- 
ter which  President  Rutherford  B.  Hayes  annulled  the 


proceedings  and  sentence  of  the  court.  Hammond’s  name 
was  placed  on  the  retired  list  of  the  army  on  August  17, 
1879. 4 He  had  to  some  degree  been  vindicated.  Writers 
such  as  Duncan  believe  him  to  have  been  the  victim  of  a 
gross  miscarriage  of  justice  spawned  by  Secretary  Stan- 
ton’s dislike  of  him  and  clearly  the  US  Congress  saw  the 
matter  in  that  light. 

Hammond’s  legacies  to  medicine  were  many.  He 
founded  the  Army  Medical  Museum  (later  the  Armed 
Forces  Institute  of  Pathology)  when  he  was  surgeon  gen- 
eral at  the  age  of  34  years,  founded  two  medical  journals 
at  the  age  of  37  years,  was  a co-founder  of  a hospital,  and 
authored  numerous  authoritative  medical  articles  and 
books  in  addition  to  being  a busy  clinical  practitioner. 

Edward  Swift  Dunster,  md.  Edward  S.  Dunster,  MD, 
co-edited  the  Journal  with  William  A.  Hammond,  MD,  at 
least  as  early  as  1868  and  probably  before  this.  He  and 
Hammond  were  listed  as  co-editors  from  1868  through 
the  spring  of  1869  when  Hammond  left.  It  is  probable, 
given  Hammond’s  statement  of  only  nominal  involvement 
in  1867  and  1868,  that  Dunster  carried  most  editorial  re- 
sponsibility during  those  years.12  Dunster  continued  as  the 
sole  editor  from  April  1869  through  June  1871.  Volumes 
10  through  12  carried  only  five  numbers,  perhaps  due  to 
printing  transition  problems  after  the  takeover  by  D.  Ap- 
pleton & Company.  In  January  1871,  the  Journal  revert- 
ed to  six  numbers  per  volume  which  spanned  January- 
June  and  July-December. 

Dunster,  who  was  born  in  Maine,  received  his  under- 
graduate education  at  Harvard  and  his  medical  degree  in 
New  York  City.  During  the  Civil  War  he  served  as  a med- 
ical officer  in  the  Army  of  the  Potomac  and  then  entered 
private  practice  in  New  York  City.  He  taught  at  Dart- 
mouth, the  University  of  Vermont,  and  at  the  Long  Island 
College  Hospital.  In  1873  he  accepted  the  position  of  pro- 
fessor and  chairman  of  obstetrics  and  diseases  of  women 
and  children  at  the  University  of  Michigan  in  Ann  Arbor. 
He  was  39  years  old  at  the  time.  He  died  of  pneumonia  on 
May  3,  1888,  in  Ann  Arbor  at  the  age  of  53  years.  His 
obituary  notice  says  of  him  that: 

In  every  position  that  he  occupied  he  made  himself  felt  as  a man 
of  the  utmost  force  and  worth,  and  he  was  widely  recognized  and 
admired  for  his  insight  into  the  requirements  of  medical  educa- 
tion and  the  principles  of  ethics  and  for  his  skill  and  energy  in 
expounding  his  views.  He  was  also  highly  esteemed  for  his  per- 
sonal qualities.16 

William  T.  Lusk,  MD.  William  T.  Lusk,  MD,  succeed- 
ed Dunster  and  served  as  editor  from  1871  to  1873,  in  the 
latter  year  as  co-editor  with  James  B.  Hunter.17  As  was 
typical  of  his  time,  Lusk  studied  medicine  in  Berlin  and 
Heidelberg  before  graduating  from  Bellevue  Hospital 
Medical  College  in  1864.  A specialist  in  obstetrics  and 
gynecology,  he  was  also  professor  of  physiology  at  Long 
Island  College  Hospital  and  professor  of  obstetrics  and 
diseases  of  women  at  Bellevue  Hospital  Medical  College 
in  the  1870s.  In  1889  he  served  as  president  of  the  New 
York  State  Medical  Association  (see  below).18  He  died  in 
New  York  City  on  June  12,  1897,  at  the  age  of  59. 18 

James  Bradbridge  Hunter,  MD.  Lusk  was  succeeded 
by  James  Bradbridge  Hunter,  MD,  who  had  served  as  the 
co-editor  in  1873.  Hunter,  an  1866  graduate  of  the  Col- 


JULY  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  407 


FIGURE  4.  James  B.  Hunter,  md,  editor  of  the  New  York  Medical  Journal, 
1874-1879. 19(p?12> 

lege  of  Physicians  in  New  York,  served  as  editor  of  the 
Journal  from  1874  to  1879.  Like  Lusk,  Hunter  was  an 
eminent  gynecologist.  He  was  an  attending  surgeon  at  the 
Woman’s  Hospital,  a founder  of  the  New  York  Cancer 
Hospital,  and  professor  and  chairman  of  gynecology  at 
the  New  York  Polyclinic.  He  served  for  a time  as  presi- 
dent of  the  latter  institution.  Hunter  devoted  a great  deal 
of  time  and  effort  to  the  New  York  Medical  Journal  and 
under  his  editorship  it  improved.  He  built  upon  the  excel- 
lence started  by  his  predecessor  Lusk.  Like  Lusk  he  even- 
tually gave  up  the  editorship  of  the  Journal  because  of  the 
growing  demands  of  his  private  practice. 

Hunter  died  at  52  years  of  age,  on  February  10,  1889, 
ten  years  after  he  had  left  the  editorship  of  the  Journal. 
Lengthy  obituaries  about  him  appeared  in  the  American 
Journal  of  Obstetrics , Gynecology  and  Diseases  of  Wom- 
en and  Children 19  and  in  the  Medical  Record.20  The  New 
York  Obstetrical  Society  and  the  faculty  of  the  New  York 
Polyclinic  both  passed  resolutions  in  his  memory  and  hon- 
or.21 In  these  accounts,  Hunter  was  praised  as  a superb 
diagnostician  and  surgeon.  However,  he  was  a reserved 
man.  One  writer  summed  up  these  traits  by  saying: 

By  nature  reserved,  reticent  and  undemonstrative,  he  was  not  one 
to  have  many  intimates;  but  by  those  who  were  brought  into  close 
contact  with  him  he  was  much  beloved  ...  In  times  of  trial  the 
tenderness  which  he  would  display  was  a marvel  to  those  who  had 
not  previously  seen  this  characteristic  tested,  and  there  were  no 
limits  to  the  gentle,  loving,  sympathy  which  the  sufferings  of  oth- 
ers would  call  forth.20 


Another  writer  said  “The  fragrance  of  his  good  deeds  will 
outlast  the  reputation  of  the  distinguished  surgeon.”19 
Frank  Pierce  Foster,  MD.  Hunter  was  followed  by 
Frank  Pierce  Foster,  MD,  who  like  him  was  a graduate  of 
the  College  of  Physicians  and  Surgeons  (1862)  and  a gy- 
necologist. Foster  also  had  an  interest  in  dermatology.  His 
tenure  was  the  longest  of  any  editor  of  the  New  York 
Medical  Journal.  He  served  for  31  years,  from  1880  to 
1911.  Foster  was,  in  the  words  of  the  Journal  of  the  Amer- 
ican Medical  Association,  “dean  of  the  medical  journalis- 
tic profession  . . . .”22  Under  his  skill  and  energy,  the  edito- 
rial content  of  the  Journal  rapidly  improved  and  the 
Journal  moved  from  being  a monthly  publication  to  a 
weekly  one.22  It  was  under  Foster  that  the  Journal  be- 
came one  of  the  leading  medical  publications  in  the  coun- 
try. During  the  early  years  of  Foster’s  editorship,  the 
Journal  was  known  as  the  New  York  Medical  Journal 
and  Gynecologic  Review,  a title  perhaps  reflecting  the  in- 
terests which  both  he  and  his  predecessor  shared. 

Writing  a quarter  of  a century  after  his  father’s  death, 
Hugh  Molleson  Foster  said: 

In  1880  he  became  editor  of  the  New  York  Medical  Journal . . . 
.When  he  assumed  the  editorship  the  journal  was  a rather  anae- 
mic monthly,  not  of  the  highest  rank  and  with  a limited  circula- 
tion. When  he  died  it  was  one  of  the  most  important  medical 
weeklies  of  the  world — certainly  there  is  none  in  this  country  of 
higher  order — and  its  circulation  was  second  only  to  that  of  The 
Journal  of  the  American  Medical  Association ,23 

In  a letter  to  his  son  in  1901,  Foster  said  that  when 
James  Bradbridge  Hunter,  MD,  resigned  the  editorship, 
the  Appletons  left  the  choice  of  a successor  to  Dr  Fordyce 
Barker,  who  chose  him.  Foster  was  eminently  suited  for 
the  position.  A linguist  who  knew  several  languages  in- 
cluding Latin,  Greek,  French,  German,  Italian,  and  Span- 
ish, he  was  a man  of  letters  who  had  already  published 
numerous  medical  papers  and  had  translated  a medical 
text  from  French,  The  Mother’s  Work  with  Sick  Chil- 
dren, published  by  G.  P.  Putnam  & Sons.  He  had  also 
edited  a new  edition  of  Adler’s  German  Dictionary P 
Foster,  who  was  born  in  1841  in  Concord,  New  Hamp- 
shire, was  a grandnephew  of  Daniel  Webster  on  his  moth- 
er’s side.  He  had  a deep  love  of  music  and  books  which  he 
maintained  throughout  his  life.23  After  receiving  his  med- 
ical degree  from  the  College  of  Physicians  and  Surgeons, 
he  served  at  the  New  York  Hospital,  sailed  as  a ship’s 
surgeon  around  Cape  Horn,  served  in  the  National  Guard 
of  New  York  State  during  the  later  years  of  the  Civil  War, 
and  then  entered  private  practice  in  New  York  City.  Dur- 
ing the  1860s  he  conducted  research  on  calf  lymph  small- 
pox vaccine  and  presented  his  findings  at  the  New  York 
Academy  of  Medicine  in  November  1870.  Prior  to  that 
date  and  for  several  years  afterwards  he  produced  vaccine 
in  a laboratory  in  Connecticut.  According  to  his  son,  his 
net  monthly  profits  from  this  business  were  $2,500,  an 
enormous  sum  in  those  times.  However,  when  vaccination 
became  compulsory,  public  health  agencies  began  to  pro- 
duce vaccine  and  distribute  it  free  to  physicians.  As  a re- 
sult Foster’s  vaccine  business  “ . . . was  destroyed.”23  Fos- 
ter courageously  fostered  vaccination  in  New  York  City 
at  a time  when  there  was  strong  opposition  to  it  from  many 
physicians. 
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FIGURE  5.  Frank  Pierce  Foster,  md.  who  served  as  editor  of  the  New 
York  Medical  Journal,  1880-1911  (NY  Med  J 191 1;  94:391). 


During  his  early  years  as  the  Journal's  editor,  Foster 
maintained  a large  private  practice  specializing  in  gyne- 
cology and  dermatology  and  served  as  librarian  of  the 
New  York  Hospital  Library.  Between  1888  and  1894  he 
published  his  four-volume  Foster’s  Illustrated  Encyclo- 
pedic Medical  Dictionary.  This  was  a classic  reference  of 
its  time  in  which  “ . . . terms  were  given  in  Latin,  Greek, 
Italian,  Spanish,  German  and  English.”23  In  addition  to 
all  these  efforts,  he  wrote  for  other  medical  journals,  testi- 
fied as  an  expert  witness  in  criminal  cases,  and  helped  col- 
leagues with  their  medical  writing. 

Foster,  overworked  and  overextended,  developed  ap- 
pendicitis which  went  on  to  rupture  and  abscess  forma- 
tion. He  survived  two  surgical  procedures,  but  after  recov- 
ering gave  up  his  private  practice  except  for  “ ...  a few  old 
and  devoted  patients.”23  In  the  1890s  Foster  authored  his 
two-volume  The  Handbook  of  Practical  Therapeutics , 
and  an  abridged  edition  of  his  dictionary.  He  also  served 
as  the  editor  of  the  medical  departments  of  Funk  and 
Wagnall’s  Standard  Dictionary  and  edited  the  textbooks 
of  the  Chatauqua  School  of  Nursing.23 

Although  the  Journal  was  thriving,  D.  Appleton  & 
Company,  its  publisher,  was  not.  According  to  Foster’s 
son,  the  following  occurred: 

In  the  spring  of  1900  the  firm  of  D.  Appleton  & Co.,  owners  and 
publishers  of  the  New  York  Medical  Journal  and  publishers  of 
all  his  other  writings,  failed.  He  had  no  warning  whatever  and  his 
financial  condition  was  by  no  means  strong  enough  to  withstand 
such  a calamity.  Saturday  morning  he  went  down  to  the  office  as 
usual  to  get  his  check  and  was  told  that  there  would  be  no  pay- 


ments, that  the  firm  had  failed.  The  shock  was  so  great  and  so 
sudden  that  I think  he  never  fully  recovered.”23 

The  Journal  was  purchased  by  the  A.  R.  Elliott  Pub- 
lishing Company  of  New  York  City  and  Foster  continued 
as  editor  until  his  death  in  191 1.  In  1910,  Foster  was  diag- 
nosed as  having  throat  cancer.  After  a year  of  suffering  he 
died  at  the  summer  cottage  of  his  son-in-law  in  Chadwick, 
New  Jersey,  on  August  13,  1911,  at  the  age  of  69 
years.22,23 

Foster’s  death  was  a great  blow  to  the  Journal  staff.  His 
son  later  wrote,  “Even  stenographers  in  the  office  of  the 
New  York  Medical  Journal  speak  of  him  with  a catch  in 
the  voice  one  does  not  often  find  in  relatives.”23  He  was  a 
man  who  had  a prodigious  memory,  sound  judgment,  and 
superb  writing  skills  and  who  was  a meticulous  scholar. 
He  was  a Renaissance  Man  of  his  time  who  loved  music, 
the  arts,  literature,  and  who  had  as  his  friends  not  only 
physicians  but  also  poets,  writers,  actors,  and  clergymen. 
His  own  journal  printed  an  effusive  eulogy  after  his  death 
(vol  94:388)  and  a long  obituary  (vol  94:391-392).  His 
son  has  left  a detailed  portrait  of  his  personal  and  profes- 
sional lives  which,  even  allowing  for  the  expected  preju- 
dice of  a devoted  and  loving  son,  portrays  him  as  a truly 
exceptional  man.  This  same  view  was  put  forth  by  his  con- 
temporaries. His  son  recounts  a story  that  sums  up  the 
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FIGURE  6.  Table  of  contents  and  cover  of  the  New  York  Medical  Jour- 
nal, volume  49,  January  5,  1889. 


JULY  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  409 


challenge  posed  to  the  Journal’s  publisher  by  his 
death. 

An  illustrative  comment  was  made  upon  a story  circulated  about 
him  and  a fellow  medical  editor.  The  other  was  editor  of  the  New 
York  Medical  Journal's  nearest  rival,  the  Medical  Record.  Both 
men  were  on  the  same  train  on  their  way  to  a medical  convention. 
Dr.  George  F.  Shrady  turned  to  my  father  and  said,  “Frank,  Fve 
got  your  obituary  all  ready  in  my  drawer  and  I suppose  you've  got 
mine,  but  who  are  going  to  edit  these  two  journals  when  we're 
gone?”23 

Foster  was  clearly  a hard  act  to  follow.  Although  the 
Journal  continued  to  flourish  after  his  death,  in  a histori- 
cal sense,  the  period  of  his  editorship  was  unique  both  for 
its  length  and  for  the  fact  that  it  represented  a golden  era 
of  excellence. 

Charles  Eucharist  de  Medicis  Sajous,  MD.  Following 
Dr  Foster’s  death  in  1911,  Charles  Eucharist  de  Medicis 
Sajous,  MD,  a Philadelphia  endocrinologist,  became  su- 
pervising editor,  with  a Brooklyn,  NY,  physician,  Claude 
Lamont  Wheeler,  MD,  serving  as  editor.  Sajous  and 
Wheeler  served  as  co-editors  from  1912  through  1 9 1 5,  af- 
ter which  Sajous  served  as  editor  alone  for  191 6.  Wheeler, 
who  had  an  AB  degree  from  LaVal  University  in  Quebec, 
was  an  1 889  graduate  of  McGill  University.  He  was  born 
in  Canada  but  came  to  New  York  City  in  1891  after  prac- 
ticing medicine  in  Burlington,  Vermont,  for  a few  years. 
He  had  served  as  associate  editor  of  the  Journal  under 
Foster  for  several  years  and  thus  provided  the  Journal 
with  editorial  continuity.  Wheeler  died  on  December  23, 


FIGURE  7.  Charles  E.  de  M.  Sajous,  md,  who  served  as  co-editor  and 
editor  of  the  New  York  Medical  Journal,  191 1-1920. 26lp1185) 


1 9 1 7,  at  his  home  in  Flatbush,  Brooklyn,  from  pneumonia 
at  the  age  of  52  years.24-25  When  Sajous  was  appointed 
supervising  editor  in  December  1911,  the  publishers  took 
pains  to  point  out  that  although  he  had  not  been  previously 
associated  with  the  Journal  in  an  editorial  function,  he 
had  been  credited  in  the  November  11,  1911,  issue  of  the 
Journal  with  classifying  “thyroid  secretion  as  an  opson- 
in.” The  publishers  also  quoted  from  a 1905  letter  from 
Foster  to  Sajous  in  which  the  former  said,  “I  have  not  at 
any  time  had  the  slightest  misgivings  as  to  your  work  in 
the  study  of  internal  secretions.”26  Thus  there  was  a con- 
scious attempt  to  confer  a sort  of  legitimacy  of  editorial 
inheritance  on  Sajous  from  Foster  whose  three  decades’ 
long  imprint  on  the  Journal  was  substantial. 

Unlike  Foster,  Sajous  was  a busy  clinician  with  a large 
private  practice.  However,  he  was  a highly  respected  clini- 
cal investigator.  Born  at  sea  under  the  American  flag  in 
1852  near  France,  he  received  his  preliminary  education 
in  France  and  then  attended  Jefferson  Medical  College 
from  which  he  graduated  in  1878.  In  introducing  him  to 
readers,  the  Journal  said  the  following: 

We  have  the  honor  to  announce  that  with  this  issue,  Dr 
Charles  E.  de  M.  Sajous,  of  Philadelphia,  becomes  Supervising 
Editor  of  the  New  York  Medical  Journal.  While  it  is  largely 
superfluous  to  do  more  than  announce  to  our  readers  this  impor- 
tant event  in  the  history  of  medical  journalism,  yet  we  feel  that  a 
few  details  concerning  the  life  and  accomplishments  of  the  distin- 
guished physician  will  be  of  interest. 

Doctor  Sajous,  while  born  at  sea  under  the  American  flag,  re- 
ceived his  preliminary  education  in  France,  along  those  classical 
lines  toward  which  educators  are  again  trying  to  bring  back  the 
early  training  of  scientific  men.  In  1878  he  graduated  with  hon- 
ors from  Jefferson  Medical  College,  and  for  the  next  two  years 
was  resident  physician  of  the  Howard  Hospital,  of  Philadelphia, 
where  the  custom  of  seeing  and  prescribing  for  every  patient, 
30,000  in  the  outdoor  department  alone,  gave  the  young  interne  a 
firm  clinical  foundation  in  every  branch  of  medicine,  including 
the  specialties. 

In  1881,  Doctor  Sajous  was  appointed  professor  of  anatomy 
and  physiology  in  the  Wagner  Institute  of  Science,  lecturer  in  the 
Philadelphia  School  of  Anatomy,  and  clinical  assistant  in  the  lar- 
yngological  department  of  Jefferson  Medical  College;  in  1 883  he 
succeeded  Dr.  J.  Solis-Cohen  as  clinical  lecturer  and  chief  of  the 
latter  department;  in  1891  he  departed  for  Paris,  where  he  was 
destined  to  spend  six  years  in  the  research  work  which  resulted 
ultimately  in  the  publication  of  the  two  volumes  of  Internal  Se- 
cretions and  the  Principles  of  Medicine , a work  which  gave  the 
author  high  rank  as  an  original  investigator.  On  his  return  from 
Paris,  Doctor  Sajous  was  for  a time  dean  of  Medico-Chirurgical 
College.  On  the  reorganization  of  Temple  University,  he  accept- 
ed the  chair  of  pharmacology  and  therapeutics,  which  he  still 
holds. 

In  1888,  recognizing  the  scant  facilities  then  afforded  Ameri- 
can physicians  to  keep  abreast  of  modern  medicine.  Doctor  Sa- 
jous founded  the  Annual  of  the  Universal  Medical  Sciences , for 
which,  with  the  collaboration  of  some  of  the  best  known  men  in 
America  and  Europe,  his  publishers  obtained  a circulation  of 
over  500,00  volumes.  Before  this  work  suspended  publication  it 
had  established  a standard  in  American  medical  literature  which 
has  ever  since  commanded  respect;  and  recognition  was  not  lack- 
ing for  the  pioneer,  who  received  from  France  membership  in  the 
Legion  of  Honor,  from  Belgium  the  Order  of  Leopold,  while  he 
was  created  a Knight  Commander  of  the  Liberator,  and  received 
other  honors  governmental  and  scientific.  In  America,  Doctor 
Sajous  has  been  president  and  vice-president  of  several  societies, 
as  well  as  Fellow  of  the  College  of  Physicians  of  Philadelphia, 
and  of  the  American  Philosophical  Society.  The  Cyclopaedia  of 
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FIGURE  8.  Smith  Ely  Jelliffe,  md,  a renowned  psychiatrist,  who  served  as 
co-editor  of  the  New  York  Medical  Journal,  1917-1920  (courtesy  of  Rob- 
ert Stragnell,  md). 


Practical  Medicine , which  succeeded  the  Annual  in  1898,  was 
intended  more  for  the  general  practitioner  and  offered  many  of 
the  advantages  of  a postgraduate  course;  it  has  already  attained  a 
sale  of  240,000  volumes  and  the  seventh  edition  is  now  in  course 
of  preparation.26 

Thus,  although  Sajous  was  a busy  practitioner,  he  was 
also  a distinguished  clinical  scientist  of  the  day  and  the 
author  of  widely  read  medical  articles  and  texts.  Under  his 
editorship,  the  Journal  continued  to  flourish.  After  serv- 
ing alone  as  editor  in  1916,  Sajous  was  joined  by  a co- 
editor, Smith  Ely  Jelliffe,  MD,  in  1917.  Jelliffe  was  a noted 
psychiatrist  and  like  Foster  and  Hunter  a graduate  of  Co- 
lumbia University  College  of  Physicians  and  Surgeons 
(1889).  Jelliffe  served  as  the  editor  of  the  Medical  News 
from  1900  until  it  was  taken  over  by  the  New  York  Medi- 
cal Journal  in  1 905.  He  was  also  the  editor  of  the  Journal 
of  Mental  and  Nervous  Disease  for  close  to  40  years.  He 
also  served  as  editor  of  the  Psychoanalytic  Review  and 
authored  numerous  articles  and  textbooks.  Although  he 
maintained  a large  private  practice,  Jelliffe  was  active  not 
only  in  medical  writing  and  editing  but  also  as  a leader  in 
organized  medical  groups.  He  served  as  president  of  the 
American  Neurological  Association,  the  New  York  Neu- 
rological Society,  and  the  American  Psycho-Analytical 
Society.  In  1941  he  gave  his  library  of  1 5,000  volumes  and 
more  than  25,000  reprints  on  nervous  and  mental  diseases 
to  the  Neuro-Psychiatric  Institute  of  Hartford  Retreat. 
He  died  on  September  25,  1945,  at  his  summer  home  near 
Huletts  Landing,  Lake  George,  NY,  at  the  age  of  79 
years.27 

In  March  1921,  the  Journal  changed  from  a weekly  to  a 
semimonthly.28  Because  of  the  demands  of  their  private 
practices  and  other  commitments,  Sajous  and  Jelliffe  left 
the  editorship  of  the  Journal  in  1 920.  Sajous  died  on  April 
27,  1929,  at  his  home  in  Philadelphia  at  the  age  of  76. 29 

Gregory  Stragnell,  MD.  The  last  editor  of  the  Journal 
was  Gregory  Stragnell,  MD,  who  like  a number  of  his  pre- 
decessors was  a graduate  of  Columbia  University  College 
of  Physicians  and  Surgeons  (1914).  Born  in  1888,  he  as- 
sumed the  editorship  in  May  19228  and  continued  as  edi- 
tor for  24  years.  He  began  his  editorship  with  the  first 
issue  under  which  the  Journal  was  known  as  the  New 


FIGURE  9.  Gregory  Stragnell,  md.  as  he  appeared  in  1929.  He  served  as 
editor  of  the  New  York  Medical  Journal  and  its  successors,  the  New  York 
Medical  Journal  and  Medical  Record,  the  Medical  Journal  and  Record,  and 
the  Medical  Record  (courtesy  of  Robert  Stragnell,  md). 

York  Medical  Journal  and  Medical  Record  after  the  ac- 
quisition of  the  Medical  Record ,8  Stragnell  was  the  son- 
in-law  of  Dr  Smith  Ely  Jelliffe  who  had  been  previously 
associated  with  the  Journal  (personal  communication, 
Robert  Stragnell,  MD,  Prescott,  Ariz,  February  6,  1989). 
Stragnell  edited  the  Journal  under  its  new  name  until  De- 
cember 1923  when  the  name  was  once  again  changed. 

Name  Changes  and  a Change  in  Ownership 

The  New  York  Medical  Journal  and  Medical  Record 
became  the  Medical  Journal  and  Record  in  January 
1924.  The  basic  content  of  the  Journal  was  broadened  as 
previously  described  and  special  supplements  published 
with  each  semimonthly  issue.  In  the  early  1930s,  the  eco- 
nomic impact  of  the  Great  Depression  is  evident  in  the 
ever  shrinking  size  of  the  semimonthly  issues.  Whereas 
volume  1 19  in  1924  had  632  pages  plus  160  pages  of  sup- 
plements (separately  paginated),  the  Journal’s  volume 
1 38  in  1 933  had  496  pages  including  1 92  pages  of  supple- 
ments. Thus  it  was  close  to  300  pages  slimmer  than  its 
predecessors  in  the  mid- 1920s.  The  supplements,  instead 
of  being  separately  paginated  as  before,  were  now  pagi- 
nated along  w'ith  the  regular  editorial  content  in  a proba- 
ble attempt  to  give  bulk  to  each  issue.30 

An  editorial  in  the  Journal  entitled,  “Doctor  and 
Depression”  provides  insights  into  one  of  the  reasons  why 
the  Journal  was  in  difficulty.  “Physicians  have  lost  their 
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FIGURE  10.  Table  of  contents  of  the  New  York  Medical  Journal  and 
Medical  Record,  volume  115,  May  3,  1922. 


homes,  their  savings  have  been  depleted,  their  incomes  re- 
duced.”31 Since  the  journal  was  a subscription  driven  pub- 
lication its  economic  viability  was  closely  tied  to  the  num- 
ber of  subscribers.  As  physician  subscribers,  hard  hit  by 
the  depression,  curtailed  their  journal  subscriptions,  the 
fortunes  of  the  Journal  fell.  The  publishers  tried  to  deal 
with  this  by  reducing  the  number  of  pages  per  issue.  In  an 
attempt  to  give  bulk  to  each  number  they  sequenced  the 
supplements  in  with  the  regular  editorial  content.  As  a 
strategy  it  worked  for  awhile. 

The  A.  R.  Elliott  Publishing  Company  of  New  York 
City,  which  had  published  the  Journal  since  1900  after 
acquiring  it  from  D.  Appleton  and  Company,  ceased  pub- 
lishing it  with  the  September  30,  1933,  issue.  The  new 
publisher,  The  Medical  Journal  and  Record  Publishing 
Company,  then  took  over  publication  and  continued  to 
publish  the  Journal  until  December  1 946  when  it  was  dis- 
continued. This  new  company  was  headquartered  in  New 
York  City. 

No  announcement  of  this  ownership  transfer  was  made 
in  the  Journal.  However,  the  president  and  other  officers 
of  the  new  company  were  listed  on  the  masthead.  In  bring- 
ing the  history  of  the  Journal  full  circle  as  far  as  owner- 
ship was  concerned,  the  president  was  the  then  editor, 
Gregory  Stragnell,  MD.  He  would  remain  president  of  the 
company  and  editor  until  the  Journal  finally  ceased  publi- 
cation in  December  1946.  Based  on  available  evidence,  it 


appears  that  Stragnell  and  others  acquired  the  Journal 
from  the  A.  R.  Elliott  Publishing  Company  through  their 
own  company,  The  Medical  Journal  and  Record  Publish- 
ing Company. 

In  January  1934,  three  months  after  the  transfer  of 
ownership  was  effected,  both  the  name  of  the  journal  and 
its  format  were  changed.  The  new  name,  Medical  Record , 
was  actually  an  old  one,  having  been  that  of  a famous 
medical  journal  that  had  been  taken  over  by  the  New  York 
Medical  Journal  in  1922. 8 Stragnell  authored  a brief 
statement  on  the  cover  of  the  January  3,  1934,  issue,  de- 
scribing the  changes  and  noting  the  new  simplified  name. 
He  cited  the  Journal’s  principal  aim  as  providing  the  most 
progressive  and  modern  material  in  medicine  and  sur- 
gery.32 The  table  of  contents  page  noted  that  the  Journal 
incorporated  the  New  York  Medical  Journal,  Medical 
Record , Philadelphia  Medical  Journal,  and  the  Medical 
News.  However,  the  subtitle,  A Semi-Monthly  Review  of 
Medicine  and  Surgery,  in  use  since  1921,  was  dropped. 
Although  the  Medical  Record,  as  it  was  now  called,  repre- 
sented a lineal  descendant  of  the  New  York  Medical  Jour- 
nal, it  was  also  a descendant  of  the  old  Medical  Record 
which  had  been  published  between  1 866  and  1 922  by  Wil- 
liam Wood  and  Company.  However,  its  owners  saw  it  as  a 
continuation  primarily  of  the  New  York  Medical  Journal, 
and  used  that  journal’s  volume  sequence.  Thus  the  first 
issue  of  the  new  Medical  Record  in  January  1 934  was  vol- 
ume 139  following  on  volume  138  for  1933  for  the  Medi- 
cal Journal  and  Record.  The  layout  of  the  new  Medical 
Record  did  not  appreciably  differ  from  that  of  its  prede- 
cessor, the  Medical  Journal  and  Record,  nor  did  the  cate- 
gories of  articles.  The  trim  size  of  the  Journal  was  slightly 
reduced  from  8'//  X 1 1 >/2"  to  8"  X 11". 

Ownership  of  medical  journals  by  their  editors  was  not 
uncommon  during  the  19th  century.  However,  it  was  a 
waning  phenomenon  in  the  first  half  of  the  20th  century. 
It  is  probable  that  Stragnell  was  not  the  sole  proprietor  of 
the  Journal’s  publisher  and  that  others  had  invested  in  the 
company.  It  is  of  interest  that  Stragnell’s  father-in-law, 
Smith  Ely  Jelliffe,  MD,  both  edited  and  owned  the  Psycho- 
analytic Review  and  the  Journal  of  Nervous  and  Mental 
Diseases  (personal  communication,  Robert  Stragnell,  MD, 
Prescott,  Ariz,  March  15,  1989). 

The  cover  of  the  Medical  Record,  which  remained  un- 
changed from  1934  until  the  Journal  ceased  publication 
in  1946,  consisted  of  a solid  color  which  varied  with  each 
issue  and  an  inserted  illustration.  The  illustrations  were 
either  of  famous  physicians  or  medical  scientists  or  of  hos- 
pitals and  other  medical  care  facilities.  For  example,  for- 
mer Journal  co-editor  Dr  Smith  Ely  Jelliffe  was  featured 
on  the  December  1942  cover  (vol.  155,  no.  16)  and  Dr 
Charles  E.  De  M.  Sajous,  a former  journal  editor,  on  the 
July  16,  1941  (vol.  154,  no.  15),  cover.  In  the  former  in- 
stance, Jelliffe’s  picture  appeared  in  conjunction  with  a 
symposium  on  neuropsychiatry. 

To  Stragnell’s  credit,  he  maintained  the  quality  of  the 
Journal’s  content  through  the  early  1 940s.  The  categories 
of  articles  appearing  did  not  differ  much  from  those  that 
had  appeared  in  the  Journal’s  predecessors.  He  published 
special  symposia,  printed  on  yellow  paper,  in  virtually  ev- 
ery issue  through  the  end  of  1 942.  Only  six  symposia  were 
published  in  1943  and  three  in  1944.  The  Journal  was 


412  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/JULY  1989 


published  twice  a month  until  May  1942,  when  it  became 
a monthly.  In  an  editorial  in  the  May  1 942  issue,  Stragnell 
explained  that  the  reason  for  this  was  to  conserve  paper 
and  aid  in  the  war  effort.  He  explained  that  articles  would 
be  terse  and  that  all  the  material  that  appeared  in  two 
monthly  issues  would  now  be  put  out  in  one  issue.33  A 
number  of  other  medical  journals  reduced  their  annual 
number  of  issues  at  the  time  in  order  to  conserve  paper. 

However,  even  prior  to  the  war,  the  Journal’s  volumes 
were  steadily  shrinking  in  size.  Volume  139  (January- 
June  1934)  had  680  pages  whereas  volume  148  (July-De- 
cember  1938)  had  462  pages.  Volume  156  for  all  of  1943 
had  754  pages,  slightly  more  than  the  number  of  pages 
that  were  published  in  a six-month  period  during  the 
1920s.  Beginning  in  1943,  the  stacked  advertising  pages 
appearing  at  the  beginning  and  the  end  of  the  Journal 
numbers  were  no  longer  separately  numbered  but  se- 
quenced in  with  the  editorial  content.  Thus  the  actual  size 
of  the  annual  editorial  well  was  substantially  smaller  giv- 
en that  there  were  from  20  to  30  pages  of  advertising  per 
issue. 

Stragnell  regularly  published  the  Medical  Mentor  as  a 
supplement  within  the  Journal  for  several  years.  This 
journal  was  the  official  publication  of  the  American  Med- 
ical Editors’  and  Authors’  Association  which  had  been  a 
free  standing  journal  between  1929  and  1934. 

Stragnell  did  not  devote  all  of  his  time  to  editing  the 
Journal.  In  1929  he  became  medical  director  in  charge  of 
research  at  Schering  Corporation.  He  remained  at  Scher- 
ing  until  1944  when  he  joined  the  Heyden  Chemical  Cor- 
poration, a major  producer  of  penicillin  at  the  time  (per- 
sonal communication,  Robert  Stragnell,  MD,  Prescott, 
Ariz,  February  6,  1989).  Heyden  had  its  plant  in  Prince- 
ton, NJ,  where  in  1946  it  first  began  production  of  crystal- 
line penicillin,  then  a new  form  that  did  not  require  refrig- 
eration. It  is  of  interest  that  Heyden  advertised  its 
penicillin  products  on  the  back  cover  of  the  last  issue  of  the 
Journal  (vol.  159,  no.  12)  in  1946.  This  issue  also  con- 
tained an  unsigned  article  describing  Heyden’s  new  crys- 
talline penicillin.34 

During  the  1 3-year  life  of  the  Medical  Record  the  jour- 
nal staff  remained  relatively  stable,  as  did  the  subscription 
price,  which  was  $4.00  annually.  Stragnell’s  assistant  edi- 
tor from  1934  through  October  1946  was  A.  M.  Marlatt. 
Ms  N.  F.  Hanf  served  as  business  manager  for  the  Jour- 
nal from  1934  through  April  1946.  She  played  a major 
role  in  running  the  daily  affairs  of  the  Journal  (personal 
communication,  Robert  Stragnell,  MD,  Prescott,  Ariz, 
March  15,  1989).  Stragnell  and  his  staff  produced  the 
Journal  on  what  appears  to  be  acid-free  paper  as  a half 
century  later  the  sheets  are  in  an  excellent  state  of  preser- 
vation. The  Journal's  editorial  offices  remained  in  New 
York  City  for  most  of  Stragnell’s  tenure,  except  for  a brief 
period  when  they  were  moved  to  Bloomfield,  New  Jersey. 

The  Journal  issues  for  1946  show  evidence  of  decline  in 
the  scope,  quality,  and  amount  of  material  published.  The 
reasons  for  this  are  not  clear.  It  may  be  that  Stragnell  was 
devoting  less  time  to  the  Journal  and  also  that  he  was  un- 
able to  position  it  favorably  in  a medical  publishing  mar- 
ket in  which  new  competing  journals  were  appearing,  such 
as  the  American  Journal  of  Medicine.  Whatever  the  rea- 
sons, the  Journal  ceased  publication  with  the  December 


1946  issue,  bringing  to  an  end  a medical  publishing  en- 
deavor that  had  spanned  82  years.  Stragnell,  who  had  dur- 
ing the  time  of  his  editorship  worked  with  various  pharma- 
ceutical companies,  eventually  became  president  of 
Organon  Pharmaceuticals  (personal  communication, 
Robert  Stragnell,  MD,  Prescott,  Ariz,  February  6,  1989). 
He  later  moved  to  California  and  died  in  Fos  Angeles  in 
December  1963  at  the  age  of  75  years. 

The  New  York  Medical  Journal  was  a unique  medical 
publication  in  that  it  was  a general  medical  journal  which 
was  not  a benefit  of  membership  of  medical  society  affili- 
ation. It  was  initially  created  by  a man  of  vision,  William 
Alexander  Hammond,  MD,  who  in  addition  to  the  Journal 
left  a legacy  that  includes  not  only  his  medical  writings 
but  the  Armed  Forces  Institute  of  Pathology.35  37  The  lat- 
ter emerged  from  the  Army  Medical  Museum  which  he 
founded  in  1862.  Hammond’s  creation  was  brought  to 
maturity  by  a succession  of  distinguished  editors.  That  the 
Journal  played  a major  role  in  scientific  medical  publica- 
tion for  eight  decades  was  a reflection  of  the  ex- 
cellence of  its  editorial  leadership  and  the  skills  of  its  pub- 
lishers who  demonstrated  an  ability  to  adapt  form  and 
content  to  changing  needs  without  sacrificing  scientific 
excellence. 

Two  Other  Medical  Journals  with 
Similar  Names 

The  New  York  Medical  Journal  is  often  thought  to 
have  been  associated  in  some  way  with  the  New  York 
State  Journal  of  Medicine.  However,  there  was  no  associ- 
ation between  the  two  journals,  except  on  library  shelves 
where  they  were  filed  side  by  side. 

The  New  York  State  Journal  of  Medicine , published  by 
the  Medical  Society  of  the  State  of  New  Y ork  (MSSNY) 
since  1906,  began  publication  under  that  name  in  January 
1901  under  the  auspices  of  the  New  York  State  Medical 
Association,37  a medical  society  formed  in  1884.  This  lat- 
ter society  was  formed  among  disaffected  MSSNY  mem- 
bers who  unlike  the  MSSNY  favored  a continued  associa- 
tion with  the  American  Medical  Association.  The 
MSSNY’s  medical  journal,  Transactions  of  the  Medical 
Society  of  the  State  of  New  York,  began  publication  in 
1807.  The  MSSNY  continued  to  publish  it  under  that 
name  until  1905.  In  that  year  the  MSSNY  and  the  splin- 
ter group,  the  New  York  State  Medical  Association,  voted 
to  merge  and  were  unified  under  the  name  Medical  Soci- 
ety of  the  State  of  New  York.39  The  MSSNY  then  ceased 
publishing  the  Transactions  and  adopted  the  New  York 
State  Journal  of  Medicine  as  its  official  medical  journal. 
There  was  a five-year  overlap,  1901-1905,  between  the 
two  publications.  Although  the  New  York  State  Journal 
of  Medicine  is  now  in  its  89th  year,  its  predecessor,  the 
Transactions , goes  back  182  years. 

The  New-York  Journal  of  Medicine  was  another  scien- 
tific medical  journal  with  a similar  name  that  had  no  rela- 
tionship to  either  the  New  York  Medical  Journal  or  the 
New  York  State  Journal  of  Medicine.  It  was  first  pub- 
lished in  July  1843  and  continued  publication  until  May 
1860  when  it  was  superseded  by  the  American  Medical 
Times , which  was  then  published  from  July  1860  to  Sep- 
tember 1864. 40  The  New-York  Journal  of  Medicine  was 
subtitled  and  the  Collateral  Sciences. 
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As  this  brief  history  indicates  the  lives  of  medical  jour- 
nals are  more  complex  than  one  might  suspect. 
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CASE  REPORTS 


Nonfatal  pulmonary  edema  following  cocaine  smoking 

Linda  Efferen,  md;  David  Palat,  md;  Jay  Meisner,  md 


As  the  illicit  use  of  cocaine  increases, 
and  as  the  methods  of  ingestion  vary, 
the  number  and  types  of  complications 
multiply.  While  in  some  instances  the 
mechanism  by  which  cocaine  induces 
various  medical  complications  can  be 
presumed,  in  other  instances  the  mech- 
anism is  less  well  defined.1-2  Reports  of 
pulmonary  complications  have  concen- 
trated on  the  diffusion  impairment  seen 
in  chronic  cocaine  smokers3-4  as  well  as 
episodes  of  pneumomediastinum  and 
pneumothorax  following  cocaine  inha- 
lation.1 A recent  case  report  implicated 
an  immunologically  mediated  process 
in  a nonfatal  reaction  to  the  inhalation 
of  cocaine,5  a mechanism  that  had  been 
postulated  to  explain  the  rapidity  of  fa- 
tal reactions  occasionally  seen  in  nar- 
cotics abusers  in  the  absence  of  docu- 
mented toxic  levels.6  While  pulmonary 
edema  secondary  to  narcotic  abuse  has 
been  well  described,7-8  there  has  been 
little  evidence  in  the  literature  implicat- 
ing cocaine.  We  report  a patient  who 
presented  with  nonfatal  pulmonary 
edema  following  the  smoking  of  co- 
caine. This  clinical  entity  has  been  not- 
ed premortem  in  only  two  prior  re- 
ports,9-10 though  the  postmortem 
finding  of  pulmonary  congestion  and 
edema  is  felt  to  be  a universal  conse- 
quence of  cocaine-related  deaths.2  Only 
one  patient  previously  reported  has  sur- 
vived.9 

Case  Report 

A 33-year-old  woman  presented  with  dys- 
pnea, cough  productive  of  slightly  blood- 
tinged  sputum,  fever,  and  a feeling  of  chest 
tightness  approximately  30  hours  after 
smoking  cocaine.  She  had  a history  of  mild 
asthma  treated  only  with  an  isoproterenol 
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metered  dose  inhaler  as  needed,  and  she  ad- 
mitted to  habitual  recreational  use  of  co- 
caine intranasally  as  well  as  by  smoking. 
She  denied  intravenous  drug  abuse  and  had 
no  other  identifiable  risk  factors  for  ac- 
quired immunodeficiency  syndrome 
(AIDS). 

The  patient  delayed  seeking  medical  at- 
tention for  48  hours,  during  which  time  she 
experienced  persistent  dyspnea  and  nonpro- 
ductive cough.  On  presentation  to  the  emer- 
gency room,  she  was  found  to  be  febrile  to 
101  °F,  but  was  afebrile  thereafter.  Her  res- 
piratory rate  was  38  breaths  per  minute.  Ex- 
amination of  the  chest  revealed  scattered 
rales  in  the  left  lung  and  occasional  expira- 
tory wheezing  anteriorly.  Laboratory  stud- 
ies revealed  a white  blood  cell  count  of  20.2 
X 103//iL  with  85%  neutrophils,  10%  lym- 
phocytes, 3%  monocytes,  and  2%  eosino- 
phils. The  hemoglobin  was  9.1  g/dL  with  a 
mean  corpuscular  volume  of  58  fL.  Blood 
chemistry  studies  were  within  normal  limits. 
Arterial  blood  gas  obtained  while  the  pa- 
tient was  breathing  room  air  showed  a pH  of 
7.44,  Pco2  of  34  mm  Hg,  and  a Po2  of  57 
mm  Hg  with  90.6%  saturation.  Pulmonary 
function  testing  revealed  a forced  vital  ca- 
pacity of  1 .06  liters,  a forced  expiratory  vol- 
ume (FEV|)  of  0.88  liters  with  no  improve- 
ment after  bronchodilator  therapy. 
Diffusing  capacity  of  the  lung  for  carbon 
monoxide  was  45%  of  predicted.  The  pa- 
tient's chest  Film  was  markedly  abnormal 
with  diffuse  bilateral  alveolar  infiltrates 
(Fig  1).  The  electrocardiogram  was  signifi- 
cant for  inverted  T waves  throughout  the 
precordial  leads.  A toxicology  screen  was 
not  performed  due  to  the  delay  between  the 
patient's  last  reported  use  of  cocaine  and  the 
time  of  presentation. 

The  patient  was  empirically  started  on  tri- 
methoprim-sulfamethoxazole (for  pre- 
sumed Pneumocystis  carinii  pneumonia 
(PCP))  and  erythromycin,  and  underwent 
bronchoscopy  with  bronchoalveolar  lavage 
and  transbronchial  biopsy  36  hours  after  ad- 
mission. A postbronchoscopy  chest  film 
showed  marked  resolution  of  the  alveolar  in- 
filtrates (Fig  2).  By  the  fifth  hospital  day, 
the  patient’s  chest  film  was  normal,  hypox- 
emia had  resolved  with  a return  of  exercise 
tolerance  to  baseline,  and  the  electrocardio- 
gram had  normalized. 

Pathologic  examination  of  the  biopsy 


FIGURE  1.  Admission  posteroanterior  chest 
film  showing  diffuse  bilateral  alveolar  infil- 
trates. 


specimens  revealed  mild  interstital  inflam- 
matory changes  and  did  not  show  PCP,  acid- 
fast  bacilli  (AFB),  or  fungal  pathogens. 
Antibiotics  were  discontinued,  and  the  pa- 
tient was  discharged  in  good  condition. 


Discussion 

The  radiologic  appearance  of  a pat- 


FIGURE  2.  Postbronchoscopy  posteroanterior 
chest  film  showing  resolution  of  alveolar  infil- 
trates. 
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tern  of  ground-glass  density  that  is  dif- 
fuse and  bilateral,  followed  by  rapid 
and  complete  clearance  of  that  density, 
is  consistent  with  a diagnosis  of  pulmo- 
nary edema,  temporally  related  to  co- 
caine smoking.  This  diagnosis  is  sup- 
ported by  the  patient’s  history  of 
cocaine  use  as  well  as  the  rapid  and  clin- 
ical response  in  the  absence  of  any  other 
identifiable  pathogenic  agent.  The 
pathophysiology  of  this  phenomenon  is 
not  clear.  Although  the  patient's  elec- 
trocardiogram could  suggest  a cause  of 
cocaine-induced  ischemia  with  subse- 
quent cardiogenic  pulmonary  edema, 
inverted  T waves  are  a nonspecific  find- 
ing and  could  be  due  to  primary  central 
nervous  system  or  pulmonary  process- 
es. Other  potential  pathophysiologic 
mechanisms  include  neurogenic  pulmo- 
nary edema  induced  by  cocaine,  direct 
pulmonary  toxicity,  or  a hypersensitivi- 
ty phenomenon.  In  addition,  it  is  possi- 
ble that  some  other  substance  used  to 
dilute  the  drug  prior  to  sale  is  responsi- 
ble for  the  clinical  findings  of  pulmo- 
nary edema.  We  were  unable  to  obtain 
a specimen  for  analysis  from  this  pa- 
tient. 


Other  authors  have  found  a high  fre- 
quency of  diffusion  impairment  in 
chronic  cocaine  smokers.3-4  It  is  inter- 
esting to  speculate  that  this  patient’s  in- 
terstitial changes  on  transbronchial  bi- 
opsy could  be  the  pathologic  correlate 
of  this  diffusion  impairment.  Of  note  is 
that  in  the  previous  case  report  of  non- 
fatal  pulmonary  edema,  diffusion  was 
normal,  as  was  the  biopsy  specimen. 
This  is  in  contrast  to  the  case  of  pre- 
sumed hypersensitivity  to  cocaine, 
which  documented  both  an  abnormal 
diffusion  and  an  abnormal  lung  biopsy 
in  the  presence  of  eosinophilia  and  an 
elevated  IgE  level.  It  seems  possible 
that  there  may  be  multiple  pathophysi- 
ologic responses  of  the  lung  in  response 
to  the  inhalation  of  cocaine. 

There  currently  exists  a need  to  de- 
fine the  pathophysiology  of  cocaine-in- 
duced nonfatal  pulmonary  edema  as 
well  as  other  possible  mechanisms. 
There  is  also  a need  for  increased  clini- 
cal cognizance  of  this  entity,  so  that  the 
diagnosis  is  considered  in  patients  who 
present  with  similar  symptoms  and 
findings.  If  there  is  a high  suspicion  of 
cocaine-induced  pulmonary  edema  in 


an  otherwise  stable  patient,  we  suggest 
close  clinical  and  radiographic  follow- 
up prior  to  more  invasive  diagnostic 
procedures. 
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Leiomyomatous  tumors:  Presentation  of  a giant  gastric 
leiomyoma  and  a review  of  the  literature 


Steven  P.  Cohen,  md;  Cheryl  Frydman,  md;  Maurice  J.  Zimmerman,  md; 

Fazlollah  Moqtaderi,  md 


More  than  90%  of  tumors  of  gastric  ori- 
gin diagnosed  prior  to  autopsy  are  ma- 
lignant.1 Among  these,  the  overwhelm- 
ing majority  are  of  mucosal  origin.  The 
most  common  benign  gastric  neoplasm 
is  the  leiomyoma,  a smooth  muscle  tu- 
mor comprising  41.7%  of  the  total.2 
Most  of  these  are  incidental  findings  at 
autopsy  or  during  other  surgical  proce- 
dures, and  they  carry  with  them  an  ex- 
cellent prognosis.  Gastric  leiomyosar- 
comas are  considerably  less  common, 
accounting  for  less  than  3%  of  all  malig- 
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nancies  of  the  stomach.3'4  They  hold  a 
much  less  favorable  prognosis. 

Case  Report 

A 52-year-old  woman  was  admitted  to 
Mount  Sinai  Hospital  with  a one-day  histo- 
ry of  hematemesis  and  melena,  a 10-lb 
weight  loss  over  the  previous  five  months, 
and  a history  of  early  satiety.  She  also  noted 
an  enlarging  upper  abdomen  over  the  past 
few  months.  Four  days  prior  to  admission 
crampy  periumbilical  pain  developed  which 
spontaneously  resolved  in  two  hours.  Fol- 
lowing that  she  felt  lethargic  and  experi- 
enced several  syncopal  episodes.  The  patient 
denied  any  previous  episodes  of  hemateme- 
sis, melena,  or  hematochezia.  Her  medical 
history  was  noncontributory;  her  surgical 
history  included  an  uncomplicated  appen- 
dectomy performed  20  years  earlier. 


Physical  examination  on  admission  dem- 
onstrated a flat,  nontender  abdomen  con- 
taining a firm,  nonmobile  25  X 25  cm  mass 
located  in  the  midline,  with  its  center  just 
above  the  umbilicus.  Laboratory  results 
were  significant  for  a hematocrit  of  18%,  a 
blood  urea  nitrogen  of  36  mg/dL,  and  a cre- 
atinine of  1.0  mg/dL.  Her  stools  were  posi- 
tive for  occult  blood.  Endoscopy  showed  a 
large  clot  located  approximately  10  cm  be- 
low the  gastroesophageal  junction  along  the 
greater  curvature  of  the  stomach.  An  ab- 
dominal computed  tomographic  (CT)  scan 
revealed  a large,  round,  intrabdominal  mass 
compressing  the  liver  and  right  kidney,  and 
displacing  the  stomach  along  the  left  side  of 
the  abdominal  wall  (Fig  1). 

Following  admission,  gastrointestinal 
bleeding  continued  intermittently  until 
morning,  requiring  transfusion  of  three 
units  of  blood.  On  the  day  of  surgery,  the 
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FIGURE  1.  Computed  tomography  of  the  up- 
per abdomen.  A large  exogastric  mass  is  shown 
compressing  the  liver  and  right  kidney.  In  addi- 
tion, displacement  of  the  stomach  anteriorly  is 
noted. 

patient  began  to  bleed  again  profusely,  and 
was  transfused  with  an  additional  three 
units.  She  underwent  an  exploratory  lapa- 
rotomy on  the  third  hospital  day,  with  a pre- 
operative  diagnosis  of  abdominal  mass  of 
undetermined  nature.  A gastric  leiomyoma 
was  considered  the  most  likely  diagnosis. 

At  surgery,  a large  mass  arising  from  the 
posterior  wall  of  the  stomach  next  to  the 
lesser  curvature  and  eroding  into  the 
branches  of  the  left  gastric  artery  was  found. 
It  expanded  posteriorly  to  occupy  the  entire 
lesser  sac,  displacing  all  adjacent  organs. 
The  mass  was  carefully  isolated  and  excised 
together  with  a 3-cm  gastric  wedge.  The  fro- 
zen section  yielded  a diagnosis  of  leio- 
myoma. Careful  inspection  revealed  no  me- 
tastases.  The  postoperative  course  was 
uneventful,  and  the  patient  was  discharged 
on  the  eighth  postoperative  day. 

The  excised  specimen  weighed  2,800 
grams  and  measured  24  cm  in  greatest  di- 
ameter. Its  gross  appearance  was  that  of  an 
ovoid,  encapsulated,  red-tan  mass.  Section- 
ing revealed  multiple  cystic  spaces  measur- 
ing up  to  1 .0  cm  in  diameter  containing  clear 
serous  fluid  within  homogeneous  tan  tissue 
(Fig  2). 

On  histologic  examination,  the  mass  con- 
sisted of  whorled,  uniform  bundles  and  in- 
tersecting fascicles  of  smooth  muscle  cells 
with  minimal  pleomorphism  (Fig  3).  The 
cells  were  fusiform  shaped  and  contained 
centrally  located  vesicular  nuclei  with 
rounded  ends.  Mitotic  activity  was  less  than 


FIGURE  2.  Gross  appearance  of  sectioned 
mass  shows  multiple  cystic  spaces  in  a back- 
ground of  smooth  muscle. 


FIGURE  3.  Flistology  of  leiomyoma:  intersect- 
ing bundles  of  uniform  smooth  muscle  cells  (he- 
matoxylin-eosin  stain,  original  magnifica- 
tion X 100). 

one  per  ten  high  power  fields.  Rare  foci  of 
nuclear  palisading  were  present  in  addition 
to  occasional  areas  of  hypercellularity  con- 
taining little  intervening  connective  tissue. 
Hydropic  degeneration  and  necrosis  were 
scattered  throughout  the  mass. 

Discussion 

Leiomyomas,  leiomyoblastomas,  and 
leiomyosarcomas  are  all  included  under 
the  category  of  leiomyomatous  tumors. 
Together,  they  present  a diagnostic  di- 
lemma for  the  clinician,  the  radiologist, 
and  the  pathologist.  It  is  nevertheless 
very  important  to  distinguish  among 
them,  for  they  differ  in  terms  of  both 
prognosis  and  therapy. 

Leiomyomas.  Leiomyomas  com- 
prise the  majority  of  smooth  muscle 
neoplasms  in  the  gastrointestinal  tract. 
Most  are  well-circumscribed  masses, 
frequently  arising  in  the  mid  to  distal 
stomach,  especially  along  the  anterior 
wall.5  Sizes  range  from  under  0.5  cm  to 
upwards  of  30  cm,  with  the  mean  diam- 
eter varying  among  the  different  sub- 
types.  Less  than  2%  of  tumors  identified 
histologically  as  leiomyoma  metasta- 
size, with  those  that  do  probably  being 
misdiagnosed  leiomyosarcomas.6  The 
number  of  mitoses  is  the  most  reliable 
indicator  of  benign  status,  with  the  fre- 
quency of  mitoses  for  benign  neoplasms 
generally  accepted  to  be  less  than  one 
per  ten  high  powered  fields  (HPF).  Al- 
though some  studies  have  found  men 
and  women  to  be  equally  affected,7 
most  have  shown  the  tumor  to  have  a 
slight  predilection  towards  men.5-8  The 
peak  incidence  occurs  during  the  sixth 
decade  of  life.6-9 

Although  the  majority  of  leiomyo- 
mas are  asymptomatic,  because  of  their 
relatively  high  frequency,  they  are 
more  often  implicated  in  causing  symp- 
toms than  are  their  less  common  malig- 
nant counterparts,  the  leiomyosarco- 
mas. Of  those  tumors  that  do  cause 
patients  to  seek  medical  attention,  they 
are  often  mistaken  for  adenocarcinoma 


of  the  stomach  or,  if  no  mass  is  palpa- 
ble, for  peptic  ulcer  disease.  Abdominal 
pain  independent  of  eating  is  the  most 
frequent  presentation,  followed  closely 
thereafter  by  melena  and/or  hemate- 
mesis.  Although  bleeding  is  present  in 
up  to  50%  of  leiomyomas,  benign 
smooth  muscle  tumors  account  for  less 
than  1%  of  cases  of  upper  gastrointesti- 
nal bleeding.12  A palpable  mass,  weak- 
ness, weight  loss,  and  abdominal  ten- 
derness are  other  principal  signs  and 
symptoms.  Less  common  manifesta- 
tions include  dysphagia,  early  satiety, 
vomiting,  dyspnea,  and  dizziness.  Al- 
most all  benign  gastric  smooth  muscle 
tumors  are  found  in  the  mid  to  distal 
stomach,  with  the  antrum  being  the 
most  common  location.5  Treatment  in- 
volves local  resection  including  ade- 
quate margins  (>2  cm),  with  some 
studies  recommending  a more  extensive 
resection  for  the  larger  masses.7 

Leiomyomas  are  commonly  divided 
into  one  of  three  categories  based  on 
microscopic  appearance.  This  histo- 
pathologic classification  was  first  pre- 
sented by  Stout13  and  later  updated  by 
Martin  et  al14  and  Stout.8  They  are  as 
follows. 

Ordinary  leiomyoma.  This  group 
represents  the  majority  of  the  benign 
smooth  muscle  tumors.  They  show 
varying  degrees  of  differentiation  to- 
wards smooth  muscle  tissue,  with  inter- 
lacing bundles  of  spindle  shaped  cells. 
Tumors  in  this  category  tend  to  be 
slightly  smaller  than  other  leiomyomas 
and,  consequently,  a smaller  percent- 
age of  patients  present  with  clinical  evi- 
dence of  a tumor.  The  five-year  mortal- 
ity ranges  from  20%  in  some  studies15  to 
0%  in  others.7 

Cellular  leiomyoma.  In  these  tu- 
mors, the  nuclei  are  prominent  when 
compared  to  the  cytoplasm,  giving  the 
neoplasm  a cellular  appearance.  Al- 
though these  tumors  are  somewhat 
larger  (median  size  of  4 cm  vs  1 cm) 
and  cause  more  symptoms  than  ordi- 
nary leiomyomas,  the  overall  prognosis 
is  similar.7-15 

Leiomyoma  with  regimenta- 
tion. These  are  tumors  which,  in  addi- 
tion to  the  paucity  of  mitotic  figures 
and  lack  of  invasion  common  to  all  leio- 
myomas, show  a prominent  regimenta- 
tion of  their  nuclei.  This  is  the  least 
common  of  the  leiomyomas.  They  too 
carry  an  auspicious  prognosis;  Salmela 
and  Tallqvist15  reported  a 0%  mortality- 
in  eight  recorded  cases. 

Leiomyoblastoma.  The  term  leio- 
myoblastoma  was  first  proposed  by 
Martin  et  al14  and  Stout8  to  describe  an 


JULY  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  417 


unusual  group  of  smooth  muscle  tu- 
mors of  the  stomach  which  macroscopi- 
cally  resembled  leiomyomas,  but  which 
displayed  completely  different  histolog- 
ic features.  This  term  carries  no  malig- 
nant implications,  and  all  leiomyoblas- 
tomas  should  be  referred  to  as  either  be- 
nign or  malignant  leiomyoblastomas. 
The  latter  group  should  be  treated  the 
same  as  the  leiomyosarcomas. 

Over  the  years,  these  neoplasms  have 
been  given  a number  of  different  names 
such  as  bizarre  leiomyoma,  epithelioid 
leiomyoma,  epithelioid  leiomyosar- 
coma, etc.  However,  in  1977,  the  World 
Health  Organization  reclassified  them 
as  leiomyoblastomas.16  These  tumors 
are  characterized  by  a bizarre  histolog- 
ic appearance.  They  consist  of  sheets 
(rather  than  bundles)  of  slightly  eosino- 
philic, spindle  shaped  cells  lacking  dis- 
tinct myofibrils,  and  round  or  polygonal 
“epithelioid”  cells  containing  clear  cy- 
toplasm.5 Tumors  having  more  than 
four  to  five  mitoses  per  50  HPF  are  con- 
sidered to  be  malignant,  and  carry  a 
five-year  survival  rate  similar  to  leio- 
myosarcomas.17 

The  clinical  presentation  of  leio- 
myoblastoma  is  similar  to  that  of  leio- 
myoma with  respect  to  age,  type  and 
quality  of  symptoms,  and  radiographic 
findings.7  However,  these  tumors  are 
usually  slightly  larger  than  ordinary 
leiomyomas,  and  consequently  are 
more  often  symptomatic.  Approxi- 
mately 80%  of  all  leiomyoblastomas  oc- 
cur in  the  stomach,  with  75%  being 
found  in  the  antrum.18  In  Stout’s  origi- 
nal series,  only  two  of  69  patients  devel- 
oped metastases.8  Abramson’s19  review 
of  190  patients  with  leiomyoblastoma 
revealed  that  only  12%  went  on  to  de- 
velop malignant  disease  as  evidenced  by 
documented  metastases.  However,  La- 
ven  et  al20  found  that  a disturbing  38% 
of  patients  with  gastric  leiomyoblasto- 
mas died  within  three  years.  Most 
available  literature  has  thus  far  sup- 
ported Stout’s  data,  showing  the  over- 
whelming majority  to  be  benign  and 
without  metastases.  The  treatment  for 
the  benign  tumors  is  the  same  as  for 
leiomyomas. 

Leiomyosarcoma.  Patients  with 
gastric  leiomyosarcomas  are  similar  to 
patients  with  gastric  leiomyomas  in 
having  the  same  age  and  sex  distribu- 
tion. The  tumors  are  considerably  larg- 
er than  leiomyomas,  averaging  about 
10  cm  in  diameter.  Almost  all  patients 
are  symptomatic,  with  the  most  fre- 
quent findings  being  abdominal  pain,  a 
palpable  mass  on  physical  examination, 
recent  weight  loss,  and  melena.  Few  pa- 


tients have  their  symptoms  for  more 
than  a year  prior  to  hospitalization. 

Exogastric  tumors  outnumber  both 
intramural  and  endogastric  tumors 
combined.  They  tend  to  be  larger  and 
less  differentiated  than  the  other  two, 
and  consequently  hold  a worse  progno- 
sis.17 

Approximately  40%  of  gastric  leio- 
myosarcomas arise  in  the  body  of  the 
stomach,  although  a disproportionate 
percentage  involve  both  the  fundus  and 
cardia.  They  occur  most  commonly  on 
the  posterior  wall,  as  opposed  to  leio- 
myomas, which  have  a propensity  to  in- 
volve the  anterior  wall.5  No  known  as- 
sociation exists  between  the  anatomic 
location  of  the  tumor  and  a patient’s 
age,  sex,  or  subtype  of  malignancy. 
While  the  prognosis  of  leiomyosarcoma 
is  better  than  that  of  gastric  adenocar- 
cinoma because  of  its  slower  growth, 
lack  of  submucosal  infiltration,  and 
lack  of  lymphatic  spread,  it  is  not  innoc- 
uous. Previous  studies  show  tumor  inva- 
sion of  adjacent  organs  and  structures 
to  occur  in  a significant  number  of 
cases,  with  published  reports  ranging 
from  25%2  to  76%. 21  The  five-year  mor- 
tality rate  correlates  well  with  size.  Ap- 
pelman  et  al5  found  85%  of  tumors  6 cm 
or  more  metastasized,  whereas  only 
20%  of  tumors  under  6 cm  did.  Meta- 
static spread  for  malignant  gastric 
smooth  muscle  tumors  is  usually  hema- 
togenous, with  the  liver  and  peritoneum 
being  the  most  frequent  sites. 10-17-22-23 
The  size,  stage,  and  degree  of  differen- 
tiation determine  the  prognosis,  with  an 
average  five-year  survival  rate  ranging 
from  30%  in  some  studies23  to  65%  in 
others.10 

The  diagnosis  of  leiomyosarcoma  can 
be  very  difficult.  Weight  loss  and  a 
large,  tender  mass  on  physical  exami- 
nation support  the  diagnosis  of  leio- 
myosarcoma, but  these  symptoms  are 
also  present  in  benign  tumors.  The  ma- 
jority of  leiomyosarcomas  show  central 
ulceration  and  necrosis  of  the  overlying 
mucosa  with  subsequent  hemorrhage, 
but  these  are  not  specific  findings.  Mi- 
croscopically, most  leiomyosarcomas 
contain  at  least  one  mitotic  figure  per 
HPF,  and  in  the  absence  of  gross  infil- 
tration or  metastases,  mitotic  frequen- 
cy is  the  most  consistent  and  reliable 
index  for  the  diagnosis  of  leiomyosar- 
coma. Treatment  of  leiomyosarcoma  is 
a function  of  tumor  size.  A wedge  or 
limited  partial  resection  is  adequate 
for  smaller  tumors,  while  larger  ones 
require  either  a total  or  subtotal  gas- 
trectomy.17 There  is  no  need  to 
obtain  extra  wide  margins  on  the  stom- 


ach, as  is  done  in  treating  gastric  carci- 
nomas. The  efficacy  of  chemotherapy 
has  not  been  established,  and  the  re- 
sponse to  radiotherapy  has  thus  far 
been  poor. 

Summary.  Nonepithelial  tumors  of 
gastric  origin  are  infrequently  encoun- 
tered, with  only  a minority  of  these  be- 
ing clinically  significant.  Of  those  seen 
in  a clinical  setting,  the  most  common 
by  far  is  the  leiomyoma.  The  differen- 
tial diagnosis  depends  on  the  presenta- 
tion, with  the  symptoms  being  propor- 
tional to  the  size  of  the  tumor.  Pain  and 
bleeding  are  the  most  common  symp- 
toms. Physical  examination  is  noncon- 
tributory in  most  cases  of  benign  leio- 
myomatous  tumors,  although  a mass  is 
not  infrequently  palpable.  A low  he- 
matocrit may  or  may  not  be  present. 

Sonography  is  the  procedure  of 
choice  for  the  evaluation  of  abdominal 
masses.24  With  most  exophytic  masses, 
the  gastric  origin  can  be  definitively  es- 
tablished, and  in  a large  percentage  of 
these,  the  correct  preoperative  diagno- 
sis is  suggested.25-26  Other  advantages 
of  ultrasound  include  establishing  the 
nature  of  the  mass,  documenting  the 
presence  of  necrosis,  cavitation,  and  as- 
cites, and  determining  whether  or  not 
hepatic  metastases  are  present.  CT 
evaluation  may  provide  valuable  addi- 
tional information  regarding  the  poten- 
tial success  of  surgery,  and  CT  is  more 
sensitive  than  ultrasound  in  detecting 
lung  metastases  and  determining  the 
extent  of  exophytic  infiltration.27 

The  sine  qua  non  of  diagnostic  tests  is 
the  upper  gastrointestinal  series,  which 
reveals  an  abnormality  in  more  than 
80%  of  cases.5-6  The  most  consistent 
feature  seen  is  a gastric  filling  defect. 
On  the  basis  of  roentgenologic  findings, 
a diagnosis  of  smooth  muscle  tumor  of 
the  stomach  can  be  made  in  more  than 
50%  of  cases. 

While  smooth  muscle  tumors  of  the 
stomach  are  by  no  means  common,  they 
are  certainly  not  rare.  These  tumors 
may  present  in  a myriad  of  ways  that 
the  astute  clinician  should  be  aware  of, 
and  surgical  intervention  is  recom- 
mended for  all  leiomyomatous  tumors 
producing  symptoms.  The  histopatho- 
logic diagnosis  of  these  tumors  can  be 
very  difficult  on  limited  biopsy  speci- 
mens, and  frozen  section  examinations 
are  unreliable  for  the  diagnosis  of  ma- 
lignancy. The  surgeon  confronted  with 
such  a tumor  at  the  time  of  surgery 
must  perform  a surgical  procedure  that 
would  be  adequate  if  the  tumor  indeed 
proved  to  be  a sarcoma,  but  not  unrea- 
sonably excessive  if  it  proves  to  be  be- 
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nign.  Because  the  prognosis  for  even  the 
malignant  tumors  is  clearly  superior  to 
that  for  other  gastric  malignancies,  a 
quick  and  accurate  preoperative  diag- 
nosis is  of  the  utmost  importance. 
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Chest  wall  deformity  following  expansion  of  irradiated  soft 

tissue  for  breast  reconstruction 

Peter  Bela  Fodor,  md,  Alexander  J.  Swistel,  md 


Tissue  expansion  is  a common  tech- 
nique for  postmastectomy  breast  recon- 
struction in  patients  with  local  soft  tis- 
sue deficiency.  Irradiated  soft  tissue 
poorly  tolerates  tissue  expansion. 
Therefore,  the  method  is  generally  not 
recommended  in  this  setting. 

This  case  report  describes  a patient  in 
whom  tissue  expansion  in  an  irradiated 
field  resulted  in  persistent  deformity  of 
the  bony  chest  wall.  No  soft  tissue  com- 
plications were  noted. 

Case  Report 

A 48-year-old  postmenopausal  woman 
was  found  to  have  a 3-cm  right  upper  outer 
quadrant  breast  mass  at  the  age  of  39,  in 
1979.  An  incisional  biopsy  disclosed  adeno- 
carcinoma. She  then  underwent  a lower  ax- 
illary sampling  procedure.  This  was  fol- 
lowed by  radiation  therapy  of  5,000  rads  to 
the  right  breast,  supraclavicular  area,  and 
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axilla.  In  addition,  she  received  interstitial 
irradiation  in  the  form  of  iridium  implanta- 
tion in  the  region  of  the  original  gross  tumor. 
Five  years  later,  in  1984,  local  recurrence 
was  suspected.  A wedge-shaped  excisional 
biopsy  verified  this  to  be  an  adenocarcino- 
ma, similar  in  histology  to  the  original  tu- 
mor. Modified  radical  mastectomy  was  rec- 
ommended. However,  the  patient  refused  to 
accept  this  unless  breast  reconstruction 
could  be  done  at  the  same  time.  The  inherent 
risks  of  using  local  tissue  for  reconstruction 
in  an  irradiated  Field  were  explained  in  de- 
tail to  her  and  her  husband.  In  spite  of  this, 
distant  tissue  transfer  was  declined.  The  op- 
posite breast  was  estimated  to  be  approxi- 
mately 300  cc  in  volume  and  was  mildly  pto- 
tic  in  shape. 

At  the  time  of  the  modified  radical  mas- 
tectomy, an  inflatable  tissue  expander  was 
introduced  in  a totally  submuscular  pocket. 
Very  slow,  gradual  expansion  followed  dur- 
ing the  ensuing  six  months,  eventually 
reaching  a volume  of  455  cc.  At  this  point,  a 
diminution  in  the  size  of  the  right  breast 
mound  was  noted.  Mechanical  failure  of  the 
expansion  device  was  suspected.  This  was 
confirmed  at  surgical  exploration  and,  in- 
deed, a hole  was  found  in  the  posterior  as- 
pect of  the  expander  (far  away  from  the  re- 


mote feeding  port).  A new  expander  was 
introduced  and  expansion  continued  at  a 
slow  rate  over  another  six  months,  reaching 
a total  volume  of  650  cc.  It  was  noted  at  this 
point  that  the  size  of  the  breast  mound  that 
was  created  was  not  proportionate  with  this 
volume  of  expansion.  A leak,  however,  was 
not  suspected.  No  further  expansion  was 
carried  out.  During  the  next  two  months,  the 
mound  remained  stable  in  size  and  became 
softer  to  the  touch. 

Subsequently,  the  expander  was  removed 
and,  indeed,  it  was  found  to  be  intact  and 
contained  approximately  650  cc  of  saline.  A 
concave  depression  at  the  undersurface  of 
the  expander  was  found  deforming  the  rib 
cage  in  an  inward  direction,  of  equal  depth 
as  the  height  of  the  projection  of  the  breast 
mound.  A double  lumen  breast  implant  of 
400  cc  total  volume  was  introduced.  The 
postoperative  course  was  uneventful. 
Though  judged  by  the  surgeon  to  be  less 
than  optimal,  the  aesthetic  result  of  the  re- 
construction was  satisfactory  to  the  patient. 

During  the  following  two  years,  the  recon- 
structed right  breast  mound  became  fairly 
soft  to  the  touch  and  remained  so.  In  the  fall 
of  1987,  a mass  in  the  left  breast  was  noted. 
Despite  a normal  mammogram,  a biopsy 
proved  the  mass  to  be  an  adenocarcinoma. 
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FIGURE  1.  Computed  tomographic  scan  from 
February  1988,  two  years  after  surgery,  illus- 
trating bilateral  breast  reconstruction.  Note 
concave  right  chest  wall  deformity  adjacent  to 
silicone  gel  prosthesis. 


The  patient  elected  to  undergo  a left  modi- 
fied radical  mastectomy.  An  immediate  tis- 
sue expansion  technique  breast  mound  re- 
construction was  also  carried  out.  The 
postoperative  course  was  uneventful.  The 
reconstructed  breast  domes  are  similar  in 
size  but  not  symmetric  in  shape.  In  spite  of 
this,  the  patient  remains  content  and  is 
awaiting  bilateral  nipple  areolar  complex 
reconstruction. 

A computed  tomographic  (CT)  scan  from 
February  1988  (Fig  1)  clearly  illustrates  the 
persistent  concave  deformity  of  the  left  side 
of  the  thoracic  cage  adjacent  to  the  left 
breast  prosthesis.  The  right  breast,  which 
was  also  reconstructed  by  tissue  expansion 
but  received  no  irradiation,  shows  no  abnor- 
mality. 

Discussion 

Tissue  expansion,  a technique  first 
reported  by  Neumann,1  was  subse- 
quently popularized  for  clinical  use  by 
the  pioneering  works  of  Radovan2  3 and 
many  others.  Though  its  application  ex- 
tends to  practically  all  body  regions,  it 
is  most  commonly  employed  for  post- 
mastectomy breast  reconstruction. 

Research  information  on  tissue  ex- 
pansion is  scanty  in  comparison  with 
the  amount  of  clinical  experience 
gained  with  the  technique  over  the  last 
ten  years.  Though  histologic  and  ultra- 
structural  changes  in  expanded  human 
tissues  have  been  studied,  the  data  ob- 
tained are  still  sporadic  and  do  not  an- 


swer many  questions.4  6 It  was  found 
that  the  epidermis  became  significantly 
thicker  during  expansion  but  returned 
later  to  its  preoperative  thickness.7  In 
contrast,  the  subcutaneous  tissues  and 
dermis  were  found  to  become  thinner 
during  expansion  and  thickened  back  to 
their  preoperative  state  two  years  after 
removal  of  the  expander.  Skeletal  mus- 
cles, soon  after  expansion,  were  found 
to  undergo  some  atrophy.  There  have 
been  no  significant  differences  in  ani- 
mal research  studies  in  the  surviving 
length  between  expanded  and  delayed 
skin  flaps.8 

Various  complications,  such  as  he- 
matoma, infection,  wound  dehiscence, 
thinning  of  expanded  tissues,  erosion, 
contracting  capsule  formation  around 
the  expander,  and  mechanical  failure  of 
the  device  have  been  well  documented 
in  patients  undergoing  tissue  expan- 
sion. 

Successful  tissue  expansion  of  the 
scalp  in  the  pediatric  and  adult  age 
groups  has  been  reported  for  correction 
of  scalp  defects  and  male  pattern  bald- 
ness.9-13  Though  the  method  has  not 
been  recommended  at  an  age  prior  to 
fusion  of  the  cranial  sutures,  at  the  age 
of  60  days,  craniopagus  twins  were  suc- 
cessfully separated  using  scalp  expan- 
sion.14 At  the  time  of  surgery,  only  mild 
discrepancy  of  the  bony  plates  adjacent 
to  the  expanders  was  noted.  Chest  wall 
bony  deformity,  not  unlike  the  one  re- 
ported in  this  paper,  was  recently  de- 
scribed15 in  a postmenopausal  woman 
in  connection  with  tissue  expansion  for 
breast  reconstruction.  The  combination 
of  severe  osteoporosis,  chronic  steroid 
use,  and  peripheral  vascular  disease 
present  in  that  patient  was  thought  to 
be  a contributing  factor.  Also,  in  a re- 
cent letter  to  the  editor  of  Plastic  and 
Reconstructive  Surgery^  another  sim- 
ilar case  was  mentioned  in  a 43-year- 
old  woman.  Presence  of  “thick  periex- 
pander  fibrous  capsule”  was  thought  to 
be  responsible  for  the  bone  deformity 
noted.  Neither  of  these  two  patients  ap- 
parently received  radiotherapy  prior  to 
their  breast  reconstruction. 


Prior  to  these  recent  reports,  no  cra- 
nial or  other  osseous  defects  had  been 
reported  as  complications  of  tissue  ex- 
pansion. 

No  report  in  the  literature  could  be 
found  describing  the  complication  of 
bony  chest  wall  deformity  in  connection 
with  tissue  expansion  in  a patient  with 
past  history  of  radiotherapy.  The  un- 
yielding nature  of  radiation-induced 
soft  tissue  fibrosis  resulted  in  deforma- 
tion of  the  ribs  in  this  case,  in  spite  of  a 
very  slow  rate  of  expansion. 
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Psoas  abscess  in  the  neonate 


Lutgarda  Abad  Vasquez,  md;  Sanjivan  Patel,  md;  Judy  G.  Saslow,  md; 

Francisca  T.  Velcek,  md 


Primary  psoas  abscess  is  a distinct  clini- 
cal entity.1  It  is  not  frequently  consid- 
ered in  patients  with  signs  and  symp- 
toms referable  to  the  hip  and  lower 
extremity,  particularly  in  neonates.  A 
high  index  of  suspicion  is  required  be- 
cause of  the  associated  high  morbidity 
and  mortality  of  this  condition  if  not  di- 
agnosed early  and  treated  appropriately. 

This  report  describes  a case  of  prima- 
ry psoas  abscess  in  a newborn,  which 
was  diagnosed  by  computerized  axial 
tomography. 

Case  Report 

A preterm  male  infant,  2,355  grams  and 
36  weeks’  gestation,  was  born  to  an  intrave- 
nous drug  user  following  poor  prenatal  care. 
The  infant  had  drug  withdrawal  symptoms 
requiring  treatment.  On  day  18,  swelling 
over  the  right  groin  and  upper  thigh  with 
several  doughy  masses  and  overlying  telan- 
giectasia was  observed. 

On  day  24,  fever  and  marked  leukocytosis 
developed.  A right  pelvic  and  hip  sonogram 
showed  echogenic  masses  in  the  pelvis  and 
thigh  with  a normal  hip  joint. 

On  day  26,  right  hip  flexion  and  external 
rotation  and  pain  on  extension  were  noted.  A 
plain  film  of  the  lower  extremities  (Fig  1) 
showed  marked  soft  tissue  swelling  of  the 
right  thigh.  The  vertebrae  and  other  bony 
structures  were  radiologically  examined  and 
found  to  be  normal.  Computed  tomography 
of  the  lower  pelvis  (Fig  2)  showed  a soft  tis- 
sue mass  with  low  attenuation  areas  in  the 
psoas  region,  findings  consistent  with  a pso- 
as abscess  or  resorbing  hematoma. 

An  immediate  extraperitoneal  drainage 
of  the  cavity  was  performed,  yielding  35  mL 
of  greenish-yellow  pus,  which  grew  Staphy- 
lococcus aureus  on  culture.  Prompt  recov- 
ery occurred  within  24  hours;  the  appropri- 
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FIGURE  1.  Plain  film  of  the  lower  extremities 
showing  marked  soft  tissue  swelling  of  the  right 
thigh. 


ate  antibiotic  (oxacillin)  was  continued  for 
16  days. 

Discussion 

Primary  psoas  abscess  is  relatively 
uncommon  in  children  and  adults. 
About  50%  of  reported  cases  occur  in 


FIGURE  2.  Computed  tomographic  section  of 
the  lower  pelvis  showing  a soft  tissue  mass  with 
areas  of  low  attenuation  in  the  region  of  the  pso- 
as. 


children  below  15  years  of  age.2  Most 
psoas  abscesses  are  secondary  to  direct 
extension  of  inflammatory  processes 
from  adjacent  structures,  such  as  ap- 
pendicitis or  osteomyelitis  of  the  spine. 
In  the  neonate  described  here,  no  etio- 
logic  factor  could  be  ascertained.  The 
infant  did  not  have  any  antecedent  clin- 
ical signs  of  sepsis,  nor  did  he  require 
any  intravenous  or  arterial  access. 

Very  rarely  do  neonates  have  prima- 
ry psoas  abscess;  only  two  other  neona- 
tal cases3-4  have  previously  been  report- 
ed, both  diagnosed  by  intravenous 
pyelography.  The  first  case  presented  at 
20  days  of  age  with  a five-day  history  of 
fever  and  a large  abdominal  mass  ex- 
tending from  the  right  subcostal  area  to 
the  pelvis;  the  preoperative  diagnosis 
was  a neuroblastoma.3  The  second 
case4  was  an  infant  with  hyaline  mem- 
brane disease,  who  at  eight  days  of  age 
developed  fever,  irritability,  abdominal 
distention,  and  edema  of  the  lower  ex- 
tremities. In  both  cases,  adequate  surgi- 
cal drainage  of  the  abscess  and  admin- 
istration of  appropriate  antibiotics  led 
to  complete  recovery. 

The  predominant  causative  organism 
of  primary  psoas  abscess  is  Staphylo- 
coccus aureus , which  was  cultured  in 
75-100%  of  the  reported  cases.1-''  The 
portal  of  entry  is  usually  unknown,  and 
a history  of  antecedent  infection  or 
trauma  is  often  lacking.  Among  the 
neonatal  cases,  this  organism  was  cul- 
tured from  the  patient  presented  here 
and  from  the  three-week-old  infant  who 
presented  with  a large  abdominal  mass. 
Klebsiella  was  recovered  from  the 
eight-day-old  infant. 

Primary  psoas  abscess  is  a difficult 
diagnosis  to  establish,  unless  a high  in- 
dex of  suspicion  is  raised.  Consequent- 
ly, treatment  is  often  delayed.  Smith  et 
al5  reported  eight  children  ranging  in 
age  from  12  to  15  years  with  psoas  ab- 
scess. Among  these,  the  correct  diagno- 
sis was  suspected  in  only  one  patient. 
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and  the  delay  in  instituting  appropriate 
therapy  averaged  five  days. 

The  clinical  presentation  of  the  neo- 
nates mentioned  in  this  report  demon- 
strates diversity  in  manifestations,  ex- 
cept for  fever,  which  was  found  in  all 
three.  One  infant  presented  with  a large 
abdominal  mass  simulating  neuroblas- 
toma; the  second  had  abdominal  disten- 
tion and  edema  of  the  lower  extrem- 
ities. In  the  patient  described  here, 
swelling  developed  initially  over  the 
groin  and  upper  thigh  with  overlying 
telangiectasia,  giving  an  impression  of 
hemangioma.  Six  days  later,  fever  and 
marked  leukocytosis  developed.  In  two 
days,  the  infant  maintained  a position 
of  constant  flexion  and  external  rota- 
tion of  the  involved  hip,  signs  strongly 
indicating  a psoas  abscess. 

In  the  past,  retroperitoneal  abscess, 
as  in  the  first  two  reported  neonatal 
cases,  was  diagnosed  using  an  excretory 
urogram,  which  would  show  displace- 
ment of  the  ipsilateral  kidney  and  ure- 
ter and  compression  of  the  urinary 


bladder.  Improved  imaging  techniques 
obviate  the  need  for  intravenous  py- 
elography. The  case  reported  here  is  the 
first  neonatal  case  of  psoas  abscess  di- 
agnosed by  computed  tomography  to 
our  knowledge. 

Surgical  extraperitoneal  incision  and 
drainage,  in  addition  to  administration 
of  appropriate  antimicrobial  therapy, 
has  been  the  traditional  management  of 
iliopsoas  abscess.  Recently,  percutane- 
ous needle  and  catheter  drainage  guid- 
ed by  ultrasound  or  computed  tomogra- 
phy6 has  been  successfully  used  in 
adults;  this  nonoperative  alternative 
has  not  been  reported  in  infants  and 
children. 

In  conclusion,  primary  psoas  abscess 
should  enter  into  the  differential  diag- 
nosis of  primary  hip  disease  such  as  sep- 
tic arthritis  in  the  neonate.  With  a high 
index  of  suspicion,  one  should  also  con- 
sider this  diagnosis  in  patients  present- 
ing with  a tender  mass  in  the  groin  or 
abdomen  and  swelling  of  the  lower  ex- 
tremities. Prompt  diagnosis  can  be 


made  from  a careful  history  and  physi- 
cal examination,  aided  by  computed  to- 
mography, thereby  avoiding  other  un- 
necessary diagnostic  studies  and  delay. 
Immediate  extraperitoneal  drainage 
leads  to  rapid  recovery. 
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Pulmonic  valve  replacement  for  pulmonic  insufficiency 
one  year  after  mitral  valve  replacement 

Aaron  J.  Gindea,  md;  Robin  S.  Freedberg,  md;  Alfred  Culliford,  md;  Paul  A.  Tunick,  md 


Pulmonary  hypertension  is  common  in 
patients  with  mitral  stenosis.  However, 
the  incidence  of  pulmonic  valve  insuffi- 
ciency, its  reversibility  with  resolution 
of  pulmonary  hypertension  after  mitral 
valve  replacement,  and  its  contribution 
to  right  ventricular  failure  are  not  well 
understood.  We  describe  a patient  who 
underwent  mitral  valve  replacement  for 
mitral  stenosis.  Despite  a significant  re- 
duction in  the  pulmonary  artery  pres- 
sure after  surgery,  the  patient  subse- 
quently needed  a pulmonic  valve 
replacement  for  severe  residual  pul- 
monic insufficiency  associated  with 
progressive  right  ventricular  failure. 
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Case  Report 

A 67-year-old  woman  with  a history  of 
rheumatic  fever  at  age  13  and  again  at  age 
19  was  admitted  to  New  York  University 
Hospital  on  January  6,  1986,  with  severe 
shortness  of  breath.  She  had  had  atrial  fi- 
brillation and  orthopnea  and  progressive  ex- 
ertional dyspnea  for  many  years  without 
edema.  On  admission,  she  was  short  of 
breath  at  rest  (New  York  Heart  Association 
class  IV). 

On  examination,  the  patient’s  blood  pres- 
sure was  within  normal  limits,  and  her  heart 
rhythm  was  irregular  at  a rate  of  85  beats/ 
min.  Her  respirations  were  unlabored  and 
her  chest  was  clear.  She  had  neck  vein  dis- 
tention at  30°  and  a right  ventricular  lift. 
The  first  heart  sound  was  accentuated,  and 
the  pulmonic  component  of  the  second  heart 
sound  was  loud.  There  was  a grade  III/VI 
diastolic  rumble  at  the  apex  as  well  as  a 
grade  III/VI  diastolic,  decrescendo  blowing 
murmur  at  the  left  upper  sternal  border. 
There  was  no  hepatomegaly  or  edema. 


Cardiac  catheterization  showed  mitral 
stenosis  with  a calculated  valve  area  of  1.5 
cm2,  minimal  aortic  insufficiency,  a mean 
right  atrial  pressure  of  1 1 mm  Hg,  a pulmo- 
nary artery  pressure  of  78/30  mm  Hg,  nor- 
mal coronary  arteries,  and  a well-contract- 
ing left  ventricle.  The  calculated  pulmonary 
vascular  resistance  was  3.2  Wood  units  (256 
dyne-cm  sec-5).  In  addition,  Doppler  echo- 
cardiography documented  significant  pul- 
monic insufficiency  with  a rapid  decay  in  ve- 
locity. 

The  patient  underwent  uncomplicated 
mitral  valve  replacement  with  a size  29  Car- 
pentier-Edwards  porcine  prosthesis.  The  ex- 
cised mitral  valve  showed  fibrosis,  calcifica- 
tion, and  neovascularization. 

The  patient  was  lost  to  follow-up  until  15 
months  later,  when  she  presented  with  pro- 
found fatigue  on  minimal  exertion  and  a 10- 
lb  weight  gain.  The  examination  was  notable 
for  a pulsatile  liver,  severe  lower  extremity 
edema,  and  a pulmonic  insufficiency  mur- 
mur that  had  become  louder  and  harsher. 
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Doppler  echocardiography  showed  nor- 
mal prosthetic  mitral  valve  function,  as  well 
as  pulmonary  artery,  right  atrial,  and  right 
ventricular  dilation,  severe  pulmonic  regur- 
gitation, and  severe  tricuspid  regurgitation. 
Cardiac  catheterization  showed  a mean 
right  atrial  pressure  of  20  mm  Hg,  a pulmo- 
nary artery  pressure  of  50/26  mm  Hg,  a 
mean  left  atrial  pressure  of  1 7 mm  Hg,  and  a 
left  ventricular  end  diastolic  pressure  of  22 
mm  Hg.  Her  cardiac  output  was  3.6  L/min, 
her  cardiac  index  was  2.3  L/min/m2,  and 
her  calculated  pulmonary  vascular  resis- 
tance had  fallen  to  1.7  Wood  units  (136 
dyne-cm  sec-5). 

The  patient  underwent  pulmonic  valve  re- 
placement with  a size  27  Carpentier-Ed- 
wards  porcine  prosthesis,  and  tricuspid  valve 
annuloplasty.  At  surgery,  the  pulmonary  ar- 
tery was  markedly  dilated.  Two  of  the  pul- 
monic valve  leaflets  had  a normal  appear- 
ance. The  third  leaflet  was  somewhat 
fibrotic,  but  histopathologic  examination 
did  not  suggest  rheumatic  valvulitis.  After 
surgery,  the  patient’s  cardiac  output  in- 
creased to  6 L/min,  and  the  patient  experi- 
enced a marked  increase  in  her  exercise  tol- 
erance and  sense  of  well-being. 
Echocardiography  showed  normalization  of 
the  internal  dimensions  of  the  right  heart 
chambers.  When  the  patient  was  examined 
six  weeks  after  the  pulmonic  valve  replace- 
ment, she  had  no  diastolic  murmur,  less  he- 
patomegaly, and  no  lower  extremity  edema. 

Discussion 

In  patients  with  mitral  stenosis  com- 
plicated by  pulmonary  hypertension, 
mitral  valve  surgery  often  results  in 
profound  decreases  in  pulmonary  ar- 
tery pressure  and  pulmonary  vascular 
resistance  as  early  as  24  hours  after  sur- 
gery.1-2 In  those  patients  whose  condi- 
tion deteriorates  despite  valve  surgery, 
persistent  pulmonary  hypertension  is 
often  the  cause.3 


Despite  the  marked  pulmonary  hy- 
pertension frequently  associated  with 
mitral  stenosis,  pulmonic  insufficiency 
complicating  mitral  stenosis  seems  to 
be  relatively  rare  (approximately  1%  in 
one  study).4  In  most  cases  it  results 
from  dilation  of  the  pulmonary  artery 
secondary  to  pulmonary  hypertension. 
In  the  majority  of  patients  who  undergo 
mitral  valve  replacement,  resolution  of 
the  pulmonic  insufficiency  parallels  im- 
provement in  the  pulmonary  artery 
pressure.4  In  the  patient  presented  here, 
the  pulmonary  vascular  resistance  de- 
creased significantly  after  mitral  valve 
replacement.  Nonetheless,  the  pulmon- 
ic insufficiency  progressed,  and  right 
ventricular  failure  ensued. 

Pulmonic  insufficiency  requiring  op- 
erative repair  is  very  uncommon.  In 
some  patients  who  have  undergone  re- 
pair of  tetralogy  of  Fallot,  pulmonic 
valve  replacement  is  necessary  to  cor- 
rect significant  residual  pulmonic  in- 
sufficiency and  progressive  right  ven- 
tricular failure.  In  these  cases, 
pulmonic  valve  replacement  is  associat- 
ed with  significant  improvement  in 
right  ventricular  function. 5-7 

A search  of  the  literature  has  not  re- 
vealed any  previously  reported  cases  of 
post-mitral-valve-replacement  pulmon- 
ic insufficiency  requiring  pulmonic 
valve  replacement.  In  the  patient  pre- 
sented here,  the  pulmonic  insufficiency 
was  due  to  pulmonary  artery  dilation 
rather  than  primary  valvular  patholo- 
gy. The  patient,  who  presented  with  se- 
vere right  ventricular  failure  after  sur- 
gery for  mitral  stenosis,  had  marked 
symptomatic,  hemodynamic,  and  echo- 
cardiographic  improvement  after  pul- 
monic valve  replacement.  The  patient 


also  had  tricuspid  insufficiency.  We  be- 
lieve this  was  caused  by  right  ventricu- 
lar dilation  secondary  to  progressive 
and  severe  pulmonic  insufficiency,  and 
it  was  treated  with  annuloplasty  at  the 
time  of  pulmonic  valve  replacement. 
Although  pulmonic  insufficiency  was 
significant  prior  to  mitral  valve  replace- 
ment, it  did  not  remit  with  postopera- 
tive reduction  in  the  pulmonary  pres- 
sures. In  fact,  the  murmur  of  pulmonic 
insufficiency  got  louder  and  dramati- 
cally harsher,  which  prompted  consid- 
eration of  pulmonic  valve  replacement. 
In  patients  with  ongoing  or  worsening 
right  ventricular  failure  after  surgery 
for  mitral  stenosis  and  reversal  of  pul- 
monary hypertension,  unremitting  pul- 
monic insufficiency  may  be  the  cause 
and  may  mandate  replacement  of  this 
valve. 
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Omphalocele  at  15  weeks 

TO  THE  EDITOR:  The  case  report  ap- 

pearing in  the  November  1988  issue  of 
the  Journal  regarding  sonographic  de- 
tection of  an  omphalocele  in  a 15-week 
fetus'  and  the  accompanying  commen- 
tary2 should  give  us  all  cause  to  consid- 
er the  implications.  This  is  indeed  an  in- 
stance in  which  rapidly  improving 
technology  may  force  us  into  a number 
of  ethical  and  moral  dilemmas  before 
we  are  fully  ready  to  deal  with  them. 

There  is  no  question  that  present  day 
sonographic  equipment  will  allow  the 
elegant  studies  demonstrated  by  this 
well-documented  case  report.  However, 
1 noted  in  the  case  history  that  no  other 
sonographic  abnormalities  were  found. 
On  the  basis  of  the  finding  of  an  ompha- 
locele as  an  isolated  congenital  defect, 
it  would  seem  that  interruption  of  the 
pregnancy  was  recommended.  I in- 
ferred that  only  at  postmortem  exami- 
nation were  the  cardiac  anomalies  not- 
ed and  that  chromosomal  studies  were 
completed  only  after  termination. 

Termination  on  the  basis  of  a non-le- 
thal  congenital  defect  may  lead  us  down 
a path  which  we  do  not  wish  to  follow. 
We  have  all  heard  anecdotal  reports  of 
termination  on  the  basis  of  fetal  sex. 
However,  more  central  to  this  issue  is 
the  problem  only  alluded  to  in  the  com- 
mentary by  Dr  Smerud.2  Many  of  us  in 
pediatric  surgery  have  seen  babies 
whose  mothers  had  been  referred  pre- 
natally  with  the  diagnosis  of  omphalo- 
cele. At  birth,  the  baby  is  found  to  have 
only  a very  large  base  of  the  cord  or  a 
very  small  hernia  of  the  cord.  Gas- 
troschisis,  with  implications  of  very  few 
associated  anomalies,  has  also  been  the 
outcome.  Termination  in  these  in- 
stances would  have  been  tragic. 

As  the  marginal  training  of  some  ul- 
trasonographers  has  caused  a variety  of 
conditions  to  be  missed,  it  may  also  lead 
to  unnecessary  terminations.  I realize 
that  being  a pediatric  surgeon  makes 
what  I write  seem  somewhat  biased,  but 
as  a human  being  I have  great  difficulty 
accepting  such  definitive  therapy  based 
on  frequently  uneven  diagnostic  ability. 

MICHAEL  H.  RATNER,  MD 
Department  of  Surgery 


Division  of  Pediatric  Surgery 
State  University  of  New  York 
Health  Science  Center  at  Syracuse 
750  East  Adams  St 
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In  reply.  I agree  that  technology’s  ac- 
celeration has  potential  for  enormous 
benefit  as  well  as  for  presenting  morally 
difficult  decisions.  However,  providing 
the  patient  with  maximal  diagnostic  in- 
formation outweighs  the  negative  po- 
tential for  which  Dr  Ratner  justifiably 
has  concern. 

In  the  case  of  the  fetus  found  to  have 
an  omphalocele,  the  patient  was  exten- 
sively informed  about  the  nature  of  the 
abdominal  wall  defect  (ie,  an  omphalo- 
cele vs  gastroschisis)  and  the  possible 
associated  congenital  defects.  Based  on 
all  available  information  and  counsel- 
ing from  the  department  of  obstetrics 
and  gynecology,  the  patient  reached  an 
independent  decision  to  terminate  the 
pregnancy. 

I believe,  as  does  Dr  Ratner,  that  un- 
necessary terminations  would  be  tragic. 
Therefore,  serial  sonographic  follow-up 
and  the  use  of  other  diagnostic  adjuncts 
are  essential;  this  includes  ultrasound 
guided  amniocentesis,  alluded  to  by  Dr 
Smerud.1 

KENNETH  R ROMANO,  MD 
Department  of  Diagnostic  and 
Therapeutic  Radiology 

St  Vincent’s  Medical  Center  of  Richmond 
355  Bard  Ave 
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I.  Smerud  MJ:  Omphalocele  at  15  weeks.  NY 
State  J Med  1988;  88:569-570. 

In  reply.  Dr  Ratner  has  raised  an  im- 
portant point  which  I did  not  address.  I 
wrote  of  the  tragedy  of  missing  anoma- 
lies at  prenatal  obstetrical  ultrasonog- 
raphy, but  equally  important  and  some- 
times more  tragic  is  the  case  of 
diagnosing  an  abnormality  which  is  not 
present.  Modern-day  ultrasound  equip- 
ment allows  us  to  visualize  the  fetus  and 


its  parts  at  an  earlier  stage  than  ever  be- 
fore. Because  of  this,  it  is  extremely  im- 
portant that  these  examinations  be  per- 
formed by  well-trained  and  experienced 
individuals  who  can  differentiate  be- 
tween normal  variation  and  subtle  ab- 
normality. In  difficult  cases,  repeated 
studies  and  second  opinions  rendered 
by  other  skilled  sonographers  can  mini- 
mize errors. 

The  ethical  question  of  pregnancy 
termination  on  the  basis  of  ultrasound- 
detected  fetal  anomalies  has  no  easier 
answer  than  the  ethical  question  of 
pregnancy  termination  in  general.  That 
significant  fetal  abnormalities  can  be 
documented  in  utero  is  without  ques- 
tion. Some  of  these  are  lethal,  others 
will  result  in  mental  or  physical  handi- 
caps, and  others  are  of  little  conse- 
quence or  easily  correctable.  Termina- 
tion on  the  basis  of  a nonlethal 
congenital  defect  is,  in  the  final  analy- 
sis, a decision  of  the  parents.  It  is  more 
important  than  ever  that  we  help  them 
in  their  decision  by  providing  the  best 
possible  characterization  of  the  abnor- 
mality. 

MICHAEL  J SMERUD,  MD 
Fellow  in  Diagnostic  Radiology 
Mayo  Clinic  and  Mayo  Foundation 
Rochester,  MN  55905 


New  York  State’s  do-not- 
resuscitate  law 

TO  THE  EDITOR:  Robert  Swidler’s 

welcome  discussion  of  New  York  State’s 
do-not-resuscitate  (DNR)  law  in  the 
February  1 989 1 issue  leaves  major 
questions  unanswered. 

Mr  Swidler  contends  that  because 
the  DNR  law  simply  permits  resuscita- 
tion attempts  in  the  “non-DNR”  pa- 
tient there  is  no  explicit  or  implicit  duty 
to  perform  CPR.  He  correctly  notes 
that  permission  to  perform  a procedure 
does  not  imply  a duty  to  perform  the 
procedure.  The  logical  conclusion  is 
that  CPR  need  not  be  attempted  if  it  is 
clearly  going  to  be  ineffective.  This  is  of 
course  in  keeping  with  standard  medi- 
cal practice,  which  dictates  that  physi- 
cians are  under  no  obligation  to  provide 
clearly  ineffective  therapy. 2-4 
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What,  then,  constitutes  clearly  inef- 
fective CPR?  Although  the  law  states 
that  this  is  a medical  determination 
based  on  the  statute’s  definition,  Mr 
Swidler  only  mentions  a narrow  appli- 
cation. He  refers  to  an  “on  the  scene 
decision”  in  an  emergency  room  or  de- 
livery room.  One  can  presume  he  is  re- 
ferring to  the  sudden  presentation  of  a 
patient  in  a state  incompatible  with  sur- 
vival (ie,  decapitation).  Most  physi- 
cians, however,  believe  there  are  other 
circumstances  in  which  CPR  would  be 
futile.  There  is  an  expanding  body  of 
medical  literature  documenting  the 
failure  of  CPR  in  certain  patient 
groups.5-6  There  are  some  patients  for 
whom  any  physician  will  agree  CPR 
will  be  futile  in  advance  of  the  emergen- 
cy situation  cited  by  Mr  Swidler.  He 
does  not  address  this  possibility  and  one 
assumes  DNR  orders  in  such  cases  still 
require  patient  or  surrogate  consent. 

If  medical  futility  cannot  be  invoked 
unilaterally  before  an  emergency,  then 
the  physician  is  left  with  the  absurd  op- 
tion of  offering  a procedure  to  the  pa- 
tient (or  surrogate)  which  will  not  work. 
Despite  the  stated  premise  that  patients 
and  surrogates  will  make  rational  deci- 
sions when  provided  with  a realistic  as- 
sessment of  burdens  and  benefits,  the 
mere  act  of  offering  a choice  presup- 
poses there  is  a possible  benefit.6  This  is 
confusing  at  best  and  a cruel  hoax. 

In  summary,  the  new  legislation 
gives  the  illusion  of  permitting  medical 
decisions  regarding  medical  futility  of 
CPR.  In  fact,  this  is  restricted  to  nar- 
row applications,  as  a consideration  for 
surrogates  or  a decision  by  the  physi- 
cian only  where  there  is  no  surrogate  for 
a patient  who  lacks  capacity.  We  are 
now  told  that  an  “emergency  excep- 
tion” also  exists  for  a patient  who  hap- 
pens to  arrest  in  front  of  his  physician. 
Simple  logic  and  traditional  medical 
practice  dictate  that  the  first  question 
to  ask  is,  “Could  CPR  possibly  work?” 
Medical  futility  should  not  be  relegated 
to  the  bottom  of  a decision  tree  for  those 
few  solitary  incapacitated  patients  with 
no  friends  or  family. 

On  the  other  hand,  if  the  writers  of 
the  law  believed  that  it  is  not  medically 
possible  to  predict  futility,  they  should 
have  left  it  out  of  the  law  entirely.  If  it  is 
truly  a question  of  medical  judgment  as 
the  law  indicates,  then  the  whole  matter 
should  end  whenever  two  physicians 
certify  that  CPR  will  not  work. 

JACK  P.  FREER.  MD 
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The  do-not-resuscitate  law 

TO  THE  EDITOR:  Dr  Phillip  Swender 

is  obviously  a compassionate  physician. 
Unfortunately,  many  of  his  reflections 
about  the  do-not-resuscitate  (DNR) 
law  in  New  York,  published  in  the  Feb- 
ruary issue,  are  premised  on  a misun- 
derstanding of  the  law.1  Dr  Swender 
acknowledges  that  the  duty  to  obtain 
the  patient’s  consent  to  a DNR  order 
orally  or  in  writing  is  “not  new,”  but  he 
bemoans  the  need  to  reaffirm  the  pa- 
tient’s wishes  every  three  days.  The  law 
imposes  no  such  requirement.  Physi- 
cians must  review  the  order  every  three 
days  for  hospital  patients,  but  the  pa- 
tient, or  others  who  consent  on  the  pa- 
tient’s behalf,  need  only  consent  once.2 

Dr  Swender  voiced  concern  that  it 
would  be  “tragic”  if  a patient  with  a 
valid  DNR  order  were  to  be  denied  life 
saving  measures  when  he  or  she  choked 
on  a piece  of  food.  The  legislature 
agrees.  In  defining  cardiopulmonary 
resuscitation  (CPR),  the  law  explicitly 
states  that  “cardiopulmonary  resusci- 
tation shall  not  include  measures  to  im- 
prove ventilation  and  cardiac  function 
in  the  absence  of  an  arrest.”3,4 

Dr  Swender  also  deplored  the  use  of 
blue  dots  on  the  patient’s  medical  chart 
to  indicate  “no  code”  status,  describing 
the  dots  as  a stigmatizing  symbol.  The 
law  requires  what  common  sense  and 
sound  medical  practice  would  suggest: 
that  physicians  inform  other  members  of 
the  health  care  team  that  a DNR  order 
has  been  issued  for  the  patient.5  Presum- 
ably, the  hospital  devised  the  blue  dot 
system.  Since  Dr  Swender  states  that 
many  employees,  when  asked,  had  no 
idea  what  the  dot  meant,  the  system  ob- 
viously does  not  work.  Dr  Swender 
should  advocate  within  his  hospital  for  a 
policy  he  finds  more  suitable,  and  for 
better  communication  among  health 
care  professionals,  to  ensure  that  the  pa- 
tient’s or  family’s  wishes  about  CPR  are 
not  abrogated  by  administrative  failure. 


Finally,  Dr  Swender  laments  that  the 
DNR  law  makes  “passive  consent” 
from  patients  and  family  members  a 
thing  of  the  past.  Here  he  has  accurate- 
ly interpreted,  and  touches  upon  a ma- 
jor ethical  and  policy  judgment  embod- 
ied in  the  law.  Although  Dr  Swender 
asserts  that,  “To  a sensitive  and  com- 
passionate caregiver,  feelings  and  wish- 
es are  rarely  ambiguous  . . . ,”  studies 
consistently  suggest  otherwise.  One 
study  found  that  physicians  treating  the 
same  patient  frequently  did  not  agree 
about  the  patient’s  preferences  regard- 
ing a DNR  order.6  The  same  study 
showed  that  physicians'  assumptions 
and  patients’  wishes  often  diverge;  of  25 
patients  who  were  resuscitated  and  left 
the  hospital,  eight  stated  that  they  had 
not  wanted  CPR.6  A more  recent  study 
echoed  these  findings;  physicians  incor- 
rectly predicted  patients’  wishes  about 
CPR  18.2%  to  48%  of  the  time,  despite 
the  fact  that  physicians  believed  in  183 
out  of  233  (78.5%)  cases  that  their 
judgments  were  accurate.7  While  phy- 
sicians frequently  underestimated  pa- 
tients' desire  for  CPR,  patients’  spouses 
consistently  erred  in  the  other  direction, 
making  clear  the  limitations  of  passive 
consent.7 

These  studies  do  not  point  to  physi- 
cians’ insensitivity  but  to  a persistent 
reluctance  to  discuss  CPR  and  the  wide 
margin  for  human  error  in  assessing  the 
feelings  of  others  about  decisions  as  in- 
tensely personal  as  those  made  at  the 
end  of  life.8  1 1 When  physicians  do  not 
have  the  kind  of  long-standing  relation- 
ship with  patients  that  Dr  Swender  re- 
counted, the  margin  for  error  expands 
into  simple  guesswork. 

Discussing  CPR  with  patients  is  not 
always  easy  for  physicians.  But  it  is  of- 
ten welcomed  by  patients  ready  to  ac- 
cept the  limits  of  medical  technology 
but  still  desiring  the  human  contact  and 
respect  that  a dialogue  entails.  In  the 
hands  of  compassionate  physicians, 
that  dialogue  need  not  destroy  hope, 
but  can  convey  caring  for  the  patient 
and  recognition  of  the  special  partner- 
ship between  patient  and  physician.11 

TRACY  E.  MILLER.  JD 
Executive  Director 
New  York  State  Task  Force 
on  Life  and  the  Law 
33  West  34th  St 
New  York,  NY  10001 

1.  Swender  PT:  Reflections  on  the  New  York  do- 
not-resuscitate  law  . NY  State  J Med  1989:  89:57-58. 

2.  NY  Public  Health  Law.  Art  29-B.  § 2970. 

3.  NY  Public  Health  Law.  Art  29-B.  § 2961(4). 

4 Do-Not-Resuscitate  Orders:  Proposed  Legis- 
lation and  Report.  New  York.  New  York  State  Task 
Force  on  Life  and  the  Law.  1986.  p 20 
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physicians  talk  with  patients?  N Engl  J Med 
1984;  310:1089-1093. 
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8.  Youngner  SJ,  Lewandowski  W,  McClish  DK, 
et  al:  “Do  not  resuscitate”  orders:  Incidence  and  im- 
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1985;253:54-57. 

9.  Evans  AL,  Brody  BA:  The  do-not-resuscitate 
order  in  teaching  hospitals.  JAMA  I985;253:2236- 
2239. 

10.  Perry  SW,  Schwartz  HI,  Amchin  J:  Deter- 
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In  reply.  Ms  Miller’s  response  to  my 
reflections  appears  to  miss  the  point  of 
my  commentary.  I am  quite  aware  that 
the  law  does  not  require  reaffirmation 
of  a patient’s  wishes  every  three  days.1 
It  would  be  irresponsible,  however,  to 
renew  an  order  of  such  seriousness 
without  periodic  discussion  with  the  pa- 
tient or  family.  If  consent  to  a do-not- 
resuscitate  (DNR)  order  is  a one-time 
event,  then  renewal  every  three  days  is 
meaningless,  except  as  an  exercise  in 
control.  The  resolution  of  issues  of  life, 
terminal  illness,  and  death  is  not  a sin- 
gle event,  but  rather  a process,  the  in- 
tervals and  nature  of  which  should  be 
determined  by  the  participants,  not  a law. 

Regarding  the  hypothetical  choking 
patient  with  a valid  DNR  order,  Ms 
Miller  quotes  the  law,  “cardiopulmo- 
nary resuscitation  shall  not  include 
measures  to  improve  ventilation  and 
cardiac  function  in  the  absence  of  an  ar- 
rest.”2 Sometimes,  choking  people  ex- 
perience an  arrest.  To  expect  clinicians 
to  apply  all  due  measures  to  the  choking 
patient  until  the  momentary  cessation 
of  heart  or  lung  function  evokes  the 
DNR  order  reflects  a misunderstand- 
ing of  the  intense  environment  in  which 
these  events  occur.  Arrests  do  not  pro- 
ceed in  a predictable  fashion.  No  mat- 
ter how  the  law  defines  cardiopulmo- 
nary resuscitation,  it  will  share  actions 
in  common  with  “measures  to  impro- 
ve,” and  the  moral  dilemma  with  the 
choking  patient  will  be  intensified,  not 
lessened. 

I agree  that  the  “blue  dot”  system 
was  an  ineffective  means  of  communi- 
cation. It  is  also  reassuring  to  know  that 
the  law  expects  common  sense  and 
sound  medical  practice  in  such  commu- 
nication.2 I find  little  to  suggest  that 
this  was  not  the  case,  prior  to  the  law.  I 
am  unaware  of  data  to  suggest  that  pa- 
tients with  written  DNR  orders  were 
frequently  resuscitated  in  error.  Com- 


mon sense  and  good  medical  practice 
seem  to  have  prevailed,  albeit  in  a way 
less  demonstrable  to  a reviewer.  Do  we 
need  legislation  to  establish  things  that 
already  exist? 

Ms  Miller  cites  several  references  in 
support  of  the  limitations  of  passive 
consent.4-8  I interpret  these  studies 
somewhat  differently.  They  do  not 
speak  to  the  limits  of  passive  consent, 
but  rather  the  perils  of  noncommunica- 
tion. Passive  consent  requires  greater 
communication,  trust,  and  understand- 
ing than  a single  active  affirmation. 
While  not  appropriate  in  every  in- 
stance, passive  consent  should  not  be 
forbidden  because  of  an  erroneous  per- 
ception that  it  is  synonymous  with  non- 
communication. The  studies  speak  to 
the  need  for  a greater  emphasis  on  com- 
munication skills  in  medical  training, 
not  necessarily  the  need  for  a law. 

The  controversy  surrounding  the 
DNR  legislation  reflects  a deeper  con- 
flict between  those  who  practice  medi- 
cine and  those  who  regulate  it.  No  rea- 
sonable person  would  suggest  that 
medicine  should  be  practiced  without 
constraints.  In  the  regulatory  extreme, 
however,  protocol  replaces  judgment, 
regulation  replaces  trust,  and  decisions 
are  made  based  on  fear  of  the  conse- 
quences of  noncompliance,  rather  than 
the  best  interest  of  the  patient.  This  law 
will  neither  force  compassionate  com- 
munication nor  reduce  human  error 
and  it  is  naive  to  think  that  it  can  ac- 
complish these  lofty  aims.  The  relation- 
ship between  a physician  and  a dying 
patient  is  a special  partnership.  The 
State  of  New  Y ork  should  not  be  one  of 
the  partners. 

I have  repeatedly  been  told  that  I do 
not  understand  the  law.  I humbly  sug- 
gest that  those  who  are  responsible  for 
the  law  may  not  completely  understand 
the  practice  of  medicine.  Perhaps  our 
continued  dialogue  will  serve  to  further 
enlighten  each  of  us. 

PHILLIP  T.  SWENDER,  MD 
Associate  Professor  of  Pediatrics 
SUNY  Health  Science  Center  at  Syracuse 
Syracuse,  NY  13210 
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Typhlitis 

TO  THE  EDITOR:  The  possible  patho- 

genetic mechanisms  of  typhlitis  (neu- 
tropenic enterocolitis,  ileocecal  syn- 
drome) in  patients  with  natural  or 
induced  neutropenia  were  discussed 
fairly  comprehensively  by  Kunkel1  in 
his  commentary  in  the  February  1989 
issue  of  the  Journal.  While  he  men- 
tioned the  use  of  antineoplastic  drugs 
and  broad  spectrum  antibiotics  as  prob- 
able inciting  agents,  and  the  bacterial 
and  fungal  organisms  associated  with 
typhlitis,  Kunkel  neglected  to  include 
viral  infections  of  the  cecum.  Cytomeg- 
alovirus (CMV)  in  particular  is  known 
to  be  an  opportunistic  invader  of  this  re- 
gion of  the  gastrointestinal  tract  in  im- 
munodeficient  patients.  This  member 
of  the  herpes  group  tends  to  infect  vas- 
cular endothelial  cells,  promoting 
thrombosis  and  hemorrhage.  CMV  in- 
fection has  been  documented  in  the  gas- 
trointestinal tracts  of  renal  and  bone 
marrow  transplant  recipients.2’3  Acute 
ulcerative  typhlitis  with  intense  hemor- 
rhage requiring  ileo-colic  resection  in  a 
29-year-old  leukopenic  woman  who 
was  receiving  multiple  drug  chemo- 
therapy for  myelogenous  leukemia  was 
reported  from  our  institution.4  Patho- 
logic study  of  the  cecal  ulcer  disclosed 
CMV  inclusions  within  vascular  endo- 
thelium and  smooth  muscle  cells.  Ap- 
propriate culture  or  endoscopic  biopsy 
for  the  identification  of  CMV  as  an  eti- 
ologic  agent  in  acute  ulcerative  typhlitis 
in  immunodeficient  and/or  neutropenic 
patients  may  permit  the  institution  of 
timely  and  effective  new  antiviral  ther- 
apy. This  has  the  potential  of  reducing 
morbidity  and  mortality  in  a subset  of 
these  highly  vulnerable  individuals. 

IRA  S.  SCHWARTZ,  MD 
Department  of  Pathology 
Mt  Sinai  Medical  Center 
One  Gustave  L.  Levy  PI,  Box  1 194 
New  York,  NY  10029 
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Judging  medicine 


Judging  Medicine.  By  George  J.  Annas,  JD.  448  pp.  Clif- 
ton, NJ,  The  Humana  Press,  Inc,  1988.  $24.95  (hard- 
cover) 

George  Annas,  a law  professor  at  Boston  University 
School  of  Public  Health,  is  a prominent  figure  in  the  field 
now  commonly  called  bioethics.  His  books,  lectures,  par- 
ticipation in  governmental  commissions,  and  frequent  me- 
dia appearances  have  greatly  influenced  professional  and 
public  views  about  ethical  and  legal  issues  in  medicine. 
But  Professor  Annas’  most  accessible  work,  and  the  work 
for  which  he  is  probably  best  known,  is  his  bimonthly  col- 
umn in  the  Hastings  Center  Report,  a leading  bioethics 
journal.  Since  1976,  his  column  has  concisely  informed 
readers  about  the  latest  developments  in  law  and  medi- 
cine, and  eloquently  argued  why  those  developments 
should  be  welcomed  or  deplored. 

Judging  Medicine  is  a selection  of  essays  from  Profes- 
sor Annas’  column,  with  a few  other  Annas  pieces  includ- 
ed for  good  measure.  The  essays  are  grouped  into  eight 
categories:  patient’s  rights;  conception,  pregnancy  and 
birth;  reproductive  liberty;  medical  practice;  the  mentally 
retarded  and  mentally  ill  patient;  death,  dying  and  refus- 
ing medical  treatment;  government  regulation;  and  trans- 
plants and  implants. 

Throughout  his  essays,  Annas  advocates  the  rights  of 
hospital  patients  to  greater  self-determination  in  treat- 
ment decisions,  to  equal  care  regardless  of  wealth,  to  a 
more  humane  environment.  He  is  often  sharply  critical  of 
physicians  and  hospitals  for  not  taking  patients’  rights  se- 
riously, or  for  elevating  their  own  professional  and  institu- 
tional interests  over  those  of  their  patients. 

Indeed,  Annas’  depiction  of  how  hospitals  and  doctors 
treat  patients  is  certain  to  irritate  many  readers.  He  writes 
of  patients  turned  away  at  the  emergency  room,  or  trans- 
ferred for  financial  reasons  while  still  critically  ill.  He  de- 
scribes doctors’  disregard  of,  and  sometimes  contempt  for, 
the  principle  that  a patient’s  consent  should  be  informed. 
He  denounces  experimental  procedures  that  impose  enor- 
mous burdens  on  patients  with  little  possibility  of  thera- 
peutic benefit.  He  exposes  hospitals  and  doctors  who  pro- 
vide futile,  unwanted  treatment  to  dying  patients  because 
of  their  belief,  almost  always  unwarranted,  that  the  law 
requires  them  to  do  so. 

This  is  harsh  stuff.  But  Professor  Annas’  critique  of 
medical  practice,  though  sometimes  polemical,  is  never  ir- 
responsible. One  can  debate  the  extent  of  such  problems 
but  not  their  existence.  Nor  does  Annas  limit  himself  to 


judging  medicine:  he  is  often  equally  critical  of  lawyers, 
legislators,  and  judges,  especially  when  they  purport  to  act 
as  doctors.  (In  fact,  several  of  the  essays  might  more  aptly 
have  been  compiled  under  the  rubric  “Judging  Judges.”) 

The  lodestar  for  Professor  Annas  is  the  patient’s  own 
view  of  his  or  her  interests.  Once  that  view  is  identified, 
Annas’  assessment  of  doctors,  lawyers,  and  others  de- 
pends on  whether  they  respect  or  obstruct  it.  Thus,  in  an 
essay  entitled  “Prisoner  in  the  ICU:  The  Tragedy  of  Wil- 
liam Bartling,”  Annas  supports  the  doctors  who  humanely 
wanted  to  honor  a competent,  dying  cancer  patient’s  wish 
to  forgo  mechanical  ventilation,  and  castigates  both  the 
hospital  lawyers  who  opposed  the  request  and  the  lower 
court  judge  who  ordered  the  ventilation  continued.  (That 
decision  was  later  reversed  by  the  California  Court  of  Ap- 
peal.1) In  contrast,  in  two  other  essays  Annas  applauds 
legislators  and  courts  for  defending  a woman’s  right  to  be 
informed  about  alternatives  to  a mastectomy  and  to  opt 
for  home  birth;  he  faults  medical  organizations  for  resist- 
ing those  rights. 

In  some  instances,  Annas  sees  medicine  and  law  aligned 
in  opposition  to  patients.  For  example,  in  “the  Unkindest 
Cut  of  All,”  Annas  argues  that  a woman’s  refusal  to  un- 
dergo a Cesarean  should  be  honored,  even  when  that  deci- 
sion places  her  fetus  and  herself  at  greater  risk.  He  de- 
nounces doctors  who  sought,  and  courts  that  permitted, 
the  performance  of  forced  Cesareans  on  objecting  wom- 
en. 

Similarly,  Professor  Annas  takes  the  part  of  Elizabeth 
Bouvia,  a 26-year-old  paraplegic  who  entered  a California 
hospital  for  comfort  care  while  she  carried  out  her  plan  to 
stop  eating  and  die.  Bouvia’s  physician  sought  to  feed  her 
by  nasogastric  tube,  but  she  resisted  and  commenced  a 
widely  publicized  lawsuit.  In  his  essay,  “When  Suicide 
Prevention  Becomes  Brutality,”  written  after  the  lower 
court  authorized  the  hospital  to  force-feed  Bouvia,  Annas 
criticizes  both  the  doctors  and  the  court.  (This  decision, 
too,  was  reversed  by  the  California  Court  of  Appeal.2)  To 
Annas,  the  case  presented  a straightforward  application 
of  a longstanding  legal  principle:  Competent  adults  have 
the  right  to  refuse  any  medical  intervention,  including 
tube  feeding.  While  the  lower  court  found  that  permitting 
Bouvia  to  starve  would  have  a devastating  effect  on  the 
medical  staff,  nurses,  and  other  patients  at  the  hospital, 
Annas  rejects  the  relevance  of  that  finding.  He  contends 
that  the  patient  has  a far  greater  stake  in  the  decision  than 
“unnamed  others,”  and  suggests  that  the  prospect  of  hos- 
pitals force-feeding  patients  poses  a greater  threat  to  med- 
ical integrity  and  morale  than  honoring  patient  choices. 
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As  Annas  states,  “medical  care  must  be  consensual  or  it 
loses  its  meaning.” 

When  he  is  unable  to  rest  his  position  on  patient  self- 
determination,  Professor  Annas  is  more  cautious  and  cir- 
cumspect. For  example,  in  his  essays  on  life  sustaining 
treatment  decisions  for  incompetent  patients,  he  acknowl- 
edges his  concern  about  the  application  of  the  “substitut- 
ed judgment”  principle  (the  principle  that  a surrogate  de- 
cision maker  should  strive  to  make  the  treatment  choice 
that  the  patient,  if  competent,  would  make)  to  cases  in 
which  there  is  no  basis  for  ascertaining  what  the  patient 
would  have  decided.  In  particular,  his  essay  “Mary  Hier: 
When  Substituted  Judgment  Becomes  Sleight  of  Hand,” 
attacks  the  doctors  and  court  for  characterizing  their  deci- 
sion to  withdraw  treatment  from  a demented  patient  as  a 
“substituted  judgment”  without  adequate  knowledge  of 
what  Mrs  Hier  would  choose. 

On  the  other  hand,  Annas  endorses  the  general  princi- 
ple that  decisions  about  life  sustaining  treatment  for  inca- 
pacitated patients  should  be  based  on  a substituted  judg- 
ment, when  the  individual  “was  previously  competent  and 
had  a value  system  that  a close  family  member  or  friend 
could  reasonably  understand,”  or,  when  there  is  no  basis 
for  making  a substituted  judgment,  an  evaluation  of  the 
patient's  best  interests.  Consequently,  in  these  essays  and 
other  writings,3-4  Annas  is  highly  critical  of  New  York 
Court  of  Appeals  decisions  which  hold  that  life  sustaining 
treatment  may  be  withdrawn  only  when  there  is  “clear 
and  convincing  evidence”  that  the  patient  would  want  it 
withdrawn.5-6  In  Annas’  opinion,  the  court  set  a burden  of 
proof  that  effectively  denies  patients  the  right  to  refuse 
treatment,  without  allowing  their  families  and  physicians 
to  make  humane  decisions  to  stop  treatment  based  on  the 
patient’s  best  interests. 

Annas’  patient-centered  perspective  leads  him  into  an- 
other dilemma  when  patients  compete  with  one  another. 
One  of  the  most  intriguing  essays  in  the  collection  is  “The 
Prostitute,  the  Playboy,  and  the  Poet,”  which  compares 
alternative  schemes  for  allocating  scarce  life  saving  medi- 
cal resources.  The  essay  captures  the  difficulty  in  framing 
an  ethical  answer  to  the  simple  question:  Who  should  get 
the  next  organ?  The  next  person  on  line?  The  most  medi- 
cally urgent?  The  best  matched?  The  patient  who  can  pay 
the  most?  The  patient  with  the  greatest  “social  worth?” 
Should  the  rules  of  the  game  be  explicit,  or  finessed  some- 
how to  avoid  the  intolerable  symbolism  of  publicly  deny- 
ing life  saving  resources  to  identifiable  patients?  Annas, 
acknowledging  the  inadequacy  of  every  approach,  argues 
for  a system  of  first  come,  first  served,  with  allowance  for 
urgent  patients  to  jump  queue. 

Toward  the  end  of  his  essay  on  recipient  selection,  An- 
nas suggests  that  the  organ  shortage  would  be  alleviated 
if,  among  other  measures,  “individuals  can  be  persuaded 
not  to  join  the  pool.”  While  there  may  well  be  a serious 
allocation-of-resource  problem  on  the  horizon,  the  state- 
ment is  still  jarring.  It  conjures  up  images  of  Soylent 
Green , the  film  about  an  overcrowded  future  society,  in 
which  citizens  are  given  incentives  to  volunteer  to  be  put  to 
death.  There  is  no  doubt  that  some  informed  patients  de- 
cline to  undergo  life  saving  transplants,  but  the  notion  of 
persuasion,  with  an  implicit  gatekeeping  role  assigned  to 
the  patient’s  physician,  is  indeed  troubling. 


Annas  also  contends,  sometimes  rather  stridently,  that 
transplant  surgeons  have  cajoled  patients  or  their  families 
into  consenting  to  highly  experimental  procedures  that 
pose  more  burdens  than  benefits.  He  is  particularly  in- 
censed by  the  Baby  Fae  case,  in  which  a baboon  heart  was 
transplanted  into  an  infant,  and  by  the  implantation  of 
mechanical  hearts  into  William  Schroeder  and  Barney 
Clark.  Annas’  primary  concern  is  that  these  experiments 
became  an  end  in  themselves,  divorced  from  any  sober  as- 
sessment of  the  patient’s  interests.  At  a recent  lecture,  An- 
nas commented  that  the  participants  in  the  mechanical 
heart  experiments  came  to  view  the  patient  as  keeping  the 
heart  alive,  rather  than  the  other  way  around. 

Another  recurrent  theme  in  Judging  Medicine  is  an  em- 
phasis on  legislation  as  a remedy  for  problems  in  medical 
practice.  In  various  essays,  Professor  Annas  endorses  leg- 
islation, among  other  purposes,  to  ensure  patient  access  to 
records,  to  guarantee  women  greater  information  and 
choice  in  treatment  of  breast  cancer,  to  settle  legal  ques- 
tions raised  by  the  cryopreservation  of  embryos. 

Interestingly,  though,  Annas  sees  no  general  need  for 
brain  death  legislation  or  living  will  legislation.  According 
to  him,  a determination  of  death  by  generally  accepted 
medical  standards  is  necessarily  lawful,  and  brain  death 
statutes  are  superfluous  and  potentially  mischievous.  As 
for  living  wills,  Annas  emphasizes  that  adult  patients  have 
a firm  legal  right  to  refuse  treatment  which  must  be  hon- 
ored, irrespective  of  whether  the  jurisdiction  has  a living 
will  statute.  These  observations  seemed  particularly  accu- 
rate with  regard  to  New  York:  Although  there  is  no  New 
York  statute  regarding  brain  death,  a Court  of  Appeals 
decision,7  state  task  force  report,8  and  subsequent  Health 
Department  regulation9  unequivocally  confirm  the  legal- 
ity of  determining  death  by  brain-based  criteria  in  New 
York.  Similarly,  while  there  is  no  legislation  governing  the 
use  of  living  wills  in  New  York,  the  Court  of  Appeals  has 
consistently  held  that  life  sustaining  treatment  may — in- 
deed, ordinarily  must — be  withdrawn  or  withheld  when 
there  is  clear  and  convincing  evidence  that  a patient  would 
want  it  withdrawn  or  withheld.5-6  In  its  recent  decision, 
Matter  of  O’Connor ,5  the  Court  explained  that  a living 
will  would  be  “ideal”  proof  of  a now  incapacitated  pa- 
tient’s wish  to  forgo  life  sustaining  treatment. 

Overall,  Judging  Medicine  is  a highly  readable,  excel- 
lent presentation  of  the  patient-centered  perspective  of 
medical  practice  and  medical  law.  There  are,  however, 
two  weaknesses  in  the  book,  both  of  which  are  inherent  in 
collections  of  essays.  First,  short  essays  inevitably  exhibit 
a “hit  and  run”  character.  With  only  a few  pages  allotted 
per  topic,  Annas  typically  has  only  enough  space  to  de- 
scribe an  issue,  offer  his  brief  analysis,  and  move  on.  Fre- 
quently, one  is  left  frustrated  by  the  absence  of  further 
development.  For  example.  Professor  Annas  deplores  the 
fact  that  in  some  cases  operations  are  performed  not  by 
the  surgeon  that  the  patient  engaged,  but  by  a resident 
under  the  surgeon’s  supervision.  After  reading  that  accu- 
sation, one  expects  some  recognition  and  discussion  of  the 
complex  problem  of  clinical  education;  how  best  to  bal- 
ance the  need  to  train  surgeons  with  the  need  to  protect 
and  respect  patients.  But  the  essay  moves  on  to  another 
topic.  (Admittedly,  book  reviews  exhibit  the  same  weak- 
ness.) 
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A second  criticism,  actually  more  observation  than  crit- 
icism, concerns  the  age  of  some  of  the  essays.  While  all  are 
insightful  and  informative,  some  essays  now  have  the  fla- 
vor of  history  rather  than  current  events.  For  instance, 
Annas’  essay  about  the  original  Baby  Doe  regulations  is 
interesting,  but  no  longer  timely  since  those  regulations 
have  been  invalidated  by  the  Supreme  Court  and  replaced 
by  different  federal  regulations.  Similarly,  Annas’  discus- 
sion of  some  of  the  older  life  sustaining  treatment  cases, 
like  Quinlan  in  New  Jersey  and  Saikewicz  in  Massachu- 
setts, is  overshadowed  by  important  subsequent  court  de- 
cisions in  those  states,  some  of  which  are  addressed  in  oth- 
er essays.  Of  course,  the  human  dilemmas  raised  by  these 
cases  are  timeless. 

A final  observation  is  in  the  nature  of  a warning.  While 
Professor  Annas  clearly  has  great  respect  for  physicians 
and  medicine,  he  sees  much  wrong  with  the  way  health 
care  is  delivered.  His  essays  are  briefs  in  support  of 
change,  and  some  will  flinch  at  their  adversarial,  activist 
tone.  Indeed,  in  Judging  Medicine , Annas  sometimes 
seems  to  take  on  the  role  of  a civil  rights  worker  circa 
1964,  with  American  health  care  as  his  Mississippi.  He 
speaks  for  patients  who  are  thwarted,  even  oppressed,  by 
doctors  and  hospitals,  lawyers  and  courts.  Corresponding- 
ly, readers  who  practice  medicine  or  administer  the  sys- 
tem may  see  Annas  as  an  “outside  agitator”  who  is  stir- 
ring up  trouble,  upsetting  their  basically  good  relationship 


with  patients. 

Today,  the  civil  rights  movement  has  completely  vindi- 
cated its  role:  we  look  back  at  that  cause  as  one  of  the 
clearest  examples  in  US  history  of  right  against  wrong.  It 
is  unlikely  that  Professor  Annas’  judgment  of  medicine, 
where  questions  of  right  and  wrong  are  so  complex,  will 
ever  secure  such  complete  acceptance.  On  the  other  hand. 
Professor  Annas’  contribution  to  many  of  the  progressive 
developments  in  medical  practice  today  is  clear,  and  the 
powerful  essays  in  Judging  Medicine  are  the  centerpiece 
of  that  contribution. 

ROBERT  N.  SW  IDLER,  JD 
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New  York  State  Task  Force  on  Life  and  the  Law 

33  West  34th  St 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  February  1989  issue  o/ Epidemiolo- 
gy Notes  ( Vol . 4,  No.  2 ),  published  by  the  Division  of 
Epidemiology , New  York  State  Department  of  Health , 
Albany , NY. 


Haemophilus  influenzae  type  b 
prevention 

Haemophilus  influenzae  type  b (Hib)  is  a leading  cause 
of  serious  systemic  bacterial  illness  in  the  United  States.  It 
is  the  most  common  cause  of  bacterial  meningitis,  with  an 
estimated  1 2,000  cases  occurring  annually.  Most  of  these 
cases  are  seen  in  young  children  under  five  years  of  age. 
Serious  Hib  disease  is  most  common  in  children  between 
the  ages  of  six  months  and  one  year  with  attack  rates  de- 
clining thereafter.  Approximately  35-40%  of  the  disease 
occurs  in  children  18  months  of  age  or  older,  and  25% 
occurs  among  those  24  months  of  age  and  older.  The  mor- 
tality rate  from  the  disease  is  5%  with  neurologic  sequelae 
observed  in  25-35%  of  the  survivors.  Approximately  one 
in  every  200  children  develops  a systemic  infection  due  to 
Hib  by  the  age  of  five.  Haemophilus  influenzae  type  b is 
also  responsible  for  invasive  diseases  including  epiglotti- 
tis, sepsis,  cellulitis,  septic  arthritis,  osteomyelitis,  pericar- 
ditis and  pneumonia,  in  addition  to  bacterial  meningitis.1 

In  1 987,  the  number  of  reported  Hib  cases  in  New  York 
State  was  346.  Of  these  cases,  80  (23%)  occurred  in  New 
York  City;  266  (77%)  occurred  in  the  rest  of  the  state.  A 
total  of  265  cases  (77%)  occurred  in  children  five  years  of 
age  and  younger. 

Hib  Vaccines 

In  1985  the  Food  and  Drug  Administration  (FDA)  li- 
censed Haemophilus  b Polysaccharide  Vaccine  for  rou- 
tine use  in  children  24  months  of  age  or  older  and  at  18 
months  for  those  in  high-risk  groups.  These  high-risk 
groups  include  children  attending  day  care  centers,  those 
with  anatomic  or  functional  asplenia  (eg,  sickle  cell  dis- 
ease or  splenectomy)  and  those  with  malignancies  associ- 
ated with  immunosuppression.  This  vaccine  is  composed 
of  purified  capsular  polysaccharide  from  Haemophilus 
influenzae  type  b.1  A 1974  study  in  Finland  determined 
that  the  vaccine  was  90%  effective  in  preventing  invasive 
Hib  disease  in  children  vaccinated  at  18-71  months  of 
age.:  However,  in  this  study,  the  efficacy  could  not  be 
demonstrated  in  children  18  to  23  months  of  age  because 
of  the  small  sample  size  of  this  age  group.3  In  addition,  the 
vaccine  was  not  shown  to  be  effective  in  preventing  the 
disease  in  infants,  the  age  group  at  highest  disease  risk.3 
The  development  of  a new  vaccine  was  aimed  at  improv- 
ing the  immunogenicity  in  infants  and  younger  children. 
The  search  led  researchers  to  covalently  link  the  capsular 
polysaccharide  to  a protein  carrier.4  The  first  conjugate 
vaccine  was  licensed  by  the  FDA  on  December  22,  1987, 


for  routine  use  in  children  18  months  of  age  or  older  and 
consists  of  Hib  capsular  polysaccharide  linked  to  diphthe- 
ria toxoid,  a protein  carrier.3 

Several  studies  conducted  compared  the  immunogenic- 
ity of  both  the  conjugate  and  polysaccharide  vaccines.  The 
conjugate  vaccine  was  shown  to  exhibit  a greater  immuno- 
genic effect  than  the  latter  form.  A randomized,  double- 
blind study  was  conducted  in  the  United  States  in  which 
children  15-24  months  of  age  were  given  a single  dose  of 
either  conjugate  or  polysaccharide  vaccine.  Over  90%  of 
the  children  who  received  the  conjugate  vaccine  respond- 
ed with  antibody  levels  considered  to  be  protective.  This 
compares  to  a 50%  overall  response  level  in  the  children 
vaccinated  with  the  polysaccharide  vaccine.  In  addition  to 
studies  concerning  immunogenicity,  the  biological  activi- 
ty of  the  conjugate  vaccine  has  also  been  addressed.  Sever- 
al studies  have  shown  a correlation  between  the  functional 
activity  and  serum  levels  of  the  antibody  to  the  Haemo- 
philus influenzae  type  b polysaccharide  and  suggest  that 
antibody  produced  in  response  to  the  conjugate  vaccine  is 
biologically  equivalent  to  that  produced  in  response  to  the 
polysaccharide  vaccine.2 

On  December  22,  1988,  the  FDA  licensed  an  additional 
conjugate  vaccine  for  routine  use  in  children  18  months 
and  older.  The  administration  of  this  new  vaccine  (Diph- 
theria CRM |97  Protein  Conjugate)  follows  the  recom- 
mendations applied  to  the  Diphtheria  Toxoid  Conjugate.5 
This  new  conjugate  vaccine  is  composed  of  oligosaccha- 
rides from  the  Hib  capsular  antigen  directly  linked  to 
CRM  197  protein,  a nontoxic  derivative  of  diphtheria  toxin. 
This  vaccine  was  also  shown  to  be  more  immunogenic 
than  the  polysaccharide  vaccine.  Studies  are  currently  in 
progress  to  evaluate  the  efficacy  of  this  vaccine  and  other 
conjugate  vaccines  in  children  under  18  months  of  age. 
The  aim  of  such  research  is  to  target  the  youngest  possible 
group  of  children  for  Hib  immunization.6 

The  New  York  State  Department  of  Health  reminds 
health  care  providers  to  educate  parents  of  young  children 
about  the  potential  dangers  of  Hib  disease.  Parents  should 
be  aware  of  the  availability  of  vaccine  to  protect  their  chil- 
dren from  Hib.  Conjugate  Hib  vaccine  is  available  from 
private  health  care  providers  and  is  provided  without 
charge  by  local  health  unit  clinics  statewide.  For  further 
information  on  Hib  prevention,  contact  the  Immunization 
Program  at  (518)  473-4437. 

Recommendations 

The  following  guidelines  for  the  administration  of  Hae- 
mophilus influenzae  type  b (Hib)  conjugate  vaccine  are 
endorsed  by  the  New  York  State  Department  of  Health 
and  are  recommendations  of  the  Immunization  Practices 
Advisory  Committee  (ACIP)  and  the  American  Acade- 
my of  Pediatrics.3,7 

• All  children  should  receive  conjugate  vaccine  at  18 
months  of  age.  For  those  24  months  of  age  and  older 
who  have  not  yet  been  immunized  against  Hib  dis- 
ease, immunization  is  recommended  through  the 
fifth  year  of  life.  For  these  children,  administration 
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of  conjugate  vaccine  is  preferred  to  polysaccharide 
vaccine  because  of  its  greater  immunogenicity. 

• A special  effort  should  be  made  to  immunize  chil- 
dren at  high  risk  of  invasive  Hib  disease.  Children  at 
high  risk  include  those  attending  day  care  centers, 
those  with  anatomic  or  functional  asplenia  and 
those  with  malignancies  associated  with  immuno- 
suppression. 

• Currently,  revaccination  is  not  recommended  for 
children  receiving  conjugate  vaccine  at  18  months 
of  age  or  older.  Further  information  is  needed  con- 
cerning the  duration  of  immunity  after  a single  dose 
of  conjugate  vaccine. 

• Because  many  children  who  received  the  polysac- 
charide vaccine  between  18  and  23  months  may 
have  had  a less  than  adequate  response  to  the  vac- 
cine, they  should  be  revaccinated  with  a single  dose 
of  conjugate  vaccine.  Revaccination  should  take 
place  a minimum  of  two  months  after  the  initial 
dose  of  polysaccharide  vaccine.  There  is  no  need  to 
routinely  revaccinate  children  who  received  poly- 
saccharide vaccine  at  24  months  of  age  or  older. 

• Children  who  had  invasive  Hib  disease  when  they 
were  less  than  24  months  of  age  should  receive  the 
vaccine  according  to  the  above  recommendations. 
Most  children  younger  than  24  months  fail  to  devel- 
op adequate  immunity  following  natural  infection. 

• The  conjugate  vaccine  should  not  be  considered  an 
immunizing  agent  against  diphtheria,  although  in- 
creases in  serum  diphtheria  antitoxin  levels  can  fol- 
low administration  of  conjugate  vaccine.  No 
changes  in  the  schedule  for  administration  of  diph- 
theria toxoid  (generally  DTP)  should  be  made  sec- 
ondary to  the  use  of  conjugate  vaccine. 

• Chemoprophylaxis  of  household  or  day  care  con- 
tacts of  children  with  Hib  should  be  directed  at  vac- 
cinated and  unvaccinated  contacts.  Vaccination 
with  either  type  of  vaccine  probably  does  not  inhibit 
asymptomatic  carriage  of  the  organism.  Vaccinated 
children  may  be  protected  from  invasive  disease  but 
may  nevertheless  transmit  the  organism  to  suscepti- 
ble children. 

• Conjugate  vaccine  and  DTP  may  be  given  simulta- 
neously at  different  sites.  Data  are  lacking  with  re- 
spect to  concomitant  administration  of  conjugate 
vaccine  and  measles-mumps-rubella  (MMR)  or 
oral  polio  (OPV)  vaccines.  If  the  recipient  is  unlike- 
ly to  return  for  further  vaccination,  simultaneous 
administration  (DTP,  OPV,  MMR  and  Hib  conju- 
gate) is  recommended  according  to  the  recipient’s 
age  and  previous  vaccination  status. 
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NYS  Rabies  Summary  1988 

During  1988,  40  cases  of  rabies  in  animals  occurred  in 
New  York  State  (exclusive  of  New  York  City)  (Figure  1). 
Bats  comprised  the  largest  number  of  cases  (38),  followed 
by  one  case  each  in  a grey  fox  and  a bovine. 

The  red  fox  rabies  outbreak  that  has  occurred  cyclically 
in  the  northern  counties  for  the  last  three  decades  was  not 
evident  during  1988.  This  was  the  first  year  since  1980 
that  fox  rabies  was  not  confirmed  in  that  area.  The  out- 
break was  interrupted  on  previous  occasions  for  a year  or 
more  and  recurred  on  islands  of  the  St  Lawrence  River  or 
in  townships  bordering  the  river. 

The  mid-Atlantic  raccoon  rabies  epizootic,  which  cur- 
rently affects  Virginia,  West  Virginia,  Maryland,  the  Dis- 
trict of  Columbia,  Delaware  and  Pennsylvania,  continued 
to  spread  slowly  toward  New  York  during  1988.  Pennsyl- 
vania reported  543  rabid  animals,  including  385  raccoons 
for  the  year.  The  problem  moved  only  about  25  miles 
northward  this  year,  and  is  currently  about  45  miles  south 
of  Elmira,  New  York.  The  eastward  spread  toward  New 
Jersey  was  more  dramatic,  with  numerous  cases  in  the 
Pennsylvania  counties  bordering  that  state. 

During  1988,  the  New  York  State  Health  Department 
Rabies  Laboratory  examined  3,213  animals  for  evidence 
of  rabies  infection  (Table  I).  Bats  comprised  the  largest 
single  category  of  specimens  (1,177),  followed  by  domes- 
tic cats  (609)  and  dogs  (473).  The  raccoon  was  the  most 
commonly  submitted  animal  (309)  among  terrestrial 
wildlife.  A total  of  245  rodents  and  lagomorphs  (rabbits 
and  hares)  were  submitted  for  examination  despite  the 
fact  that  in  the  United  States  they  are  relatively  rabies- 
free.  Ferrets  submitted  to  the  Rabies  Laboratory  to  ex- 
clude rabies  infection  totaled  57,  the  same  number  as  in 
1987.  Ninety-one  percent  of  the  ferrets  were  involved  in  a 
biting  incident. 


(1) 


FIGURE  1.  Laboratory  confirmed  rabies  in  New  York  State  (excluding 
New  York  City),  1988. 
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TABLE  I.  Animals  Submitted  to  the  New  York  State 
Rabies  Laboratory — 1988 


Animal 

No.  Submitted 

No.  Positive 

% Positive 

Dogs 

473 

0 

0 

Cats 

609 

0 

0 

Cattle 

50 

1 

2* 

Other  Domestic 

30 

0 

0 

Skunks 

89 

0 

0 

Foxes 

127 

1 

0.79t 

Bats 

1177 

38 

3.144S 

Raccoons 

309 

0 

0 

Roden  ts/Lagomorphs 

245 

0 

0 

Ferrets 

57 

0 

0 

Other  Wild 

47 

0 

0 

Total 

3213 

40 

1.24 

* Includes  1 bovine  reported  positive  by  the  Centers  for  Disease  Control  after 
examination  of  formalin-fixed  tissues  by  an  experimental  technique. 

1 1 Grey  Fox,  July  14.  1988.  Northumberland.  Saratoga  County. 

1 1 Myotis  keenii,  June  19.  1988,  Deposit,  Delaware  County.  36  Big  Browns, 
Eptesicusfuscus , March  10-December  2,  1988,  from  the  following  counties:  Alba- 
ny (5).  Broome  ( 1 ),  Dutchess  (2),  Erie  ( I ),  Essex  ( I ),  Genesee  (2),  Jefferson  (I ), 
Lewis  (1).  Livingston  (I),  Niagara  (2),  Oneida  (1),  Onondaga  (4),  Ontario  (I), 
Oswego  ( 1 ),  Rockland  (2),  St.  Lawrence  ( 1 ).  Schenectady  ( 1 ),  Schuyler  ( 1 ),  Steu- 
ben (2),  Tompkins  (3),  Warren  (1),  Westchester  (I). 

5 Includes  one  rabid  bat  captured  in  Dover  Plains,  Dutchess  County,  examined 
by  the  Connecticut  State  Laboratory. 

Bat  rabies  was  once  again  widespread  geographically, 
with  the  38  confirmed  cases  occurring  in  22  counties  from 
all  regions  of  the  state.  All  but  one  case  occurred  in  the  big 
brown  bat,  Eptesicus  fuscus , one  of  the  two  common  com- 
mensal species.  The  other  case  occurred  in  Myotis  keenii , 
a relatively  rare  species.  Overall,  3.2%  of  submitted  bats 
were  rabid,  while  5.7%  of  big  brown  bats  were  rabid.  A 
total  of  95  (8.7%)  of  all  bats  submitted  had  bitten  a hu- 
man, 452  (38%)  had  contact  with  one  or  more  cats. 
Among  rabid  bats,  2 1 .8%  had  bitten  a human  while  1 6.2% 
had  contact  with  one  or  more  cats.  Several  of  the  human 
bites  inflicted  by  rabid  bats  received  widespread  media 
attention  this  year. 

In  January,  a bovine  in  Clinton  County,  suspected  of 
listeria  infection,  was  euthanized  and  tissues  were  sent  to 
the  New  York  State  College  of  Veterinary  Medicine  at 
Cornell.  Formalin-fixed  tissues  were  sent  to  the  US  Cen- 
ters for  Disease  Control  where  an  experimental  avidin- 
biotin  amplified  histochemical  test  was  performed  and  the 
cow  was  reported  as  rabid.  Attempts  to  confirm  the  result 
of  this  test  have  been  unsuccessful. 

A rabid  grey  fox  captured  in  Saratoga  County  had  ra- 
bies virus  widespread  throughout  its  tissues.  The  virus  iso- 
lated from  the  fox  was  identified  by  monoclonal  antibody 
panel  analysis  at  the  Wadsworth  Center  for  Laboratories 
and  Research  to  be  the  strain  commonly  found  in  big 
brown  bats  in  New  York  State.  This  is  the  13th  occur- 
rence since  1978  of  bat-to-terrestrial  mammal  transmis- 
sion of  rabies. 

These  cases  confirm  the  need  to  suspect  rabies  in  an 
animal  exhibiting  signs  of  the  disease  anywhere  in  the 
state,  since  rabid  bats  are  reported  from  all  areas  and  do 
occasionally  infect  other  species.  The  pattern  of  reported 
contacts  with  bats  emphasizes  the  value  of  rabies  vaccina- 
tion for  pets  throughout  the  state,  especially  cats.  Vacci- 
nation should  also  be  considered  for  valuable  livestock 
housed  in  buildings  with  a history  of  bat  infestation.  Fer- 


rets must  be  considered  as  a wild  animal  and  submitted  for 
rabies  examination  subsequent  to  a biting  incident  of  hu- 
mans. 


Cancer  incidence  in  five  continents 

The  fifth  volume  in  the  series  Cancer  Incidence  in  Five 
Continents  has  recently  been  prepared  and  published 
jointly  by  the  International  Association  of  Cancer  Regis- 
tries, a nongovernmental  body  in  official  relations  with 
the  World  Health  Organization  (WHO),  and  the  Interna- 
tional Agency  for  Research  on  Cancer.  The  volume  con- 
tains information  on  the  incidence  of  cancer  as  it  is  distrib- 
uted throughout  many  parts  of  the  world  and,  for  some 
regions,  among  various  ethnic  groups.  With  the  increasing 
homogeneity  of  the  environment  in  many  parts  of  the 
world,  it  is  important  to  cover  as  much  of  the  globe  as 
possible  with  a network  of  cancer  registries  able  to  provide 
reliable,  comparable  information  on  risk  differentials. 
Populations  covered  by  this  volume  vary  in  size  from 
68,900  in  the  Northwest  Territory  and  Yukon  of  Canada 
to  a population  of  49,203,000  in  England  and  Wales.  Can- 
cer incidence  data  for  New  York  State,  excluding  New 
York  City,  is  included.  Separate  data  for  the  population  of 
New  York  City  is  included  for  the  first  time  in  Volume  V. 

The  problems  involved  in  comparing  incidence  data 
from  different  parts  of  the  world  are  discussed  in  depth  in 
the  commentary  and  data  on  the  indices  of  reliability  are 
presented  for  each  registry  by  sex,  site  and  broad  age 
groups.  These  indices  include  the  percent  of  cases  histo- 
logically verified,  the  percent  of  cases  derived  from  death 
certificates  only  and  the  ratio  of  mortality  to  incidence. 

Separate  chapters  are  devoted  to  Techniques  of  Regis- 
tration, Classification,  Coding  Practices,  Processing  of 
Data  and  Comparability  and  Quality  of  Data:  Reliability 
of  Registration.  Included  is  a discussion  of  the  variations 
in  definitions  of  multiple  primary  neoplasms  between  reg- 
istries. Almost  all  registries  count  each  independent  pri- 
mary separately  if  these  primaries  occurred  in  different 
organs.  However,  many  registries  also  count  separately 
independent  primaries  occurring  in  the  same  organ,  such 
as  colon,  and  many  registries  also  count  cancers  occurring 
in  paired  organs  twice.  The  New  York  State  Registry 
tends  to  be  more  conservative  in  counting  multiple  prima- 
ries than  many  other  registries. 

One  of  the  principal  objectives  of  this  series  is  to  provide 
data  that  will  permit  comparisons  of  incidence  that  may 
lead  to  the  formulation  of  etiologic  hypotheses.  This  com- 
parison may  be  international,  inter-regional  or  secular. 
The  differences  observed  can  result  from  exposure  to  a 
variety  of  environmental  factors,  modified  by  differences 
in  genetic  background  and  cultural  patterns.  They  may 
also  be  influenced  by  purely  technical  procedures  of  regis- 
tration. The  book  provides  no  interpretation  of  the  data 
and  leaves  the  reader  to  draw  conclusions  and  build  hy- 
potheses on  the  basis  of  this  unique  data  set. 

Data  continue  to  support  the  effect  of  changes  in  life- 
style that  occur  following  migration.  This  includes  but  is 
not  limited  to  changes  in  dietary  habits.  Table  I shows 
incidence  rates  for  four  types  of  cancers  among  Japanese 
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TABLE  I.  Cancer  Incidence  Rates  per  100,000,  * 
1978-1982 


Stomach 

Colo-rectal 

Males 

Females 

Males 

Females 

Japan  (Nagasaki) 

82.0 

36.1 

31.1 

17.4 

Hawaii  (Japanese) 
San  Francisco 

28.4 

14.1 

52.0 

31.1 

Bay  Area  (Japanese) 
San  Francisco 

24.3 

10.8 

43.4 

33.2 

Bay  Area  (Whites) 

10.4 

4.8 

46.0 

34.7 

Prostate 

Female  Breast 

Japan  (Nagasaki) 

8.8 

20.3 

Hawaii  (Japanese) 
San  Francisco 

31.2 

50.1 

Bay  Area  (Japanese) 
San  Francisco 

16.5 

48.9 

Bay  Area  (Whites) 

50.0 

87.0 

* Age-adjusted  to  world  population. 


living  in  Japan  and  those  who  have  migrated  to  the  United 
States.  The  rates  for  certain  types  of  cancer  change  mark- 
edly among  Japanese  who  have  migrated  to  Hawaii  or  to 
the  San  Francisco  Bay  area.  Stomach  cancer  declines  dra- 
matically but  not  to  the  low  level  of  whites  living  in  the 
San  Francisco  Bay  area.  Colorectal  cancer  has  increased 
and  now  equals  or  exceeds  that  of  the  white  population. 
Marked  increases  have  occurred  in  the  Japanese  rates  for 
female  breast  and  prostatic  cancer  but  still  do  not  equal 
the  rates  observed  for  whites. 

Figure  1 illustrates  some  of  the  differences  found  be- 
tween registries.  Cancer  incidence  rates  are  given  for  two 
selected  sites  (liver  and  cervix  uteri)  from  several  regis- 
tries worldwide  to  illustrate  differences  between  New 
York  State  and  other  parts  of  the  world.  In  each  case,  the 
highest  and  lowest  reported  rates  are  included.  All  inci- 
dence rates  are  age-adjusted  to  the  standard  world  popu- 
lation. The  world  population  gives  more  weight  to  younger 
ages  in  the  age-adjustment  process  and,  thus,  produces 
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Cancer  in  Five  Continents  Volume  V * Some  data  may  be  incomplete  as  evidenced  by  the  indces 

Age-Adjusted  to  World  Population  of  'etebaty  and/or  the  con dt ions  in  which  the  regetry  operates 

FIGURE  1.  Age-adjusted  incidence  rates,  1978-1982,  liver  (ICD  9th, 
155)  and  cervix  uteri  (ICD  9th,  180),  selected  international  cancer  regis- 
tries. 


somewhat  lower  rates  for  New  York  State  than  when  ad- 
justed to  the  1 970  United  States  population.  For  both  liver 
and  cervical  cancer  the  rates  for  New  York  City,  even 
with  its  extremely  heterogenous  population  which  in- 
cludes many  migrants,  are  higher  than  for  the  rest  of  the 
state.  Liver  cancer  remains  elevated  among  Far  Eastern 
migrants.  Cancer  of  the  cervix  uteri  remains  higher  in 
New  York  City  as  it  is  more  common  in  lower  socioeco- 
nomic groups  including  black  and  Hispanic  popula- 
tions. 

Additional  publications  are  expected  to  be  published 
based  on  Volume  V.  Cancer  Incidence  in  Five  Continents: 
A Picture  Book  will  depict  data  in  graphic  form  and  will 
be  published  in  1 989.  Included  will  be  histograms  showing 
the  world  age-standardized  rates  for  40  representative 
populations  in  rank  order  by  site  and  sex,  and  age-specific 
rate  graphs  for  selected  sites  and  populations.  Cancer  In- 
cidence in  Five  Continents , Volume  V is  distributed  by 
Oxford  University  Press,  New  York,  and  may  be  obtained 
through  local  bookstores.  For  additional  information  con- 
tact: Dr  William  S.  Burnett,  Director,  New  York  State 
Cancer  Registry,  (518)  474-2255. 
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BOOK  REVIEWS 


GENERAL  SURGERY:  REVIEW  AND 
ASSESSMENT 

Third  Edition.  By  Richard  M.  Still- 
man, MD.  438  pp,  illustrated.  East  Nor- 
walk, Conn,  Appleton  & Lange,  1988. 
$24.95  (paperback) 

This  is  the  third  edition  of  a softcover 
book  first  published  in  1 983  to  help  stu- 
dents and  residents  develop  and  main- 
tain the  “mental  data  bank”  required 
to  care  for  surgical  patients  and  to  pass 
the  NMB,  Flex,  ECFMG,  and  In 
Training,  Qualifying  and  Certifying  ex- 
aminations of  the  American  Board  of 
Surgery. 

The  book  covers  general  surgery  as 
well  as  some  of  the  subspecialties  such 
as  pediatric  surgery,  peripheral  vascu- 
lar surgery,  cardiovascular  surgery, 
and  anesthesia.  Because  of  its  small 
size,  it  can  easily  fit  in  a coat  pocket, 
and  its  outline  format  makes  informa- 
tion readily  accessible. 

Each  chapter  begins  with  a concise 
and  to-the-point  outline  of  anatomy  fol- 
lowed by  a discussion  of  pathophysiolo- 
gy, diagnosis,  clinical  findings,  treat- 
ment, and  complications.  Numerous 
tables,  illustrations,  and  mnemonics  are 
used  to  facilitate  the  memorization  pro- 
cess. A list  of  multiple  choice  questions 
and  answers  designed  to  aid  the  reader 
in  self-examination  completes  each 
chapter. 

In  this  new  edition,  the  author  has 
added  a chapter  on  the  diagnosis  and 
management  of  the  acute  abdomen  and 
revised  the  chapters  on  fluid  and  elec- 
trolytes, shock,  and  thyroid.  His  at- 
tempt to  keep  pace  with  the  recent  ad- 
vances in  various  surgical  fields  has, 
however,  been  only  partially  successful. 
The  book  contains  some  statements 
that  are  either  outdated  or  not  widely 
accepted.  For  example:  “Paget’s  dis- 
ease of  the  nipple  has  a very  poor  prog- 
nosis,” (page  53);  “The  treatment  of 
Zollinger-Ellison:  Cimetidine  for  two 
weeks  then  total  gastrectomy,”  (page 
163);  “Familial  polyposis  Rx.:  total  co- 
lectomy and  ileorectal  anastomosis  and 
F/U  of  rectum,”  (page  195). 

Although  the  author  indicates  that 
the  book  will  “expose  areas  that  the 
reader  does  not  fully  comprehend,”  the 
student  will  quickly  realize  that  he  has 
to  consult  the  selected  bibliography 
quite  often,  for  the  book  touches  only 
lightly  on  the  detailed  treatment  of 


many  clinical  entities.  For  example: 
“The  RX  of  primary  aldosteronism  is: 
spironolactone  and  potassium  to  cor- 
rect metabolic  abnormalities.  Opera- 
tion.” The  author  does  not  indicate 
which  modality  to  use  if  the  primary  al- 
dosteronism is  due  to  an  adenoma  or 
hyperplasia,  nor  the  type  of  operation 
required. 

The  treatment  of  melanoma  is  based 
on  Clark’s  histologic  classification 
without  any  mention  of  Breslow’s  clas- 
sification. The  treatment  of  ulcerative 
colitis  fails  to  indicate  total  colectomy 
with  submucous  resection  of  rectum 
and  ileoanal  anastomosis  as  an  alterna- 
tive. 

Overall,  the  special  value  of  this  book 
lies  in  its  format:  an  outline  text  and  a 
question-answer  section.  Medical  stu- 
dents will  find  it  very  useful  as  an  over- 
view and  as  a reference  guide  during 
their  clinical  rotations,  as  well  as  a valu- 
able study  aid  for  the  surgical  part  of 
the  National  Board  Examinations.  The 
house  officer  may  also  find  it  useful  in 
preparing  for  the  in-training  examina- 
tion, assuming  a previously  acquired 
data  base  is  adequate. 

JAMAL  J HOBALLAH,  MD 
New  York  University  Medical  Center 
550  First  Ave 
New  York,  NY  10016 


SURGICAL  INFECTIOUS  DISEASES 

Second  Edition.  Edited  by  Richard  J. 
Howard,  MD,  Richard  L.  Simmons,  MD. 
913  pp,  illustrated.  East  Norwalk, 
Conn,  Appleton  & Lange,  1988. 
$159.00  (hardcover) 

Although  there  are  many  excellent 
infectious  disease  texts  written  by  inter- 
nists, there  are  few  currently  available 
texts  which  are  written  by  surgeons  and 
which  deal  with  surgical  infections.  The 
purpose  of  this  text  is  to  address  the 
clinical  management  of  those  types  of 
infections  with  which  the  surgeon  deals: 
polymicrobial  infections  in  hosts  who 
have  compromised  resistance  to  these 
organisms.  Until  Surgical  Infectious 
Diseases , no  such  text  had  been  pub- 
lished since  1949,  when  Frank  Meleney 
published  Clinical  Aspects  of  Treat- 
ment of  Surgical  Infections.  Since  1 949 
much  has  been  learned  about  humoral 
immunity,  cellular  immunity,  as  well  as 
phagocytic  cells  and  the  complement 


system.  Additionally,  a broad  array  of 
antimicrobial  agents  are  available  to 
the  surgical  practitioner,  as  well  as  new 
surgical  approaches  to  the  treatment  of 
certain  infections.  This  text  is  a com- 
prehensive review  of  the  pathogenesis, 
diagnosis,  and  treatment  of  surgical  in- 
fectious diseases,  which  is  intended  to 
serve  both  the  senior  surgeon  and  the 
surgical  resident. 

The  book  has  divided  the  under- 
standing of  surgical  infections  into 
eight  main  categories.  The  first  section 
deals  with  the  microbiology  of  surgical 
infections.  Part  1 1 is  an  overview  of  host 
resistance  to  infection.  Part  III,  entitled 
“The  Systemic  Responses  to  Infec- 
tion,” provides  a review  of  the  metabol- 
ic response  to  injury.  Part  IV,  “Princi- 
ples of  Diagnosis,”  addresses  the  role  of 
the  ancillary  laboratories  in  the  diagno- 
sis of  infections.  Part  V,  “Antimicrobial 
Therapy,”  discusses  not  only  standard 
antibiotic  therapies  but  also  immuno- 
therapy as  well.  Part  VI,  “Wound  In- 
fections,” provides  in-depth  discussions 
on  antibiotic  prophylaxis,  epidemiology 
of  wound  infections,  technical  manage- 
ment of  wounds,  and  nosocomial  infec- 
tions. Part  VII  is  a survey  of  infections 
categorized  by  the  region  of  the  body. 
Part  VIII  covers  special  problems  such 
as  tetanus,  burns,  and  infections  in  the 
immunocompromised  host. 

The  editors  are  both  recognized  au- 
thorities in  the  field  of  infection,  and 
leaders  in  the  area  of  resistance  to  in- 
fection in  the  surgical  hosts.  They  have 
gathered  together  an  impressive  num- 
ber of  authorities  in  their  respective 
fields  to  write  specific  chapters.  This 
provides  for  individual  authoritative  re- 
views. 

This  is  the  second  edition  of  this  text. 
Since  the  first  edition  was  published, 
many  new  antibiotics  have  been  placed 
on  the  market  and  some  new  infectious 
diseases  have  appeared,  including 
Lyme  disease  and  human  immunodefi- 
ciency virus  infections.  Although  some 
chapters  were  omitted  in  the  second 
edition,  the  loss  of  these  chapters  has 
little  impact  on  the  overall  excellent 
quality  of  the  text.  Many  handbooks  of 
surgical  infection  have  been  published 
since  the  first  edition  of  Surgical  Infec- 
tious Diseases.  However,  these  newer 
books  lack  the  breadth  and  depth  of 
Howard  and  Simmons’  book. 

In  summary,  this  is  a beautifully  pre- 
sented book  which  provides  the  only 
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complete  textbook  of  surgical  infection 
available  on  the  market.  It  is  compre- 
hensive and  authoritative  and  is  the 
first  text  I would  go  to  if  I were  faced 
with  a difficult  surgical  infectious  dis- 
ease problem. 

JOHN  MIHRAN  DAVIS,  MD 
Cornell  University  Medical  College 
New  York,  NY  10021 


CLINICAL  IMPERATIVES  IN  SURGERY 
AND  ORTHOPAEDICS 

By  B.  G.  P.  Lindeque.  450  pp,  illustrat- 
ed. Pretoria,  South  Africa,  Haum  Edu- 
cational Publishers,  1988.  $67.00 
(hardcover) 

The  authors  and  contributors  have 
performed  a valuable  service  in  writing 
this  concise  compendium  of  orthopedics 
and  the  general  surgical  and  basic  sci- 
ence foundation  of  musculoskeletal  dis- 
eases and  their  treatment.  Perhaps 
written  with  house  officers  and  those 
reviewing  for  certifying  examinations 
in  mind,  the  49  chapters  have  excellent 
graphics  and  consistency  of  form,  with 
a clarity  useful  to  the  practitioner  as 
well. 

Although  the  longest  chapter,  on  the 
subject  of  endocrinology  in  surgery  and 
anesthesia,  is  only  20  pages,  it  is  well 
written  and  contains  much  authorita- 
tive information,  particularly  on  the 
management  of  hypo-  and  hyperthy- 
roidism and  the  diabetic  patient.  There 
is  no  mention  of  inappropriate  antidi- 
uretic hormone  states,  or  the  interrela- 
tionship of  calcium  metabolism  with  re- 
nal function,  although  hypercalcemic 
and  hypocalcemic  states  are  dealt  with 
in  the  text. 

Almost  a quarter  of  the  book  is  de- 
voted to  the  spinal  area.  Excellent  dia- 
grams augment  the  lucid  discussion  of 
the  spine  examination,  injury,  deformi- 
ty, developmental  and  acquired  disease, 
including  bracing,  and  surgical  and 
neurological  aspects.  Growth  and  de- 
velopment, hematologic  aspects,  immu- 
nology, and  the  management  of  shock 
and  the  acutely  injured  patient,  are  sec- 
tions that  deserve  particular  praise. 
There  is  clarity  and  completeness  in 
these  areas.  Biomechanics,  prosthetics, 
and  orthotics,  however,  are  given  short 
shrift.  Hand  and  amputations  receive 
only  scant  and  therefore  wanting  cover- 
age. 

Another  admirable  feature  of  this 
400-page  text  is  the  excellent  bibliogra- 
phies at  the  end  of  each  chapter  and  fre- 
quent references  in  the  book  to  detailed 


classics  when  more  information  is 
sought  by  the  reader. 

The  included  material  has  continu- 
ity, making  the  book  easily  readable. 
Credit  is  due  to  the  senior  editor  and 
principal  contributor,  G.  F.  Dommisse, 
for  the  fluidity  and  uniformity  of  the 
text  which  emanates  principally  from 
the  University  of  Pretoria.  The  Univer- 
sity of  Liverpool  is  also  represented. 
Four  American  authors  who  are  well 
known  and  widely  published  in  their 
fields  are  also  contributors. 

The  title  of  Clinical  Imperatives  in 
Surgery  and  Orthopedics  is  apt.  Much 
of  the  information  is  invaluable,  “must 
know”  material.  A certain  amount  of 
repetition  of  important  facts  through 
some  of  the  chapters  is  actually  an  ad- 
vantage in  recalling  some  of  the  pearls 
of  orthopedic  wisdom.  It  is  far  superior 
to  many  handbooks,  outlines,  and  com- 
pendiums  of  recent  vintage  aimed  in  the 
same  direction.  The  publisher,  Haum 
Education  Publishers,  deserves  ap- 
plause for  excellence  in  printing,  paper 
quality,  and  binding  as  well  as  the  mod- 
erate price. 

HUBERTS.  PEARLMAN,  MD 
4901  Ft  Hamilton  Pkwy 
Brooklyn,  NY  11219 


OCULOPLASTIC,  ORBITAL  AND 
RECONSTRUCTIVE  SURGERY 

Volume  1.  Edited  by  Albert  Hornblass, 
MD.  717  pp,  illustrated.  Baltimore,  Md, 
Williams  & Wilkins,  1988.  $125.00 
(hardcover) 

The  purpose  of  this  textbook  is  to  of- 
fer extensive  information  on  the  subject 
of  oculoplastic  surgery  with  an  ade- 
quate reference  list  for  each  topic.  The 
first  volume  of  the  well-written  text 
covers  eyelid  surgery;  the  orbit  and  the 
lacrimal  system  will  be  covered  in  the 
second  volume.  All  of  the  92  authors 
are  recognized  authorities  in  their  fields 
including  a large  number  of  ophthal- 
mologists, plastic  surgeons,  dermatolo- 
gists, and  others.  Seventy-six  subjects 
are  discussed  in  nine  sections  and  most 
chapters  have  good  black  and  white 
photographs  and  clear  illustrations. 

Section  I discusses  the  anatomy  and 
physiology  of  the  eyelids  and  includes 
general  principles  of  oculoplastic  sur- 
gery, such  as  specialized  instruments, 
wound  healing,  type  and  application  of 
anesthesia,  and  specific  surgical  tech- 
niques. This  section  ends  with  a review 
of  psychological  and  medicolegal  is- 
sues, areas  not  always  well  addressed  by 


non-ophthalmological  surgeons.  The 
congenital  and  developmental  anoma- 
lies, including  congenital  ptosis,  is  well 
covered  in  section  II.  The  discussions  of 
diseases  of  the  eyelid,  including  infor- 
mation on  connective  tissue  diseases, 
are  interesting  in  section  III  and  are  not 
usually  available  in  oculoplastic  litera- 
ture. Section  IV  deals  with  neoplastic 
lesions  of  the  eyelids  and  adnexa,  in- 
cluding different  types  of  treatment. 
Eyelash  and  eyebrow  problems  are  re- 
viewed in  section  V,  and  in  section  VI 
ectropion  and  entropion  as  well  as  ac- 
quired ptosis  and  the  different  repairs 
available  are  discussed.  The  treatment 
of  lagophthalmos  with  springs  and  si- 
lastic rods,  nerve  anastomosis,  and  fas- 
cia lata  slings  is  mentioned.  Tele- 
canthus, post-traumatic  and  in  relation 
to  blepharophimosis  syndrome  and  ble- 
pharospasm, is  also  reviewed  in  this  sec- 
tion. 

The  principles  of  eyelid  trauma  are 
well  discussed  in  section  VII.  This  sec- 
tion covers  chemical  and  thermal  burns 
as  well  as  trauma  to  the  lacrimal  sys- 
tem. It  is  difficult  to  cover  completely 
the  diversity  of  eyelid  trauma  in  50 
pages.  Approximately  20%  of  the  vol- 
ume is  dedicated  to  cosmetic  surgery  of 
the  eyelid  (five  chapters).  Many  differ- 
ent techniques  are  described  including 
the  transconjunctival  approach  of  her- 
niated periorbital  fat  of  the  lower  eye- 
lids. Especially  well  written  chapters 
are  the  ones  on  lower  blepharoplasties 
and  on  the  importance  of  the  balance 
between  levator  and  the  orbicularis 
muscle.  The  last  section  deals  with  eye- 
lid reconstruction  including  repair  of  a 
variety  of  lid  and  canthal  defects.  Re- 
moval of  basal  cell  carcinoma  with  the 
Moh  technique  and  the  argon  laser 
treatment  of  port  wine  stains  and  other 
blood  vessel  tumors  are  also  included  in 
this  section. 

There  is  a need  for  this  type  of  ency- 
clopedic textbook.  The  field  of  oculo- 
plastic surgery  has  grown  tremendously 
in  the  last  20  years,  and  several  surgical 
specialties  share  interest  in  this  ana- 
tomical area.  Volume  I is  one  of  the 
first  complete  textbooks  of  eyelid  dis- 
ease and  eyelid  surgery,  and  it  is  very 
valuable  for  anyone  who  operates  in 
that  area.  It  is  especially  useful  to  the 
aesthetic  plastic  surgeon  requiring  an 
introduction  to  multiple  disease  mani- 
festations affecting  the  eyelid  and  the 
orbit. 

In  summary,  Volume  I of  Oculoplas- 
tic, Orbital  and  Reconstructive  Sur- 
gery provides  the  reader  with  a well-or- 
ganized, encyclopedic  textbook  of 
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eyelid  disorders  and  ophthalmic  plastic 
surgery  technique.  I would  imagine 
that  Volume  II  dealing  with  the  orbit 
and  lacrimal  system  will  be  of  interest 
to  a lesser  number  of  surgeons.  Howev- 
er, I am  looking  forward  to  its  publica- 
tion. 

MAJA  S RUETSCHI.  MD 
Three  Hospital  Dr 
Lewisburg,  PA  17837 


ATLAS  OF  C02  LASER  SURGICAL 
TECHNIQUES 

Edited  by  Raymond  J.  Lanzafame,  MD, 
and  J.  Raymond  Hinshaw,  MD.  297  pp, 
illustrated.  St  Louis,  Ishiyaku  Euro- 
America,  Inc,  Publishers,  1988.  $145.00 
(hardcover) 

This  is  a well-constructed  and  well- 
illustrated  book  on  CO2  laser  surgery 
by  the  capable  laser  surgical  group  of 
the  Rochester  General  Hospital.  It  is  a 
welcome  addition  to  the  increasing 
group  of  color  atlases  for  this  form  of 
treatment.  These  colorful  photographic 
aids  show  surgical  techniques  almost  as 
well  as  the  expensive  color  VHS  tapes. 
This  atlas  is  superior  to  the  usual  text- 
book on  the  subject.  Laser  physics  is  ex- 
plained in  many  easily  understood  color 
prints  and  comparable  tissue  ablation 
pictures  are  also  available  illustrating 
the  value  of  controls.  The  section  on  la- 
ser safety  is  also  well  illustrated.  The 
section  on  laser  nursing  is  excellent,  es- 
pecially for  anyone  designated  as  the  la- 
ser safety  officer.  For  the  postoperative 
laser  gynecologic  patient,  nursing  is  im- 
portant. A laser  trained  nurse  can  be 
more  understanding  and  responsive  to 
the  patient.  In  the  instrument  section, 
the  Sharplan  CO:  laser  and  its  accesso- 
ries are  shown  in  detail;  no  other  lasers 
are  shown.  The  clinical  treatment  sec- 
tions start  with  cutaneous  and  subcuta- 
neous benign  and  malignant  tumors 
and  infections.  Definite  indications  for 
laser  surgery  are  shown  for  malignant 
and  infected  lesions.  Occasionally, 
there  are  follow-up  pictures.  Laser  sur- 
gery of  the  breast  is  presented,  as  is  la- 
ser abdominal  surgery.  The  latter  is  un- 
common so  far  in  the  US,  but  extensive 
in  the  USSR,  China,  and  Japan.  Laser 
abdominal  surgery  includes  the  pancre- 
as and  the  gall  bladder.  The  authors  ad- 
mit that  hepatic  surgery  is  controversial 
but  hepatic  surgery  in  dogs  has  been 
shown  to  be  effective.  An  interesting 
case  of  an  echinococcus  cyst  of  the  liver 
is  presented  and  head  and  neck  surgery 
as  well  as  rectal  surgery  are  also  cov- 


ered. Similar  to  laser  surgery  of  decu- 
biti,  laser  surgery  of  gangrene  is  pre- 
sented. Orthopedic  laser  surgery  of 
rheumatoid  arthritis  and  hemophilic 
arthritis  of  the  knee  are  pictured.  In  Eu- 
rope, there  is  extensive  use  of  orthope- 
dic laser  surgery  in  hemophilia.  Also  in- 
cluded is  a laser  liver  biopsy  in  a patient 
with  hemophilia  with  suspected  Laen- 
nec  cirrhosis.  A selected  laser  surgery 
reading  list  and  a good  glossary  con- 
clude the  textbook.  A table  of  contents 
probably  substitutes  for  an  index.  This 
book  is  a beautiful  and  colorful  practi- 
cal guide  for  many  areas  of  current  CO: 
laser  surgery. 

LEON  GOLDMAN,  MD 
Laser  Consultant,  Dermatology  Code  43 
Naval  Hospital 
San  Diego,  CA  92134 


ATLAS  OF  SURGICAL  OPERATIONS 

Sixth  Edition.  By  Robert  M.  Zollinger, 
Jr,  MD,  and  Robert  M.  Zollinger,  MD. 
273  pp,  illustrated.  New  York,  Mac- 
millan Publishing  Co,  1988.  $120.00 
(hardcover) 

This  is  the  sixth  edition  of  this  now 
classic  atlas  by  Zollinger  and  Zollinger. 
The  authors’  stated  theme  “to  review 
the  anatomy  in  technical  steps  of  major 
surgical  procedures  in  order  to  avoid 
problems  from  unexpected  anatomic 
anomalies  or  pathologic  processes”  is 
well  fulfilled.  To  this  new  edition  the 
authors  have  added  14  surgical  proce- 
dures with  20  new  plates,  including  a 
section  on  stapling  devices,  modified 
radical  mastectomy,  Shouldice  her- 
niorrhaphy, ileoanal  anastomosis,  sa- 
phenous vein  in  situ  arterial  bypass,  and 
parathyroidectomy.  A new  chapter  cov- 
ering ambulatory  surgery  has  also  been 
added.  The  book’s  contents  and  organi- 
zation are  basically  unchanged  from 
previous  editions  and  thoroughly  detail 
the  anatomy  and  technical  consider- 
ations of  numerous  general  surgical, 
vascular,  and  gynecologic  procedures. 
Each  plate  is  organized  with  respect  to 
indications,  preoperative  preparation, 
anesthesia,  positioning,  operative  prep- 
aration, incision  and  exposure,  and  de- 
tails of  the  specific  procedure,  including 
closure  and  postoperative  care.  The  an- 
atomical graphics  of  the  operative  pro- 
cedures are  meticulously  drawn  and 
correspond  sequentially  to  the  descrip- 
tive text.  Fine  points  of  surgical  tech- 
niques are  clearly  pointed  out,  both  in 
the  text  and  the  graphic  displays.  The 
sixth  edition  of  the  Atlas  of  Surgical 


Operations  by  Zollinger  and  Zollinger 
represents  a significant  contribution  to 
the  field  of  surgery  and  remains  a clas- 
sic surgical  text  which  will  enrich  the 
education  process  for  generations  of 
surgeons  to  come. 

ANTHONY  ANTON ACCI.  MD 
New  York  Hospital-Cornell  Medical 
Center 

New  York,  NY  10021 


CLINICAL  PROBLEMS,  INJURIES  AND 
COMPLICATIONS  OF  GYNECOLOGIC 
SURGERY 

Second  Edition.  Edited  by  David  H. 
Nichols,  MD.  332  pp,  illustrated.  Balti- 
more, Md,  Williams  & Wilkins,  1988 
(hardcover) 

The  second  edition  of  this  book  fol- 
lows the  format  of  the  first.  The  topics 
are  introduced  in  individual  chapters 
and  reinforced  by  one  or  two  case  ab- 
stracts. The  author  uses  the  abstract  to 
open  the  discussion,  and  moves  to  vari- 
ous treatment  options,  often  with  com- 
ments on  the  relative  value  of  each. 
Most  chapters  close  with  pertinent  ref- 
erences. Dr  Nichols  has  selected  an  ex- 
tremely talented  group  of  contributors 
to  address  an  extraordinary  range  of 
topics.  The  number  of  chapters  has 
been  increased  to  97,  and  25  authors 
have  been  added.  The  chapters  are 
grouped  into  ten  sections,  focusing  on 
such  issues  as  intestinal  injuries,  uri- 
nary tract  injuries,  fertility  surgery, 
and  vaginal  surgery.  The  section  on  pel- 
vic cancer  surgery,  with  17  chapters,  is 
new  to  this  edition,  including  such  di- 
verse problems  as  trauma  to  the  vena 
cava  during  para-aortic  node  dissection 
and  unexpected  carcinoma  of  the  fallo- 
pian tube  at  vaginal  hysterectomy.  The 
section  on  breast  surgery  includes  chap- 
ters on  the  solitary  breast  nodule  and 
pneumothorax  during  mastectomy. 
These  are  examples  of  the  unusual 
range  and  diversity  of  the  problems  ad- 
dressed. 

This  is  not  a book  which  lends  itself 
to  reading  in  continuity,  but  rather  to 
selective  reading,  somewhat  analogous 
to  a volume  of  essays  or  short  stories.  It 
will  also  serve  as  a quick  reference  for 
those  clinical  problems,  complications, 
and  injuries  included.  The  discussions 
are,  for  the  most  part,  of  very  high  qual- 
ity. The  depth  of  discussion  varies,  de- 
pending on  the  topic.  A chapter  on  the 
missing  needle  would,  for  instance,  re- 
quire less  elaboration  than  that  cover- 
ing accidental  cystotomy  during  vagi- 
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nal  hysterectomy.  Doctor  Nichols, 
reflecting  his  interest,  has  included  18 
chapters  in  the  section  on  vaginal  sur- 
gery alone,  and  several  other  complica- 
tions of  vaginal  surgery  in  the  section 
devoted  to  urinary  tract  problems  and 


injuries.  These  are  uniformly  excellent. 

This  is  a very  useful  book  appealing 
to  attending  physicians  and  house  offi- 
cers. It  provides  a quick  review  of  a 
wide  variety  of  clinical  problems  in  gy- 
necology. While  many  of  the  complica- 


tions are  rare  and  may  never  be  encoun- 
tered, their  inclusion  adds  to  the  book’s 
value. 

RICHARD  J.  CALAMF..  MD 
Brookdale  Hospital  Medical  Center 
Brooklyn,  NY  11212 


FROM  THE  LIBRARY 


REPORT  ON  THE  IMPROVEMENTS  IN  THE  ART  AND  SCIENCE  OF  SURGERY  IN  THE 

LAST  FIFTY  YEARS 

...  I will  here  introduce  my  opinions  as  to  the  improvement  in  surgery  by  the  use  of  anaesthetic 
agents,  as  applicable  to  different  cases  in  which  we  are  called  on  to  operate.  I shall  not  enter  into  the 
discussion  of  their  discovery  or  who  first  used  them,  but  of  their  value  to  the  surgeon,  and  who  should 
use  them,  and  under  what  circumstances  they  can  be  employed  with  benefit.  In  the  use  of  chloroform, 
the  most  common  agent,  I hold  it  to  be  an  established  fact,  that  it  is  always  hazardous  to  give  it  to  its 
fullest  extent,  for  to  say  the  least,  it  is  giving,  unnecessarily,  two  chances  for  death  to  the  patient,  the  one 
by  the  knife  of  the  surgeon,  the  other  by  the  anaesthetic  agent.  Hundreds  of  cases  have  occurred  in 
which  death  or  permanent  insanity  has  been  the  result  of  its  use.  Consult  Churchill  on  the  use  of  it  in 
obstetrics,  and  his  confession  should  be  a warning  to  every  woman  who  has  the  happiness  of  becoming  a 
mother;  we  would  exhort  her  to  give  birth  to  her  child  as  she  got  it:  in  the  natural  way. 

In  surgery,  men  do  not  often  confess  their  sins,  and  when  they  do  it  is  to  a priest  whose  obligations 
compel  him  to  secrecy.  Although  I have  never  been  so  unfortunate  as  to  kill  any  one  with  chloroform, 
still  I must  confess  that  in  the  early  use  of  it,  and  in  the  absence  of  experience,  I have  in  a few  instances 
come  very  near  destroying  my  patients,  by  a total  suspension  of  life  and  by  convulsions,  the  result 
doubtless  of  its  use;  and  I do  know  that  my  neighbors  have  killed  some  of  their  patients  outright.  Had  I 
done  so  in  one  instance  I should  have  been  mobbed,  because  I did  not  belong  to  the  church,  or  because  I 
should  have  been  charged  with  experimenting  on  a Catholic  Irishwoman,  in  using  chloroform  for  the 
trifling  operation  of  opening  a felon.  Anaesthetic  agents  certainly  produce  insensibility  by  compression, 
or  an  apoplectic  condition  of  the  brain,  and  under  such  circumstances,  the  rupture  of  a vessel  in  the 
ventricles  or  soft  parts  of  the  brain  is  death.  That  this  is  the  condition  of  the  patient,  I have  satisfied 
myself  both  by  experiments  on  animals,  and  by  surgical  operations  on  the  human  body,  some  of  which  I 
shall  never  perform  again  with  the  aid  of  chloroform,  with  my  present  experience  of  its  effects.  In  all  my 
experiments  with  chloroform  on  animals,  they  sink  into  insensibility  as  the  pupils  of  the  eyes  dilate,  or 
the  brain  is  overcharged  with  blood,  and  die  if  it  is  long  continued.  . . . 

...  I have  determined  never  to  give  chloroform  in  any  operation  but  when  diluted  with  sulphuric 
ether,  and  then  never  to  its  fullest  extent;  but  if  my  patients  will  have  an  anaesthetic  agent,  will  give 
them  as  much  good  whiskey  as  they  will  drink,  which,  after  all  the  boasting  of  the  advocates  of  chloro- 
form and  ether,  is  the  very  best  agent  of  the  kind  that  can  be  used,  and  answers  all  the  purposes  of  the 
others  without  the  dangers  attending  their  use. 

I am  advised  of  the  preponderance  of  professional  opinions  on  this  subject  in  favor  of  the  use  of 
chloroform,  but  notwithstanding,  cannot  hesitate  to  give  my  honest  convictions,  and  were  I an  autocrat 
in  surgery  I would  banish  from  my  dominions  all  anaesthetic  agents  but  opium  and  alcohol.  Chloroform 
is  too  indiscriminately  used,  and  by  persons  unfitted  by  the  absence  of  physiological  knowledge  to  judge 
correctly  of  the  propriety  of  its  use.  Every  quack  boasts  of  his  skill  in  administering  it,  and  its  perfect 
safety  in  all  cases,  while  the  most  ignorant  tooth  carpenter  administers  it  freely  even  in  his  most  simple 
operations,  and  which  cause  but  little  pain  to  his  patient.  I have  in  almost  every  instance  extirpated  the 
parotid  gland  without  chloroform,  and  in  the  case  of  Mrs.  Charles  North,  of  Johnson  County,  Mo., 
extracted  a tumor  as  large  as  an  infant’s  head  from  the  upper  jaw,  extending  to  the  base  of  the  skull,  and 
carrying  with  it  nearly  all  the  upper  teeth,  successfully,  without  the  use  of  chloroform,  and  I cannot 
again  be  persuaded  to  administer  it  in  such  cases,  for  Earn  convinced  that  my  patients  bleed  less  and 
recover  sooner  without  the  use  of  this  agent  in  surgery.  The  patient  is  safer  in  the  hands  of  the  skillful 
anatomist  and  surgeon,  with  nothing  in  his  reach  but  the  knife,  the  tenaculum  and  the  sponge.  . . . 

JOSEPH  N.  MCDOWELL.  MD 

{Trans  AM  A 1860;  13:425-466) 
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NEWS  BRIEFS 


Survey  assesses  AIDS  on  college  campuses 

A nationwide  survey  of  blood  samples  from  students  at 
19  campuses  confirmed  the  presence  of  infection  with  the 
AIDS  virus  among  college  students  (NY  Times , May  23, 
1989,  p Cl 2).  The  American  College  Health  Association, 
which  performed  the  survey,  reported  that  “the  infection 
rate  was  slightly  higher  than  scientists  had  expected  but 
below  the  estimated  average  rate  for  the  nation.” 

While  estimates  of  the  rate  of  AIDS  infection  in  the  US 
range  from  4/1,000  to  6/1,000,  approximately  two  of  ev- 
ery 1,000  students  tested  showed  evidence  of  infection 
with  human  immunodeficiency  virus  (HIV).  Of  the  30 
HIV  antibody-positive  samples,  28  were  from  men,  even 
though  a majority  of  the  overall  samples  were  from  wom- 
en. The  blood  samples  tested  for  HIV  were  not  obtained  at 
random;  rather,  they  had  been  collected  at  student  health 
centers  for  other  testing  procedures,  including  cholesterol 
screening,  pregnancy  tests,  or  mononucleosis  diagnosis. 

In  the  view  of  Dr  Richard  P.  Keeling,  chief  researcher 
on  the  study,  “Because  of  a suspected  high  incidence  of 
sexual  and  drug  activity,  including  alcohol  abuse,  among 
college  students,  the  figures  portend  a rising  problem  with 
AIDS  among  this  age  group  if  strong  preventive  measures 
are  not  taken.” 

Unpublished  research  data  may  obscure  important 
findings 

Participants  at  a recent  American  Medical  Association 
meeting  to  evaluate  the  peer  review  process  voiced  their 
concerns  that  many  researchers  and  journals  have  a bias 
against  publishing  inconclusive  or  negative  results  {NY 
Times , May  16,  1989,  p C5).  They  expressed  the  fear  that 
decisions  concerning  treatment  protocols  could  be  based 
on  skewed  and  incomplete  information  because  the  results 
of  many  clinical  studies  are  never  published. 

Using  a study  of  the  treatment  of  ovarian  cancer  as  an 
example  of  the  potential  danger  of  not  publishing  negative 
findings,  one  participant  at  the  meeting  described  how 
“while  published  trials  led  to  the  conclusion  that  one  treat- 
ment regimen  was  clearly  superior  to  another,  a similar 
analysis  that  included  unpublished  studies  did  not  show 
clear  differences.” 

One  solution  might  be  for  funding  agencies  and  re- 
search laboratories  to  register  all  studies  from  their  incep- 
tion, thereby  assuring  that  both  unpublished  and  pub- 
lished data  are  available  for  scrutiny.  Understanding  why 
some  clinical  studies  fail  can  provide  valuable  information 
for  clinical  application  and  for  shaping  future  trials. 

What’s  ahead  for  malpractice  premiums? 

After  several  years  of  skyrocketing  malpractice  premi- 
ums, insurance  rates  nationwide  have  stabilized,  in  gener- 
al, with  more  moderate  increases  and  premiums  even 
dropping  in  some  states  {Medical  Economics 
1989;  66:52-63).  Rate  increases  have  decreased  by  about 
half  among  the  physician-owned  carriers,  which  handle 
nearly  60%  of  all  medical  liability  insurance.  “We’ll  have 
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another  year  or  two  of  relative  calm,  and  then  we’ll  see  a 
major  upward  spiral,”  predicts  the  president  of  the  Physi- 
cian Insurers  Association  of  America. 

Various  financial  and  legislative  strategies  have  con- 
tributed to  the  recent  stability  in  premium  rates.  In  New 
Jersey,  rates  have  not  increased  for  the  past  three  years, 
an  achievement  attributed  to  fewer  claims  having  been 
filed  and  the  increasing  awareness  among  physicians  of 
malpractice  risks  and  preventive  measures.  Educational 
efforts  and  risk-management  programs  have  raised  the 
“malpractice  consciousness”  of  many  physicians. 

In  New  York,  legislative  accomplishments  have  im- 
posed strict  limits  on  rate  increases.  “New  York  started 
clamping  down  on  premiums  in  1985,  after  five  years  of 
steep  increases,”  with  rate  hikes  of  14%  in  fiscal  year 
1985-1986,  9%  in  1986-1987,  and  9%  in  1987-1988. 
“The  law  has  been  extended  for  three  years,  with  the  cap 
reduced  to  5 percent.”  Tort  reform,  adopted  in  1975,  has 
also  been  responsible  for  keeping  the  lid  on  malpractice 
premiums  in  California.  Measures  included  “a  cap  of 
$250,000  on  non-economic  damages,  graduated  contin- 
gency fees,  a collateral-source  provision,  and  periodic 
payouts.” 

Competition  among  insurance  carriers  helps  to  lower 
rates,  although  companies  often  offer  artificially  low  teas- 
er rates  to  attract  business,  and  then  raise  the  premiums. 

Insurance  industry  experts  pinpoint  underfunding  of  re- 
serves as  a major  cause  of  the  recent  upward  surge  of  pre- 
miums. When  claims  progressively  increased  in  frequency 
and  severity,  the  reserve  funds  rapidly  dwindled,  leaving 
insurance  carriers  with  the  need  rapidly  to  rebuild  the  re- 
serves. Hopefully,  most  rates  are  now  sufficient  to  handle 
the  current  frequency  and  magnitude  of  malpractice 
claims,  but  only  time  will  tell. 

New  findings  confirm  early-warning  sign  of  cancer 
relapse 

For  two  years  a controversy  has  been  brewing  over  the 
claims  of  Dennis  Slamon  and  colleagues  at  the  UCLA 
School  of  Medicine  that  they  discovered  a genetic  signal 
in  tumors  that  could  help  predict  the  prognoses  of  patients 
with  breast  cancer  {Science  1989;  244:654-655).  Slamon 
and  coworkers’  initial  study  involved  a relatively  small  pa- 
tient population,  and  some  researchers  were  unable  to 
confirm  the  findings. 

However,  the  UCLA  group  has  now  supported  its 
claims  with  the  results  of  an  expanded  study  of  breast  can- 
cer patients  and,  furthermore,  has  demonstrated  the  prog- 
nostic capability  of  this  same  genetic  signal  for  ovarian 
cancer,  suggesting  that  a common  genetic  or  biochemical 
abnormality  may  have  a role  in  the  development  of  breast 
and  ovarian  cancer  {Science  1989;  244:707-712). 

The  discovery  of  this  genetic  abnormality,  which  sig- 
nals the  increased  likelihood  of  a relapse,  will  hopefully 
lead  to  better  approaches  to  treating  breast  and  ovarian 
cancer,  by  enabling  physicians  to  predict  more  accurately 
which  patients  are  at  greater  risk  of  a relapse  and  should 
receive  more  aggressive  therapy.  In  addition,  this  discov- 


438  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/JULY  1989 


ery  could  serve  as  the  basis  for  developing  new  chemother- 
apeutic agents  aimed  at  preventing  cancer  recurrence. 

In  their  earlier  study,  Slamon  and  colleagues  demon- 
strated amplification  of  the  HER-2 /neu  proto-oncogene 
in  28%  of  189  primary  human  breast  cancers.  (A  proto- 
oncogene is  a normal  gene  that  is  similar  in  make-up  to 
genetic  sequences  with  known  tumorigenic  potential.)  The 
authors  found  that  gene  amplification — multiple  copies  of 
the  HER-2/rtew  gene — in  breast  tumor  cells  correlated 
with  a more  active  disease  process,  evidenced  by  a shorter 
time  to  relapse  and  a shorter  overall  survival. 

In  their  more  recent,  expanded  study,  Slamon  et  al  re- 
ported on  526  patients  with  breast  cancer.  Twenty-seven 
percent  of  the  345  patients  in  whom  the  cancer  had  spread 
to  the  lymph  nodes  had  evidence  of  HER-2 /neu  amplifi- 
cation. Statistical  analysis  “showed  amplification  of  the 
HER-2 /neu  gene  to  be  a significant  predictor  of  both  dis- 
ease-free survival  and  overall  survival  for  these  patients.” 
Of  the  181  patients  with  node-negative  disease,  25%  had 
specific  gene  amplification,  but  there  was  no  correlation 
between  amplification  and  disease  outcome  in  this  patient 
population.  The  authors  proposed  that  because  disease  re- 
currence occurred  in  only  1 5—25%  of  the  node-negative 
patients,  there  may  not  have  been  enough  relapses  to  re- 
veal a statistical  association.  Other  recent  studies  have 
demonstrated  a correlation  for  node-negative  cases. 

A reliable  prognostic  indicator  for  patients  with  node- 
negative breast  cancer  would  greatly  aid  in  treatment 
planning.  Whereas  women  with  node-positive  disease  gen- 
erally receive  chemotherapy  to  halt  progression  of  the 
cancer,  women  with  node-negative  disease  were  common- 
ly spared  the  risks  and  adverse  side  effects  associated  with 
chemotherapy  because  the  rate  of  recurrence  was  relative- 
ly low.  However,  about  30%  of  patients  with  node-nega- 
tive breast  cancer  suffer  a relapse  within  five  years,  ac- 
cording to  an  article  accompanying  the  Slamon  paper. 
“Clinical  trials  indicating  that  chemotherapeutic  drugs 
can  reduce  this  relapse  rate  led  officials  of  the  National 
Cancer  Institute  to  recommend  last  year  that  all  node- 
negative women  receive  the  drugs.”  A genetic  signal  for 
increased  risk  of  recurrence  would  help  physicians  target 
patients  for  more  intensive  therapy. 

Slamon  et  al  screened  DNA  from  other  human  malig- 
nancies to  search  for  the  same  or  a similar  genetic  se- 
quence as  is  found  in  the  HER-2/ncw  gene.  They  found 
significant  gene  amplification  only  in  samples  of  ovarian 
cancer.  This  finding  prompted  a study  of  a greater  num- 
ber of  ovarian  cancer  samples.  The  results  supported  a 
correlation  between  gene  amplification  and  survival  for 
ovarian  cancer. 

The  striking  similarities  between  breast  and  ovarian 
cancer  add  to  the  importance  of  this  finding  and  lead  to 
the  theory  that  similar  or  the  same  cellular  abnormalities 
may  play  a role  in  the  initiation  of  both  diseases.  Both 
breast  and  ovarian  cancer  are  of  epithelial  rather  than 
stromal  origin,  and  both  tumor  types  contain  cells  with 
estrogen  receptors.  In  addition,  women  with  either  ovari- 
an or  breast  cancer  are  at  increased  risk  of  developing  the 
other  type  of  cancer.  HER-2 /neu  gene  amplification  oc- 
curred in  25-30%  of  the  breast  and  ovarian  tumor  sam- 
ples. 


Studies  in  animals  and  cultured  cells  have  suggested 
that  amplification  of  the  HER-2/Wh  gene  and  overpro- 
duction of  its  protein  product  can  cause  malignancy.  One 
theory  holds  that  this  protein  is  a growth  factor  receptor — 
as  has  been  found  with  other  known  oncogenes — and  that 
it  may  cause  tumor  cells  to  grow  more  rapidly  and  infil- 
trate surrounding  tissue  aggressively. 

Slamon  et  al  concluded  that  “this  oncogene  should  be  a 
focus  of  attention  for  diagnosis  and  therapy  in  human 
breast  cancer;  our  current  findings  would  extend  the  idea 
to  ovarian  cancer.” 

Possible  role  of  TNF  in  nutritional  disorders 

Based  on  evidence  to  suggest  that  tumor  necrosis  factor 
(TNF)  has  a role  in  nutritional  status,  Chollet-Martin  et 
al  postulated  a relationship  between  TNF  levels  and  obesi- 
ty ( Ann  Intern  Med  1989;  1 10:666). 

Previous  studies  have  demonstrated  that  recombinant 
human  TNF  leads  to  reduced  food  intake  and  body  weight 
in  rodents  and  produces  anorexia  and  increased  whole 
body  lipolysis  and  fat  utilization  in  humans  when  adminis- 
tered as  antineoplastic  chemotherapy. 

The  authors  measured  plasma  TNF  levels  in  16  obese 
subjects,  whose  body  weight  exceeded  their  ideal  weight 
by  more  than  135%.  Comparable  measurements  were  per- 
formed on  plasma  obtained  the  same  day  from  1 6 age-  and 
sex-matched  control  subjects  of  normal  weight. 

TNF  values,  determined  by  radioimmunoassay,  “were 
below  the  detection  limit  in  13  of  the  16  plasma  samples 
from  the  obese  group  compared  with  only  5 of  16  in  the 
control  group  [p  < 0.01).”  The  authors  proposed  several 
ways  in  which  TNF  could  be  related  to  obesity,  including 
modified  adipocyte  lipoprotein  lipase  activity  in  obese  per- 
sons. Given  the  antineoplastic  capability  of  TNF,  reduced 
plasma  levels  of  TNF  could  be  implicated  in  the  increased 
risk  of  certain  types  of  cancer  in  obese  persons.  Further- 
more, TNF's  beneficial  effect  on  the  outcome  of  some  in- 
fectious diseases  suggests  a relationship  between  TNF  de- 
ficiency and  the  heightened  susceptibility  of  obese  persons 
to  infection. 

Heimlich  maneuver  successful  for  clearing  esophageal 
obstruction 

The  Heimlich  maneuver,  an  effective  noninvasive 
means  of  removing  an  object  that  is  obstructing  the  air- 
way, may  also  be  a safe,  effective  method  for  relieving 
esophageal  obstructions.  A physician  recently  reported  his 
experience  using  the  Heimlich  maneuver  to  dislodge  a 
candy  from  the  esophagus  of  his  eight-year-old  daughter 
(N  Engl  J Med  1989;  320:1016). 

“She  came  to  me  retching,  but  neither  coughing  nor  in 
respiratory  distress.  Her  speech  was  clear,  and  she  de- 
scribed a pain  to  the  right  of  her  cricothyroid  region.  Ap- 
plication of  the  Heimlich  maneuver  while  the  girl  was 
retching  produced  an  immedicate  projectile  expulsion  of 
the  candy,  seemingly  by  raising  the  intraesophageal  pres- 
sure. “Presumably,  this  pressure  was  transferred  as  a re- 
sult of  increased  intraabdominal  and  perhaps  intrathorac- 
ic  pressure  as  the  diaphragm  elevated.”  Hopefully  the 
Heimlich  maneuver  can  be  used  effectively  in  future  cases 
of  upper  esophageal  obstruction. 
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OBITUARIES 


In  addition  to  these  listings , the  Journal  will  publish 
obituaries  written  by  physician  readers.  Inquiries  should 
first  be  made  to  the  Editor. 


Daniel  K.  Adler,  MD,  Syracuse.  Died 
March  19,  1989;  age  75.  Dr  Adler  was  a 
1939  graduate  of  the  State  University 
of  New  York  Upstate  College  of  Medi- 
cine, Syracuse.  He  was  a Diplomate  of 
the  American  Board  of  Internal  Medi- 
cine, a Fellow  of  the  American  College 
of  Cardiology,  and  a Fellow  of  the 
American  College  of  Physicians.  He 
was  a member  of  the  New  York  Acade- 
my of  Medicine,  the  Onondaga  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Edwin  Newman  Beery,  MD,  New  York. 
Died  April  17,  1989;  age  79.  Dr  Beery 
was  a 1934  graduate  of  Columbia  Uni- 
versity College  of  Physicians  and  Sur- 
geons. He  was  a Diplomate  of  the 
American  Board  of  Ophthalmology 
and  a Fellow  of  the  American  College 
of  Surgeons.  His  memberships  included 
the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Amer- 
ican Academy  of  Compensation  Medi- 
cine, Inc,  the  Medical  Society  of  the 
County  of  Kings,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Paul  Chester  Clark,  MD,  Fayetteville. 
Died  April  9,  1989;  age  84.  Dr  Clark 
was  a 1930  graduate  of  the  State  Uni- 
versity of  New  York  Upstate  College  of 
Medicine,  Syracuse.  He  was  a Diplo- 
mate of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American 
College  of  Physicians.  His  member- 
ships included  the  New  York  Academy 
of  Medicine,  the  New  York  State  Soci- 
ety of  Internal  Medicine,  the  American 
Society  of  Internal  Medicine,  the  On- 
ondaga County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Edwin  Leopold  Demuth,  MD,  Scarsdale. 
Died  April  20,  1989;  age  81.  Dr  De- 
muth was  a 1938  graduate  of  the  Uni- 
versity of  Michigan  Medical  School, 
Ann  Arbor.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and 
Neurology.  His  memberships  included 
the  Association  for  Research  in  Ner- 
vous and  Mental  Disease,  the  American 
Academy  of  Neurology,  the  American 
Psychiatric  Association,  the  Medical 
Society  of  the  County  of  Westchester, 


and  the  Medical  Society  of  the  State  of 
New  York. 

Harold  Lloyd  Ellis,  MD,  New  York. 
Died  April  18,  1989;  age  95.  Dr  Ellis 
was  a 1 920  graduate  of  the  McGill  Uni- 
versity Faculty  of  Medicine,  Montreal, 
Quebec,  Canada.  He  was  a Diplomate 
of  the  American  Board  of  Psychiatry 
and  Neurology  and  a Fellow  of  the 
American  Psychiatric  Association.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  American 
Psychiatric  Association,  the  American 
Academy  of  Neurology,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Otto  Alois  Faust,  MD,  Rochester.  Died 
April  5,  1989;  age  101.  Dr  Faust  was  a 
1915  graduate  of  the  Johns  Hopkins 
University  School  of  Medicine,  Balti- 
more, Maryland.  He  was  a Diplomate 
of  the  American  Board  of  Pediatrics 
and  a Fellow  of  the  American  Academy 
of  Pediatrics.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Alba- 
ny and  the  Medical  Society  of  the  State 
of  New  York. 

Philip  L.  Forster,  MD,  Albany.  Died 
March  1 9,  1 989;  age  90.  Dr  Forster  was 
a 1925  graduate  of  the  Albany  Medical 
College  of  Union  University.  He  was  a 
Diplomate  of  the  American  Board  of 
Orthopedic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  a Qual- 
ified Fellow  of  the  International  Col- 
lege of  Surgeons,  and  a Fellow  of  the 
American  College  of  Angiology.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  American 
Academy  of  Orthopaedic  Surgeons,  the 
Pan  American  Medical  Association, 
the  American  Occupational  Medical 
Association,  the  American  Academy  of 
Compensation  Medicine,  Inc,  the  Med- 
ical Society  of  the  County  of  Albany, 
and  the  Medical  Society  of  the  State  of 
New  York. 

William  M.  Glantz,  MD,  Boca  Raton, 
Florida.  Died  April  22,  1989;  age  77. 
Dr  Glantz  held  Registrable  Qualifica- 
tion Granted  by  the  Scottish  Conjoint 
Board  in  1939.  He  was  a member  of  the 
International  Academy  of  Proctology, 


the  Bronx  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Arnold  Grunfeld,  MD,  New  York.  Died 
February  15,  1989;  age  88.  Dr  Grunfeld 
was  a 1 924  graduate  of  the  Universitaet 
Wien,  Medizinische  Fakultaet,  Wien, 
Austria.  He  was  a Diplomate  of  the 
American  Board  of  Radiology  and  a 
Fellow  of  the  American  College  of  Ra- 
diology. He  was  a member  of  the  New 
York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

Alfred  A.  Imperato,  MD,  Wantagh. 
Died  April  3,  1989;  age  86.  Dr  Imper- 
ato was  a 1930  graduate  of  the  Cornell 
University  Medical  College.  He  was  a 
member  of  the  American  Geriatrics  So- 
ciety, the  Medical  Society  of  the  Coun- 
ty of  Queens,  and  the  Medical  Society 
of  the  State  of  New  York. 

Louis  T.  Imperato,  MD,  Brooklyn.  Died 
April  23,  1989;  age  62.  Dr  Imperato 
was  a 1951  graduate  of  the  State  Uni- 
versity of  New  York  Health  Science 
Center  at  Brooklyn.  He  was  a Diplo- 
mate of  the  American  Board  of  Internal 
Medicine.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings 
and  the  Medical  Society  of  the  State  of 
New  York. 

Alexander  Kleinman,  MD,  Bronxville. 
Died  December  10,  1988;  age  75.  Dr 
Kleinman  was  a 1942  graduate  of  the 
University  of  Arkansas  School  of  Medi- 
cine, Little  Rock.  He  was  a Fellow  of 
the  American  College  of  Allergists.  His 
memberships  included  the  New  York 
Cardiological  Society,  the  American 
Academy  of  Allergy,  the  American 
Academy  of  Family  Practice,  the 
American  Association  for  Cancer  Re- 
search, the  Bronx  County  Medical  So- 
ciety, and  the  Medical  Society  of  the 
State  of  New  York. 

Joel  Liebermann,  MD,  Middle  Village. 
Died  March  2,  1989;  age  77.  Dr  Lieber- 
mann was  a 1939  graduate  of  the  Fa- 
colta  di  Medicina  e Chirurgia  dell’Uni- 
versita  di  Bologna,  Bologna,  Italy.  He 
was  a member  of  the  American  Acade- 
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my  of  Family  Physicians,  the  Medical 
Society  of  the  County  of  Queens,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Mack  Lipkin,  MD,  Chapel  Hill,  North 
Carolina.  Died  April  4,  1989;  age  82. 
Dr  Lipkin  was  a 1930  graduate  of  the 
Cornell  University  Medical  College. 
He  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a Fel- 
low of  the  American  College  of  Physi- 
cians. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
Academy  of  Psychosomatic  Medicine, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Charles  Balthasar  Livoti,  MD,  Hollis- 
wood.  Died  March  18,  1989;  age  75.  Dr 


Livoti  was  a 1939  graduate  of  the  St 
Louis  University  School  of  Medicine, 
St  Louis,  Missouri.  He  was  a Diplo- 
mate of  the  American  Board  of  Surgery 
and  a Fellow  of  the  American  College 
of  Surgeons.  He  was  a member  of  the 
Medical  Society  of  the  County  of 
Queens  and  the  Medical  Society  of  the 
State  of  New  York. 

Arthur  J.  Mannix,  Jr,  MD.  New  Ro- 
chelle. Died  April  27,  1989;  age  67.  Dr 
Mannix  was  a 1946  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  He  was  a 
Fellow  of  the  American  College  of  Sur- 
geons. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
Medical  Society  of  the  County  of  West- 
chester, and  the  Medical  Society  of  the 
State  of  New  York. 


Myron  A.  Sallick,  MD,  New  York.  Died 
April  1 6,  1 989;  age  88.  Dr  Sallick  was  a 
1924  graduate  of  Yale  University 
School  of  Medicine,  New  Haven,  Con- 
necticut. He  was  a Diplomate  of  the 
American  Board  of  Surgery  and  a Fel- 
low of  the  American  College  of  Sur- 
geons. He  was  a member  of  the  New 
York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Rosine  M.  Silberer,  MD,  Palm  Beach 
Shores,  Florida.  Died  April  10,  1989; 
age  82.  Dr  Silberer  was  a 1934  gradu- 
ate of  the  Universitaet  Wien,  Medizin- 
ische  Fakultaet,  Wien,  Austria.  She 
was  a member  of  the  Broome  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 


Angelo  Ferrara,  MD,  PhD 
1931-1988 

Dr  Angelo  Ferrara,  Medical  Director  of  the  New  York  City  Infant  Transport  Service  and  Director  of 
Neonatology  at  New  York  University-Bellevue  Hospital,  and  a peer  reviewer  for  the  Journal , died 
October  15,  1988.  He  was  57  years  old. 

Dr  Ferrara  was  an  internationally  respected  neonatologist  who  made  major  research  and  service 
contributions  in  the  areas  of  the  sick  newborn  and  high  risk  neonates.  Born  in  New  York  City  on  July 
15,  193 1,  he  graduated  from  City  College  of  the  City  University  of  New  York  with  a BS  degree  in  1953 
and  received  his  MD  degree  from  the  University  of  Rome  in  1958.  He  did  a rotating  internship  at  St 
Vincent’s  Hospital  and  Medical  Center  from  1958  to  1959,  followed  by  two  years  of  residency  training 
in  pediatrics  at  the  same  institution.  Following  this  he  served  as  a fellow  in  allergy  at  Roosevelt  Hospital 
in  New  York  City. 

Combining  an  interest  in  pediatric  allergy  and  general  pediatrics,  he  was  associated  with  a number  of 
hospitals  in  New  York  City  following  his  fellowship  training.  In  1971,  he  became  Medical  Director  of 
the  New  York  City  Infant  Transport  Service  which  soon  became  a model  for  other  such  services  around 
the  country.  In  1982,  he  became  director  of  neonatology  at  New  York  University-Bellevue  Hospital, 
and  continued  to  direct  the  Infant  Transport  Service. 

In  1977,  Dr  Ferrara  received  a PhD  degree  from  New  York  University’s  Graduate  School  of  Public 
Administration.  The  title  of  his  doctoral  dissertation  was  Causal  Model  of  an  Urban  ( New  York  City) 
Emergency  Neonatal  Transport  System.  An  extremely  productive  scholar,  he  co-authored  with  Sophie 
Pierog,  MD,  several  editions  of  a standard  text.  Medical  Care  of  the  Sick  Newborn.  He  also  co-authored 
several  other  books,  including  Emergency  Transfer  of  High  Risk  Neonates  (1980)  and  Neonatal  Pro- 
tocols for  Emergency  Transport  and  Neonatal  Intensive  Care  Unit  Care  (1985).  He  was  a major 
contributor  to  medical  journals  and  texts,  having  published  some  40  papers. 

While  devoting  much  time  to  neonatology,  Dr  Ferrara  also  continued  to  be  active  in  pediatric  allergy. 
He  served  as  Director  of  the  Pediatric  Allergy  Clinics  at  Bellevue  Hospital  beginning  in  1 97 1 . He  was  a 
Diplomate  of  the  American  Board  of  Pediatrics  and  of  the  American  Board  of  Pediatric  Allergy  and  a 
Fellow  of  the  American  Academy  of  Pediatrics  and  of  the  American  Academy  of  Allergy.  He  was  also 
Professor  of  Pediatrics  at  New  York  University  School  of  Medicine  and  Attending  Physician  in  Pediat- 
rics at  St  Vincent’s  Hospital  and  Medical  Center. 

Dr  Ferrara  was  a dedicated  and  caring  physician  and  a meticulous  scholar  with  a broad  range  of 
interests.  His  warm  personality,  dedication,  and  sense-  of  concern  were  a source  of  comfort  to  both 
patients  and  their  families.  His  high  standards  of  scientific  excellence  won  him  the  respect  and  admira- 
tion of  his  colleagues.  The  courage  he  showed  during  the  final  months  of  his  illness  were  an  inspiration 
to  all  who  knew  him. 

Dr  Ferrara  is  survived  by  his  wife,  Joyce,  and  by  his  five  children,  Lisa  Ciardi,  Angela,  Christine, 
Joseph,  and  Carl. 

PASCAL  JAMES  IMPERATO.  MD 
Editor 
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Originality 

The  New  York  State  Journal  of  Medicine  welcomes  research 
papers  and  original  essays  on  the  practice  of  medicine,  medical 
education,  public  health,  the  history  of  medicine,  medicolegal 
matters,  legislation,  ethics,  the  mass  media,  and  socioeconomic 
issues  in  health  care. 

Manuscripts  should  be  prepared  according  to  the  “Uniform 
requirements  for  manuscripts  submitted  to  biomedical  journals” 
{NY  State  J Med  1988;  88:456  462).  The  requirements  were 
established  by  the  International  Committee  of  Medical  Journal 
Editors,  of  which  the  Journal  is  a participating  member.  These 
Guidelines  are  intended  to  highlight  aspects  of  the  Journal's 
particular  style  of  publication. 

A manuscript  will  be  considered  for  publication  if  it  is  origi- 
nal, has  not  been  published  previously  in  whole  or  in  part  in  ei- 
ther a medical  journal  or  a lay  publication,  and  is  not  simulta- 
neously under  consideration  elsewhere.  A copy  of  any  possibly 
duplicative  material,  such  as  a reference  “in  press,”  should  be 
submitted  along  with  the  manuscript. 

Preparation 

An  original  typew'ritten  or  “word-processed”  manuscript  and 
two  photocopies  (to  facilitate  outside  review)  are  required.  If  the 
manuscript  is  not  accepted  for  publication,  the  original  and  one 
copy  will  be  returned.  All  figures  must  be  submitted  in  triplicate. 
The  manuscript  should  be  double-spaced  throughout,  including 
references,  tables,  legends,  quotations,  and  acknowledgments.  A 
separate  title  page  should  include  the  full  title  of  the  paper  in 
upper  and  lower  case  type,  the  names  of  the  authors  exactly  as 
they  should  appear  in  print  (including  their  highest  academic 
degree),  and  the  names  of  all  providers  of  funding  for  research 
on  which  the  paper  is  based.  Information  on  the  amount  and 
allocation  of  funding  is  optional. 

A corresponding  author  should  be  designated  in  the  covering 
letter.  Authors  should  list  their  title  and  affiliation  at  the  time 
they  did  the  work,  and.  if  different,  their  present  affiliation.  The 
addresses  and  telephone  numbers  of  all  authors  should  be  sup- 
plied for  editorial  purposes.  All  authors  of  a manuscript  are  re- 
sponsible for  having  read  and  approved  it  for  submission. 

Categories 

Research  Papers  should  be  limited  to  3,000  words  and  should 
include  the  following  sections:  Introduction,  Methods,  Results, 
Discussion,  and  References.  Multiple  subheadings  and  num- 
bered lists  are  discouraged.  An  abstract  limited  to  150  words 
should  state  the  reasons  for  the  study,  the  main  findings,  and 
their  implications.  Statistical  evaluations  should  be  described  in 
the  Methods  section,  and  the  name  and  affiliation  of  the  statisti- 
cian should  be  included  in  the  acknowledgments  if  this  individ- 
ual is  not  listed  as  a coauthor.  Reports  of  experiments  involving 
human  subjects  must  include  a description  in  the  Methods  sec- 
tion of  the  informed  consent  obtained  and  a statement  that  the 
procedures  followed  were  approved  by  an  institutional  research 
review  committee.  Anonymity  of  patients  must  be  preserved. 
Reports  of  experiments  on  animals  must  note  which  guidelines 
were  followed  for  the  care  and  use  of  laboratory  animals. 

Case  Reports  should  be  limited  to  1,250  words.  Review  Arti- 
cles should  not  exceed  3,000  words.  Commentaries  should  be 
between  1.000  and  1,500  words.  Other  kinds  of  original  essays 
should  not  exceed  2,500  words.  A letter  of  inquiry  should  be  sent 
to  the  editor  prior  to  submitting  a Review  Article  or  Commen- 
tary. 


For  Research  Papers  only,  scientific  measurements  should  be 
given  in  conventional  units,  with  Systeme  Internationale  (SI) 
units  in  parentheses.  Abbreviations  and  acronyms  should  be  kept 
to  a minimum,  and  jargon  should  be  avoided.  Generic  names  of 
drugs  should  be  used  instead  of  brand  names. 

Figures 

The  submission  of  color  illustrations  or  slides  is  discouraged. 
Only  black  and  white  glossy  photographic  prints  or  “camera- 
ready”  artwork  will  be  accepted.  The  Journal  is  unable  to  pro- 
vide art  services  such  as  the  addition  of  arrows  to  photographs.  A 
signed  consent  for  publication  must  accompany  photographs  in 
which  the  patient  is  identifiable.  Illustrations  from  other  publi- 
cations generally  will  not  be  considered.  Legends  for  illustra- 
tions should  be  typed  on  a separate  sheet,  and  for  photomicro- 
graphs should  include  magnification  and  stain.  Each  illustration 
should  be  lightly  marked  on  the  back  in  pencil  with  the  name  of 
the  first  author,  the  number  as  cited  in  the  text,  and  an  arrow 
indicating  the  top.  Each  set  of  illustrations  should  be  submitted 
unmounted  in  a separate  envelope. 

Tables  should  be  simple,  self-explanatory,  and  few  in  number. 
Each  table  should  be  typed  double-spaced  on  a separate  sheet. 

References 

References  should  be  limited  to  the  most  pertinent.  The  rec- 
ommended maximum  number  of  references  is  25  for  Research 
Papers  and  most  other  original  contributions  (except  lengthier 
Review  Articles),  12  for  Commentaries  and  Case  Reports,  and 
six  for  letters  to  the  editor. 

Authors  are  responsible  for  the  accurate  citation  of  refer- 
ences. Citation  of  secondary  sources  is  discouraged  except  where 
the  original  reference  is  unobtainable.  Authors  may  not  cite  ref- 
erences they  have  not  read,  and  the  use  of  abstracts  as  references 
should  be  avoided. 

References  should  be  indicated  in  the  text  by  superscript  num- 
bers following  the  name  of  the  author  (eg,  Smith2  reported  two 
cases). 

The  list  of  references  at  the  end  of  the  article  should  be  typed 
double-spaced  and  references  should  be  numbered  in  the  order  in 
which  they  appear  in  the  text.  When  there  are  three  or  fewer 
authors,  all  should  be  listed;  where  there  are  four  or  more,  the 
first  three  should  be  listed,  followed  by  et  at.  Names  of  journals 
should  be  abbreviated  according  to  Index  Medicus  and  under- 
lined. 

Sample  references: 

1.  Kepes  ER,  Thomas  P.  Vemulapalli  K Methadone  and  intravenous  mor- 
phine requirements.  NY  Stale  J Med  1983;  83:925  927. 

2.  Behrman  RE,  Vaughn  VC:  Nelson  Textbook  of  Pediatrics,  ed  1 2.  Philadel- 
phia. WB  Saunders  Co.  1983.  pp  337-338. 

Review 

All  manuscripts  are  reviewed  by  the  editors,  and  most  manu- 
scripts are  sent  to  outside  referees.  Decisions  concerning  accep- 
tance, revision,  or  rejection  of  a manuscript  are  usually  made 
within  three  to  six  weeks.  Every  effort  will  be  made  to  assure 
prompt  publication  of  an  accepted  manuscript.  A galley  proof 
will  be  sent  to  the  author  for  approval  prior  to  publication. 

Address  correspondence  to  Pascal  James  Imperato,  MD,  Edi- 
tor, New  York  State  Journal  of  Medicine,  PO  Box  5404,  420 
Lakeville  Road,  Lake  Success,  NY  1 1042. 
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Medical  Society  of  the  State  of  New  York 

ANNUAL  CME  ASSEMBLY 


CASE  MANAGEMENT 
& 

CLINICAL  CARE  DILEMMAS 

September  15-16,  1989 

The  New  York  Hilton 

Avenue  of  the  Americas  at  53rd/54th  Streets 
New  York  City 


HIGHLIGHTS  . . . 


24  Sessions 
Technical  Exhibits 


Panel  Discussions 
Hospitality  Functions 


CLIP  & MAIL 

! 


Director  of  Front  Office  Operations 
The  New  York  Hilton 
1335  Avenue  of  the  Americas 
New  York,  N.Y.  10019 


for  hotel  use  only 


NAME 
FIRM  _ 


Phone:  212-586-7000 


TITLE 


PHONE 


STREET . 


CITY/STATE/ZIP 
REMARKS 


(please  print) 


NOTE:  Reservations  must 
be  received  no  later  than 
3 weeks  prior  to  opening 
date  of  the  Convention 
and  will  be  held  only  until 
6 p.m.  on  day  of  arrival 
unless  guaranteed. 


ARRIVAL  DATE . 


( check-in  time  is  3 p.m.) 

□ 2-4  p.m.  □ 4-6  p.m.  □ 6-8  p.m.  □ after  8 p.m. 


DEPARTURE  DATE . 


( checkout  time  is  1 p.m.) 


HAVE  A CREDIT  CARD?  To  take  advantage  of  this  credit 
card  PAYMENT  GUARANTEED  reservation,  please 
complete  the  information  below. 

□ MasterCard 


Visa 

American  Express 
Diners  Club 
Carte  Blanche 


Expiration  Date . 


Credit  Card  No. 


Signature . 


CONTINUING  MEDICAL  EDUCATION  ASSEMBLY 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

FRIDAY,  SEPT.  15-SATURDAY,  SEPT.  16,  1989 

Single:  $150  $165  $180 

Double/Twin:  $175  $190  $210 

Triple:  Additional  $25 

EXECUTIVE  TOWER: 

Single/Double:  $210/$235 


Rates  subject  to  8%%  N.Y.  State  sales  tax;  $2.00  per  room  per  night,  and  5%  N.Y.C. 
occupancy  taxes.  (If  room  at  the  rate  requested  is  unavailable,  one  at  the  nearest  available 
rate  will  be  reserved.) 
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GENERAL  INFORMATION 

Don't  miss  this  opportunity  to  gain  Category  1 credits  over  a weekend  when  you  are  free  from  office  hours.  Bring  your 
family  to  New  York  City  to  enjoy  the  many  sights. 


All  physicians,  members  of  the  al- 
lied professions,  and  their  guests 
are  invited  to  attend  the  Medical 
Society  of  the  State  of  New  York's 
Annual  CME  Assembly  to  be  held 
September  15-16,  1989,  at  the  New 
York  Hilton.  The  two  days  of  meet- 
ings will  provide  the  individual  phy- 
sician with  a possible  14  credits  out 
of  a total  of  68  Category  1 CME 
credit  hours  being  offered.  The 
Medical  Society  of  the  State  of  New 
York  is  accredited  by  the  Accredi- 
tation Council  for  Continuing  Medi- 
cal Education  to  sponsor  CME  for 
physicians. 

The  theme  of  the  CME  sessions 
will  be  “Case  Management  and 
Clinical  Care  Dilemmas."  The  cho- 
sen subjects  are  varied  and  topical, 
e.g.,  the  battered  woman  syndrome 
(Psychiatry) — child  abuse  (Pedi- 
atrics/Forensic Medicine) — cocaine 
(Substance  Abuse) — osteoporosis 
(American  Medical  Women’s  As- 
soc./Orthopaedic  Surgery) — mal- 
practice (Mock  Trial,  Medical  Li- 
ability Mutual  Insurance  Co.)  are 
but  a few.  . . . Our  programs  are  de- 
signed to  be  interesting  and  infor- 
mative. 


HOTEL  THEATRE  DESK 

Located  in  the  main  lobby  of  the 
New  York  Hilton  to  accommodate 
those  persons  wishing  to  purchase 
tickets  to  any  of  the  various  New 
York  theatres. 


TECHNICAL  EXHIBITS 

Technical  exhibits  include  pharma- 
ceutical products,  medical  and  sur- 
gical suppliers,  health  and  pension 
plans,  office  management  systems 
and  more.  Representatives  from 
several  companies  will  be  in  the 


Rhinelander  Gallery  Exhibit  Hall  on 
Friday  and  Saturday  to  introduce 
you  to  their  products  and  services. 


HOTEL  RESERVATIONS 

Physicians  must  make  their  own 
reservations  with  the  New  York  Hil- 
ton, no  later  than  August  31,  1989. 
After  that  date,  rooms  are  on  an 
availability  basis  only.  If  making 
reservations  by  telephone,  please 
mention  that  you  are  attending  the 
Medical  Society  Convention  for  bill- 
ing at  the  special  rate. 


AWARDS  TO  BE  GIVEN 
AT  THE  CME  ASSEMBLY 

Suiter  Lectureship  presented  during 
the  Internal  Medicine  Program  on 
Saturday,  9/16.  Suiter  Lectureship 
is  given  for  a non-surgical  subject. 
The  recipient  of  this  award  will  be 
announced. 

Albert  F.  R.  Andresen  Memorial  Lec- 
ture presented  during  the  Gastro- 
enterology/Colon and  Rectal  Sur- 
gery Program  on  Friday,  9/15.  The 
Albert  F.  R.  Andresen  Memorial 
Lecture  is  for  a lecture  on  Gastro- 
enterology. Adrian  J.  Greenstein, 
M.D.,  Professor  of  Surgery,  Mount 
Sinai  School  of  Medicine,  NYC  will 
receive  this  award. 

Lucien  Howe  Prize  presented  dur- 
ing the  Neurology/Ophthalmology 
Program  on  Saturday,  9/16.  Lu- 
cien Howe  Prize  is  given  for  the  best 
original  contribution  to  our  knowl- 
edge of  some  branch  of  surgery, 
preferably  ophthalmology.  Myles 
Behrens,  M.D.  of  Columbia  Univer- 
sity, NYC  will  be  the  recipient  of  this 
award. 
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1989 

PRELIMINARY  PROGRAM 

Annual  CME  Assembly 
September  15-16,  1989 

The  New  York  Hilton 
New  York  City 


INDEX 

Hotel  Reservation  Form  9A 

General  Information  10A 

Scientific  Program  Committee 13A 

Scientific  Program  14A 

Advance  Registration  28A 


REGISTRATION  & MEETING  HOURS 
CME  Assembly 

Registration  is  open  to  MSSNY  members,  spouses,  invited 
guests,  non-member  physicians,  and  members  of  the  allied 
professions.  There  is  a $25  registration  fee  for  MSSNY  ac- 
tive members  and  members  of  other  state  medical  societ- 
ies. There  is  no  registration  fee  for  residents/interns,  speak- 
ers, medical  students,  medical  assistants  and  spouses. 
There  is  a registration  fee  of  $50  for  non-member  physi- 
cians, and  a $10  fee  for  the  allied  professions. 

An  advance  registration  form  will  be  found  in  this  section. 
For  those  who  register  in  advance,  your  identification  badge 
will  be  held  at  the  CME  Registration  Desk  located  in  the 
Rhinelander  Gallery  Exhibit  Hall  on  the  second  floor  of  the 
hotel.  For  those  who  have  not  registered  in  advance,  regis- 
tration will  take  place  on  Friday,  September  15,  and  Satur- 
day, September  16,  from  8:00  a.m.  to  5:00  p.m. 

All  registrants  are  required  to  show  identification  at  the  reg- 
istration desk  before  a badge  is  issued.  Identification 
badges  are  required  for  admittance  to  all  CME  Meetings  and 
exhibits. 

CME  Meetings  will  be  held  on  Friday,  September  15,  and 
Saturday,  September  16,  from  8:30  a.m.  to  5:00  p.m. 

CME  CREDITS 

The  Medical  Society  of  the  State  of  New  York  is  accredited 
by  the  Accreditation  Council  for  Continuing  Medical  Educa- 
tion to  sponsor  CME  for  physicians.  The  Medical  Society  of 
the  State  of  New  York  designates  all  CME  activities  in  this 
CME  Assembly  as  meeting  the  criteria  for  Category  1. 

Each  program  is  acceptable  for  prescribed  or  elective  cred- 
its by  the  American  Academy  of  Family  Physicians  (AAFP) 
as  designated.  The  Medical  Society’s  CME  credit  forms  will 
be  issued  at  the  entrance  to  each  meeting  room  at  the 
opening  of  each  session. 


EXHIBITS 

Technical  exhibits  will  be  located  in  the  Rhinelander  Gallery 
on  the  second  floor  of  the  New  York  Hilton.  Exhibits  will  be 
on  view  Friday,  September  15,  from  9:00  a.m.  to  6:00  p.m. 
and  Saturday,  September  16,  from  9:00  a.m.  to  6:00  p.m. 


PHYSICIAN  MESSAGE  CENTER 

Messages  for  the  physicians  attending  the  CME  sessions 
may  be  left  at  the  MSSNY  Information  Desk  located  in  the 
Exhibit  Hall  on  the  second  floor.  Telephone:  (212)  865- 
7000. 


HOSPITALITY 
FRIDAY,  SEPTEMBER  15 

Coffee  service  in  exhibit  area  throughout  the  meeting  days. 

Morning  and  afternoon  coffee  breaks  to  foster  contact  be- 
tween attendees  and  exhibitors. 

5:00  p.m. -6:30  p.m.:  Medical  Society  of  the  State  of  New 
York  to  host  Cocktail/Reception  in  Exhibit  Hall  for  atten- 
dees and  exhibitors. 


SATURDAY,  SEPTEMBER  16 

One  hour  Continental  Breakfast  in  Rhinelander  Gallery  for 
attendees  and  exhibitors. 

Medical  Society  of  the  State  of  New  York  to  host  a buffet 
luncheon  in  Rhinelander  Gallery  for  attendees  and  exhibi- 
tors. 

Periodic  prize  drawings  through  the  two-day  meetings. 


Visit  the  Exhibits 
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1989  ANNUAL  CME  ASSEMBLY 

Medical  Society  of  the  State  of  New  York 
The  New  York  Hilton,  New  York  City 
September  15-16, 1989 

CASE  MANAGEMENT  AND  CLINICAL  CARE  DILEMMAS 
FRIDAY,  SEPTEMBER  15 

8:30  a. m. -9:30  a.m.  Medical  Technology,  Nassau  A 


9:30a.m. -12:30p.m. 

Gastroenterology/Colon  & Rectal  Surgery,  Sutton  Center 
Computers  in  Medicine,  Nassau  A 

Occupational  & Environmental  Health/Family  Practice,  Murray  Hill  B 
Physical  Medicine  & Rehabilitation/Neurology,  Murray  Hill  A 
Medical  Liability  Mutual  Insurance  Company,  Sutton  South 

2:00  p.m.-5:00  p.m. 

Chest  Diseases/Radiology,  Sutton  Center 
Cardiovascular  Diseases,  Sutton  South 

Women's  Medical  Societies  of  New  York  State/Orthopaedic  Surgery  Society, 
Murray  Hill  A 

Neurology /Ophthalmology,  Nassau  A 

Neurosurgery,  Murray  Hill  B 

Emergency  Medicine/Critical  Care,  Nassau  B 

SATURDAY,  SEPTEMBER  16 

8:30  a.m. -9:30  a.m.  Medical  Technology,  Murray  Hill  B 

9:30 a.m.- 12:30  p.m.  Substance  Abuse,  Sutton  North 

Internal  Medicine  (All  Day),  Sutton  Center 


2:00  p.m. -5:00  p.m. 

Neurology/Ophthalmology  (All  Day),  Beekman  Parlor 
Psychiatry  (All  Day),  Nassau  B 
Obstetrics  & Gynecology/Urology,  Murray  Hill  A 
General  Surgery,  Sutton  South 

Dermatology/Plastic  & Reconstructive  Surgery  (All  Day),  Nassau  A 

Internal  Medicine  (All  Day),  Sutton  Center 
Neurology /Ophthalmology  (All  Day),  Beekman  Parlor 
Psychiatry  (All  Day),  Nassau  B 
Pediatrics/Forensic  Medicine,  Sutton  North 
Otolaryngology/Neurosurgery/Plastic  Surgery,  Sutton  South 
Dermatology/Plastic  & Reconstructive  Surgery  (All  Day),  Nassau  A 

CME  CREDITS: 

The  Medical  Society  of  the  State  of  New  York  (MSSNY)  is  accredited  by 
the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  CME 
for  physicians.  MSSNY  designates  all  CME  activities  in  this  CME  Assembly 
as  meeting  the  criteria  for  Category  1 of  the  AMA,  PRA.  The  credits  are 
enumerated  for  each  session.  Those  programs  approved  for  credit  by  the 
American  Academy  of  Family  Physicians  (AAFP)  are  so  designated. 

□ 

Technical  Exhibits 
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1989  ANNUAL  CME 
ASSEMBLY 

SCIENTIFIC  PROGRAM  COMMITTEE 

Stephen  Nordlicht,  M.D.,  New  York  City,  Chairman 
Peter  B.  Farnsworth,  M.D.,  Lake  Success,  Director, 
Division  of  Scientific  Activities 

ASSOCIATE  CHAIRMEN 

Samuel  Cytryn,  M.D.,  Levittown 

John  Davis,  M.D.,  Cooperstown 

David  Hirsh,  M.D.,  Bronx 

Joseph  Kaufman,  M.D.,  Canandaigua 

Marilyn  Kritchman,  M.D.,  Great  Neck 

George  J.  Lawrence,  Jr.,  M.D.,  Glen  Cove 

Martin  Lipkin,  M.D.,  New  York 

A.  W.  Martin  Marino,  Jr.,  M.D.,  Brooklyn 

Sidney  Weinstein,  M.D.,  Rochester 

MEMBERS  REPRESENTING  SPECIALTY  SOCIETIES 

Allergy  & Immunology 

Yalamanchili  A.  K.  Rao,  M.D.,  Brooklyn 

Anesthesiology 

Kenneth  Freese,  M.D.,  East  Meadow 
New  York  State  Society  of  Anesthesiologists 

Cardiovascular  Diseases 

Mohammad  Zahir,  M.D.,  Brooklyn 
New  York  Cardiological  Society 

Chest  Diseases 

William  H.  Becker,  M.D.,  Brooklyn 
American  College  of  Chest  Physicians 

Dermatology 

Lowell  Goldsmith,  M.D.,  Rochester 
New  York  Society  of  Dermatology 

Emergency  Medicine 

Lorraine  Giordano,  M.D.,  Jamaica 
New  York  Chapter  of  American  College  of  Emergency 
Physicians 

Family  and  General  Practice 

Mark  Krotowski,  M.D.,  Brooklyn 

New  York  State  Academy  of  Family  Physicians 

Gastroenterology/Colon  & Rectal  Surgery 

John  Davis,  M.D.,  Cooperstown 

A.  W.  Martin  Marino,  Jr.,  M.D.,  Brooklyn 

Hand  Surgery 

Thomas  Palmieri,  M.D.,  New  Hyde  Park 
New  York  State  Society  for  Surgery  of  the  Hand 

Internal  Medicine 

Sidney  Weinstein,  M.D.,  Rochester 

New  York  State  Society  of  Internal  Medicine 


Neurology 

Richard  Satran,  M.D.,  Rochester 
New  York  Neurological  Society 

Neurosurgery 

Kalmon  Post,  M.D.,  New  York  City 
New  York  Society  of  Neurosurgery 

Obstetrics  and  Gynecology 

John  Parente,  M.D.,  Bronx 

American  College  of  Obstetricians  and  Gynecologists 

Occupational  & Environmental  Health  including 
Workers’  Compensation 

Richard  L.  Klein,  M.D.,  New  York  City 

Ophthalmology 

Samuel  Packer,  M.D.,  Manhasset 
New  York  State  Ophthalmological  Society 

Orthopaedic  Surgery 

David  Hirsh,  M.D.,  Scarsdale 

New  York  Society  of  Orthopaedic  Surgery 

Otolaryngology 

Steven  Parnes,  M.D.,  Albany 

New  York  State  Society  of  Otolaryngology — Head  and 
Neck  Surgery 

Pathology 

Henry  Simpkins,  M.D.,  Staten  Island 
New  York  State  Society  of  Pathology 

Pediatrics 

Marvin  Blumberg,  M.D.,  Jamaica 
American  Academy  of  Pediatrics,  District  1 1 

Physical  Medicine  and  Rehabilitation 

Samuel  Sverdlik,  M.D.,  New  York  City 

New  York  Society  of  Physical  Medicine  and  Rehabilitation 

Psychiatry 

Richard  B.  Drooz,  M.D.,  New  York  City 
New  York  State  Psychiatric  Association 

Radiology 

Rita  Girolamo,  M.D.,  Valhalla 
New  York  State  Chapter  of  the  American  College  of 
Radiology 

Surgery 

Leslie  Wise,  M.D.,  New  Hyde  Park 
New  York  State  Society  of  Surgeons 

Urology 

Peter  J.  Puchner,  M.D.,  New  York  City 
New  York  State  Urological  Society 

Women’s  Medical  Society  of  New  York  State 

Leslie  Kohman,  M.D.,  Syracuse 

New  York  State  Women’s  Medical  Society 
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FRIDAY,  SEPTEMBER  15,  1989 


Medical  Technology,  1989 


8:30  a.m.-9:30  a.m. 
NASSAU  A 


CONTINUING  MEDICAL  EDUCATION  CREDIT: 
AMA,  PR  A,  1 Hour,  Category  1;  AAFP,  Hour, 
Prescribed 


William  K.  Weissman,  M.D.,  New  York  City,  Moderator 

Objective:  To  advance  the  physician's  understanding  of  the  scientific  principles  which  underlie  emerging  technologies  in  modern 

medicine. 

8:30  a.m.  The  Mathematics  of  Medical  Imaging 

Lawrence  Shepp,  Ph.D.,  New  Jersey 

This  introduction,  for  a general  medical  audience, 
explores  the  strengths  and  weaknesses  of  such  tech- 
nologies as  CAT  scanning,  emission  tomography  and 
Magnetic  Resonance  Imaging. 


Gastroenterology/Colon  and  Rectal  Surgery 

9:30  a.m.-12:30  p.m 
SUTTON  CENTER 


CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PR  A,  3 Hours,  Category  1;  AAFP,  2.75  Hours, 
Prescribed 


WHAT  THE  NON-GI  CLINICIAN  SHOULD  KNOW  ABOUT  THE  MANAGEMENT  OF  INFLAMMATORY  BOWEL  DISEASE  IN  1989 

John  S.  Davis,  M.D.,  Cooperstown,  Moderator 

Director  of  Medical  Education,  The  Mary  Imogene  Bassett  Hospital,  Cooperstown;  Associate  Professor  of  Clinical  Medicine,  College  of 

Physicians  and  Surgeons  of  Columbia  University,  New  York  City 

Objective:  Attendees  will  see  how  each  speaker  decides  on  specific  medical  and/or  surgical  therapeutic  approaches  to  four  actual 

difficult  cases.  Each  speaker  will  attempt  to  distinguish  what  is  new,  as  opposed  to  established  therapy.  Each  case  report  will  last  20  min- 
utes, with  a 10-minute  question  and  answer  discussion.  The  Albert  F.  R.  Andresen  Memorial  Lecture  will  cap  the  program  by  a discussion 
of  “A  Century  of  Surgery  for  Inflammatory  Bowel  Disease:  Have  We  Reached  the  Bottom  Line?” 


9:30  a.m.  Introduction 

John  S.  Davis,  M.D.,  Cooperstown 

9:35  a.m.  Ulcerative  Colitis  of  20  Years  Duration 

George  Flint,  M.D.,  Great  Neck 

Attending  Surgeon,  Long  Island  Jewish  Medical  Cen- 
ter, New  Hyde  Park,  NY;  Attending  Surgeon,  Queens 
Hospital  Center,  Jamaica,  NY;  Attending  Surgeon, 
Consulting  Surgeon,  Mid-Island  Hospital,  Long  Island, 
New  York 


10:25  a.m.  Questions  and  Answers 
10:35  a.m.  Coffee  Break  to  View  Exhibits 

10:55  a.m.  26-Year-Old  Male  with  a Perineal  Fistula 

Richard  Burg,  M.D.,  White  Plains 

Attending  Surgeon,  White  Plains  Hospital,  White 
Plains,  New  York 


9:55  a.m.  Questions  and  Answers 


11:15  a.m.  Questions  and  Answers 


10:05  a.m.  Acute  Bloody  Diarrhea  in  an  18-Year-Old 

William  Mitchell,  M.D.,  Cooperstown 

Attending  Physician,  Department  of  Medicine,  The 
Mary  Imogene  Bassett  Hospital,  Cooperstown 

(continued) 
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(FRIDAY  continued) 


11:25  a.m.  Weight  Loss  and  Abdominal  Pain  Despite  Steroids 
in  a 42-Year-Old  Woman  with  Previous  Surgery  for 
Crohn’s  Disease 

William  H.  Ramsey,  M.D.,  Farmington,  Connecticut 

Assistant  Professor  of  Medicine,  Division  of  Gastro- 
enterology, University  of  Connecticut  Health  Center, 
Farmington,  Connecticut 

11:45  a.m.  Questions  and  Answers 


11:55  a.m.  Albert  F.  R.  Andresen  Memorial  Lecture:  A Century 
of  Surgery  for  Inflammatory  Bowel  Disease — Have 
We  Reached  The  Bottom  Line? 

Adrian  J.  Greenstein,  M.D.,  New  York  City 

Professor  of  Surgery,  Mount  Sinai  School  of  Medi- 
cine, New  York  City 

12:15  p.m.  Questions  and  Answers 


Medical  Liability  Mutual  Insurance  Company 
Joint  Meeting  With 

Medical  Society  of  the  State  of  New  York 

CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1;  AAFP,  2.75  Hours, 
Prescribed 


9:30  a.m.-12:30p.m. 
SUTTON  SOUTH 


MOCK  TRIAL:  “THE  DOCTOR  AS  A DEFENDANT” 


Ralph  M.  Schwartz,  M.D.,  New  York,  Chairman 
Vice  President-Secretary,  Medical  Liability  Mutual  Insurance  Company,  New  York 


Objective:  The  purpose  of  this  seminar  is  to  provide  physicians  in  attendance  with  “hands  on”  information  about  problems  and 

procedures  of  a trial.  During  this  Mock  Trial  a case  will  be  tried  before  a Judge  and  Jury  by  Plaintiff  and  Defense  counsels  with  expert  wit- 
nesses representing  patient  and  physician.  Sufficient  time  will  be  devoted  for  questions  and  answers  from  the  attendees  at  any  point 
during  the  seminar. 


9:30  a.m.  Introductory  remarks 

Ralph  M.  Schwartz,  M.D.,  New  York 

Direct  Examination  of  Defendant  and  Expert  Wit- 
ness 

George  F.  Mould,  Esq.,  Syracuse 
Partner— Martin,  Ganotis  & Brown,  New  York 

Cross-Examination  of  the  Defendant  and  Expert 
Witness 


David  E.  Brown,  Esq.,  Rochester 
Partner — Martin,  Ganotis  & Brown,  New  York 

Program  will  be  moderated  by: 

Donald  J.  Fager,  Esq.,  New  York 
Vice-President,  Medical  Liability  Mutual  Insurance 
Company,  New  York 

There  will  be  a coffee  break  and  opportunity  to  visit 
exhibits  from  10:30  to  10:45  A.M. 


Occupational  and  Environmental  Health 
Joint  Meeting 
Family  Practice 

CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  T,  AAFP,  2.75  Hours, 
Prescribed 


9:30  a.m.-12:30p.m. 
MURRAY  HILL  B 


TIGHT  BUILDING  SYNDROME:  A PRIMARY  CARE  PERSPECTIVE 

John  Falencki,  Jr.,  M.D.,  New  York  City,  Moderator 
Family  Physician,.  New  York  City 


Indoor  Air  Pollution  will  be  elucidated  and  provide  the  primary  care  physician  with  tools  for  diagnosis  and  management. 


Objective: 

9:30  a.m.  Definition  and  Detection  of  Tight  Building  Syndrome 

Philip  Morey,  Ph.D.,  Pennsylvania 

Indoor  Air  Quality  Consultant,  Clayton  Environmental 
Consultants,  Wayne,  Pennsylvania 


10:05  a.m.  Diagnosis  and  Management  of  Tight  Building  Syn- 
drome 

Mark  Wilkenfeld,  M.D.,  New  York  City 

Department  of  Community  Medicine,  Mt.  Sinai  Medi- 
cal School,  New  York  City 

(continued) 
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(FRIDAY  continued) 

10:40  a.m.  Diagnosis  and  Management  of  Tight  Building  Syn- 
drome 

Patricia  Hagendorn,  M.D.,  New  York  City 

Medical  Director,  Chase  Manhattan  Bank,  New  York 
City;  Attending  Physician  in  Medicine,  St.  Vincent's 
Hospital  & Medical  Center,  New  York  City 


11:00  a.m.  Coffee  Break  to  View  Exhibits 

11:15  a.m.  Workers'  Compensation  Aspects  of  Occupational 
Diseases 

Speaker,  to  be  announced,  will  be  a representative  of 
the  Workers’  Compensation  Board 


Physical  Medicine  and  Rehabilitation 
Joint  Meeting 
Neurology 


9:30  a.m.-12:30  p.m. 
MURRAY  HILL  A 


CONTINUING  MEDICAL  EDUCATION  CREDIT: 
AMA,  PR  A,  3 Hours,  Category  1; 

AAFP,  2.75  Hours,  Prescribed 


THE  PROS  AND  CONS  OF  COGNITIVE  REHABILITATION 

Samuel  S.  Sverdlik,  M.D.,  New  York  City,  Moderator 

Emeritus  Director,  Department  of  Rehabilitation  Medicine,  St.  Vincent’s  Hospital  and  Medical  Center,  New  York  City;  Clinical  Professor 

of  Rehabilitation  Medicine,  New  York  Medical  College,  Valhalla 


Objective:  The  long  term  management  of  brain  injured  patients  is  a costly  and  often  frustrating  challenge.  The  scope  of  the  problem  in 

New  York  State  and  our  present  state  of  knowledge  regarding  management  of  these  patients  will  be  described.  The  merits  and  limits  of 
these  efforts  will  be  critically  discussed. 


9:35  a.m.  The  Problems  of  Head  Injury 

William  E.  Reynolds,  D.D.S.,  Albany 

Director,  Bureau  of  Development  and  Standards, 
New  York  State  Health  Department,  Albany 

10:00  a.m.  The  Nature  of  Head  Injury 

David  Goldblatt,  M.D.,  Rochester 

Clinical  Attending,  Strong  Memorial  Hospital,  Roch- 
ester; Professor  of  Neurology,  University  of  Roches- 
ter School  of  Medicine  and  Dentistry,  Rochester 


Chief,  Psychology,  Rusk  Institute  of  Rehabilitation 
Medicine;  Professor,  Clinical  Rehabilitation  Medicine, 
New  York  University  School  of  Medicine,  New  York 

11:15  a.m.  A Neurologist’s  Views  of  Cognitive  Rehabilitation 

Joshua  Hollander,  M.D.,  Rochester 

Associate  Profesor,  Clinical  Neurology,  University  of 
Rochester  School  of  Medicine  and  Dentistry;  Chief, 
Neurology,  Rochester  General  Hospital,  Rochester 

1 1:40  a.m.  A Physiatrist’s  Views  of  Cognitive  Rehabilitation 


10:25  a.m.  Coffee  Break  To  View  Exhibits 

10:40  a.m.  Contemporary  Issues  in  Cognitive  Rehabilitation 

Leonard  Dillar,  Ph.D.,  New  York  City 


Loren  M.  Fishman,  M.D.,  Flushing 

Associate  Professor,  Rehabilitation  Medicine,  New 
York  City;  Director,  Department  of  Physical  Medicine, 
Flushing  Hospital,  Flushing 


Computers  in  Medicine,  1989 

CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1;  AAFP,  2.75  Hours, 
Prescribed 


9:30  a.m.-12:30  p.m. 
NASSAU  A 


William  Bauman,  M.D.,  Connecticut,  Moderator 
Director  of  Medical  Education,  Danbury  Hospital,  Danbury,  Connecticut 

Objective:  Explaining  how  the  methods  of  information  technology  lead  to  the  goals  of  quality  assurance  in  patient  care. 


9:30  a.m.  The  Automation  of  Clinical  Experience 

Gilbert  Mellin,  M.D.,  New  York 

Director  of  Quality  Assurance,  Presbyterian 
Hospital,  New  York.  Medical  care  requires 
timely  medical  information  and  access  to  it. 
The  decompensation  of  the  classical  medical 
record  obliges  us  to  develop  new  systems  to 
communicate  this  information. 


10:45  a.m.  Refined  DRG’s — The  Computer  Quality  Care 

William  Bauman,  M.D.,  Connecticut 

Modification  of  DRG’s  serves  as  an  index  for 
measuring  quality  of  care  for  hospitalized  pa- 
tients. 

( continued ) 
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(FRIDAY  continued ) 


11:00-11:15  a.m.  Coffee 

11:15-12:00  p.m.  Peter  D.  Esser,  Ph.D.,  New  York  City 

Associate  Professor,  Columbia  University 
Small  computers  have  had  a significant  im- 
pact in  the  clinical  utilization  of  radiologic 


images.  Modern  processing  techniques  allow 
data  enhancement  and  analysis  in  Nuclear 
Cardiology.  Nuclear  Medicine  and  general 
body  imaging.  Future  enhancements  may 
broaden  the  clinical  scope. 

12:00-12:30  p.m.  Panel  discussion 


Neurology  (Neuro-ophthalmology) 
Joint  Meeting  with 
Ophthalmology 


2:00  p.m.-5:00  p.m. 
NASSAU  A 


CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1;  AAFP,  2.75  Hours, 
Prescribed 


NEURO-OPHTHALMOLOGIC  ADVANCES  IN  MOVEMENT 

Joshua  Hollander,  M.D.,  Rochester,  Moderator 

Attending,  Neurology,  Rochester  General  Hospital;  Associate,  Neurology,  Strong  Memorial  Hospital 

Objective:  Physicians  will  learn  to  use  observations  made  on  the  patient’s  face  and  head  as  a window  to  the  general  problem  of 

movement  disorders. 


2:00  p.m.  Movement  Disorders  in  General 

Ira  Shoulson,  M.D.,  Rochester 

Professor  of  Neurology,  University  of  Rochester  Med- 
ical Center,  Rochester 

2:40  p.m.  Facial  Dyskinesis 

Stanley  Fahn,  M.D.,  New  York  City 

H.  Houston  Merit  Professor  of  Neurology,  Columbia- 
Presbyterian  Medical  Center  Neurological  Institute, 
New  York  City 


3:20  p.m.  Coffee  Break  to  View  Exhibits 

3:40  p.m.  The  Eye  in  Movement  Disorders 

Jeffrey  Odel,  M.D.,  New  York  City 

Assistant  Professor  of  Clinical  Ophthalmology,  Insti- 
tute of  Ophthalmology,  New  York  City 

4:40  p.m.  Panel  Discussion 


Neurosurgery 


2:00  p.m.-5:00  p.m. 
MURRAY  HILL  B 


CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1;  AAFP,  2.75  Hours, 
Prescribed 


NEUROSURGICAL  TREATMENT  OF  SPINAL  TUMORS 

Kalmon  D.  Post,  M.D.,  New  York  City,  Moderator 

Professor  and  Vice  Chairman,  Department  of  Neurological  Surgery,  Columbia  University,  College  of  Physicians  and  Surgeons, 

New  York  City. 

Objective:  Update  neurosurgeons  on  spinal  tumors. 

2:10  p.m.  Intramedullary  Spinal  Cord  Tumors 

Paul  R.  Cooper,  M.D.,  New  York  City 

Associate  Professor  of  Neurological  Surgery,  New 
York  University  Medical  Center,  New  York  City 

2:45  p.m.  Intradural  Extramedullary  Spinal  Cord  Tumors 

Charles  Hodge,  M.D.,  Syracuse 

Professor  and  Chairman,  Department  of 
Neurosurgery,  Syracuse  University,  Syracuse 

Check  for  Messages  at  the  Message  Center 

(continued) 


3:30  p.m.  Coffee  Break  to  View  Exhibits 

3:45  p.m.  Tumors  of  the  Spinal  Cord 

Martin  B.  Camins,  M.D.,  New  York  City 

Associate  Clinical  Professor  of  Neurological 
Surgery,  Mt.  Sinai  Medical  Center,  New  York  City 

4:30  p.m.  Panel  Discussion 
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Cardiovascular  Diseases 
Joint  Meeting  With 
New  York  Cardiological  Society 
In  Association  with 
The  New  York  Cardiac  Center 

CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1;  AAFP,  2.75  Hours, 
Prescribed 

CLINICAL  DILEMMAS  IN  CARDIOLOGY 

Richard  Gorlin,  M.D.,  New  York  City,  Moderator 

Murray  M.  Rosenberg  Professor  of  Medicine;  Chairman,  Department  of  Medicine, 

Mt.  Sinai  Medical  Center 

Objective:  Clinicians  will  learn  how  to  handle  clinical  dilemmas  in  four  types  of  cardiological  problems:  arrhythmias,  myocardial 

infarction,  valvular  heart  disease  and  congestive  heart  failure. 

2:00  p.m.  Introduction  3:20  p.m. 

Richard  Gorlin,  M.D.,  New  York  City,  Moderator 
2:05  p.m.  Current  Status  of  Arrhythmias 

Stephen  S.  Scheidt,  M.D.,  New  York  City 

Assistant  Dean  for  CME,  Professor  of  Clinical  Medi- 
cine, The  New  York  Hospital — Cornell  Medical  Cen- 
ter, New  York 

3:50  p.m. 

2:35  p.m.  Thrombolysis  in  Acute  Myocardial  Infarction 

Richard  Gorlin,  M.D.,  New  York  City 

3:05  p.m.  Coffee  Break  to  View  Exhibits 

4:15  p.m. 


Management  of  Valvular  Heart  Disease:  Valvulo- 
plasty vs.  Surgery 

Arthur  C.  Fox,  M.D.,  New  York  City 

Professor  of  Medicine,  Chief,  Cardiovascular  Sec- 
tion, Department  of  Medicine,  New  York  University 
School  of  Medicine,  Bellevue  Medical  Center,  New 
York 

Congestive  Heart  Failure;  Current  Approaches 

Edmund  H.  Sonnenblick,  M.D.,  Bronx 

Olson  Professor  of  Medicine;  Chief,  Division  of  Cardi- 
ology, Albert  Einstein  College  of  Medicine,  New  York 


Panel  Discussion 


2:00p.m.-5:00  p.m. 
SUTTON  SOUTH 


Women’s  Medical  Societies  of  New  York  State 
Joint  Meeting  With 
Orthopaedic  Surgery  Society 

CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1,  AAFP,  2.75  Hours, 
Prescribed 

OSTEOPOROSIS— PREVENTION,  DILEMMAS  AND  NEWER  MODALITIES  OF  TREATMENT 

Adelaide  T.  Scanlon,  M.D.,  Glen  Cove,  Moderator 

Attending  Pediatrician,  Community  Hospital  of  Glen  Cove,  N.Y.;  American  Women's  Medical  Societies  of  New  York 

Objective:  This  program  is  directed  toward  primary  care  physicians  as  well  as  Orthopaedic  Surgeons  and  Gynecologists  in  order  to 

increase  their  awareness  of  methods  of  early  treatment  to  prevent  osteoporosis  as  well  as  to  update  them  on  the  occurrence  and 
treatment  of  fractures  and  the  possibility  of  newer  therapy  for  the  future. 

2:05  p.m.  Role  of  Hormones  in  Prevention  and  Treatment  of 
Osteoporosis 

Lila  A.  Wallis,  M.D.,  New  York  City 

President  of  American  Medical  Women's  Association; 

Clinical  Professor  of  Medicine  at  Cornell  Medical 
Center 

(continued) 


2:25  p.m.  Reproductive  Disorders  in  Ballet  Dancers  and  their 
Effect  on  Bone 

Michelle  P.  Warren,  M.D.,  New  York  City 

Associate  Attending,  Obstetrician/Gynecologist,  St. 
Luke’s/Roosevelt  Hospital  Medical  Center;  Direc- 
tor— Gonadotropin  Laboratory,  St.  Luke’s/Roosevelt 
Hospital  Medical  Center,  New  York  City 


2:00p.m.-5:00  p.m. 
MURRAY  HILL  A 
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2:45  p.m.  Beyond  Calcium — Nutrition  and  Osteoporosis 

Susan  Brown,  Ph.D.,  Syracuse 

Director  of  Nutrition  Education  and  Consulting  Ser- 
vice 

3:15  p.m.  Coffee  Break  to  View  Exhibits 

3:30  p.m.  David  M.  Hirsh,  M.D.,  Bronx,  Moderator 

Associate  Clinical  Professor,  Department  of  Ortho- 
paedic Surgery,  Jack  D.  Weiler  Hospital  of  the  Albert 
Einstein  College  of  Medicine 

3:35  p.m.  Fracture  Incidence  and  Treatment  in  Osteoporosis 

Neil  J.  Cobelli,  M.D.,  Bronx 

Assistant  Clinical  Professor,  Albert  Einstein  College 
of  Medicine,  New  York 


3:55  p.m.  Definitive  Diagnosis  and  Treatment 

Charles  Cornell,  M.D.,  New  York  City 

Assistant  Professor — Orthopaedic  Surgery,  Cornell 
University  Medical  College;  Hospital  for  Special  Sur- 
gery, New  York 

4:15  p.m.  Newer  Modalities  for  Treatment  of  Osteoporosis 

David  Zackson,  M.D.,  New  York  City 

Assistant  Professor  of  Medicine,  Cornell  University 
Medical  Center,  Director  of  Bone  and  Mineral  Metab- 
olism Section  of  Rogosin  Institute 

4:35  p.m.  Panel  of  all  speakers  for  questions  and  answers 


Emergency  Medicine/Critical  Care 
Joint  Meeting  With 

New  York  Chapter  of  American  College  of  Emergency  Physicians 

CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1;  AAFP,  2.75  Hours, 
Prescribed 

CLINICAL  DILEMMAS  IN  THE  MANAGEMENT  OF  THE  ACUTE  CARE  PATIENTS 


2:00  p.m.-5:00  p.m. 
NASSAU  B 


Lorraine  M.  Giordano,  M.D.,  FACEP,  Jamaica,  Moderator 
Chairperson,  Dept,  of  Emergency  Medicine,  The  Jamaica  Hospital,  Jamaica,  New  York 


Objective:  All  physicians,  regardless  of  specialty,  should  be  aware  of  the  problems  presented  by  the  patient  who  suddenly  becomes 

acutely  ill  or  injured,  such  as  the  management  of  the  difficult  airway,  the  differential  diagnosis  of  the  patient  who  presents  in  shock,  the  vic- 
tim of  poisoning  and  the  patient  with  an  acute  abdomen.  Attendees  at  this  program  will  be  made  aware  of  the  various  new  technologies  of 
and  indications  for  physiological  monitoring  in  the  critical  care  unit. 


2:00  p.m.  Management  of  the  Difficult  Airway 

Nina  Mazur,  M.D.,  Brooklyn 

Director,  Emergency  Services,  The  Brooklyn/Cale- 
donian Hospital,  Brooklyn,  New  York 

2:20  p.m.  Evaluation  and  Treatment  of  Shock 

William  Goetz,  M.D.,  Bronx 

Associate  Director,  Emergency  Department,  Our 
Lady  of  Mercy  Hospital,  Bronx,  New  York 

3:00  p.m.  Coffee  Break 


3:35  p.m.  Evaluation,  Differential  Diagnosis  and  Treatment  of 
the  Acute  Abdomen 

Lynne  Richardson,  M.D.,  New  York  City 

Associate  Chief,  Emergency  Services,  Harlem  Hos- 
pital Center,  New  York,  New  York 

3:55  p.m.  Physiologic  Monitoring  In  the  Critical  Care  Units 

Carlos  R.  Ortiz,  M.D.,  Rochester 

Medical  Director,  Intensive  Care  Units,  The  Genesee 
Hospital,  Rochester,  New  York 


3:15  p.m.  Management  of  the  Poisoned  Patient 

Paul  Adler,  D.O.,  Bronx 

Director,  Emergency  Services,  North  Central  Bronx 
Hospital,  Bronx,  New  York 


4:15  p.m.  Questions  and  Answers 


Chest  Diseases/Radiology 
Joint  Meeting 

American  College  of  Chest  Physicians— New  York  State  Chapter  of  the 
American  College  of  Radiology 

CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1;  AAFP,  2.75  Hours, 
Prescribed 

(continued) 


2:00  p.m.-5:00  p.m. 
SUTTON  CENTER 
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(FRIDAY  continued) 


ADVANCES  IN  DIAGNOSIS  AND  TREATMENT  OF  LUNG  CANCER— 1988 


Frederick  B.  Parker,  Jr.,  M.D.,  Syracuse,  Moderator 
President,  American  College  of  Chest  Physicians,  New  York  State  Affiliate 


Objective:  The  objectives  of  this  program  are  to  make  all  physicians  (specialists  and  non-specialists)  aware  of  recent  advances  in 

diagnosing  and  treating  cancer  of  the  lung.  Special  attention  will  be  directed  to  the  overlapping  responsibilities  of  the  radiologist, 
oncologist  and  surgeon  in  the  case  of  the  patient  with  lung  cancer. 


2:00  p.m.  Howard  Lilienthal  Memorial  Lecture:  Pulmonary 
Spread  of  Bronchogenic  Carcinoma 

E.  Robert  Heitzman,  M.D.,  Syracuse 

Professor  and  Vice-Chairman  of  Radiology,  SUNY 
Health  Science  Center  at  Syracuse,  University  Hospi- 
tal 

2:35  p.m.  Radiologic  Staging  of  Bronchogenic  Carcinoma 

David  P.  Naidich,  M.D.,  New  York  City 

Associate  Professor  of  Radiology,  New  York  Univer- 
sity 

3:05  p.m.  Coffee  Break  to  View  Exhibits 


3:25  p.m.  Current  Therapy  of  Small  Cell  Carcinoma 

Stephen  L.  Graziano,  M.D.,  Syracuse 

Chief,  Oncology  Section,  Veterans  Administration 

Medical  Center,  Syracuse,  New  York 

4:00  p.m.  Current  Surgical  Management  of  Non-Small  Cell 
Carcinoma  of  the  Lung 

Stanley  W.  Dziuban,  M.D.,  Albany 

Associate  Professor  of  Surgery,  Division  of  Thoracic 

Surgery,  Albany  Medical  Center 

4:30  p.m.  Advances  in  Laser  Therapy  in  Bronchogenic  Carci- 
noma 

Richard  H.  Feins,  M.D.,  Rochester 
Associate  Professor  of  Surgery,  Division  of  Thoracic 
Surgery,  University  of  Rochester  School  of  Medicine 
and  Dentistry 


SATURDAY,  SEPTEMBER  16, 1989 


Medical  Technology 


8:30  a.m.-9:30  a.m. 
MURRAY  HILL  B 


CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  1 Hour,  Category  1;  AAFP  Hour,  Prescribed 


MEDICAL  TECHNOLOGY,  1989 

William  K.  Weissman,  M.D.,  New  York  City,  Moderator 


Objective:  To  be  announced 

8:30  a.m.  Integration  of  Medical  Information 

Mr.  John  Skerchock,  District  Manager,  Hewlett  Packard  Health  Care  Information  Systems 


Internal  Medicine 


CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  6 Hours,  Category  1;  AAFP,  5.25  Hours, 
Prescribed 

NEW  FRONTIERS  IN  GASTROENTEROLOGY 


9:30  a.m.-5:00  p.m. 
SUTTON  CENTER 


Robert  Scheig,  M.D.,  Buffalo,  Moderator 

Professor  of  Medicine  and  Biological  Sciences,  State  University  of  New  York  at  Buffalo:  Head  of  the  Department  of  Medicine,  Buffalo 

General  Hospital,  Buffalo 

Objective:  This  meeting  is  designed  for  primary  care  physicians  and  all  other  physicians  interested  in  an  update  of  a variety  of 

Gastroenterology  disorders,  especially  peptic  ulcer  disease  and  infectious  disease  issues. 

9:30  a.m.  Introductory  Remarks  9:35  a.m.  Overview  of  Peptic  Ulcer  Disease 

Robert  Scheig,  M.D.,  Buffalo,  Moderator  James  Freston,  M.D.,  Farmington,  Connecticut 

Professor  and  Chairman,  Department  of  Medicine, 
University  of  Connecticut,  School  of  Medicine 

(continued) 
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(SATURDAY  continued) 


10:05  a.m.  Recent  Therapeutic  Advances  in  Peptic  Ulcer  Dis- 
ease 

Thomas  J.  Humphries,  M.D.,  Pennsylvania 

Director,  Worldwide  Clinical  Research,  Merck, 
Sharp,  Dohme  Research  Laboratories 

10:45  a.m.  Coffee  Break  To  View  Exhibits 

1 1:05  a.m.  Role  Prostoglandins  Play  in  the  Prevention  of  NSAID 
Induced  Gastropathy 


12:30  p.m.  Lunch  Break 

2:00  p.m.  Campylobacter  Pylori  Infection,  Role  in  Peptic  Dis- 
ease 

William  Marsh,  M.D. 

Associate  Professor  of  Medicine,  Medical  University 
of  South  Carolina,  College  of  Medicine,  Charleston, 
South  Carolina 

2:40  p.m.  AIDS  and  the  Gastrointestinal  Tract 


Donald  E.  Wilson,  M.D.,  Brooklyn 


Jan  M.  Novak,  M.D. 


Professor  and  Chairman,  Department  of  Medicine, 
State  University  of  New  York  Health  Science  Center 
at  Brooklyn 

11:45  a.m.  A.  Walter  Suiter  Lectureship  Fund 

Non-Cardiac  Chest  Pain 

Daniel  Camera,  M.D.,  Buffalo 
Associate  Professor  of  Medicine,  State  University  of 
New  York  at  Buffalo  School  of  Medicine,  Buffalo; 
Clinical  Director  of  Gastroenterology,  Buffalo  Gener- 
al Hospital,  Buffalo 


Director  of  Gastroenterology,  Erie  County  Medical 
Center,  Buffalo 

3:20  p.m.  Coffee  Break  to  View  the  Exhibits 

3:40  p.m.  Viral  Hepatitis:  Diagnosis,  Treatment  and  Preven- 
tion 

Robert  Scheig,  M.D. 

Professor  of  Medicine  and  Biological  Sciences,  Head 
of  the  Department  of  Medicine,  Buffalo  General  Hos- 
pital. Buffalo 


12:20  p.m.  Questions  and  Answers 


4:25  p.m.  Questions  and  Answers 


Psychiatry 
Joint  Meeting  With 

New  York  State  Psychiatric  Association 

CONTINUING  MEDICAL  EDUCATION  CREDIT: 
AMA,  PRA,  1 Hour,  Category  1;  AAFP,  5.25  Hours, 
Prescribed 


9:30  a.m.-5:00  p.m. 
NASSAU  B 


RECENT  ADVANCES  IN  PSYCHIATRY 


Richard  B.  Drooz,  M.D.,  New  York  City,  Moderator 

Associate  Professor  of  Psychiatry  (Retired),  State  University  of  New  York  Health  Science  Center  at  Brooklyn;  Attending  Psychiatrist 

(Retired),  Kings  County  Hospital  Center,  Brooklyn 

Objective:  Physicians  of  all  specialties  attending  this  program  will  be  provided  a comprehensive  view  of  how  recent  psychiatric 

advances  impinge  on  their  patient  care. 


9:30  a.m.  Welcome  and  Orientation 

George  L.  Ginsberg,  M.D.,  New  York  City 

President,  New  York  State  Psychiatric  Association, 
Director  of  Psychiatric  Services  and  Graduate  Educa- 
tion, New  York  University  Medical  Center 


10:30  a.m.  The  Psychotherapy  of  a Battered  Woman 

Samuel  C.  Klagsbrun,  M.D.,  New  York 

Executive  Medical  Director,  Four  Winds  Hospitals, 
Katonah,  Saratoga  Springs  and  Chicago;  Attending 
Psychiatrist,  Presbyterian  and  St.  Luke’s  Hospitals 


and 

Richard  B.  Drooz,  M.D.,  New  York  City 

9:45  a.m.  Resistant  Depression:  Diagnosis  and  Treatment 

Matthew  V.  Rudorfer,  M.D.,  Bethesda,  Maryland 

Chief,  Clinical  Research  Unit,  National  Institute  of 
Mental  Health,  Bethesda,  Maryland 

10:15  a.m.  Coffee  Break 


11:30  a.m.  Psychiatric  Emergencies  Which  May  Result  in  Mal- 
practice Cases 

Harold  E.  Berson,  M.D.,  Brooklyn 

Attending  Psychiatrist,  Maimonides  Medical  Center, 
Brooklyn;  Attending  Neuropsychiatrist,  Interfaith 
Medical  Center,  Brooklyn 

12:00  p.m.  Lunch 


Check  for  Messages  at  the  Message  Center 


(continued) 
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(SATURDAY  continued) 


1:45  p.m.  Managing  the  Dangerous  Patient  In  the  General 
Hospital 

Harvey  Bluestone,  M.D.,  Bronx 

Director,  Department  of  Psychiatry,  Bronx-Lebanon 
Hospital  Center,  Bronx,  New  York;  Professor  of  Psy- 
chiatry, Albert  Einstein  College  of  Medicine 

2:05  p.m.  Sheldon  Travin,  M.D.,  Bronx 

Associate  Director,  Department  of  Psychiatry,  Bronx- 
Lebanon  Hospital  Center;  Associate  Professor  of 
Psychiatry,  Albert  Einstein  College  of  Medicine 

2:25  p.m.  Hung  Kon  Lee,  M.D.,  Bronx 

Assistant  Professor  of  Psychiatry,  Albert  Einstein 
College  of  Medicine;  Chairman,  Quality  Assurance 
Committee,  Bronx-Lebanon  Hospital  Center 

2:45  p.m.  Coffee  Break 

3:00  p.m.  Single  Photon  Emission  Computed  Tomography 
(SPECT)  In  Psychiatric  Differential  Diagnosis 

Ralph  A.  O’Connell,  M.D.,  New  York  City 

Clinical  Director  of  Psychiatry,  St.  Vincent's  Hospital 
and  Medical  Center,  New  York  City;  Professor  of 
Clinical  Psychiatry,  New  York  Medical  College 


Ronald  L.  Van  Heertum,  M.D.,  New  York  City 

Chief  of  Nuclear  Medicine,  St.  Vincent’s  Hospital  and 
Medical  Center,  New  York  City;  Associate  Professor 
of  Clinical  Radiology,  New  York  Medical  College 

3:30  p.m.  Toward  a Cellular  Neurobiology  of  Schizophrenia: 
Cell  Culture  of  Mesolimblc  Dopamine  Neurons 

Stephen  Rayport,  M.D.,  Ph.D.,  New  York  City 

Assistant  Professor  of  Clinical  Psychiatry,  Neurobiol- 
ogy and  Behavior,  Anatomy  and  Cell  Biology;  Psychi- 
atrist, New  York  State  Psychiatric  Institute,  New  York 
City 

4:00  p.m.  Family  Psychoeducation  In  the  Aftercare  Treatment 
of  Schizophrenia 

Stephen  A.  Cole,  M.D.,  New  York  City 

Chief  of  Partial  Hospitalization  Program,  St.  Vincent's 
Hospital,  New  York  City;  Clinical  Associate  Professor 
of  Psychiatry,  New  York  University  Medical  Center, 
New  York  City 

4:45  p.m.  Discussion 


Neurology 
Joint  Meeting  With 

Ophthalmology  (Neuro-ophthalmology) 

CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  6 Hours,  Category  1;  AAFP,  5.25  Hours 
Prescribed 


9:30  a.m.-5:00  p.m. 
BEEKMAN  PARLOR 


NEURO-OPHTHALMOLOGIC  ADVANCES  IN  VISUAL  DISORDERS:  VASCULAR  DIAGNOSIS  AND  NEURO-IMAGING 


Jacqueline  M.  S.  Winterkorn,  Ph.D.,  M.D.,  Manhasset,  Moderator 

Physician-in-Charge,  Neuro-Ophthalmology;  North  Shore  University  Hospital,  Manhasset;  Neuro-Ophthalmology  Attending,  Manhattan 

Eye,  Ear  and  Throat  Hospital,  New  York  City 


Objective:  Physicians  attending  this  program  will  be  updated  on  recent  developments  in  Neuro-Ophthalmology  and  their  application  in 


practice. 

9:30  a.m.  Introduction 

Jacqueline  M.  S.  Winterkorn,  Ph.D.,  M.D. 


Department  of  Neuroradiology,  Neurological  Institute, 
Columbia  Presbyterian  Medical  Center,  New  York 
City 


9:35  a.m.  Optic  Nerve  Dysfunction 

Myles  M.  Behrens,  M.D.,  New  York  City 

Neuro-Ophthalmologist,  Harkness  Eye  Institute,  Co- 
lumbia Presbyterian  Medical  Center,  New  York  City 

10:05  a.m.  Diagnosis  of  Vascular  Disorders  In  Neuro-Ophthal- 
mic  Patients 

Jay  Mohr,  M.D.,  New  York  City 

Neurologic  Institute,  Columbia  Presbyterian  Medical 
Center,  New  York  City 

11:05  a.m.  Coffee  Break  to  View  Exhibits 

1 1:20  a.m.  Neuro-Imaging  of  the  Visual  System 

Sadek  Hilal,  M.D.,  New  York  City 


12:20  p.m.  Questions  and  Answers 
12:30  p.m.  Lunch 

2:00  p.m.  Diagnosis  and  Treatment  of  Pseudotumor  Cerebri 

James  J.  Corbett,  M.D.,  Iowa 

Professor  of  Ophthalmology/Neurology,  University  of 

Iowa 


2:40  p.m.  Advances  In  Diagnosis  and  Treatment  of  Glaucoma 

Carl  Camras,  M.D.,  New  York  City 

Ophthalmology  Department,  Mt.  Sinai  Medical  Cen- 
ter, New  York  City 

3:20  p.m.  Coffee  Break  To  View  Exhibits 


(continued) 
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(SATURDAY  continued)  — 

3:35  p.m.  Surgical  Treatment  of  Optic  Nerve  Disorders 

Robert  C.  Sergott,  M.D.,  Pennsylvania 
Wills  Eye  Hospital,  Pennsylvania 


4:15  p.m.  Understanding  Automated  Visual  Fields 

Steven  A.  Newman,  M.D.,  Virginia 

Assistant  Professor  of  Ophthalmology  and  Neurologi- 
cal Surgery,  University  of  Virginia  Health  Sciences 


Dermatology 
Joint  Meeting  With 

New  York  State  Society  of  Dermatology 
The  American  Society  of  Plastic  and  Reconstructive  Surgery 

9:30  a.m.-12:30  p.m. 

NASSAU  A 

ADVANCES  IN  CUTANEOUS  SURGERY 


CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1;  AAFP,  2.75  Hours, 
Prescribed 


Lowell  A.  Goldsmith,  M.D.,  Rochester,  Moderator 

James  H.  Sterner  Professor  of  Dermatology;  Chairman,  Department  of  Dermatology,  University  of  Rochester 


Alan  Matarasso,  M.D.,  New  York  City,  Moderator 

Attending  Surgeon,  Manhattan  Eye,  Ear  & Throat  Hospital;  Faculty,  Department  of  Plastic  Surgery,  Albert  Einstein  Hospital 

Objective:  Objective:  Integration  of  advances  in  cutaneous  surgery  from  both  dermatologists  and  plastic  surgeons — to  increase 

dialogue  among  these  two  groups,  and  to  inform  physicians  of  other  disciplines  of  these  advances. 


9:30  a.m.  Management  of  Congenital  and  Dysplastic  Nevl 

Alfred  Kopf,  M.D.,  New  York  City 

Clinical  Professor,  Department  of  Dermatology,  New 
York  University  Medical  Center,  New  York 

10:00  a.m.  Biologic  Requirements  and  Approaches  to  Skin  Re- 
placement In  Severe  Burn  Injury 

Charles  Cuono,  M.D.,  New  Haven,  Connecticut 

Associate  Professor  of  Surgery,  Yale  University 
School  of  Medicine;  Director,  Yale  Skin  Bank,  New 
Haven 

10:30  a.m.  Coffee  Break 

10:45  a.m.  Overview  of  Chemical  Peels 

Eugene  Bodian,  M.D.,  Great  Neck 

Clinical  Professor  of  Medicine  (Dermatology),  Cornell 
Medical  Center;  Chief,  Dermatology,  North  Shore 
University  Hospital  Medical  Center,  Great  Neck,  New 
York 


11:10  a.m.  Dermabrasions  and  Chemical  Peels 

Arthur  Ship,  M.D.,  New  York  City 

Associate  Clinical  Professor,  Dept,  of  Plastic  and 
Reconstructive  Surgery,  Albert  Einstein  College  of 
Yeshiva  University;  Attending  Surgeon,  Department 
of  Surgery,  Division  of  Plastic  Surgery,  Montefiore 
Hospital  College  of  Medicine,  Bronx 

11:40  a.m.  Management  of  Recurrent  Skin  Cancers 

Michael  Albom,  M.D.,  New  York  City 

Associate  Clinical  Professor,  Dept,  of  Dermatology, 
Skin  Cancer  Unit,  New  York  University  Medical  Cen- 
ter 

12:10  p.m.  Closure  of  Skin  Cancer  Defects 

Paul  Weiss,  M.D.,  New  York  City 

Associate  Clinical  Professor,  Department  of  Plastic 
and  Reconstructive  Surgery,  Albert  Einstein  College 
of  Yeshiva  University;  Attending  Surgeon,  Depart- 
ment of  Surgery,  Division  of  Plastic  Surgery,  Monte- 
fiore Hospital,  Bronx 


Dermatology 
Joint  Meeting  With 

American  Academy  of  Dermatology  Advisory  Council 
and  New  York  State  Society  of  Dermatology 

2:30  p.m.-5:00  p.m. 

NASSAU  A 


CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1;  AAFP,  2.7  Hours, 
Prescribed 


EFFECTS  OF  STATE  LEGISLATION  AND  REGULATION  ON  THE  PRACTICE  OF  DERMATOLOGY 

Richard  L.  Cornelison,  M.D.,  Oklahoma,  Moderator 

Chairman,  Advisory  Council,  American  Academy  of  Dermatology 

( continued ) 
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(SATURDAY  continued) 

Objective:  The  program  will  provide  practicing  dermatologists  and  primary  care  physicians  an  opportunity  to  consider  how  state  laws 

and  directives  from  state  agencies  affect  the  current  and  future  practice  of  dermatology. 


2:30  p.m.  An  Overview  of  State  Issues  of  Concern  to  the 
Specialty  of  Dermatology 

Richard  L.  Cornelison,  M.D.,  Oklahoma 

2:45  p.m.  A Dermatologist  in  the  State  Legislature 

The  Honorable  Harold  L.  Colburn,  Jr.,  M.D. 

Assemblyman,  New  Jersey  State  Legislature;  Prac- 
ticing Dermatologist,  New  Jersey 

3:00  p.m.  A Dermatologist  as  a State  Regulator 

Edward  W.  Luka,  M.D.,  New  Jersey 

Past  Chairman,  New  Jersey  Board  of  Medical  Exam- 
iners; Practicing  Dermatologist 

3:15  p.m.  Working  with  the  New  York  State  Medical  Society; 
Process  and  Some  Issues 

Gerard  L.  Conway,  Esq.,  Albany 

Director,  Division  of  Governmental  Affairs,  Medical 
Society  of  the  State  of  New  York 


3:30  p.m.  Coffee  Break  to  View  Exhibits 

3:45  p.m.  Legislation  from  the  New  York  Perspective:  Pro- 
cess and  Issues 

Joel  S.  Koransky,  M.D. 

Practicing  Dermatologist,  Saratoga  Springs;  Chair- 
man, Committee  on  Public  Affairs,  New  York  State 
Society  of  Dermatology 

4:00  p.m.  Status  of  Current  Issues  and  Regional  Trends 

Irwin  M.  Freedberg,  M.D.,  New  York  City 

Chairman,  Department  of  Dermatology,  New  York 
University  Medical  Center;  Chairman,  Council  on 
Government  Liaison,  American  Academy  of  Derma- 
tology 

4:15  p.m.  Questions  and  Discussion 


Substance  Abuse 


9:30  a.m.-12:30p.m. 
SUTTON  NORTH 


CONTINUING  MEDICAL  EDUCATION  CREDIT: 
AMA,  PR  A,  3 Hours,  Category  1; 

AAFP,  2.75  Hours,  Prescribed 


COCAINE  USE  IN  THE  REAL  WORLD 

Anne  Geller,  M.D.,  New  York,  Moderator 

Director  of  Smithers  Center,  St.  Luke’s  Roosevelt  Hospital;  Assistant  Professor  of  Clinical  Social  Medicine  at  Columbia  College  of  Phy- 
sicians and  Surgeons,  New  York  City 


Objective:  Physicians  attending  this  program  will  develop  an  understanding  of  the  way  in  which  cocaine  addiction  may  present  in 

medical  settings;  treatment  applications  will  be  discussed. 


9:30  a m.  Introductory  Remarks 

Anne  Geller,  M.D.,  New  York  City,  Moderator 

9:35  a.m.  Who  Uses  Cocaine  and  How  it  Works 

Robert  B.  Millman,  M.D.,  New  York  City 

Saul  B.  Steinberg,  M.D.,  Professor  of  Psychiatry  and 
Public  Health,  Cornell  University  Medical  College, 
New  York 

10:10  a.m.  Cocaine  and  Sex,  the  Intimate  Connection 


10:45  a.m.  Coffee  Break  To  View  Exhibits 

11:00  a.m.  An  Integrated  Medical  Model  of  Addiction 

James  Fine,  M.D.,  Brooklyn 

Director  of  Psychiatric  Services  and  Program  Ser- 
vices, Addictive  Disease  Hospital,  State  University  of 
New  York  at  Brooklyn 

1 1:30  a.m.  Cocaine  in  the  Emergency  Room 

Gregory  Husk,  M.D.,  New  York  City 


Arnold  M.  Washton,  Ph.D.,  New  York  City 

Executive  Director  of  the  Washton  Institute,  New 
York 


Director  of  Emergency  Room,  Roosevelt  Hospital, 
New  York  City 

12:00  p.m.  Panel  Discussion  with  Audience  Participation 


General  Surgery 
Joint  Meeting  With 
New  York  State  Society  of  Surgeons 

CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1;  AAFP,  2.75  Hours, 
Prescribed 

(continued) 
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SUTTON  SOUTH 
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(SATURDAY  continued) 

ADVANCES  IN  GENERAL  SURGERY 

Leslie  Wise,  M.D.,  F.A.C.S.,  New  Hyde  Park,  Moderator 

Chairman,  Department  of  Surgery,  Long  Island  Jewish  Medical  Center,  New  Hyde  Park,  New  York;  Professor  of  Surgery,  SUNY, 

Stony  Brook,  New  York 


Objective:  This  program  is  presented  for  surgeons  and  primary  care  physicians  to  acquaint  them  with  newer  developments  in  general 

surgery  and  their  applications  to  patient  care. 


9:30  a.m.  Introduction 

Leslie  Wise,  M.D.,  F.A.C.S.,  New  Hyde  Park 

9:40  a.m.  The  New  Economics  of  Surgical  Care 

Eric  Munoz,  M.D.,  F.A.C.S.,  New  Hyde  Park 

Head,  Research  Division,  Department  of  Surgery, 
Long  Island  Jewish  Medical  Center,  New  Hyde  Park, 
New  York 


10:10  a.m.  Gall  Bladder  Lithotripsy — A New  Cost  Effective  Op- 
tion 

Houston  Johnson,  M.D.,  F.A.C.S.,  New  Hyde  Park 

Department  of  Surgery,  Long  Island  Jewish  Medical 
Center,  New  Hyde  Park,  New  York;  Full-time  Surgical 
Oncologist;  Assistant  Professor  of  Surgery,  State 
University  of  New  York,  Stony  Brook 

10:40  a.m.  Coffee  Break  to  View  Exhibits 

11:00  a.m.  Peripheral  Vascular  Surgery,  Percutaneous  and  La- 
ser Techniques 


Jon  Cohen,  M.D.,  F.A.C.S.,  New  Hyde  Park 

Department  of  Surgery,  Long  Island  Jewish  Medical 
Center,  New  Hyde  Park,  New  York;  Peripheral  Vascu- 
lar Surgeon,  Department  of  Surgery,  Long  Island  Jew- 
ish Medical  Center,  New  Hyde  Park,  New  York 

1 1:25  a.m.  AIDS  and  the  Surgeon 

Irving  Margolis,  M.D.,  F.A.C.S.,  Jamaica 

Director  of  Surgery,  Queens  Hospital  Center  Affili- 
ation of  the  Long  Island  Jewish  Medical  Center,  Ja- 
maica; Professor  of  Clinical  Surgery,  State  University 
of  New  York  at  Stony  Brook 

11:50  a.m.  New  Technologies  in  Pediatric  Plastic  Surgery 

Barry  Douglas,  M.D.,  New  Hyde  Park 
Staff  Surgeon,  Division  of  Plastic  Surgery,  Depart- 
ment of  Surgery,  Long  Island  Jewish  Medical  Center, 
New  Hyde  Park,  New  York 

12:15  p.m.  Discussion 


Obstetrics  and  Gynecology/Urology 
Joint  Meeting  With 

American  College  of  Obstetricians  and  Gynecologists,  District  II 
New  York  State  Urological  Society 


9:30  a.m.-12:30  p.m. 
MURRAY  HILL  A 


CONTINUING  MEDICAL  EDUCA  TION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1;  AAFP,  2.75  Hours, 
Prescribed 


CASE  MANAGEMENT  AND  CLINICAL  DILEMMAS  ASSOCIATED  WITH  OBSTETRICS/GYNECOLOGY  AND  UROLOGY 

John  T.  Parente,  M.D.,  Moderator,  New  York  City 
Director,  Department  of  Obstetrics  and  Gynecology,  Bronx-Lebanon  Hospital  Center,  Bronx 

Maurice  Gonder,  M.D.,  Moderator,  Stony  Brook 
Chairman,  Department  of  Urology,  State  University  of  New  York  at  Stony  Brook 

Martin  Stone,  M.D.,  Moderator,  Stony  Brook 

Professor  Emeritus,  Obstetrics  and  Gynecology,  State  University  of  New  York  at  Stony  Brook 


Objective:  Directed  toward  obstetricians/gynecologists,  urologists  and  primary  care  physicians  who  often  are  faced  with  critical 

decisions  in  the  management  of  the  patient  with  gynecological/urological  problems. 

9:30  a.m.  Introduction  Chief  of  Gynecologic  Oncology,  State  University  of 

John  T.  Parente,  M.D.,  Bronx,  Moderator  New  York  at  St0"y  Brook 


9:35  a.m.  Ureteral  Injuries  In  Pelvic  Surgery  and  Management 

William  Mann,  M.D.,  Stony  Brook 


10:15  a.m.  Tumors  of  Pregnancy 

Robert  Wacheska,  M.D.,  Stony  Brook 

Attending,  Department  of  Urology,  University  Hospi- 
tal, Stony  Brook 

(continued) 
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(SATURDAY  continued) 

10:45  a m.  Coffee  Break  to  View  Exhibits 

11:00  a.m.  Ureteral  Stinting 

Maurice  Gonder,  M.D.,  Stony  Brook 

Chairman,  Department  of  Urology,  State  University  of 
New  York  at  Stony  Brook 


11:30  a.m.  Vesico-Vaginal  Fistulae 

Leon  Tancer,  M.D.,  Brooklyn 

Director,  Department  of  Obstetrics  and  Gynecology, 
Maimonides  Medical  Center,  Brooklyn,  New  York 

12:00  p.m.  Questions  and  Answers 


Otolaryngology 
Joint  Meeting  With 
Neurosurgery  and  Plastic  Surgery 

CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1;  AAFP,  2.75  Hours, 
Prescribed 


BASE  OF  SKULL  SURGERY,  MULTIDISCIPLINARY  APPROACH 

Steven  M.  Parnes,  M.D.,  Albany,  Moderator 

Professor  and  Head,  Division  of  Otolaryngology,  Albany  Medical  Center,  Albany,  New  York 

Objective:  This  program,  although  highly  technical  for  a specialized  audience,  should  be  of  interest  to  primary  care  physicians  as  well. 

Specialists  will  learn  new  techniques  and  generalists  will  learn  of  the  newer  therapeutic  possibilities  which  will  be  of  assistance  in 
properly  referring  their  patients  for  treatment. 

2:10  p.m.  Otolaryngologic  Aspects  of  Combined  Cranial  Fa- 
cial Resection 

Andrew  Blitzer,  M.D.,  New  York  City 

Professor  of  Otolaryngology,  Vice  Chairman,  Colum- 
bia University  College  of  Physicians  & Surgeons,  De- 
partment of  Otolaryngology,  Columbia-Presbyterian 
Medical  Center,  New  York 

2:50  a.m.  Neurosurgical  Aspects  of  Combined  Cranial-Facial 
Resection 

Kalmon  Post,  M.D.,  New  York  City 

Professor  and  Vice  Chairman,  Department  of  Neuro- 
surgery, Columbia  University  College  of  Physicians 
and  Surgeons,  New  York 


Pediatrics/Forensic  Medicine 
Joint  Meeting  With 

American  Academy  of  Pediatrics— District  II 

CONTINUING  MEDICAL  EDUCATION  CREDIT: 

AMA,  PRA,  3 Hours,  Category  1;  AAFP,  2.75  Hours, 
Prescribed 


CLINICAL  DILEMMAS  IN  PEDIATRICS 

Marvin  L.  Blumberg,  M.D.,  Jamaica,  Moderator 

Chairman,  Department  of  Pediatrics,  The  Jamaica  Hospital;  Assoc.  Professor  of  Clinical  Pediatrics,  School  of  Medicine,  SUNY, 

Stony  Brook,  NY 

Objective:  Physicians  often  encounter  pediatric  problems  that  are  not  the  usual  diseases  and  require  experience,  special  testing  and 

intricate  management.  There  are  fatal  cases  where  diagnoses  depend  on  autopsy  findings.  Physicians  attending  this  program  will  be  made 
aware  of  these  problems  and  how  they  can  be  managed. 

(continued) 


2:00  p.m.-5:00  p.m. 
SUTTON  NORTH 


3:30  p.m.  Coffee  Break 

3:40  p.m.  Middle  Cranial  Fossa  Surgery 

Yosef  P.  Krespi,  M.D.,  Brooklyn 

Professor  and  Chairman,  Department  of  Otolaryngol- 
ogy, Long  Island  College  Hospital/SUNY  Health  Sci- 
ence Center  at  Brooklyn 

4:20  p.m.  Craniofacial  Reconstruction 

Gregory  LaTrenta,  M.D.,  New  York  City 

Assistant  Professor  of  Surgery,  Cornell  Medical 
School;  Director,  Craniofacial,  Cleft  Lip/Palate  Divi- 
sion, New  York  Hospital,  New  York 


2:00  p.m.-5:00  p.m. 
SUTTON  SOUTH 
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(SATURDAY  continued) 


2:00  p.m.  Diagnosis  and  Management  of  Infant  Apnea 

James  G.  Lione,  M.D.,  Flushing 

Chairman,  Department  of  Pediatrics,  Flushing  Hospi- 
tal, Flushing,  New  York 

2:30  p.m.  AIDS  In  Infants  and  Children 

Leonard  R.  Krilov,  M.D.,  New  Hyde  Park 

Schneider  Children’s  Hospital,  L.I.J.  Medical  Center, 
New  Hyde  Park,  N.Y.;  Attending,  Division  of  Infec- 
tious Diseases,  Schneider  Children’s  Hospital 

3:00  p.m.  Coffee  Break  to  View  Exhibits 

3:20  p.m.  Radiological  Diagnosis  of  Child  Abuse 


Melvin  H.  Becker,  M.D.,  New  York  City 

Attending  in  Radiology,  New  York  University  Hospital 
and  Bellevue  Hospital;  Consultant  in  Roentgenology, 
Goldwater  Memorial  Hospital 

3:50  p.m.  Clinical  Interrelation  between  the  Pediatrician  and 
the  Medical  Examiner 

Elliot  M.  Gross,  M.D.,  New  York  City 

Former  Chief  Medical  Examiner  of  New  York  City; 
Visiting  Clinician,  Professor  of  Pathology,  Indiana 
University  School  of  Medicine,  Northwest  Center  for 
Medical  Education,  Indiana 

4:20  p.m.  Questions  and  Answers 


ATTENTION 
WOMEN  PHYSICIANS 
AND  MEDICAL  STUDENTS 

Please  join  us  for  dinner  on  Friday  evening  at  The  Italian  Pavilion,  a fine  Italian  restau- 
rant, after  the  CME  program. 

MSSNY  and  the  Women’s  Medical  Societies  of  New  York  State  are  pleased  to  host  this 
second  annual  event  to  bring  women  in  medicine  together  for  an  informal  evening  of 
socializing  and  networking. 

The  entire  CME  weekend,  and  Friday’s  program  in  particular,  includes  presentations  on 
topics  that  should  interest  you,  regardless  of  your  specialty.  Topics  such  as  The  Psycho- 
therapy of  a Battered  Woman;  The  Doctor  As  A Defendant  (a  mock  trial);  Clinical  Di- 
lemmas Associated  With  Ob-Gyn  and  Urology;  Clinical  Dilemmas  in  Pediatrics  (includ- 
ing infant  apnea  and  AIDS  in  infants  and  children);  and  Cocaine  Use  in  the  Real  World. 

Don’t  let  your  educational  experience  end  with  the  lectures. 

The  Italian  Pavilion  is  one  short  block  away  from  the  New  York  Hilton  and  we  plan  to 
gather  there  immediately  after  the  2-5pm  session  on  Osteoporosis  presented  by  the 
Women’s  Medical  Societies  and  the  Orthopaedic  Surgery  Society. 

THE  ITALIAN  PAVILION 
24  West  55th  Street 
New  York  City 

5:00-6:00  pm  Cocktails  (cash  bar) 

6:00  pm  Dinner 

To  reserve  your  place  for  dinner,  please  send  a check  in  the  amount  of  $40.00,  payable  to 
MSSNY,  to: 

Division  of  Membership  Services 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road 
Lake  Success,  NY  11042 

Questions?  Please  call  MSSNY  at  (516)  488-6100  or  (800)  523-4405,  Ext.  236. 


JULY  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  27A 


Advance 

Registration  Form 

1989  Annual  CME  Assembly,  September  15-16 
The  New  York  Hilton,  New  York  City 

Name 

PLEASE  PRINT  LAST  FIRST 

Address 

City/State/Zip 


Complete  and  return  this 
form  to  the  Medical  Soci- 
ety address  as  indicated 
below. 


Medical  Specialty 

REGISTRATION  FEE  Please  check  categories 

□ Active  Member*  $25.00  □ Nurse 

□ Non-Member  Physician*  $50.00  □ Physician  Assist. 

□ Allied  Profession  $10.00  □ Dentist 


□ Lab  Technician 

□ PT/OT 

□ Other 


Specify 


NO  FEE  Please  check  category 

□ MSSNY  Life  Member  □ Medical  Assist. 

□ Resident/Intern  □ Speaker 

□ Medical  Students 


□ Spouse/Family 

□ News  Media/Medical 

Writer 


REMITTANCE  ENCLOSED  $ 

Please  make  check  payable  to: 

Medical  Society  of  the  State  of  New  York,  and  re- 
turn this  form  with  remittance  to:  Division  of  Meet- 
ing Services/MSSNY,  420  Lakeville  Rd.,  P.O.  Box 
5404,  Lake  Success,  N.Y.  11042. 


* of  any  state  medical  society 

Important:  Your  ID  Badge  will  be  held  at  the  MSSNY 
Registration  Desk  located  in  the  Exhibit  Hall,  on  the 
second  floor  of  the  New  York  Hilton. 


THE  FIRST  NAME  IN  QUALITY  CARE 
FOR  THE  BLACK  HYPERTENSIVE 


Once-daily  ‘Dyazide’  gives  your  black  patients,  as  well  as  your 
elderly  patients,  dependable  blood  pressure  control.  This  plus 
decades  of  quality  and  experience  all  add  up  to  the  first-class  care 
your  hypertensive  patients  deserve. 


DYAZIDE  40 

25  mg  hydrochlorothiazide/50  mg  Triamterene/5KF  ™ 


25  mg  hydrochlorothiazide/50  mg 


a product  of 

SK &F  CO. 

Cidra.  P.R.  00639 
© SK&F  Co..  1988 


Before  prescribing,  please  see  brief  summary  of  prescribing  information  on  adjacent  page 


l j my.  nyuiuuiiiuiuinidziuc/uu  my.  iiidiiuereiie/orvr 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO.  litera- 
ture or  PDR.  The  following  is  a briel  summary. 

Indications  and  Usage:  Hypertension  or  edema  in  patients  who  develop  hypokalemia 
on  hydrochlorothiazide  alone,  m patients  who  requite  a thiazide  diuretic  and  in  whom  the 
development  ol  hypokalemia  cannot  be  risked 

This  Fixed  combination  drug  is  not  indicated  tor  the  initial  therapy  ol  edema  or 
hypertension  except  in  individuals  in  whom  the  development  ol  hypokalemia 
cannot  be  risked. 

Vyazide  ’ may  be  used  alone  or  as  an  adjunct  to  other  antihypertensive  drugs,  dosage 
adjustments  may  be  necessary 


Contraindications  Concomitant  use  with  other  potassium  sparing  agents  such  as 
spironolactone  or  amiioride : potassium  supplements  (except  in  presence  o t severe 
hypokalemia);  anuria,  acute  and  chmc  renal  insufficiencies  or  significant  renal 
impairment , hypersensitivity  to  drug  or  other  sulfonamide-derived drugs,  preexisting 
elevated  serum  potassium  concentration. 

Warnings  Abnormal  elevation  ol  serum  potassium  levels  (greater  than  or  equal  to 
5 5 rnEq/jilei)  can  occur  with  all  potassium-conserving  diuretic  com ' 


, , , „ combinations,  including 

Vyazide ’ Hyperkalemia  is  more  likely  lo  occur  in  patients  with  renal  impairment , diabetes 
(even  without  evidence  ot  renal  impairment),  elderly  or  severely  ill  patients  Since  uncor- 
rected hyperkalemia  may  be  lalat,  serum  potassium  levels  must  be  monitored  at  Irequent 
intervals  especially  in  patients  lirst  receiving  Vyazide ’,  when  dosages  are  changed  or  with 
any  illness  that  may  ihlluence  renal  lunction 

II  hyperkalemia  is  suspected  obtain  an  ECG  and  monitor  serum  potassium  II  hyperkale- 
mia develops,  discontinue  Vyazide ' and  initiate  thiazide  therapy  it  needed  Persistent 
hyperkalemia  may  require  dialysis  Monitor  serum  electrolytes  frequently  in  patients  with 
mild  renal  dysfunction  and  in  diabetic  patients  In  patients  who  may  develop  respiratory  or 
metabolic  acidosis,  monitor  serum  electrolytes  and  acid/base  balance  frequently 

Precautions  The  bioavailabihty  ol  the  hydrochlorolhiazide  and  triamterene  components 
ot  Vyazide ' is  about  50%  ol  the  maximum  obtainable  with  oral  therapy  theoretically,  a 
patient  transterred  from  therapy  with  hydrochlorothiazide  with  or  without  triamterene 
might  show  an  increase  in  blood  pressure,  fluid  retention , oi  change  in  serum  potassium 
Extensive  clinical  experience  with  Vyazide’.  however,  suggests  that  these  conditions  have 
not  been  commonly  observed  in  clinical  practice  (See  CLINICAL  PHARMACOLOGY)  Use 
thiazides  cautiously  in  patients  with  impaired  hepatic  lunction  They  can  precipitate  coma 
in  patients  with  severe  liver  disease,  potassium  depletion  induced  by  Ibe  thiazide  may  be 
important  in  this  connection,  administer  Vyazide  cautiously  and  be  alert  tor  such  early 
signs  ol  impending  coma  as  contusion,  drowsiness  and  tremor ; 1 1 menial  contusion 
increases,  discontinue  Vyazide  lor  a lew  days,  attention  must  be  given  to  other /actors 
that  may  precipitate  hepatic  coma,  such  as  blood  in  the  gastrointestinal  tract  ot  preexist- 
ing potassium  depletion  II  patients  develop  hypokalemia,  which  is  uncommon  with 
Vyazide ',  increase  potassium  intake  (i  e , wi in  supplements  or  potassium  rich  foods)  It 
repeat  determinations  show  serum  potassium  concentrations  below  3 0 mEq/L,  discon- 
tinue Vyazide ' and  initiate  potassium  chloride  supplementation.  Institute  corrective 
measures  cautiously  and  monitor  serum  potassium  concentrations  frequently  especially 
in  patients  receiving  digitalis  or  those  with  a history  ot  cardiac  arrhythmias  Diuretics  may 
aggravate  existing  electrolyte  imbalances,  especially  at  high  dosages  or  in  patients  on  salt 
restricted  diets  Do  periodic  serum  electrolyte  determinations  (particularly  important  in 
patients  vomiting  excessively  ot  receiving  parenteral  fluids)  Chloride  replacement  may  be 
requned  in  the  treatment  ot  metabolic  acidosis  It  dilutional  hyponatremia  develops, 
restrict  water  intake  In  actual  salt  depletion,  initiate  sodium  chloride  leplacemenl  Use 
Vyazide'  cautiously  in  patients  with  a history  ol  renal  stone  formation 
It  hyperkalemia  develops  when  treating  lor  hypokalemia,  take  corrective  measures  A/so 
discontinue  Vyazide’ and,  it  appropriate,  substitute  a thiazide  diuretic  unlit  potassium 


levels  return  to  normal  Do  periodic  BUN  and  serum  creatinine  determinations  especially 
in  the  elderly  and  in  patients  with  suspected  or  conliimed  renal  insufficiency  Serum  PBl 
levels  may  decrease  without  signs  ot  thyroid  disturbance  Discontinue  thiazides  before 
conducting  parathyroid  lunction  tests. 

Angiotensin-converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium,  use  with 
caution  with  Vyazide  Concurrent  use  with  chlorpiopamide  may  increase  the  risk  ol 
severe  hyponatremia  A lew  occurrences  ot  acute  ml  failure  have  been  reported  in 
patients  on  Vyazide ' when  treated  with  indomethacm  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  Vyazide’  Diuretics  reduce  renal 
clearance  of  lithium  and  increase  the  risk  of lithium  toxicity  Clinically  insignificant  reduc 
lions  in  arterial  responsiveness  to  norepinephrine  have  been  reported  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  ol  nondepolarizing  muscle  lelaxants  such  as 
tubocuranne,  therefore  use  cautiously  in  patients  undergoing  surgery  Monitor  electrolytes 
in  patients  taking  amphotericin  B,  corticosteroids  or  corticotropin  concomitantly  Thia- 
zides may  potentiate  the  action  ol  other  antihypertensive  drugs  The  effects  ol  oral  antico- 
agulants may  be  decreased  when  used  concurrently  with  hydrochlorothiazide,  dosage 
adjustments  may  be  needed  ‘Dyazide  ’ may  raise  the  level  ol  blood  uric  acid ; dosage 


potassium  accumulation 

, „ , , nal  insufficiency:  blood 

from  blood  bank  ( may  contain  up  to  30  mEq  ot  potassium  per  liter  ol  plasma  or  up  to 
65  mEgol  potassium  per  liter  ot  whole  blood  when  stored  for  more  than  10  days), 
low-sail  milk  (may  contain  up  to  60  mEq  ot  potassium  per  liter):  potassium-containing 
medications  ( such  as  pameral  penicillin  G potassium),  and  sail  substitutes  (most 
contain  substantial  amounts  ol  potassium)  Exchange  lesins,  such  as  sodium  polystyrene 
sulfonate,  whether  administered  orally  or  rectally,  reduce  serum  potassium  concentrations 
by  sodium  replacement  ol  the  potassium,  fluid  retention  may  occur  in  some  patients 
because  of  the  increased  sodium  intake  Chronic  or  overuse  ol  laxatives  may  reduce 
serum  potassium  concentrations  by  promoting  excessive  potassium  loss  from  the  intesti- 
nal tract,  laxatives  may  interfere  with  the  potassium  retaining  effects  ol  triamterene  The 
effectiveness  ol  methenamme  may  be  decreased  when  used  concurrently  with  hvdrochto 
rolhiazide  because  ol  alkahnizahor i ot  the  urine.  Vyazide ' will  interfere  with  the  fluorescent 
measurement  otquinidme. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  This  drug  should 
be  used  during  pregnancy  only  it  clearly  needed  Thiazides  and  triamterene  cress  the 
placental  barrier  and  appear  in  cord  blood.  The  use  of  thiazides  in  pregnancy  requires 
weighing  the  anticipated  benefit  against  possible  hazards,  including  lelat  or  neonatal 
laundice,  pancreatitis,  thrombocytopenia,  and  possibly  other  adverse  reactions  which 
have  occurred  in  the  adult  Thiazides  appear,  and  tnamleiene  may  appear,  in  breast  milk  II 
use  ot  the  drug  is  essential , the  patient  should  slop  nursing  Safety  and  effectiveness  in 
children  have  not  been  established 

Adverse  Reactions  The  serious  adverse  elf  eels  associated  with  Vyazide  ’ have 
commonly  occurred  in  less  than  0. 1%  ol  patients  treated  with  this  product  Anaphylaxis, 
rash , urheana,  photosensitivity,  cardiac  arrhythmias  postural  hypotension,  diabetes 
mettitus,  hyperkalemia,  hyperglycemia,  glycosuria  hyperuricemia,  hypokalemia,  hypona- 
tremia, acidosis,  hypochforemia,  jaundice  and/or  liver  enzyme  abnormalities,  pancreatitis , 
nausea  and  vomiting,  diarrhea,  constipation,  abdominal  pain,  acute  renal  failure,  mteisli 
lial  nephritis,  mat  stones  composed  primarily  ol  triamterene,  elevated  BUN  and  serum 
creatinine,  abnormal  urinary  sediment,  leukopenia,  thrombocytopenia  and  purpura, 
megaloblastic  anemia,  muscle  cramps,  weakness,  latigue,  dizziness,  headache,  dry 
mouth,  impotence,  sialadenitis  Thiazides  atone  have  been  shown  to  cause  the  following 
additional  adverse  reactions:  paresthesias,  vertigo,  xanthopsia,  transient  blurred  vision, 
allergic  pneumonitis,  pulmonary  edema , respiratory  distress,  necmtizing  vasculitis, 
exacerbation  ot  lupus,  aplastic  anemia,  agranulocytosis,  hemolytic  anemia  In  neonates 
and  mtants.  thrombocytopenia  and  pancreatitis-rarely,  in  newborns  whose  mothers  have 
received  thiazides  during  pregnancy. 

Supplied:  Capsules  containing  25  mg  hydrochlorothiazide  and  50  mg  triamterene , in 
borl/es  ol  m capsules:  in  Single  Unit  Packages  ( unit-dose ) oltOO  (intended  lor  institu- 
tional use  only),  in  Patient /W®  unit-ol-use  bottles  ol  1 00 

BRSDIL58 
a product  of 

SK&F  CO. 

Cidra,  PR  00639 
©SK&F  Co,  1988 


Qualified? 

The  American  Board  of  Quality  Assurance  and  Utilization  Review 
Physicians  (ABQAURP)  will  be  holding  a Certification 
Examination/Lecture  Course  on  October  11-12,  1989  in  New  York 
City.  ABQAURP  identifies  its  diplomates  as  experts  in  the  area  of 
QA/UR.  Certification  leads  increased  opportunities  for  career 
advancement  within  the  field.  For  further  information  please 
contact:  ABQAURP  - Murdock  Professional  Center,  1777 
Tamiami  Trail,  Box  12,  Dept.  8,  Port  Charlotte  FL  33948. 

Get  Certified! 


{continued  from  p 7 A) 


AROUND  THE  WORLD 


HAWAII 

Aug  5-13.  Ninth  Annual  Comprehen- 
sive Fine  Needle  Biopsy  Course.  Westin 
Hotel,  Kauai.  Contact:  Extended  Pro- 
grams in  Medical  Education,  Universi- 
ty of  California,  Room  U-569,  San 
Francisco,  CA  94143-0742. 

ILLINOIS 

Aug  22-29.  33rd  Tutorial  on  Clinical 
Cytology.  80  Cat  I Credits.  Knicker- 
bocker Hotel,  Chicago.  Contact:  33rd 
Tutorial  on  Clinical  Cytology,  Univer- 
sity of  Chicago,  5841  S Maryland  Ave, 
HM#449,  Chicago,  IL  60637.  Tel: 
(312)  702-6569. 

MASSACHUSETTS 

Aug  4-6.  The  Cape  Cod  Conference  on 
Pediatrics.  The  Tara  Hyannis  Hotel, 
Hyannis,  Cape  Cod.  Contact:  Dr  Elliot 
F.  Ellis,  PO  Box  5720,  Jacksonville,  FL 
33247.  Tel:  (904)  390-3676. 


BERMUDA 

Aug  2-6.  Second  Annual  Meeting  of  the 
Southern  Association  for  Oncology. 

Hamilton.  Contact:  Education  Depart- 
ment, Southern  Medical  Association, 
35  Lakeshore  Dr,  Birmingham,  AL 
35219-0088.  Tel:  (205)  945-1840. 

Aug  10-12.  Controversies  in  Gyneco- 
logic Surgery.  1 6 Cat  I Credits.  Sonesta 
Beach  Hotel,  Southampton.  Contact: 
The  American  College  of  Obstetricians 
and  Gynecologists,  409  12th  St,  SW, 
Washington,  DC  120024-2188.  Tel: 
(800)  533-8811. 

CANADA 

Aug  13-16.  Nutrition  in  Health — The 
Scientific  Challenge  for  the  21st  Centu- 
ry. Montreal  Convention  Centre,  Mon- 
treal. Contact:  The  Columbia/Kenness 
Team,  1010  Ste  Cathereine  St  W,  Suite 
645,  Montreal,  Quebec  H3B  1G7.  Tel: 
(514)  874-1833.  □ 


NORTH  CAROLINA 


Aug  3-6.  Pediatric  Update.  The  Grove 
Park  Inn,  Asheville.  Contact:  Debbie 
Shealy,  South  Carolina  Chapter  AAP, 
PO  Box  11188,  Columbia,  SC  29211. 
Tel:  (803)  798-6207. 

WYOMING 

Aug  24-26.  Office  Gynecology.  16  Cat 
I Credits.  Grand  Teton  Lodge,  Jackson 
Hole.  Contact:  The  American  College 
of  Obstetricians  and  Gynecologists, 
409  12th  St,  SW,  Washington,  DC 
120024-2188.  Tel:  (800)  533-8811. 
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IF  YOU  RUN  A BUSINESS,  ONE  FINGER 
CAN  TELL  YOU  HOW  MUCH  ISON  HAND. 

Marine  Midland  is  proud  to  bring  you  MARINELEADER!  the  innovative 
PC  package  that  puts  business  banking  at  your  fingertips. 

No  long  lines.  No  sitting  on  hold.  No  running  around.  No  bankers’  hours. 

With  MarineLeader,  you  get  convenient,  cost-effective  service, 

24  hours  a day  From  any  IBM  PC  or  compatible,  you  can  see  your  daily 
account  balances.  You  can  see  when  checks  have  cleared.  You  can  transfer 
funds.  And  that’s  just  the  beginning. 

Call  us  for  a free  demonstration  at 
1-800-752-0552.  And  let  us  show 
you  how  MarineLeader  can  give  your 
business  a hand. 


MARINE 
MIDLAND 
BANK 

Let’s  work  it  out  together. 
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PRACTICES  AVAILABLE— CONT’D 


PRACTICE  FOR  SALE — Busy  established  tradi- 
tional family  practice  No  Medicaid.  Located 
in  Queens  at  Nassau  Border.  Moderately 
priced  co-op  office.  Physician  planning  to  re- 
tire, will  stay  to  introduce  and  arrange  privileges 
at  good  nearby  hospital.  Call  (516)  374-2201. 


ESTABLISHED  PRACTICE  FOR  SALE:  James  F 
Lemmon,  M.D.,  Otolaryngology,  semi-retired, 
retiring  September  1 , 1 989.  Seeks  buyer  for  39 
year  old  practice  in  Akron,  Ohio.  Phone,  loca- 
tion, equipment  can  be  retained.  Near  hospi- 
tals. High  monthly  income,  in  1988  saw  2,073 
patients.  For  more  information  call  (216)  762- 
6289  or  (216)  659-4219. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN'S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises No  leases  necessary.  Rent  by  the  hour  or 
full-time  (212)861-9000. 


THE  CONTINENTAL — Professional  Co-op  office 
space  for  sale.  70-20  108  St.  Premier;  presti- 
gious building  in  the  heart  of  Forest  Hills, 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A/C,  separate  professional  wing.  1 600 
sq.  ft.  will  subdivide  Call:  Mr.  Marvin  Wein- 
gart,  (718)  793-1081. 


FREE  CONDOMINIUM  CONVERSION  CONSUL- 
TATION. Convert  your  professional  building 
to  commercial  condominium  Maximize  your 
profit  potential!  Create  financial  flexibility!  For 
free  consultation  and  free  article  "Doctors  Go 
Condo",  contact:  Paul  Gellert,  President, 

Healthcare  Realty  Associates.  155  West  68th 
Street,  New  York.  NY  10023  Phone  (212) 
724-7900. 


NEWLY  BUILT  OFFICE  FOR  RENT— 1,000  sq.  ft 
Across  from  South  Side  Hospital,  Bay  Shore, 
(516)  665-4466.  Newly  Equipped  Office  for 
sublet,  1000  sq.  ft.  near  Brookhaven  Hospital, 
East  Patchogue,  (516)  654-3363. 


SUBTENANT  WANTED  to  share  space  in  fully 
equipped  medical  office.  Luxury  professional 
building  in  Lake'Success,  immediately  adjacent 
to  Long  Island  Jewish  Medical  Center.  Avail- 
able for  occupancy  October  1,  1989.  Call  516- 
354-2626  (days)  or  516-676-6609  (evenings). 


DIX  HILLS  FABULOUS  PROFESSIONAL  LOCA- 
TION! ($289,000)  Custom  1 1 year  young 
colonial  (SD#5),  1 /4  mile  off  L.I.E.,  4 king  bed- 
rooms, 2-1/2  baths,  living  room,  dining  room, 
spacious  eat-in-kitchen,  gorgeous  (18X21)  den 
with  fieldstone  fireplace,  full  finished  basement 
(25X47).  Combine  professional  location,  fan- 
tastic home  with  Half  Hollow  Schools!  Move  in 
condition!  Call  Denise  (Broker)  at  (516)  667- 
4646. 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


OFFICE  SUITE  FOR  RENT:  Huntington,  Long 

Island,  New  York.  3 examining  rooms  plus  4th 
examining/business  office,  sterilization,  labora- 
tory, reception,  waiting  room,  doctors  consult- 
ing office.  Centrally  located  near  hospital,  suite 
in  professional  office  building.  Call  (516)  27 1 - 
4471. 


NYC:  E.  51  STREET  (near  Beekman  Place). 

Luxury  apartment  house.  Private  entrance.  3 
to  5 room  suites,  950  sq.  ft.  to  1000  sq.  ft.  Mr. 
Goldman,  (212)  370-9200.  Kreisel  Company, 
Inc. 

HOME  WITH  PROFESSIONAL  SUITE  FOR  SALE 

by  owner — Westbury,  NY.  Stanford  White 
center  hall,  colonial,  formal  dining  room,  5 bed- 
room, 2 full,  3 half  baths.  Excellent  location. 
5 room  professional  suite,  separate  entrance, 
on  one  acrg.  Alarm  and  sprinkler  system. 
$379,000  telephone  (516)  333-5498. 

MANHATTAN’S  EAST  SIDE,  157  East  32nd 
Street  professional  condominiums  suites  for 
sale  or  lease.  All  new  construction  1400  to 
2000  square  feet  available.  Private  entrance, 
elevator  and  garden.  Near  all  transportation 
and  parking.  Close  proximity  to  five  of  New 
York's  finest  hospitals.  For  information  call 
(212)  473-6400  or  (718)  545-9200. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S. 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct.  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher.  Esq.,  110  E.  42nd 
Street,  NYC.  (212)  697-2950  or  evenings 
(914)  723-0799. 

IF  YOU  GET  CITED  FOR  A QUALITY  ISSUE,  you 

have  only  one  chance  to  defend  yourself.  For 
the  best  defense,  call  URQA  Associates,  Ltd. 
URQA  provides  professional,  confidential  help 
to  physicians  cited  for  quality  issues.  Dr.  Clif- 
ford Weingarten,  Medical  Director  of  URQA, 
has  been  deeply  involved  with  utilization  review 
and  quality  assurance  for  the  past  15  years. 
Working  with  a team  of  medical  professionals 
from  both  sides  of  the  review  process,  URQA 
offers  sound  advice  and  experienced  represen- 
tation to  doctors  who  have  been  cited  unjustly. 
(516)  427-1234;  427-7651. 

AVOID  IRS  PENSION  PENALTY  TAXES  on  Plan 

reversions  and  excess  accumulations.  Former 
IRS  pension  plan  specialist  and  revenue 
agent — Coordinate  pension  distributions  with 
estate  planning.  IRS  approval  for  plan  termina- 
tions, initial  IRS  qualifications  and  TRA  1986 
Amendments.  Annual  Administration  and  ac- 
tuarial certifications.  Professional  practice 
agreements,  dissolutions,  estate  planning  and 
probate.  No  insurance  required — References 
upon  request — Wachstock  & Dienstag  Attor- 
neys at  Law,  122  Cutter  Mill  Road.  Great  Neck, 
NY  11021  (516)  773-3322. 


MISCELLANEOUS— CONT’D 


HAVE  YOU  BEEN  CONTACTED  BY  THE  OFFICE 
OF  PROFESSIONAL  MEDICAL  CONDUCT?  If 

affirmative,  contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to  as- 
sisting, advising  and  defending  physicians  and 
professional  misconduct  processings,  issues  re- 
lating to  chemical  dependence  and  restoration 
of  medical  licenses — with  extensive  trial  and 
administrative  experience — formerly  Assistant 
Chief  of  Prosecution  and  Deputy  Director  of 
Prosecution  for  New  York  State's  Office  of  Pro- 
fessional Discipline  (the  state  agency  responsi- 
ble for  regulating  NYS's  31  licensed  profes- 
sions), and  as  an  Assistant  District  Attorney  in 
Nassau  County.  Susan  Kaplan,  Esq.,  165 
West  End  Avenue,  Suite  27P,  New  York,  NY . 
10023. 

PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD's  for  over  10  years.  Toll-free  (800) 
241-6905. 

PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General's  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/  Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum,  Esq..  3 
Barker  Avenue,  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours,  (212)  621-7776-24  hours. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/ bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 

ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  2 1 2-66 1 -8070. 

2V  STAT  STAT  STAT  STAT— Diagnostic/thera- 
peutic software,  covering  69  specialties.  Up- 
dated medical  algorithms  at  your  fingertips!!!! 
Only  $5,962.00  for  complete  turnkey  system 
(software,  knowledge  base/69  specialties,  AT 
computer  w/80MB  HD,  EGA  monitor  and  card, 
printer  and  40MB  backup).  Add  volume  to 
your  practice  with  only  a $5,962.00  one-time  in- 
vestment for  2V  STAT,  computer,  managerial 
support,  and  brochures,  +/-  a one-day  teach- 
ing seminar.  2V  STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067.  1-800-22V- 

STAT. 
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Classified  Advertising 

New  York  State  Journal  of  Medicine 


GENERAL  INFORMATION 

All  classified  advertisements  are  payable  in  ad- 
vance, except  for  government  agencies  and  adver- 
tising agencies;  a 15%  commission  to  recognized 
advertising  agencies. 


Frequency:  Monthly 

Mailing  date:  7th  of  the  month 

Closing  date:  30  days  before  mailing  date 


Circulation:  28,000  (mainly  physicians  & medical  libraries) 


DISPLAY  ADVERTISING 
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PARAGRAPH  ADVERTISING 

The  first  several  words  are  set  in  bold  face  caps. 
Rates:  $40.00  per  insertion  for  50  words  or  less; 
additional  words  are  50  cents  each.  On  request, 
Dept,  numbers  will  be  assigned  by  the  Journal  for 
replies  to  be  forwarded  to  the  advertiser.  Dept, 
numbers  are  75  cents  per  insertion.  There  is  no  fre- 
quency discount  for  paragraph  ads. 


Counting  Words:  Two  initials,  each  abbreviation, 
figures  consisting  of  5 numerals  or  less,  are  count- 
ed as  separate  words.  For  replies,  your  name  and 
address,  or  telephone  number  should  appear  at  the 
end  of  the  ad  and  be  counted  in  the  total  number  of 
words. 


For  further  information,  please  call  the  Advertising  Department  at  516-488-6100. 


CLASSIFIED  ADVERTISING  ORDER  FORM 

New  York  State  Journal  of  Medicine  Date 

Attn:  Classified  Advertising 
420  Lakeville  Rd.,  P.O.  Box  5404 
Lake  Success,  N.Y.  1 1042 


Name Payment  enclosed:  $_ 

Address Number  of  Insertions: 

City/State/Zip Assign  Dept.  Number: 

Please  make  check  payable  to  New  York  State  Journal  of  Medicine. 
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MISCELLANEOUS— CONT’D 


LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges. defense  of  medicaid/medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician's  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue,  New  York,  N.Y.  10010. 
212-213-8484. 


WHAT  IS  YOUR  PRACTICE  WORTH ? 

Physician  International  is  experienced  in  providing  professional  valuation  of  medical 
practices  for:  Sale,  Retirement  Planning,  Insurance  Purposes,  Estate  Settlement. 
Call  our  staff  of  over  fifty  dedicated  professionals: 

Physician  International 

4-NYS  Vermont  Street,  Buffalo,  NY  14213-2498  1-800-622-4062 

' Physician  International  Is  an  approved  Membership  Benefit  Program  of  the 
Medical  Society  of  the  State  of  New  York" 


BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 


PROFESSIONAL  MISCONDUCT  ATTORNEYS. 

William  L.  Wood,  Jr.,  formerly  Executive  Direc- 
tor of  the  New  York  State  Office  of  Professional 
Discipline  and  Anthony  Z.  Scher,  formerly  Di- 
rector of  Prosecutions  Our  recent  tenure  as 
chief  enforcement  officers  for  the  regulation  of 
New  York  State's  one-half  million  licensed  pro- 
fessionals has  given  us  experience  which  allows 
us  to  represent  physicians  in  professional 
misconduct  proceedings,  malpractice,  license 
restoration,  controlled  drug  proceedings,  insur- 
ance company  reimbursement  disputes,  pur- 
chase and  sale  of  professional  practices  and  all 
other  matters  affecting  the  professional  lives 
and  careers  of  practitioners.  Wood  & Scher, 
Attorneys  at  Law,  One  Chase  Road,  Scarsdale, 
New  York  10583.  Telephone  (914)  723-3500 


“SELLING  PRACTICES  IS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment?  Before  you  buy  or  sell,  call  for 
an  appraisal  to  assure  the  best  financial  and  transfer  terms.  We  are  a full 
service  practice  broker,  not  simply  a listing  service.  Since  1981,  Countrywide 
has  been  instrumental  in  helping  hundreds  of  doctors  like  yourself  buy  and  sell 
their  practices.  We  guide  you  through  the  entire  sales  process  from  initial 
meeting  to  closing.  Our  offices  serve  New  York,  New  Jersey  and  New  England. 
Countrywide  Business  Brokerage,  Inc. 

319  East  24th  Street,  Suite  23-G,  New  York,  NY  10010 
(212)  686-7902  (800)  222-7848  (203)  869-3666 


Index  to 
Advertisers 


Beth  Israel  Medical  Center 


1 A 


COMPUMEDIC— THE  COMPLETE  PRACTICE 
MANAGEMENT  SYSTEM.  Microcomputer 
based  management  system  for  the  single  to 
multi-physician  practice.  Full  featured  and 
proven  program  provides  a total  solution  for 
automation.  Advanced  features  include: 
Electronic  Insurance  Processing,  Statistical 
Analysis,  On-Line  Scheduling.  & Financial  Ac- 
counting (Including  A/P  & G/L).  We  offer  20 
years  industry  experience,  hardware  and  soft- 
ware installation,  and  complete  training.  For 
On-Site  Demonstration  Contact  Automated 
Practice  Management  Associates,  Inc.,  875  Av- 
enue of  the  Americas,  Suite  500;  New  York, 
New  York  10001  or  call  (212)  643-1868  or  (914) 
562-7408 


Classified  Advertising  8A,  32A,  34A 

Diagnosticdata,  Inc 8A 

Eli  Lilly  and  Company  2nd  Cover 

Marine  Midland  Bank 31 A 

Maryland  Bank,  N.A 3A 

Palisades  Pharmaceuticals 7A 


COLLECTIONS:  Avoid  collection  agencies. 

Deal  directly  with  experienced,  qualified  collec- 
tion attorneys  sensitive  to  the  needs  of  health 
care  providers.  Discreet,  effective,  profes- 
sional service.  Levenberg  & Badner,  114  Old 
Country  Road,  Mineola,  NY  11501,  (516)  248- 
8900. 


Roche  Laboratories 3rd  & 4th  Cover 

SK&F  Company 29A,  30A 

Wyeth-Ayerst  Laboratories  4A,  5A,  6A 
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For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


Antianxiety 

Antisecretory 

Antispasmodic 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg 
clidinium  bromide. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HC1  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating 
machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Withdrawal  symptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such 


as  MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treating  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established.  Inform  patients  to  consult  physician 
before  increasing  dose  or  abrupdy  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide HC1  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoidable  in  most  cases 
by  proper  dosage  adjustment,  but  also  occasionally  observed  at 
lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  patterns 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occa- 
sionally with  chlordiazepoxide  HC1,  making  periodic  blood  counts 
and  fiver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to 
those  noted  with  barbiturates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individuals  because  of  predisposition  to 
habituation  and  dependence. 

P.l  0288 

Roche  Products  Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


In  IBS/  when  it's  brain  versus  bowel, 


Tb  insist  on 
the  brand, 
be  sure  to 
initial 
"d.a.w." 
in  the  box 
on  your 
prescription. 


ITSTIMEI 
FOR  THE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HC1  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO.9 


Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center 


JANN  L.  HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


11  When  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician,  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result,  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
1'800'USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Arid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time  - 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  available  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


AXID® 

nizatidine  capsules 

Brie!  Summary 

Consult  the  package  literature  lor  complete  information 
Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 
Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h.s.  after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known 
Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  m patients  with  hypersensitivity  to  other 
Hr- receptor  antagonists 


a:  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2.  Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  m patients  with  moderate  to  severe  renal  insufficiency 

3.  Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not  been 
done.  Part  of  the  dose  of  nizatidine  is  metabolized  m the  liver  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfinction,  the  disposition  of  nizatidine 
is  similar  to  that  m normal  subjects 

Laboratory  Tests  - False-positive  tests  for  urobdinogen  with  Muftistix*  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions  - No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  lidocaine.  phenytom.  and  warfare  Axid 
does  not  inhibit  the  cytochrome  P-45(Hinked  drug-metabolizing  enzyme  system; 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 
expected  to  occur.  In  patients  given  very  high  doses  (3.900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine,  IbOmgb  i d . was 
administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enter ochromaffin-like 
(ECL)  cells  m the  gastnc  oxyntic  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice;  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2.000  mg/k^day.  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numencal  increase  seen  in  any  of  the  other 
dose  groups.  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  m rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  m a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test 

In  a two-generation,  pennatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  intravenous  administration  to  pregnant  New  Zealand  White  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventncular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus,  there  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be 
used  dunng  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  m lactating  women  have  shown  that 
<0.1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrations.  Caution  should  be  exercised  when  adminis- 
tering nizatidine  to  a nursing  mother. 

Pedialnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalities  are  also  similar  to  those  seen  m other  age  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  nizatidine  Q deity  patients  may  have 
reduced  renal  function. 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations.  Domestic  placebo-controlled  tnals 
included  over  1 ,900  patients  given  nizatidine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  trials,  sweating  (1  % vs 
0.2%),urticana(0  5%  vs  < 0.01%).  and  somnolence  (2.4%  vs  1.3%)  were  signifi- 
cantiy  more  common  in  the  nizatidine  group  A variety  of  less  common  events  was 
also  reported;  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine. 

Hepabc  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SG0T 
[AST],  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  m some  patients  and  was 
possibly  or  probably  related  to  nizatidine.  In  some  cases,  there  was  marked 
elevation  of  SG0T.  SfiPT  enzymes  (greater  than  500 IU/L)  and.  m a single  instance. 
SGPT  was  greater  than  2.000  lU/LThe  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
patients.  All  abnormalities  were  reversible  after  discontinuation  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  m 
three  untreated  subjects. 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocrine  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred. 

Hematologic  - Fatal  thrombocytopenia  was  reported  m a patient  who  was 
treated  with  Axid  and  another  Hj-receptor  antagonist  On  previous  occasions,  this 
patient  had  expenenced  thrombocytopenia  while  takaig  other  drugs.  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integumental  - Sweating  and  urticaria  were  reported  significantly  more  fre- 
quently in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermati- 
tis were  also  reported 

Hypersensitivity  - As  with  other  H?-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported  Because  cross-sen- 
sitivity in  this  class  of  compounds  has  been  observed.  H-receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Other  - Hyperuncemia  unassorted  with  gout  or  nephrolithiasis  was  reported 
EosinoptuTia.  fever,  and  nausea  related  to  nizatidine  administration  have  been 
reported 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered. 

Signs  and  Symptoms  -There  is  little  clinical  experience  with  overdosage  of  Axid 
in  humans.  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholinergic -type  effects,  including  lacrimalion.  salivation,  emesis,  miosis,  and 
diarrhea.  Single  oral  doses  of  800  mgkg  in  dogs  and  of  1 .200  mg/kg  in  monkeys 
were  not  lethal.  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center.  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  multiple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kinetics  in  you r patient. 

if  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportive  therapy.  Renal  diatysis  for 
four  to  six  hours  increased  plasma  clearance. 
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FOR  MANY  HYPERTENSIVE  PATIENTS 

START  WITH  ONCE-A-DAY 


VASOTEC 


(ENALAPRIL  MALEATE I MSD) 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  next  page  of  this  advertisement 

Copyright  © 1987  by  Merck  &Co„  Inc  J6VS18R 


VASOTEC 


(ENAL APRIL  MALEATE  MSD) 

VASOTEC  is  available  In  2 5-mg,  5-mg,  10-mg.  and  20-mg  tablet  strengths 


Contraindications:  VASOTEC®  (Enalapril  Maleate,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientstreatedwith  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued  and  the 
patient  carefully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  confined  to  the  lace  and  lips, 
the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ol  the  tongue,  glottis,  or 
larvm  likely  to  cause  airway  obstruction,  appropriate  therapy,  e g. . subcutaneous  epinephrine  solution 
1:1D00  (0.3  mL  to  0.5  mL),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS  ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst  dose,  but 
discontinuation  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics,  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
sail  depletion  of  any  etiology  It  may  be  advisable  lo  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  Ihe 
diuretic  dose,  or  increase  sail  intake  cautiously  before  initialing  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS.  Drug  Interactions  and  ADVERSE  REAC- 
TIONS ) In  patients  at  risk  tor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  tor  the  first  Iwo  weeks  ot  Irealmenl  and  whenever  Ihe  dose  ol  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  if  necessary,  receive  an  intrave- 
nous infusion  ot  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  lurther  doses  of  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary 
NeutropemalAgranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  bul  more  frequently  in  patients  with  renal  impairment,  especially  if  they 
also  have  a collagen  vascular  disease  Available  data  trom  clinical  trials  ol  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of  white  blood  cell 
counts  in  patients  wilh  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function:  As  a consequence  ol  inhibiting  the  renm-angiotensin-aldoslerone 
system,  changes  in  renal  lunction  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  remn-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
tailure  and/or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
tew  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  lo  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  of  Ihe  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  of  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  tailure,  hyperkalemia  was 
observed  in  3 8%  ol  patients,  but  was  nol  a cause  for  discontinuation 

Risk  lactors  for  Ihe  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  Ihe  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  ifal  all.  with  VASOTEC.  (See  Drug  Interactions ) 

SurgerylAnesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  fo  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormation  lor  Patients: 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  of  enalapril 
Patients  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  lo  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  Ihe  first  few  days  ol  therapy  If 
actual  syncope  occurs,  the  patients  should  be  lot  J lo  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 

pressure  because  ot  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tail  in  blood  pressure,  patients  should  be  advised  lo  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  fold  to  report  promptly  any  indication  of  infection  (e  g . sore  throat,  fever)  which  may  be 
a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  tne  safe  and  effective  use  of  this  medication  It  is  nol  a disclosure  ot  all  possible  adverse  or  intended 
effects. 

Drug  Interactions: 

Hypotension  Patients  on  Diuretic  Therapy  Palients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  lo  initiation  of  treatment  with  enalapril  If  it  is  necessary  lo  continue  the  diuretic,  provide 
close  medical  supervision  after  Ihe  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an 
additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  ol  VASOTEC  is  augmented  by  antihypertensive  agents  lhal 
cause  renin  release  (e  g . diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adrenergic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
lainmg  salt  substitutes  may  lead  lo  significant  increases  in  serum  potassium  Therefore,  if  concomitant  use  of  these 
agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  momtor- 
incyal  semm  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 

Lithium  A tew  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  il  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently 

Pregnancy-  Category  C There  was  no  fetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapri  I 
(333  times  Ihe  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  telal  weight,  occurred  in  rals 
given  1200  mg/kg/day  of  enalapril  bul  did  not  occur  when  these  animals  were  supplemented  wilh  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  al  doses  of  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  al  doses  of  3 and  10  mg/kg/day,  bul  not  at 
30  mg/kg/day  (50  limes  the  maximum  human  dose). 


Radioactivity  was  found  to  cross  the  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters. 

There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapril  crosses  Ihe  human  placenta  Because  Ihe  risk  of  fetal  toxicity  with  Ihe  use  ol  ACE  inhibitors  has  nol  been  clearly 
defined.  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  if  Ihe  potential  benefit  justifies  Ihe 
potential  risk  lo  Ihe  letus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  of  pregnancy  has  nol  been  reported  to  affect  letal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  fetal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  ot  hypotension  and  decreased 
renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  function  in  the  fetus  Infants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed  for  hypoten- 
sion, oliguria,  and  hyperkalemia  II  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perfusion  with  the  administration  ot  fluids  and  pressors  as  appropriate  Problems  associated  with  prematurity  such 
as  patent  duclus  arteriosus  have  occurred  in  association  with  malernal  use  of  ACE  inhibitors,  but  it  is  not  clear  whether 
they  are  related  lo  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  ol  »C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safely  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safely  in  more  than  10,000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  2987  palients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%).  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  palients  treated  wilh  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%),  cough  (13%).  orthostatic  effects  (1.2%).  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (79%),  hypotension  (6  7%).  orthostatic  effects  (2.2%).  syncope  (2  2%),  cough  (2  2%).  chesl  pain  (2.1%).  and 
diarrhea  (2 1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  bolh  controlled  and  uncon- 
trolled clinical  trials  were  fatigue  (18%).  headache  (1 8%).  abdominal  pain  (1.6%),  asthenia  (16%),  orthostatic  hypo- 
tension (1 6%).  vertigo  (1 6%).  angina  pectoris  (1.5%).  nausea  (1 3%).  vomiting  (13%),  bronchitis  (13%),  dyspnea 
(13%).  urinary  trad  infection  (1 3%).  rash  (1 3%).  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  to  1%  of  palients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension ),  cardiac  arrest,  pulmonary  embolism  and  infarction, 
rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena.  anorexia,  dyspepsia,  constipation,  glossitis. 
NervouslPsychiatnc  Depression,  contusion,  alaxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm.  rhinorrhea.  asthma,  upper  respiratory  infection 
Skin  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other:  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  of  therapy 

Angioedema  Angioedema  has  been  reported  in  palients  receiving  VASOTEC  (0  2%)  Angioedema  associated  wilh 
laryngeal  edema  may  be  latal  If  angioedema  ol  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS ) 
Hypotension  In  Ihe  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  tor  discontinuation  of  therapy 
in  01%  of  hypertensive  palients  In  heart  tailure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 
of  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  1.9%  of  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  lo  occur  in  patients  receiving  concomitant  diuretics  or  in  palients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  patients  wilh  heart  tailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  of 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0 1%  of  patients  discon- 
tinued therapy  due  lo  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  palients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC  The  diuretic  should,  if  possible,  be  discon- 
tinued tor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) II  Ihe  patient  s blood  pressure  is  nol  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  Ihe  end  of  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  iwice-daily  administration  should  be  considered  If  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  sail  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  lo  increases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  of  enalapril  is  recommended  for 
patients  wilh  a creatinine  clearance  >30  mLVmin  (serum  creatinine  of  up  to  approximately  3 mg/dL).  For  patients  with 
creatinine  clearance  s30  mL7mm  (serum  creatinine  33  mg/dL),  Ihe  tirsl  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starling  dose  is 
2 5 mg  once  or  twice  daily  After  Ihe  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
tor  at  least  two  hours  ano  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Druglnteractions ) If  possible.  Ihe  dose  of  Ihe  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
ol  hypotension  The  appearance  ol  hypotension  after  Ihe  initial  dose  ol  VASOTEC  does  nol  preclude  subsequent  careful 
dose  titration  with  ihe  drug,  following  effective  management  ol  the  hypotension  The  usual  therapeutic  dosing  range  lor 
Ihe  treatment  ot  heart  failure  is  5 to  2CTmg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  palients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV).  patients  were 
treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Effects ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  wilh 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >16  mg/dL,  therapy  should  be  initiated  at  2 5 mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS. Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg  b i d , then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  of  four  days  or  more,  if  at  the  lime  ol  dosage  adiustmenl  there  is  not  MSD 

excessive  hypotension  or  significant  deterioration  of  renal  function.  The  maximum  daily  dose  is  40  mg  — — 

MERCK 


FINANCIAL  STRATEGIES  FOR  THE  90’ S 

A Deluxe  Seminar  Exclusively  for  the  Professional 

HAWAII,  NOVEMBER  28  TO  DECEMBER  5,  1989 


$2098 


Per  Person, 

Double  Occupancy 


★ Keeping  More  of  What  You  Earn  ★ Make  the  Tax  Laws  Work  For  You 

★ The  Valuation  and  Sale  of  A Practice  ★ The  Power  of  Tax  Free  Income 

★ The  Why  and  How  of  Estate  and  Retirement  Planning  ....  Preserving  Assets,  Tax  Credits  and  Gifts 

★ Tax  Shelters  ....  What  the  1031  Tax  Free  Exchange  Means  To  You  ....  and  More 


Package  Includes: 


3 Nights  Kahala  Hilton  Hotel 

4 Nights  Mauna  Kea  Beach  Hotel 

New  York,  Newark,  Philadelphia,  Hartford,  Boston 
departures 

4 Group  Meetings— 2 Dinners,  4 Breakfasts 
Tours,  Transfers,  Gratuities  on  Covered  Meals  and 
Activities,  Taxes 


Seminar  Director: 


EUGENE  L.  STOLER,  JD,  CPA,  LLM 

Member  of  the  New  York  Bar 

Adjunct  Ass't.  Professor  of  Taxation,  LIU  Graduate  School  of 
Business 

Member:  Distinguished  Faculty  Bank  of  the  Foundation  for 
Education,  NY  State  Soc.  of  CPAs 
New  Decisions  Editor,  Journal  of  Taxation 


Mr.  Stoler  is  NOT  associated  with  any  securities,  insurance  or  other  financial  instrument  sales  organization. 

ABSOLUTELY  NO  SALES  WILL  BE  SOLICITED! 

Registration  Will  Be  STRICTLY  Limited  For  More  Personal  Interaction 

For  further  information,  contact: 

CAPITAL  SEMINARS,  INC. 

P.O.  Box  224  • Demarest,  NJ  07627  • (201)  768-4324 


WHAT  IS  YOUR  PRACTICE  WORTH ? 

Physician  International  is  experienced  in  providing  professional  valuation  of  medical 
practices  for:  Sale,  Retirement  Planning,  Insurance  Purposes,  Estate  Settlement. 
Call  our  staff  of  over  fifty  dedicated  professionals: 

Physician  International 

4-NYS  Vermont  Street,  Buffalo,  NY  14213-2498  1-800-622-4062 

"Physician  International  is  an  approved  Membership  Benefit  Program  of  the 
Medical  Society  of  the  State  of  New  York" 


“SELLING  PRACTICES  IS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment?  Before  you  buy  or  sell,  call  for 
an  appraisal  to  assure  the  best  financial  and  transfer  terms.  We  are  a full 
service  practice  broker,  not  simply  a listing  service.  Since  1981,  Countrywide 
has  been  instrumental  in  helping  hundreds  of  doctors  like  yourself  buy  and  sell 
their  practices.  We  guide  you  through  the  entire  sales  process  from  initial 
meeting  to  closing.  Our  offices  serve  New  York,  New  Jersey  and  New  England. 
Countrywide  Business  Brokerage,  Inc. 

319  East  24th  Street,  Suite  23-G,  New  York,  NY  10010 
(212)  686-7902  (800)  222-7848  (203)  869-3666 


The  Professional 
Asset  Management 
Your  Pension  Plan  Needs. 

With  the  stringent  laws  governing 
retirement  plans  and  the  uncertainties 
of  market  performance,  managing  and 
investing  your  plan’s  portfolio  by 
yourself  can  be  risky.  Managed  Assets 
Consulting  Services  (MACS)  can  help 
you  reduce  your  fiduciary 
responsibility  by  providing: 

□ A COMPLETE.  WRITTEN 
ANALYSIS  OF  YOUR 
ATTITUDES  ABOUT  RISK  AND 
INVESTMENT  OBJECTIVES 
FOR  THE  PLAN 

□ A THOROUGH 
MANAGEMENT  SELECTION 
PROCESS 

□ ONGOING  QUARTERLY 
PERFORMANCE  REVIEWS 

For  information  on  how  MACS  can 
benefit  your  pension  plan,  call  or  write 
to: 

Bradley  S.  Goldfarb 
Associate  Vice  President-Investments 
Financial  Advisor 

Gateways  1000.  Woodbury  Road 
Woodbury,  NY  11797 

516-921-1147 

Prudential-Bache 

Securities 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  L3’4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10.  '&t 
References:  -• — : 

1.  A.  Morales  et  ai. . New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 

2.  Goodman,  Gilman  — The  Pharmacological  basis  [!_■ 
of  Therapeutics  6th  ed . , p.  176-188 
McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


MEETINGS  AND 
LECTURES 


The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 


SEPTEMBER  1989 


AROUND  THE  STATE 


BRONX 

Sept  27.  The  Medicolegal  Ramifica- 
tions of  Police  Stress.  Lehman  College. 
Contact:  Mark  L.  Taff,  MD,  President, 
New  York  Society  of  Forensic  Sci- 
ences, 130  Gold  PI,  Malverne,  NY 
11564.  Tel:  (516)  887-4691. 

COOPERSTOWN 

Sept  13.  Update  on  Nutrition.  3 Cat  I 
Credits.  Basset  Hall  Conference  Cen- 
ter. Contact:  Charlotte  L.  Hoag,  Medi- 
cal Education  Coordinator,  Office  of 
Medical  Education,  The  Mary  Imo- 
gene  Bassett  Hospital,  One  Atwell  Rd, 
Cooperstown,  NY  13326-1394.  Tel: 
(607)  547-3926. 

MANHATTAN 

Sept  15-17.  Introduction  to  Clinical 
Hypnosis  Workshop.  Mt  Sinai  Hospi- 
tal. Contact:  The  Society  for  Clinical 
and  Experimental  Hypnosis,  128-A 
Kings  Park  Dr,  Liverpool,  NY  13090. 
Tel:  (315)  652-7299. 

Sept  20.  Ninth  Annual  Cosmetology 
Seminar.  Beth  Israel  Medical  Center. 
Contact:  Beverley  R.  Baptiste,  Medical 
Education  Office,  Beth  Israel  Medical 
Center,  First  Ave  at  16th  St,  New 
York,  NY  10003.  Tel:  (212)  420- 
2000. 

Sept  21-23.  Multidisciplinary  Perspec- 
tives on  Menopause.  Sheraton  Centre 
Hotel.  Contact:  Conference  Director, 
The  New  York  Academy  of  Sciences,  2 
E 63rd  St,  New  York,  NY  10021.  Tel: 
(212)  838-0230. 


(continued  on  p I5A ) 
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DO  YOUR  BUSINESS  BANKING 
ON-LINE  INSTEAD  OF  IN  LINE. 


Marine  Midland  is  proud  to  bring  you  MARINELEADERf  the  innova- 
tive PC  package  that  lets  you  run  your  business  without  running  to  the  bank. 

MarineLeader  gives  you  convenient,  cost-effective  service  whenever 
you  need  it,  day  or  night.  Erom  any  IBM  PC  or  compatible,  you  can 
see  your  daily  account  balances.  You  can  see  when  checks  have  cleared. 
You  can  transfer  funds.  And  that’s  just  the  beginning. 

Call  us  for  a free  demonstration  at  IVIARINE 

1-800-752-0552.  And  well  show  you  MIDLAND 

how  a few  minutes  on-line  each  day  BANK 

can  save  you  hours  in  line  at  a bank.  Let’s  work  it  out  together. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


NEW  MEDICAL  BUILDING 
NASSAU  COUNTY 

930  Broadway,  Massapequa 

All  Medical  Facility,  Immediate  Occupancy. 
Favorable  Terms,  Long  Lease  Available. 
Owner  Occupied,  Excellent  Parking. 

Suites:  1,000  to  3,000  Sq.  Ft. 

Close  to  Parkways  and  Hospitals. 

(516)  541-2400 


Classified 

Advertising 


PHYSICIANS  WANTED 


ROCHESTER,  NEW  YORK  AREA:  Seeking  full- 

time and  part-time  physicians  for  moderate  vol- 
ume emergency  department  in  54  bed  hospital. 
Attractive  compensation,  signing  bonus,  mal- 
practice insurance.  Benefit  package  available 
to  full-time  physicians.  Contact:  Emergency 

Consultants,  Inc.,  2240  South  Airport  Road, 
Room  42,  Traverse  City,  Ml  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 

NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 

and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided, 
signing  bonus,  relocation  reimbursement,  and 
optional  benefit  package.  Contact:  Emer- 

gency Consultants,  Inc.,  2240  S.  Airport  Rd., 
Room  42,  Traverse  City,  Ml  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 

DANSVILLE,  NEW  YORK:  Seeking  full  and  part- 

time  emergency  physicians  for  active  depart- 
ment. Excellent  compensation,  paid  malprac- 
tice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Emergency  Con- 

sultants, Inc.,  2240  S.  Airport  Rd.,  Room  42, 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

INTERNIST  BE/BC:  North  Shore  Internal  Medi- 
cine, PC  is  seeking  an  energetic  general  inter- 
nist to  enjoy  the  benefits  of  a rapidly  expanding 
practice.  New  office  close  to  hospital.  Michi- 
gan State  Medical  School  Campus.  Send  re- 
sume to  2420  First  Avenue  South,  Escanaba, 
Ml  49829  (906)  786-1563. 

INTERNIST  sought  for  hospital  based  program  on 
south  shore  of  Long  Island.  Position  entails  in- 
patient responsibilities  in  chemical  dependency 
and  acute  care  medicine  and  an  outpatient 
practice  opportunity  in  general  medicine.  Pro- 
gram emphasis  on  excellence  in  clinical  medi- 
cine. Candidate  should  be  board  eligible  or 
board  certified  in  internal  medicine.  C.V  to  Box 
598,  Amityville,  N.Y.  11701. 


PHYSICIANS  WANTED— CONT’D 


PHYSICIANS-FULL  TIME  TRAVEL  REQUIRED. 

(One  Year  Minimum).  Westat,  a health  re- 
search organization,  is  seeking  Physicians  for 
the  third  National  Health  and  Nutrition  Examina- 
tion Survey  sponsored  by  the  U.S.  Public  Health 
Service.  Individuals  will  be  part  of  a highly 
trained  medical  team  conducting  health  exami- 
nations in  mobile  exam  centers  traveling  to  88 
U.S.  cities  through  1993.  Physicians  must  be 
licensed  in  one  state  and  be  BC/BE  in  internal 
or  family  medicine.  Competitive  salaries,  paid 
malpractice,  per  diem,  car,  four  weeks  paid  va- 
cation per  year,  holidays,  and  health,  life,  den- 
tal, disability  insurance  offered.  Call  Beverly 
Geline  at  800-937-8281  x8248  or  301-251- 
8248  or  send  CV  to:  Westat,  Inc.,  1650  Re- 
search Boulevard,  Rockville,  MD  20850,  Attn: 
B.  Geline.  EOE/M/F/V/H. 

INTERNIST:  The  Genesee  Health  Service,  a pri- 
mary care,  hospital-based  group  practice.  In- 
ternal Medicine  Division  seeks  a BC/BE  inter- 
nist to  join  downtown  office  or  satellite  site  in 
suburban  Rochester.  Please  contact  Neil 
Garroway,  M.D.,  Medical  Director,  220  Alexan- 
der St.,  Rochester,  NY  14607  (716)  263-5216. 

AUBURN,  NEW  YORK— Seeking  an  additional 
ED  Physician  to  join  a stable,  board  certified 
physician  team.  Board  certified/eligible  in 
emergency  medicine,  internal  medicine,  family 
practice,  and  ACLS,  ATLS  certification  re- 
quired. Located  in  the  Finger  Lakes,  Auburn 
Memorial  Hospital  is  a full  service  institution 
with  an  emergency  department  volume  of 
27,000  annually.  Excellent  compensation  and 
fringe  package  with  paid  malpractice.  Con- 
tact F.  P Lo  Turco,  D O.,  FACEP,  Director 
Emergency  Department,  Auburn  Memorial 
Hospital,  17  Lansinq  Street.  Auburn,  N.Y. 
13021. 

BC/BE  FAMILY  PHYSICIAN  wanted  to  join 
established  Family  Practice  in  Dutchess  Coun- 
ty, NY,  60  miles  from  New  York  City.  Excellent 
schools,  hospital  privileges,  no  O.B.  Write 
or  call:  Edward  K.  Schneider,  M.D..  12  South 
Avenue,  Wappingers  Falls,  NY  12590,  (914) 
297-2100. 

INTERNIST — BC  vacancy  available  in  well  estab- 
lished, 4 man  group  due  to  departing  senior 
partner.  Excellent  opportunity  to  practice 
quality  medicine  and  assume  existing  practice 
in  Central  Adirondacks.  Subspecialists  consid- 
ered. CV  to  Adirondack  Internal  Medicine 
Group,  RFD  Box  410D,  Saranac  Lake,  NY 
12983,  (518)  891-3845. 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St  , 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time  (212)  861-9000. 


THE  CONTINENTAL — Professional  Co-op  office 
space  for  sale.  70-20  108  St.  Premier;  presti- 
gious building  in  the  heart  of  Forest  Hills, 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A/C,  separate  professional  wing.  1600 
sq.  ft.  will  subdivide.  Call:  Mr.  Marvin  Wein- 
gart,  (718)  793-1081. 


FREE  CONDOMINIUM  CONVERSION  CONSUL- 
TATION. Convert  your  professional  building 
to  commercial  condominium.  Maximize  your 
profit  potential!  Create  financial  flexibility!  For 
free  consultation  and  free  article  “Doctors  Go 
Condo",  contact:  Paul  Gellert,  President, 

Healthcare  Realty  Associates,  155  West  68th 
Street,  New  York,  NY  10023.  Phone  (212) 
724-7900. 


OFFICE  SUITE  FOR  RENT:  Huntington,  Long 

Island.  New  York.  3 examining  rooms  plus  4th 
examining/ business  office,  sterilization,  labora- 
tory, reception,  waiting  room,  doctors  consult- 
ing office.  Centrally  located  near  hospital,  suite 
in  professional  office  building.  Call  (516)  271- 
4471. 


DISTINCTIVE  2 story  custom  built,  former  Mayor 
Cedarhurst.  15  rooms,  formal  dining,  living 
room  with  fireplace,  den,  finished  basement, 
thermo  windows,  4’£  baths,  large  eat  in  kitchen. 
Quarter  acre  corner,  semi  circular  driveway  for  6 
large  cars.  Rear  wing  with  separate  driveway, 
excellent  for  professional.  % hour  to  New  York 
City,  near  all  hospitals.  By  owner,  5 Towns 
$600,000,  (516)  295-0685. 


NASSAU  NORTH  SHORE— Glen  Cove  Medical 
Condo  4,216  Sq.  Ft.  Fully  finished  with  new 
above  standard  installation.  Indoor  parking 
garage  attached  to  building.  Taxes  abated. 
Immediate  occupancy.  For  sale  or  lease  at  be- 
low owner’ s cost.  Aquest  exclusive  (5 1 6)  92 1 - 
2000. 


SMITHTOWN,  L.l. — Magnificent  5 BR  farm  ranch 
minutes  from  2 hospitals.  Former  home/office 
of  podiatrist.  Separate  entrance  to  4 rm  550  sq 
ft  suite  w off-st.  parking  for  6 cars.  Every  ame- 
nity incl.  C air,  manicured  grounds  w/  spklrs, 
treed  completely  pvt  back  yard,  professionals 
for  neighbors.  Immaculate.  Can’t  be  duplicat- 
ed. A bargain  at  $529,000.  No  Commission. 
(516)  265-1600. 


MEDICAL  OFFICE— VERY  LIGHT,  AIRY— FOR 
RENT.  Highly  desirable  location  near  Mercy, 
Winthrop,  South  Nassau  and  Hempstead  Gen- 
eral Hospitals.  Beautifully  decorated  reception 
and  consultation  rooms.  3 bright,  efficient 
treatment  rooms.  Secretary’s  area.  Lavatory. 
August  availability.  Very  attractively  priced. 
Tel:  (516)678-1369. 
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Medical  Society  of  the  State  of  New  York 

ANNUAL  CME  ASSEMBLY 


CASE  MANAGEMENT 
& 

CLINICAL  CARE  DILEMMAS 

September  15-16,  1989 

The  New  York  Hilton 

Avenue  of  the  Americas  at  53rd/54th  Streets 
New  York  City 


HIGHLIGHTS  . . . 


24  Sessions 
Technical  Exhibits 


Panel  Discussions 
Hospitality  Functions 


CLIP  & MAIL 


Director  of  Front  Office  Operations 
The  New  York  Hilton 
1335  Avenue  of  the  Americas 
New  York,  N.Y.  10019 


for  hotel  use  only 


NAME 
FIRM  _ 


Phone:  212-586-7000 


TITLE . 


PHONE 


STREET . 


CITY/STATE/ZIP . 
REMARKS 


( please  print) 


NOTE:  Reservations  must 
be  received  no  later  than 
3 weeks  prior  to  opening 
date  of  the  Convention 
and  will  be  held  only  until 
6 p.m.  on  day  of  arrival 
unless  guaranteed. 


ARRIVAL  DATE  . 


( check-in  time  is  3 p.m.) 

□ 2-4  p.m.  □ 4-6  p.m.  □ 6-8  p.m.  □ after  8 p.m. 


DEPARTURE  DATE . 


(checkout  time  is  1 p.m.) 


HAVE  A CREDIT  CARD?  To  take  advantage  of  this  credit 
card  PAYMENT  GUARANTEED  reservation,  please 
complete  the  information  below. 

□ MasterCard 


Visa 

American  Express 
Diners  Club 
Carte  Blanche 


Expiration  Date . 


Credit  Card  No. 


Signature . 


CONTINUING  MEDICAL  EDUCATION  ASSEMBLY 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

FRIDAY,  SEPT.  15-SATURDAY,  SEPT.  16,  1989 

Single:  $150  $165  $180 

Double/Twin:  $175  $190  $210 

Triple:  Additional  $25 

EXECUTIVE  TOWER: 

Single/Double:  $210/$235 


Rales  subject  to  8/4%  N.Y  State  sales  tax;  $2.00  per  room  per  night,  and  5%  N YC. 
occupancy  taxes  [If  room  at  the  rate  requested  is  unavailable,  one  at  the  nearest  available 
rate  will  be  reserved .) 
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GENERAL  INFORMATION 

Don’t  miss  this  opportunity  to  gain  Category  1 credits  over  a weekend  when  you  are  free  from  office  hours.  Bring  your 
family  to  New  York  City  to  enjoy  the  many  sights. 


All  physicians,  members  of  the  al- 
lied professions,  and  their  guests 
are  invited  to  attend  the  Medical 
Society  of  the  State  of  New  York’s 
Annual  CME  Assembly  to  be  held 
September  15-16,  1989,  at  the  New 
York  Hilton.  The  two  days  of  meet- 
ings will  provide  the  individual  phy- 
sician with  a possible  14  credits  out 
of  a total  of  68  Category  1 CME 
credit  hours  being  offered.  The 
Medical  Society  of  the  State  of  New 
York  is  accredited  by  the  Accredi- 
tation Council  for  Continuing  Medi- 
cal Education  to  sponsor  CME  for 
physicians. 

The  theme  of  the  CME  sessions 
will  be  “Case  Management  and 
Clinical  Care  Dilemmas.”  The  cho- 
sen subjects  are  varied  and  topical, 
e.g.,  the  battered  woman  syndrome 
(Psychiatry) — child  abuse  (Pedi- 
atrics/Forensic Medicine) — cocaine 
(Substance  Abuse) — osteoporosis 
(American  Medical  Women’s  As- 
soc./Orthopaedic  Surgery) — mal- 
practice (Mock  Trial,  Medical  Li- 
ability Mutual  Insurance  Co.)  are 
but  a few.  . . . Our  programs  are  de- 
signed to  be  interesting  and  infor- 
mative. 


HOTEL  THEATRE  DESK 

Located  in  the  main  lobby  of  the 
New  York  Hilton  to  accommodate 
those  persons  wishing  to  purchase 
tickets  to  any  of  the  various  New 
York  theatres. 


TECHNICAL  EXHIBITS 

Technical  exhibits  include  pharma- 
ceutical products,  medical  and  sur- 
gical suppliers,  health  and  pension 
plans,  office  management  systems 
and  more.  Representatives  from 
several  companies  will  be  in  the 


Rhinelander  Gallery  Exhibit  Hall  on 
Friday  and  Saturday  to  introduce 
you  to  their  products  and  services. 


HOTEL  RESERVATIONS 

Physicians  must  make  their  own 
reservations  with  the  New  York  Hil- 
ton, no  later  than  August  31,  1989. 
After  that  date,  rooms  are  on  an 
availability  basis  only.  If  making 
reservations  by  telephone,  please 
mention  that  you  are  attending  the 
Medical  Society  Convention  for  bill- 
ing at  the  special  rate. 


AWARDS  TO  BE  GIVEN 
AT  THE  CME  ASSEMBLY 

Suiter  Lectureship  presented  during 
the  Internal  Medicine  Program  on 
Saturday,  9/16.  Suiter  Lectureship 
is  given  for  a non-surgical  subject. 
The  recipient  of  this  award  will  be 
announced. 

Albert  F.  R.  Andresen  Memorial  Lec- 
ture presented  during  the  Gastro- 
enterology/Colon and  Rectal  Sur- 
gery Program  on  Friday,  9/ 15.  The 
Albert  F.  R.  Andresen  Memorial 
Lecture  is  for  a lecture  on  Gastro- 
enterology. Adrian  J.  Greenstein, 
M.D.,  Professor  of  Surgery,  Mount 
Sinai  School  of  Medicine,  NYC  will 
receive  this  award. 

Lucien  Howe  Prize  presented  dur- 
ing the  Neurology/Ophthalmology 
Program  on  Saturday,  9/16.  Lu- 
cien Howe  Prize  is  given  for  the  best 
original  contribution  to  our  knowl- 
edge of  some  branch  of  surgery, 
preferably  ophthalmology.  Myles 
Behrens,  M.D.  of  Columbia  Univer- 
sity, NYC  will  be  the  recipient  of  this 
award. 


10A  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/AUGUST  1989 


1989  ANNUAL  CME  ASSEMBLY 

Medical  Society  of  the  State  of  New  York 
The  New  York  Hilton,  New  York  City 
September  15-16, 1989 

CASE  MANAGEMENT  AND  CLINICAL  CARE  DILEMMAS 
FRIDAY,  SEPTEMBER  15 

8:30  a. m. -9:30  a.m.  Medical  Technology,  Nassau  A 


9:30a.m. -12:30p.m. 

Gastroenterology/Colon  & Rectal  Surgery,  Sutton  Center 
Computers  in  Medicine,  Nassau  A 

Occupational  & Environmental  Health/Family  Practice,  Murray  Hill  B 
Physical  Medicine  & Rehabilitation/Neurology,  Murray  Hill  A 
Medical  Liability  Mutual  Insurance  Company,  Sutton  South 

2:00  p.m.-5:00  p.m. 

Chest  Diseases/Radiology,  Sutton  Center 
Cardiovascular  Diseases,  Sutton  South 

Women's  Medical  Societies  of  New  York  State/Orthopaedic  Surgery  Society, 
Murray  Hill  A 

Neurology /Ophthalmology,  Nassau  A 

Neurosurgery,  Murray  Hill  B 

Emergency  Medicine/Critical  Care,  Nassau  B 

SATURDAY,  SEPTEMBER  16 

8:30  a.m. -9:30  a.m.  Medical  Technology,  Murray  Hill  B 

9:30  a.m.- 12:30  p.m.  Substance  Abuse,  Sutton  North 

Internal  Medicine  (All  Day),  Sutton  Center 


2:00  p.m. -5:00  p.m. 

Neurology/Ophthalmology  (All  Day),  Beekman  Parlor 
Psychiatry  (All  Day),  Nassau  B 
Obstetrics  & Gynecology/Urology,  Murray  Hill  A 
General  Surgery,  Sutton  South 

Dermatology/Plastic  & Reconstructive  Surgery  (All  Day),  Nassau  A 

Internal  Medicine  (All  Day),  Sutton  Center 
Neurology/Ophthalmology  (All  Day),  Beekman  Parlor 
Psychiatry  (All  Day),  Nassau  B 
Pediatrics/Eorensic  Medicine,  Sutton  North 
Otolaryngology/Neurosurgery/Plastic  Surgery,  Sutton  South 
Dermatology/Plastic  & Reconstructive  Surgery  (All  Day),  Nassau  A 

CME  CREDITS: 

The  Medical  Society  of  the  State  of  New  York  (MSSNY)  is  accredited  by 
the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  CME 
for  physicians.  MSSNY  designates  all  CME  activities  in  this  CME  Assembly 
as  meeting  the  criteria  for  Category  1 of  the  AMA,  PRA.  The  credits  are 
enumerated  for  each  session.  Those  programs  approved  for  credit  by  the 
American  Academy  of  Family  Physicians  (AAFP)  are  so  designated. 

□ 

Technical  Exhibits 
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Advance 

Registration  Form 

1989  Annual  CME  Assembly,  September  15-16 
The  New  York  Hilton,  New  York  City 

Name 

PLEASE  PRINT  LAST  FIRST 

Address 


Complete  and  return  this 
form  to  the  Medical  Soci- 
ety address  as  indicated 
below. 


City/State/Zip. 


Medical  Specialty. 


REGISTRATION  FEE  Please 

□ Active  Member* 

□ Non-Member  Physician* 

□ Allied  Profession 


check  categories 

$25.00  □ Nurse 

$50.00  □ Physician  Assist. 

$10.00  □ Dentist 


□ Lab  Technician 

□ PT/OT 

□ Other 

Specify 


NO  FEE  Please  check  category 

□ MSSNY  Life  Member  □ Medical  Assist. 

□ Resident/Intern  □ Speaker 

□ Medical  Students 


REMITTANCE  ENCLOSED  $ 

Please  make  check  payable  to: 

Medical  Society  of  the  State  of  New  York,  and  re- 
turn this  form  with  remittance  to:  Division  of  Meet- 
ing Services/MSSNY,  420  Lakeville  Rd.,  P.O.  Box 
5404,  Lake  Success,  N.Y.  11042. 


□ Spouse/Family 

□ News  Media/Medical 
Writer 

* of  any  state  medical  society 

Important:  Your  ID  Badge  will  be  held  at  the  MSSNY 
Registration  Desk  located  in  the  Exhibit  Hall,  on  the 
second  floor  of  the  New  York  Hilton. 


COMMENTARIES 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

August  1989  • Volume  89,  Number  8 


Continuing  competence  in  the  medical  profession 


The  continued  competence  of  professionals,  especially 
physicians,  has  been  of  paramount  importance  to  the  New 
York  State  Board  of  Regents,  the  New  York  State  Educa- 
tion Department,  and  the  Boards  for  the  Professions.  A 
variety  of  concerns  have  been  expressed  about  the  compe- 
tence of  licensed  physicians.  Several  reports  have  suggest- 
ed that  the  public  needs  an  extra  measure  of  certainty  that 
physicians  are  competent,  although  there  is  no  existing 
research  or  verifiable  data  to  demonstrate  this  need. 

The  only  quantifiable  data  regarding  the  extent  of  phy- 
sician “incompetence”  (however  it  may  be  defined)  is  de- 
rived from  the  New  York  State  Department  of  Health’s 
records  of  actions  taken  against  physicians.  According  to 
information  provided  by  the  Office  of  Professional  Medi- 
cal Conduct,  disciplinary  actions  were  taken  against  958 
physicians  in  New  York  State  for  several  categories  of 
misconduct  during  the  period  1983-1988.  These  included 
impairment;  sexual  abuse,  negligence,  incompetence,  or 
fraudulent  practice;  improper  drug  dispensing;  Medicaid, 
Medicare,  or  insurance  fraud;  and  “other.”  Of  the  958 
cases,  only  13.6%  (130)  involved  negligence,  incompe- 
tence, or  fraudulent  practice.  The  Office  of  Professional 
Medical  Conduct  did  not  segregate  the  number  of  cases 
according  to  charges  of  negligence,  incompetence,  or 
fraudulent  practice  but  it  appears  that  the  number  of 
cases  involving  incompetence  are  probably  in  the  4-6% 
range. 

We  do  not  know,  however,  if  charges  of  incompetence 
involve  a single  act  or  if  charged  physicians  exhibit  an 
identifiable  pattern  of  incompetent  acts.  In  many  cases 
our  perceptions  of  the  pervasiveness  of  incompetence  are 
based  on  cases  sensationalized  in  the  media  or  our  expo- 
sure to  exceptional  cases. 

The  malpractice  insurance  crisis  has  been  identified  as 
further  evidence  that  the  competency  of  physicians  is  in 
question.  In  the  only  study  of  its  kind,  the  Minnesota  De- 
partment of  Commerce  examined  virtually  100%  of  all 
malpractice  claims  filed  between  1982  and  1987  in  Min- 
nesota, North  Dakota,  and  South  Dakota.  Between  1982 
and  1987  physicians  experienced  medical  malpractice  in- 
surance premium  increases  of  approximately  300%.  Yet 
the  report  concluded  that  throughout  the  five-year  period, 
the  number  of  claims,  the  severity  of  the  injuries  claimed, 


and  the  actual  payment  in  response  to  the  claims  had  not 
materially  increased.1 

In  1986  Governor  Mario  Cuomo  of  New  York  an- 
nounced his  intention  of  requiring  physicians  in  New 
York  State  to  have  their  credentials  periodically  recerti- 
fied in  order  to  continue  their  practice  of  medicine.  He 
appointed  a committee  (the  New  York  State  Advisory 
Committee  on  Physician  Recredentialing)  in  the  spring  of 
1987  to  prepare  recommendations,  establish  criteria,  and 
propose  a system  for  recredentialing  physicians.  In  Janu- 
ary 1988  the  committee  issued  a draft  report.2 

The  report  concluded  that  the  goal  of  recredentialing  is 
the  prevention  of  medical  errors.  Recredentialing,  as  pro- 
posed, is  not  designed  to  determine  a physician’s  knowl- 
edge of  all  aspects  of  medicine,  but  rather  to  determine 
whether  his  or  her  current  practice  meets  appropriate 
standards.  The  report  stressed  that  recredentialing  for  ap- 
propriate standards  of  medical  practice  is  not  synonymous 
with  certification  of  medical  competence.  It  also  stated 
that  medical  competence  cannot  be  precisely  defined  and 
that  there  are  no  tests  of  continuing  competence  which 
have  been  validated. 

The  report  distinguished  between  physicians  who  have 
hospital  staff  privileges  and  physicians  whose  practice  is 
largely  or  exclusively  limited  to  the  office  or  some  other 
ambulatory  facility  and  who  rarely  care  for  patients  in  a 
hospital.  It  proposed  three  methods  for  recredentialing  all 
physicians  in  patient  care  as  follows:  specialty  board  certi- 
fication (or  recertification)  within  a nine-year  period  of 
recredentialing;  cognitive  and  clinical  problem  solving 
tests  (SPEX  examination,  CBX  Simulation  Model,  and  a 
practice  oriented  examination)  within  the  same  period;  or 
either  hospital  staff  peer  review  for  physicians  with  signif- 
icant inpatient  care  activities,  or  an  evaluation  of  office 
records  for  office  based  physicians.  Two  options  were 
made  available  to  physicians  who  hold  administrative  po- 
sitions, are  employed  by  government  or  business,  or  are 
retired.  The  options  allow  them  to  elect  to  be  placed  on  an 
inactive  list  or  to  be  recredentialed  through  certification 
or  recertification  by  a specialty  board  or  by  passing  a cog- 
nitive and  problem  solving  examination. 

The  report  outlined  three  results  of  the  recredentialing 
process:  approval  of  credentials  and  renewal  of  the  medi- 
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cal  license,  issuance  of  time  limited  licenses  due  to  limited 
deficiencies,  and  referral  to  the  Office  of  Professional 
Medical  Conduct  in  the  event  that  material  deficiencies, 
delinquencies,  inadequate  knowledge,  or  misconduct  are 
disclosed. 

The  committee’s  recredentialing  proposals  may  include 
requirements  restricting  the  practice  of  physicians  that 
are  inconsistent  with  sections  6501, 6502,  and  6503  of  the 
Education  Law.3  These  sections  provide  that  a license  is 
permanent  and  entitles  the  licensee  to  practice  the  profes- 
sion. Registration  requirements  do  not  include  any  quali- 
tative requirements.  Any  attempt  to  restrict  the  practice 
of  licensees  and  add  recredentialing  requirements  by  rule 
or  regulation  may  be  found  to  exceed  the  scope  permitted 
for  regulation. 

The  Hospital  Association  of  New  York  State  has  con- 
cluded that  legislation  is  necessary  to  enact  these  require- 
ments.4 Dr  Alfred  Gellhorn,  co-chairman  of  the  commit- 
tee, also  noted  during  a recent  national  planning 
conference  on  the  identification  and  treatment  of  physi- 
cians with  clinical  deficiencies,  that  the  legislature  may 
have  to  approve  the  committee’s  proposed  program  before 
it  may  be  implemented. 

Ideally,  a method  proposed  for  measuring  the  dimen- 
sions of  physician  competence  (eg,  reexamination,  record 
audit,  specialty  recertification)  should  be  simultaneously 
valid,  reliable,  and  cost  effective.  In  a study  of  such  assess- 
ment mechanisms  in  Michigan,  the  Council  of  the  Michi- 
gan State  Medical  Society  concluded  that  no  mechanism 
or  combination  of  mechanisms  met  the  criteria  for  mean- 
ingful measurement.5  The  least  costly  approaches  had  the 
disadvantages  of  little  or  no  validity.  The  more  complex 
approaches,  such  as  computer  simulations  and  multime- 
dia approaches  used  by  specialty  boards  for  recertifica- 
tion, had  more  validity  and  reliability  but  are  very  costly 
and  time  consuming. 

Although  there  are  many  methods  proposed  at  this 
point,  the  best  direction  in  which  to  proceed  is  not  yet 
clear.  However,  in  selecting  a method  to  promote  physi- 
cian competence,  the  following  points  should  be  consid- 
ered: 

The  primary  goal  should  be  the  protection  of  the  public. 
The  public  interest  requires  that  a continuing  competence 


program  contain  a combination  of  incentives  and  sanc- 
tions whose  primary  purpose  is  to  protect  the  public  with- 
out restricting  access  to  medical  care,  without  unjustifi- 
ably increasing  costs,  and  without  imposing  unnecessary 
constraints  on  professional  judgment. 

Continuing  competence  should  be  definable  and  mea- 
surable. Most  definitions  of  physician  competence  include 
at  least  three  dimensions:  factual  knowledge  and  under- 
standing relating  to  the  physician’s  functions;  abilities 
such  as  communication  skills,  technical  skills,  self-disci- 
pline, work  habits,  professional  attitudes;  and  clinical 
judgment  for  appropriately  applying  knowledge,  synthe- 
sizing, and  testing  hypotheses. 

The  rights  of  both  physicians  and  patients  should  be 
protected. 

Resource  constraints  should  be  recognized.  Total  costs 
would  include  administrative  costs,  costs  paid  by  the  prac- 
titioners, costs  of  the  development  of  educational  and  re- 
medial programs,  costs  to  consumers  in  the  form  of  in- 
creased prices  or  reduced  access  to  medical  care,  and  costs 
associated  with  defensive  medical  practice. 

Continuing  competence  programs  should  be  account- 
able. New  regulations  that  are  impossible  to  enforce,  or 
that  cannot  be  related  to  specific  outcome  measures,  do 
not  contribute  to  the  public  interest. 

Continuing  competence  programs  should  be  credible 
and  acceptable  to  physicians,  consumers,  employers,  third 
party  payers,  and  regulatory  agencies. 

HENRY  A.  FERNANDEZ,  JD 
Deputy  Commissioner  for  the  Professions 
The  State  Education  Department 
The  University  of  the  State  of  New  York 
Albany,  NY  12230 
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The  impact  of  technology  on  the  clinical  decision  making  of 

house  staff 


In  July  1989  new  regulations  governing  graduate  medical 
education  were  implemented  in  New  York  State.1  How 
these  requirements  will  affect  the  impact  of  technology  on 
clinical  decision  making  is  an  issue  that  should  be  ad- 
dressed. The  final  result  may  be  an  exacerbation  of  the 
already  described  “cascade  effect”2  of  ordering  tests  in 
patient  care. 


Clinicians  are  trained  to  be  effective  “problem  solvers” 
who  can  make  patient  management  decisions  with  com- 
passion. As  medicine  progresses  and  technology  becomes 
more  sophisticated,  medical  decision  making  becomes 
more  complex.  With  this  complexity,  physicians-in-train- 
ing  have  become  increasingly  tempted  to  place  over-reli- 
ance on  and  on  occasion  to  be  misled  by  information  de- 
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rived  from  technology.3-5  Two  hypothetical  examples 
illustrate  this  impression. 

Consider  the  50-year-old  smoker  who  has  recently  un- 
dergone a cholecystectomy  and  who  becomes  dyspneic,  ta- 
chypneic,  and  complains  of  chest  pain.  An  electrocardio- 
gram is  unremarkable.  Arterial  blood  gas  study  shows  a 
PaC>2  of  70  mm  Hg.  The  ventilation  perfusion  scan  is  read 
as  “low  probability  for  pulmonary  embolism.”  The  chest 
pain  and  dyspnea  subside,  and  the  patient  is  eventually 
discharged  home  without  medication.  Several  days  later 
he  dies.  An  autopsy  shows  evidence  of  deep  venous  throm- 
bosis and  multiple  pulmonary  emboli.  More  confidence  in 
the  clinical  findings  might  have  changed  the  outcome. 

Another  example  is  that  of  a young  woman  who  has 
been  trying  for  years  to  become  pregnant  and  who  arrives 
in  the  emergency  room  with  a history  of  being  two  weeks 
late  for  her  menses.  A beta-human  chorionic  gonadotro- 
pin (HCG)  test  is  positive  and  pelvic  ultrasound  reveals  a 
possible  gestational  sac  without  a fetal  pole  being  identi- 
fied. The  patient  complains  of  some  vaginal  spotting  and 
intermittent  cramping  pain.  After  a lengthy  discussion 
with  the  patient,  the  physicians  decide  to  hospitalize  her 
for  observation  and  serial  serum  beta-HCGs.  Several  days 
later  she  undergoes  laparoscopy  because  the  “doubling 
time”  of  her  beta-HCG  is  not  appropriate  for  an  intra- 
uterine pregnancy.  At  laparoscopy,  she  is  noted  to  have  a 
hemoperitoneum  and  a ruptured  ectopic  pregnancy.  A 
salpingectomy  is  performed.  Perhaps  if  laparoscopy  had 
been  performed  at  the  time  of  admission,  based  on  clinical 
judgment,  an  unruptured  ectopic  pregnancy  could  have 
been  detected  and  conservative  surgery  preserving  the  re- 
mainder of  the  fallopian  tube  could  have  taken  place. 

In  each  example  cited  the  outcomes  were  less  than  opti- 
mal. These  scenarios,  although  uncommon,  do  occur  in 
busy  clinical  services  across  the  country.  Physicians-in- 
training  may  be  directing  an  undue  amount  of  attention  to 
results  of  tests  and  imaging  techniques  without  realizing 
their  limitations.  Patients  may  not  be  receiving  optimal 
care  if  residents  are  distracted  by  the  results  of  tests  and 
are  tempted  to  ignore  what  the  patient  is  saying  as  well  as 
what  is  demonstrated  by  physical  examination.  A “Pavlov- 
ian”  response  to  results  of  technology  may  result  in  fur- 
ther promoting  the  “cascade”  of  ordering  additional  tests. 

The  training  of  residents  and  the  development  of  tech- 
nology occur  simultaneously  in  academic  health  centers. 


There  is  an  obvious  need  carefully  to  integrate  both  with- 
out causing  impairment  of  the  clinical  decision  making 
abilities  of  future  clinicians.  Nor  should  technology  be 
“applied  uncritically  without  evidence  of  effectiveness 
with  disastrous  effects  on  health  resources.”5 

There  are  no  simple  solutions.  However,  it  is  important 
to  emphasize  the  role  of  technology  as  serving  a consulta- 
tive function  only.  Information  provided  by  technology 
needs  to  be  viewed  by  residents  as  offering  one  single  com- 
ponent of  the  total  data  base  that  will  be  used  in  inductive 
reasoning  for  problem  solving.  It  is  critical  to  understand 
the  limitations  as  well  as  the  predictive  values  of  these 
tests  in  the  clinical  context. 

As  a result  of  the  Bell  Commission  report,  new  section 
405  regulations  of  the  New  York  State  Hospital  Code 
were  implemented  in  July  1989.  The  Bell  Commission  re- 
port and  these  regulations  limit  working  hours  and  in- 
crease supervision  for  residents.  How  will  this  change  in 
graduate  medical  education  affect  the  issues  we  have 
raised?  Will  rested,  alert  minds  be  more  critical  in  their 
approach  to  problem  solving,  or  will  residents,  hampered 
by  a lack  of  continuity  of  care,  have  less  of  an  opportunity 
to  evaluate  test  results  in  their  proper  clinical  context?  It 
is  important  to  examine  carefully  the  results  of  this  “natu- 
ral experiment”  that  began  in  July  1989.  Will  patients 
receive  better  care  from  more  rested  and  better  supervised 
house  officers  or  receive  less  care  due  to  over-reliance  on 
technology? 

DAVID  B.  SEIFER,  MD 
Assistant  Professor 
Department  of  Obstetrics  and  Gynecology 

JOHN  BERNARD  HENRY,  MD 

President  and  Professor  of  Pathology 
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RESEARCH  PAPERS 


Emergency  room  visit  time:  Changes  over  a 16-year  period 

Susan  Abramowitz,  PhD;  Sharon  A.  Joy,  mba;  Roger  W.  Yurt,  md 


ABSTRACT.  A one-week  time  and  motion  study  was  con- 
ducted at  a large  urban  hospital  replicating  a study  per- 
formed in  1969  in  the  same  hospital,  allowing  a longitudinal 
study  of  emergency  room  utilization  to  be  reported.  Despite  a 
36%  increase  in  the  number  of  emergency  room  patients 
over  the  16-year  period,  the  findings  from  both  studies  repli- 
cate many  of  the  patterns  previously  reported.  Over  time, 
both  length  of  stay  and  wait  times  to  see  physicians  have 
increased,  although  the  values  are  still  well  within  the  ranges 
found  in  the  literature.  As  competition  increases,  hospitals 
and  their  emergency  room  managers  will  have  to  determine 
what  constitutes  acceptable  visit  and  waiting  times  in  order 
to  compete  effectively  for  emergency  room  “clientele.” 
Studies  such  as  this  one  serve  as  a foundation  for  hospitals  to 
implement  policy  changes  that  will  improve  health  care  de- 
livery, and,  in  fact,  this  institution  has  already  implemented 
changes  based  on  this  study. 

(NY  State  J Med  1989;  89:446-449) 

When  Goss  et  al1  reported  their  study  of  utilization  of  a 
large  urban  hospital  emergency  room  (ER)  in  1971,  only 
one  study  had  been  reported  investigating  the  length  of 
patient  visits  to  emergency  rooms  and  the  amount  of  time 
spent  waiting  to  see  a physician.  Since  then,  research  on 
emergency  room  utilization  has  burgeoned.  Weekly,  dai- 
ly, and  hourly  cycles  have  been  observed.2  4 Moreover, 
other  studies  have  replicated  the  finding  of  Goss  et  al  of  a 
positive  relationship  between  ER  census  and  patient  wait 
time  to  see  a physician.511 

To  date,  however,  a longitudinal  study  of  ER  utilization 
has  yet  to  be  reported.  A recent  study  of  time  spent  by 
patients  in  a hospital  emergency  room  allows  a replication 
of  the  earlier  examination  in  the  same  facility.  The  results 
provide  not  only  an  indication  about  how  time  spent  in  the 
ER  has  changed  in  almost  16  years,  but  also  a baseline 
predating  the  implementation  of  prospective  payment  and 
competition  from  what  is  now  an  increasing  number  of 
free-standing  emergency  and  urgent  care  practices. 12-1 4 
In  addition,  the  results  have  provided  guidelines  for  modi- 
fying emergency  room  operations. 
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Methods 

Located  in  New  York  City,  The  New  York  Hospital  is  a volun- 
tary, acute  care,  university  teaching  hospital  with  1 , 1 00  beds.  At 
the  time  of  this  study  in  1 985,  it  handled  47,223  emergency  room 
visits  annually,  142,434  clinic  visits,  and  165,000  visits  to  mem- 
bers of  the  faculty  practice  plan.  Since  the  report  by  Goss  et  al,1 
the  emergency  room  has  been  consolidated  from  three  to  two 
sections:  the  adult  ER  and  the  pediatric  acute  care  unit  (PACU). 
The  PACU  is  open  from  8:00  AM  to  1 1:30  PM  daily;  when  it  is 
closed,  infants  and  children  are  seen  in  the  adult  ER.  In  addition 
to  providing  pediatric  care  when  the  PACU  is  closed,  the  adult 
ER  is  the  site  for  treatment  of  all  trauma  patients  regardless  of 
age.  At  the  time  of  the  report  by  Goss  et  al,1  this  institution  did 
not  maintain  an  ambulance  service;  however,  this  emergency 
room  now  receives  patients  through  its  own  ambulance  service  as 
well  as  through  the  New  York  City  Emergency  Medical  Services 
91 1 System. 

The  present  survey  focused  on  both  the  adult  and  pediatric 
emergency  rooms.  As  in  1969,  the  adult  ER  continues  to  be 
staffed  by  two  different  departments:  medicine  and  surgery.  The 
physician  staffing  pattern  of  the  adult  ER  has  not  changed  dra- 
matically over  the  past  16  years.  Goss  et  al1  reported  that  there 
was  at  least  one  surgical  resident  and  one  medical  resident  on 
duty  at  all  times  in  the  adult  ER.  In  addition,  one  pediatric  resi- 
dent was  assigned  to  the  adult  ER  during  nights,  evenings,  and 
weekends  when  the  pediatric  ER  was  closed.  In  the  present  study, 
there  were  between  two  and  three  medical  residents  assigned  to 
the  adult  ER  at  all  times.  One  surgical  resident  was  on  duty  at  all 
times,  and  a surgical  assistant  was  present  from  8:00  AM  to  5:00 
pm  weekdays.  As  in  1969,  a pediatric  resident  is  on  duty  in  the 
adult  ER  during  evenings  and  weekends  when  the  PACU  is 
closed.  In  both  studies,  the  departments  of  medicine  and  surgery 
had  attendings  on  call.  The  pediatric  ER  is  staffed  by  a pediatric 
attending,  an  intern,  and  a medical  student  from  8:00  AM  to  5:00 
PM.  From  5:00  PM  to  1 1 :30  pm,  the  pediatric  attending  is  on  call 
with  one  resident  available  in  the  PACU. 

In  both  studies,  physicians  representing  various  subspecialties 
were  on  call  at  all  times.  Goss  et  al1  reported  that  nursing  cover- 
age varied  according  to  shift  and  day;  however,  in  the  recent  sur- 
vey, four  nurses  were  assigned  to  the  ER  from  1 1 :00  PM  to  1 1 :00 
am,  and  seven  nurses  were  on  duty  from  1 1 :00  AM  to  1 1 :00  PM. 
As  in  1969,  x-ray  and  laboratory  facilities  were  continuously 
available. 

At  the  time  of  the  original  study  in  1969,  a systems  approach 
to  emergency  medicine  was  beginning  to  take  shape.  Patients  ar- 
riving at  the  emergency  room  were  seen  initially  by  a registrar 
and  then  by  a nurse  who  determined  priorities  regarding  the  pa- 
tient’s need  for  immediate  care.  The  patient  was  then  placed  in  a 
treatment  room  and  seen  by  a physician.  During  the  past  two 
decades,  a standard  approach  to  emergency  medicine  has 
evolved.  In  the  present  study,  patients  entering  the  emergency 
room  are  seen  initially  by  a triage  nurse,  who  assesses  patient 
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FIGURE  1.  Patient  utilization  of  the  emergency  room  by  day  of  week  in 
1969  (solid  line)  and  1985  (broken  line). 


acuity  and  triages  the  patient  to  medicine  or  surgery.  Patient 
acuity  can  vary  from  “A”  (needs  to  be  seen  right  away)  to  “B” 
(needs  to  be  seen  within  ten  minutes)  to  “C”  (needs  to  be  seen 
within  30  minutes).  After  triage,  patients  are  registered  by  cleri- 
cal staff.  When  registration  is  completed,  nurses  pick  up  the 
charts  and  place  patients  in  one  of  22  treatment  rooms,  where  the 
nurses  take  a brief  history  and  physical  assessment.  The  charts 
are  then  given  to  either  the  medical  or  surgical  resident. 

Data  were  collected  for  a one-week  period  in  May,  from  8:00 
AM  Friday  the  1 7th  to  5:00  PM  Friday  the  24th.  Time  clocks  were 
stationed  at  the  ER  entrance  and  at  the  triage,  physician’s,  and 
clerk’s  desks.  A special  form  was  stamped  with  the  times  of  entry, 
triage,  registration,  physical  examination,  x-rays,  and  consults, 
and  the  time  of  final  dispositions  and  exit  from  ER.  A nurse  with 
no  other  duties  was  assigned  to  the  study  to  insure  that  complete 
and  accurate  data  were  recorded. 

Results 

During  the  period  of  study,  there  were  1,130  visits  to  the  ER. 
Ninety-three  patients  were  triaged  directly  to  one  of  the  hospital’s 
clinics.  The  remaining  1,037  patients  were  registered  in  the  ER  and 
followed  through  their  visit.  Of  the  1,037  registered  patients,  191 
were  admitted  to  the  hospital.  Data  collected  were  sufficient  to  ana- 
lyze 86%  to  93%  of  the  registered  patients. 

Utilization.  Goss  et  al1  reported  that  the  average  number  of  pa- 
tients served  in  the  ER  per  day  in  1 969  was  95,  with  an  average  of  1 2 
patients  admitted.  Currently,  the  average  daily  load  has  increased  to 
129,  with  an  average  of  24  patients  admitted.  Patterns  of  utilization 


TABLE  I.  Length  of  Stay  in  an  Emergency  Room, 
1969  and  1985 

Length  of  Stay  1969  1985 


(minutes)  No.  Patients  % Patients  No.  Patients  % Patients 


0-29 

46 

8 

43 

4.5 

30-59 

137 

24 

139 

14.4 

60-119 

177 

31 

319 

33.1 

120-179 

109 

19 

216 

22.4 

180  + 

102 

18 

248 

25.7 

appear  to  have  changed  from  1969  to  1985:  Volume  in  1969  peaked 
on  Saturday  and  during  the  evening  shift,  but  on  Monday  and  dur- 
ing the  day  and  evening  shifts  in  1985  (Figs  1,  2). 

Total  Visit  Time.  In  1969,  the  median  total  visit  time  during  the 
week  under  study  was  93  minutes,  while  in  1985  the  median  total 
visit  time  was  115  minutes,  almost  a 25%  increase.  For  both  time 
periods,  however,  there  is  considerable  variation  among  patients. 
The  increased  length  of  a visit  in  1 985  is  reflected  in  the  distribution. 
In  1969,  32%  of  the  ER  visits  were  completed  in  an  hour  or  less, 
while  in  1985,  only  19%  were  completed  in  the  same  time  span.  Con- 
versely, almost  half  of  the  ER  visits  in  1985  lasted  two  hours  or 
longer,  compared  to  only  37%  in  1969  (Table  I). 

Figure  3 compares  the  median  total  visit  time  for  patients  over  the 
seven-day  time  period.  Patients  experienced  longer  median  total  vis- 
it times  in  1 985  on  four  days  as  compared  to  longer  median  total  visit 
times  in  1969  on  only  two  days. 

Wait  Time  to  See  a Physician.  In  1969,  the  median  waiting  time 
to  see  a physician  in  the  week  under  study  was  27  minutes;  in  1985, 
the  median  waiting  time  was  37  minutes,  almost  a 40%  increase.  In 
both  investigations,  there  was  less  variation  in  wait  time  than  in  visit 
time.  In  1969,  83%  of  the  ER  patients  saw  physicians  in  less  than  an 
hour;  in  1985,  the  figure  was  72%.  In  both  cases,  very  few  waited  to 
see  a physician  two  or  more  hours  (3%  and  8%,  respectively)  (Table 

II). 

Figure  4 presents  the  median  waiting  time  to  see  a physician  expe- 
rienced by  patients  each  day  of  the  week  for  the  two  time  periods 
under  study.  In  1969,  median  wait  times  to  see  a physician  exceeded 
30  minutes  on  only  two  days  (Saturday  and  Wednesday).  By  1985, 
there  was  only  one  day  of  the  week  when  median  wait  times  did  not 
exceed  30  minutes.  In  1969,  wait  time  to  see  a physician  increased 
from  the  morning  to  the  daytime  to  the  evening  shifts.  This  finding 
was  replicated  in  1985  (Fig  5). 

A comparison  of  waiting  times  by  days  of  the  week  indicates  that 
the  relationship  between  ER  census  and  wait  time  found  in  1 969  was 
not  replicated  in  1985  (Fig  6).  There  was  a significant  (p  < 0.05) 
correlation  (r  = 0.73)  between  number  of  patients  per  shift  and  me- 
dian waiting  time  to  see  a physician  in  1969;  however,  this  correla- 
tion was  only  0.20  for  1985. 


SHIFTS 


1 969 

[Z2 1 985 


FIGURE  2.  Patient  utilization  of  the  emergency  room  by  shifts  (morn- 
ing— 12:01  am  to  7:59  am;  day — 8:00  am  to  3:59  pm;  evening — 4:00  pm  to 
11:59  pm)  in  1969  and  1985. 


FIGURE  3.  Median  total  visit  time  by  day  of  week  in  1969  (solid  line)  and 
1985  (broken  line). 


AUGUST  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  447 


TABLE  II.  Wait  Time  to  See  a Physician  in  an  Emergency 
Room:  1969  and  1985 


Length  of  Stay  1969  1985 


(minutes) 

No.  Patients 

% Patients 

No.  Patients 

% Patients 

0-29 

297 

58 

355 

40 

30-59 

127 

25 

284 

32 

60-119 

70 

14 

189 

21 

120  + 

17 

3 

68 

8 

Discussion 

Surveys  of  total  visit  time  and  time  spent  waiting  to  see 
a physician  were  conducted  in  the  emergency  room  of  a 
voluntary,  university  teaching  hospital  during  a week  in 
both  April  1969  and  May  1985.  Data  were  obtained  simi- 
larly through  the  use  of  time  clocks,  which  automatically 
recorded  the  time  for  each  patient  when  punched  on  a spe- 
cial form  at  appropriate  points  in  the  visit.  Time  clock  re- 
cords were  sufficiently  complete  to  permit  analysis  of 
more  than  75%  of  the  668  patients  who  came  to  the  ER  in 
1969  and  between  86%  and  93%  of  the  patients  in  1985. 

In  the  16  years  since  the  first  study  was  conducted, 
much  has  changed  in  this  hospital’s  emergency  room.  The 
number  of  emergency  rooms  has  been  consolidated  from 
three  to  two;  the  number  of  patients  has  increased  36%, 
and  the  institution  has  become  a receiving  facility  for  New 
York  City’s  Emergency  Medical  Services  911  System. 
Physician  staffing  in  the  ER  has  been  augmented  with  an 
additional  medical  resident  as  well  as  one  surgical  assis- 
tant during  peak  hours.  The  laboratory  system  has  been 
computerized  and  nursing  coverage  expanded  better  to 
meet  the  peak  demand. 

According  to  Bertram,11  patient  census  in  most  emer- 
gency rooms  is  highest  over  the  weekend  and  during  the 
evening  shift,  with  peaks  around  the  noontime  and  dinner 
time  hours.  This  appeared  to  be  true  in  1 969;  however,  this 
was  only  partially  replicated  in  1985.  Emergency  room 
utilization  in  1985  peaked  during  the  day  and  evening 
shifts,  but  census  was  highest  on  Monday  and  Wednesday 
(Figs  1,  2). 

Reported  visit  times  range  from  78  minutes  to  1 33  min- 
utes.11 The  results  from  both  studies  fall  within  this  range, 


FIGURE  4.  Median  waiting  time  to  see  a physician  by  day  of  week  in 
1969  (solid  line)  and  1985  (broken  line). 


SHIFTS 

FIGURE  5.  Median  waiting  time  to  see  a physician  by  shifts  (morning — 
12:01  am  to  7:59  am;  day — 8:00  am  to  3:59  pm;  evening — 4:00  pm  to 
11:59  pm)  in  1969  and  1985. 

although  it  is  clear  that  over  time,  visit  time  at  this  hospi- 
tal has  increased.  In  the  1985  study,  the  percentage  of 
patients  in  the  ER  for  more  than  three  hours  (26%)  is  sig- 
nificantly (p  < 0.00001)  greater  than  that  reported  by 
Goss  et  al1  (18%)  (chi  square  = 161.4556). 

The  reported  ranges  in  the  literature  for  wait  time  to  see 
a physician  are  27  to  47  minutes  (Bertram11),  putting  the 
Goss  study  at  the  low  end  of  the  spectrum  and  the  replica- 
tion study  at  the  midpoint.  It  is  clear  that  over  time,  both 
visit  and  wait  times  have  increased,  although  they  are  still 
well  within  the  ranges  reported  in  the  literature. 

The  relationship  between  ER  census  and  wait  time  to 
see  a physician  had  been,  until  now,  a well-replicated  find- 
ing. Other  data  from  the  1985  time  and  motion  study  indi- 
cate that  wait  time  is  only  one  of  several  physician-related 
variables  that  affect  patient  visit  time  (S.  Abramowitz 
and  R.  W.  Yurt,  unpublished  data).  Waiting  for  consults, 
for  patient  disposition  decisions  to  be  made,  and  for  lab- 
oratory results  appear  to  be  equally  important  determi- 
nants of  an  ER  length  of  stay.  However,  recent  work  also 
indicates  that  increases  in  physician  staffing  can  mitigate 
the  effect  of  peak  ER  usage,  suggesting  that  emergency 
room  managers  have  some  degree  of  flexibility  in  decreas- 
ing the  amount  of  time  patients  wait  to  see  a physician. 


FIGURE  6.  Median  waiting  time  to  see  a physician  as  compared  to  emer- 
gency room  census  in  1969  (X)  and  1985  (O). 
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While  the  visit  and  wait  time  increased  at  this  hospital 
in  the  last  16  years,  their  ratio  has  remained  constant. 
Wait  time  to  see  a physician,  in  both  studies,  constituted 
only  a third  of  the  median  total  visit  time.  In  this  study, 
the  median  time  with  the  physician  was  12  minutes,  the 
median  time  for  ancillary  tests  was  25  minutes,  and  the 
median  time  between  final  disposition  and  exit  from  the 
ER  was  5 minutes  (S.  Abramowitz  and  R.  W.  Yurt,  un- 
published data).  These  figures,  together  with  a median 
wait  time  of  37  minutes,  account  for  79  out  of  1 15  min- 
utes, or  67%  of  the  median  total  visit  time. 

Most  of  the  research  reported  on  the  length  of  a visit 
and  wait  time  to  see  a physician  predates  the  era  of  in- 
creasing competition  for  patients  and  pressures  for  cost 
containment.  As  competition  increases,  hospitals  and 
their  emergency  room  managers  will  have  to  determine 
what  constitutes  acceptable  visit  and  waiting  times  in  or- 
der to  be  able  to  compete  effectively  for  emergency  room 
“clientele.”  In  order  to  accomplish  this,  hospitals  will  need 
to  reevaluate  their  systems  approach  to  emergency  medi- 
cine. A recent  study  by  Saunders15  showed  that  high  acu- 
ity patients  received  an  efficient  level  of  care  in  the  emer- 
gency department,  while  low  acuity  patients  received  less 
efficient  care.  Saunders  reported  an  inverse  relationship 
between  total  wait  time  to  see  a physician  and  level  of 
patient  acuity.  It  is  important  to  note  that  87.8%  of  the 
patients  in  Saunders’  study  were  reported  to  be  low  acuity. 
In  general,  however,  emergency  services  have  directed 
their  efforts  toward  critically  ill  patients,  yet  the  ER  is 
often  heavily  used  by  a population  seeking  primary  care. 

One  solution  is  to  set  up  a separate  track  for  nonacute 
patient  care.  Recently,  many  institutions  have  opted  for 
this  solution.  A recent  report  by  Meilin  et  al16  showed  that 
an  urgent  care  center  within  a teaching  hospital  setting 
does  result  in  shorter  average  turnaround  times  for  non- 
acute patients. 

Hospital  emergency  departments  must  identify  patient 
flow  bottlenecks  on  an  ongoing  basis  in  order  to  remain 
competitive.  A computerized  patient  tracking  system 
from  triage  to  discharge  would  allow  timely  updates  on 
problem  areas  such  as  waiting  for  ancillary  services  or 
consults.  Management  can  then  make  decisions  on  staff- 
ing, space  utilization,  and  overall  resource  allocation  so  as 
to  address  these  problems  as  they  arise.  Powills  and  Mat- 
son17  reported  that  emergency  departments  can,  in  fact, 
make  money  by  instituting  changes  such  as  competitive 


pricing,  patient  courtesy  programs  for  employees,  and 
faster  turnaround  times.  Studies  such  as  the  one  presented 
here  serve  as  a foundation  for  hospitals  to  implement  poli- 
cy changes  that  will  improve  health  care  delivery,  and  in 
fact  this  institution  has  already  implemented  changes 
based  on  this  study. 

Based  on  the  data  gathered  in  these  two  prospective 
studies,  specific  steps  have  been  taken  to  improve  ER  utili- 
zation and  decrease  waiting  time.  Since  a large  proportion 
of  the  population  consisted  of  “C”  category  patients,  an 
urgent  care  center  has  been  opened  adjacent  to  the  main 
ER.  During  the  period  between  8:00  am  and  1 1:00  pm, 
selected  “C”  patient  are  now  triaged  to  this  area.  Further- 
more, ER  physicians  have  been  added  so  that  at  least  one 
full-time  attending  ER  physician  is  present  at  all  times  in 
the  emergency  room.  These  changes  appear  to  have  im- 
proved efficiency,  shortened  waiting  time,  and  led  to  sup- 
port for  ongoing  studies  similar  to  the  one  presented  to 
verify  the  findings  and  implement  additional  changes. 
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Health,  income,  and  activities  of  retired  physicians 


M.  Laurens  Rowe,  md 


ABSTRACT.  Driven  to  retire  mainly  by  changes  in  the  health 
care  delivery  system,  physicians  nevertheless  find  it  difficult 
to  reduce  their  professional  activities  as  they  grow  older.  Re- 
tired physicians  in  a seven-county  region  of  upstate  New 
York  were  surveyed  to  discover  how  they  were  faring  in  re- 
tirement and  to  elicit  information  of  possible  value  to  doctors 
planning  to  retire. 

Good  health  and  adequate  income  were  the  prime  factors 
in  successful  retirement,  along  with  active  involvement  in 
postretirement  activities,  especially  nonmedical  ones.  Three 
quarters  of  respondents  found  annual  incomes  between 
$25,000  and  $50,000  to  be  comfortable.  All  agreed  that  pri- 
vate investments  must  make  up  at  least  a third  of  this 
amount,  supplementing  Social  Security,  pensions,  individual 
retirement  accounts,  and  Keogh  plan  distributions. 

There  was  diversity  of  opinion  on  remaining  active  in  med- 
ical affairs  after  retirement.  A large  majority  of  those  who 
found  retirement  better  than  anticipated  advised  a clean 
break  with  medicine.  Most  of  their  colleagues  who  rated  re- 
tirement about  as  expected  or  not  as  good  as  anticipated 
counseled  continued  involvement  in  professional  activities. 

(NY  State  J Med  1989;  89:450-453) 

Many  physicians  in  the  1980s,  affected  by  the  radical  eco- 
nomic and  political  changes  in  the  health  care  delivery  sys- 
tem, are  electing  to  retire  from  the  practice  of  medicine. 
Their  predecessors  were  able  to  cut  back  gradually  on  their 
professional  activities  as  they  grew  older  and  maintain  a 
comfortable  and  rewarding  level  of  practice  well  into  their 
sunset  years.  Today’s  physicians  can  seldom  afford  to  taper 
off  and  still  meet  the  expenses  of  escalating  malpractice 
insurance  rates  and  the  high  office  overhead  necessary  to 
cope  with  the  mounting  tide  of  paper  work. 

More  physicians  work  in  incorporated  clinical  groups, 
in  industry,  or  in  governmental  agencies  where  there  are 
often  attractive  inducements  to  retire.  Many  hospitals 
routinely  deny  operating  room  privileges  to  physicians  af- 
ter age  70.  The  net  effect  has  been  a significant  increase  in 
the  number  of  retired  physicians  during  the  decade  of  the 
1980s. 

In  1980,  the  Directory  of  the  Seventh  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York,  which  lists 
the  members  of  the  seven  county  medical  societies  in  the 
Rochester,  New  York,  area  and  of  the  Rochester  Acade- 
my of  Medicine,  showed  98  retired  physicians  among  its 
1,577  members.  The  Directory  for  1988  lists  169  retirees 
among  1,627  members.  This  represents  an  increase  in  the 
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proportion  of  retired  physicians  in  the  membership  from 
6%  in  1980  to  10%  eight  years  later. 

Many  doctors  feel  they  are  being  pushed  into  a retire- 
ment that  they  do  not  really  want  and  for  which  they  are 
frequently  ill  prepared  and  poorly  suited.  Their  dedication 
to  their  life  pursuit  has,  in  many  cases,  caused  them  to 
sacrifice  hobbies  and  interpersonal  relationships  with 
family  and  friends.1  More  than  most  retiring  Americans, 
they  suffer  a severe  role  crisis,  equating  the  loss  of  practice 
with  a loss  of  status.2 

How  are  these  doctors  faring  in  retirement?  Can  any- 
thing be  learned  from  their  experience  that  might  be  use- 
ful to  their  contemporaries  or  to  their  younger  colleagues 
who  may  be  contemplating  retirement? 

The  Rochester  Academy  of  Medicine,  which  serves  a 
medical  education  function  for  physicians  of  Rochester 
and  the  surrounding  seven-county  area,  has  for  some  time 
sponsored  special  programs  for  senior  physicians.  It  was 
decided  it  might  be  useful  to  survey  the  retired  physicians 
in  the  area  with  the  hope  that  they  could  provide  helpful 
information,  recommendations  of  value  to  future  retirees, 
and  suggestions  with  regard  to  further  Academy  activities 
on  their  behalf. 

Methods 

A questionnaire  was  drafted  to  elicit  information  and  solicit 
comments  and  advice  from  the  roster  of  retired  physicians.  In 
addition  to  demographic  data,  the  survey  asked  for  facts  on 
health,  income,  postretirement  activities,  and  reasons  for  retire- 
ment, and  for  opinions  on  financial  planning  and  the  ingredients 
of  successful  retirement. 

The  questionnaire  was  mailed  with  an  appropriate  cover  letter 
explaining  the  objectives  of  the  survey  to  each  of  the  169  retired 
physicians.  A stamped,  preaddressed  return  envelope  was  includ- 
ed in  the  packet.  Respondents  were  assured  of  anonymity  and 
asked  not  to  use  their  names  or  street  addresses  on  the  survey 
forms  or  on  the  return  envelopes.  Completed  questionnaires  were 
returned  by  142  (84%)  of  the  169  retired  physicians,  and  these 
returns  comprise  the  data  base  for  the  study. 

Results 

The  average  age  of  the  retirees  was  75  years,  with  a range  from  52 
to  96  years.  Their  average  age  at  the  time  of  retirement  was  68,  and 
they  had  been  retired  for  an  average  of  seven  years,  with  a range 
from  one  year  to  34  years.  Fifty-six  (39%)  had  been  retired  for  less 
than  five  years. 

Residence.  Eighty  percent  continued  to  live  in  the  local  area.  The 
remaining  20%  had  moved  out  of  state  after  retiring,  most  of  them  to 
areas  with  warmer  climates.  More  than  half  went  to  Florida.  Of 
those  remaining  in  the  local  area,  14%  had  changed  their  residence 
since  retirement,  most  moving  to  apartments  or  condominiums.  Two 
thirds  of  all  respondents  continued  to  live  in  their  preretirement  resi- 
dences. Of  those  who  continued  to  live  in  the  local  area,  30%  went 
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south  in  the  winter  for  periods  ranging  from  three  weeks  to  six 
months. 

Nearly  70%  lived  in  single  homes,  while  25%  lived  in  apartments 
or  condominiums.  Only  5%  of  the  respondents  lived  in  designated 
retirement  communities  or  health-related  facilities. 

Family.  At  the  time  of  the  survey,  89%  of  the  retirees  were  mar- 
ried, 9%  were  widows  or  widowers,  and  only  1%  were  divorced.  The 
retirees  had  an  average  of  three  children,  with  a range  from  none  to 
nine.  They  fell  far  short  of  reproducing  their  profession  in  numbers 
of  offspring.  Among  the  425  children  of  the  1 42  respondents,  only  32 
were  physicians.  Over  half  (55%)  of  the  retirees  had  children  living 
within  an  hour’s  drive. 

Health.  Nearly  two  thirds  (63%)  rated  their  health  as  good,  28% 
as  fair,  and  only  9%  as  poor.  Thirty-eight  percent  reported  some 
limitation  of  postretirement  activities  because  of  health  problems. 
An  additional  9%,  although  not  restricted  by  their  own  health  prob- 
lems, reported  that  their  activities  had  to  be  modified  because  of  the 
health  problems  of  their  spouses. 

There  were  interesting  correlations  between  age  and  health  rat- 
ing. Of  the  relatively  few  (12)  retirees  below  the  age  of  65,  only  42% 
reported  themselves  to  be  in  good  health,  a reflection  of  the  fact  that 
a significant  number  in  this  age  group  were  forced  to  retire  because 
of  impaired  health.  Past  the  age  of  65,  and  up  until  age  80,  good 
health  was  reported  by  nearly  three  quarters  (72%)  of  the  respon- 
dents. Over  the  age  of  80,  less  than  half  (47%)  reported  good  health. 

In  response  to  the  request  to  list  diagnoses  for  their  most  bother- 
some health  problems,  21%  indicated  they  had  no  significant  health 
problems.  Seventy-nine  percent  (112),  however,  listed  a total  of  222 
diagnoses.  Table  I presents  the  most  common  diagnoses  listed  by 
respondents.  A separate  column  shows  the  incidence  of  these  condi- 
tions in  the  general  population,  age  65  and  over,  as  calculated  by  the 
National  Center  for  Health  Statistics. 

Nearly  half  of  the  respondents  (48%)  had  been  hospitalized  on 
one  or  more  occasions  for  these  problems  since  retirement.  Twenty- 
eight  percent  had  had  one  or  more  operations  after  they  retired. 

Twenty-four  percent  denied  regular  use  of  any  medications.  Sev- 
enty-six percent  listed  a total  of  244  medications  that  they  took  on  a 
regular  basis.  Most  commonly  used  were  cardiovascular  drugs 
(156).  Among  the  cardiovascular  drugs,  the  most  frequently  listed 
were  diuretics  (30),  beta  blockers  (28),  and  calcium  channel 
blockers  (25).  The  next  most  often  used  category  of  drugs  was  anti- 
arthritic  preparations  (39).  The  single  drug  most  commonly  listed 
was  aspirin  (47),  used  both  as  a thrombus  inhibitor  and  as  an  antiar- 
thritic  agent. 

Income.  Retired  physicians  were  asked  to  state  their  joint  annual 
retirement  incomes  in  one  of  four  brackets,  and  1 38  (97%)  complied. 
The  breakdown  is  shown  in  Table  II.  They  were  then  asked  to  indi- 


TABLE  I.  Diagnoses  of  Responding  Retired  Physicians 
Compared  with  Those  of  the  General  Population,  Age  65 
and  Over* 


Diagnoses 

Retired  Physicians 
(N  = 112) 
Number  Percent 

General 

Population  65+ 
Percent 

Heart  conditions 

42 

37 

30 

Coronary  artery  disease 

27 

24 

— 

Other  heart  disease 

15 

13 

— 

Hypertension 

25 

22 

39 

Arthritis  (all  types) 

30 

27 

47 

Genito-urinary  diseases 

19 

17 

7 

Benign  prostatic  hypertrophy 

13 

12 

— 

Orthopedic  conditions 

18 

16 

16 

Visual  impairment 

14 

13 

9 

Hearing  impairment 

7 

6 

32 

Diabetes 

6 

5 

8 

Depression 

6 

5 

— - 

* National  Center  for  Health  Statistics,  1 988.  Persons  with  selected  chronic  con- 
ditions, 1983. 


TABLE  II.  Reported  Income  of  Retired  Physicians 
(N  = 138) 


Income  Bracket 

Number 

Percent 

Less  than  $25,000 

8 

6 

Between  $25,000  and  $50,000 

63 

45 

Between  $50,000  and  $75,000 

41 

30 

More  than  $75,000 

26 

19 

Total 

138 

100 

cate,  by  approximate  percentages,  the  sources  of  their  income,  using 
the  information  from  page  one  of  the  1987  Internal  Revenue  Service 
Form  1040  as  a guide.  Usable  data  were  provided  by  1 15  (81%)  of 
the  respondents,  and  the  averages  for  income  sources  are  shown  in 
Table  III. 

Finally,  the  retirees  were  asked  their  opinion  as  to  the  adequacy  of 
their  incomes  to  support  their  expected  life  styles  in  retirement. 
They  were  given  four  possible  answers:  (1)  Not  quite  enough;  (2) 
Adequate,  but  just  barely;  (3)  Comfortable;  or  (4)  More  than  we/I 
really  need. 

The  perception  of  adequacy  of  income  did  not  always  conform  to 
the  actual  levels  of  annual  income.  Incomes  of  less  than  $25,000 
were  regarded  as  not  enough  or  just  barely  adequate  by  all  respon- 
dents in  this  income  bracket.  Among  the  46%  who  had  annual  in- 
comes between  $25,000  and  $50,000,  more  than  three  quarters 
(76%)  felt  this  was  comfortable  or  more  than  was  really  needed. 
Twenty-four  percent  of  this  group,  however,  felt  the  sum  was  not 
quite  enough  or  was  barely  adequate.  Incomes  of  $50,000  and  over 
were  deemed  comfortable  or  more  than  needed  by  97%  of  those  in 
the  top  two  brackets. 

Financial  advice  was  offered  by  25%  of  the  respondents.  There 
was  general  agreement  that  savings  for  retirement  should  be  started 
early  (one  respondent  said  not  later  than  age  40)  and  be  regular, 
with  the  money  being  invested  in  safe  and  conservative  instruments. 
The  use  of  IRA  and  Keogh  plans  was  recommended,  and  several 
suggested  that  a full-  or  part-time  job  in  government  or  industry  be 
considered  for  the  pension  benefits.  All  agreed,  however,  that  Social 
Security  and  pension  benefits  would  not  be  enough  and  urged  pri- 
vate investments  in  addition. 

Two  mentioned  that,  while  inflation  was  a concern,  the  financial 
needs  in  retirement  tended  to  be  less  than  during  active  professional 
life  and  might  offset  the  effects  of  inflation.  It  was  also  pointed  out 
that,  with  advancing  years  and  diminishing  activity,  less  income  was 
required.  Several  suggested  considering  part-time  work  in  govern- 
ment or  as  a consultant  after  retirement  to  augment  income,  but 
agreed  that  such  jobs  were  difficult  to  find,  especially  in  view  of  the 
problem  of  malpractice  coverage.  A few  thought  it  would  be  a good 
idea  for  the  Academy  to  sponsor  seminars  on  financial  planning  for 
retirement,  but  doubted  that  busy  practitioners,  who  would  profit 
most  from  such  information,  would  attend  them  in  significant  num- 
bers. 

Activities.  Respondents  were  asked  to  rate  the  importance  of 
each  of  five  medical  activities  and  14  nonmedical  activities  in  their 
retirement  lives  by  using  a one-to-three  scale:  1,  indicating  some- 
what important;  2,  moderately  important;  and  3,  very  important. 
Space  was  provided  for  listing  and  rating  other  activities  in  both 
categories.  The  overall  importance  of  the  various  postretirement  ac- 
tivities, medical  and  nonmedical,  was  evaluated  by  adding  the  total 


TABLE  III.  Sources  of  Income  of  Retired  Physicians 
(N  = 115) 


Social  Security 

24% 

Pensions,  IRA  distributions,  annuities 

26% 

Corporate  savings  and  investment  plans 

6% 

Private  investments 

36% 

Rents,  royalties,  etc 

2% 

Postretirement  earnings 

1% 

Other  sources 

5% 

Total 

100% 
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score  given  by  all  of  the  respondents  to  each  activity  according  to  the 
numerical  rating  scale.  Activities  in  both  medical  and  nonmedical 
categories  are  listed  in  Table  IV  and  are  ranked  according  to  the 
importance  ratings  assigned  to  them  by  the  respondents. 

Among  other  medical  activities,  teaching  and  research  were  most 
frequently  listed.  One  respondent  was  instrumental  in  establishing  a 
visiting  nurse  service  in  the  small  rural  community  to  which  he  re- 
tired. Another  organized  and  set  up  a hospice  for  the  care  of  the 
terminally  ill. 

Within  certain  of  the  nonmedical  activities  listed,  respondents 
were  asked  to  state  the  specific  activities  they  found  most  rewarding. 
Golf  was  the  most  favored  sports  activity,  with  tennis  and  swimming 
the  next  most  popular.  In  the  music  category,  listening  to  classical 
music  was  listed  over  playing  musical  instruments  in  a ratio  of  two  to 
one.  Woodworking  was,  by  far,  the  most  specified  crafts  activity. 
The  most  popular  arts  activities  were  painting  and  sculpture. 

A wide  range  of  other  nonmedical  activities  was  listed,  ranging 
from  archeology  to  wine-making,  from  bird  watching,  cooking,  and 
computers  to  model  building  and  tree  farming.  One  hearty  septagen- 
arian  listed  sex  and  gave  it  an  importance  rating  of  3. 

Reasons  for  Retiring.  Respondents  were  asked  to  rate  the  impor- 
tance of  each  of  seven  provided  reasons  for  retiring,  and  of  any  other 
reasons  which  they  might  list,  on  the  same  one-to-three  scale  used 
for  activities  ratings.  Each  of  the  reasons  for  retiring  was  evaluated 
for  overall  significance  by  the  same  method  used  for  activities  rat- 
ing, that  is,  by  simple  addition  of  the  rating  points  to  arrive  at  a total 
score  for  each  reason.  Results  are  shown  in  Table  V. 

Several  respondents  added  comments  that  are  aptly  summarized 
by  the  statement  of  Handler3:  “The  practice  of  medicine,  previously 
a revered  and  satisfying  profession,  is  rapidly  becoming  a trade  in 
which  concerns  of  quality  are  supplanted  by  a bottom-line  economic 
mentality.  Contributing  to  physician  malaise  is  the  rapidity  with 
which  these  changes  are  occurring." 

Most  common  among  the  other  reasons  for  retiring  were  age-re- 
lated mandatory  retirement  rules  in  some  industries  and  governmen- 
tal agencies,  and  the  denial  of  operating  room  privileges  to  surgeons 
at  age  70  by  most  hospitals.  Next  most  commonly  cited  were  induce- 
ments to  retire  and  favorable  pension  arrangements  set  up  by  many 
industries.  Several  wrote  that  they  were  physically  unable  to  work 
the  long  hours  and  carry  the  patient  load  necessary  to  meet  overhead 


TABLE  IV.  Activities  of  Retired  Physicians  (N  = 141) 


Cumulative  Score* 

Medical  activities 

Reading  medical  literature 

222 

Attending  meetings,  rounds,  lectures,  etc 

164 

Volunteer  work  in  medical  activities 

106 

Consultation  or  other  fee-for-service  work 

88 

Writing  on  medical  topics 

80 

All  other  medical  activities 

33 

Nonmedical  activities 

Reading  nonmedical  literature 

273 

Visiting  family 

229 

Travel 

210 

Gardening  and  yard  work 

175 

Television 

172 

Sports  participation 

160 

Photography 

89 

Music 

86 

Taking  courses  in  nonmedical  subjects 

84 

Volunteer  work  in  nonmedical  activities 

74 

Playing  cards,  chess,  checkers,  etc 

71 

Crafts 

51 

Arts 

42 

Writing  on  nonmedical  subjects 

26 

All  other  nonmedical  activities 

57 

* Highest  possible  score,  assuming  all  respondents  rated  the  importance  of  an 
activity  as  3 (very  important),  would  be  423.  Lowest  possible  score  would  be  0. 


TABLE  V.  Reasons  for  Retiring  Given  by  Physicians 
(N  = 141) 


Reason 

Cumulative  Score* 

High  cost  of  malpractice  insurance 

156 

Aggravations  of  third  party  medicine 

154 

Impaired  health 

131 

Diminishing  satisfaction  with  work 

127 

High  office  overhead  related  to  paper  work 

110 

Wish  to  undertake  other  activities 

102 

Fear  of  loss  of  competence 

85 

All  other  reasons  for  retiring 

105 

* Highest  possible  score,  assuming  all  respondents  rated  the  importance  of  a 
reason  as  3 (very  important),  would  be  423.  Lowest  possible  score  would  be  0. 


expenses. 

Retirement:  Expectation  versus  Reality.  Finally,  respondents 
were  asked  to  evaluate  their  overall  satisfaction  with  their  retire- 
ment lives  compared  with  their  pre-retirement  expectations.  Exactly 
half  said  that  retirement  was  about  what  they  had  expected.  More 
than  a third,  though  (39%),  found  it  better  than  they  had  anticipat- 
ed. Only  1 1%  stated  that  their  retirements  were  not  as  good  as  they 
had  hoped. 

Although  the  replies  may  reflect  as  much  the  subjective  mind  sets 
and  attitudes  of  the  respondents  as  the  objective  realities  of  their 
retirement  lives,  the  total  responding  population  was  divided  into 
three  groups  according  to  their  assessments  of  satisfaction  versus 
expectation.  These  groups  were  then  separately  evaluated  for  factors 
that  might  prove  significant  in  determining  the  level  of  satisfaction 
with  retirement.  These  values  are  shown  in  Table  VI.  The  group  of 
55  respondents  who  find  retirement  better  than  expected  are  desig- 
nated RET+,  the  71  respondents  whose  retirement  is  about  as  ex- 
pected are  titled  RET=  and  the  small  group  of  16  who  are  disap- 
pointed in  retirement  are  labeled  RET—.  For  purposes  of 
comparison,  the  values  for  the  total  population  are  shown  in  a fourth 
column. 

Discussion 

The  findings  in  Table  VI  clearly  point  to  good  health  as 
an  important  factor  in  satisfactory  retirement.  A second 
prime  factor  is  an  adequate  annual  income,  or  one  per- 
ceived to  be  adequate.  Other  factors  that  seem  to  have 
some  significance,  such  as  the  average  importance  scores 
for  activities,  notably  nonmedical  ones,  are  influenced  by 
the  primary  factors  of  health  and  income,  more  signifi- 
cantly by  health  status.  Age  does  not  seem  to  be  an  impor- 
tant factor,  although  those  whose  retirement  was  better 
than  expected  were,  on  the  average,  a year  younger,  re- 
tired a little  earlier,  and  had  been  retired  a few  months  less 
than  the  survey  population  as  a whole. 

Special  observations  and  advice  concerning  retirement 
were  added  at  the  end  of  the  questionnaire  by  54  respon- 
dents (38%).  Unlike  the  general  consensus  expressed  re- 
garding financial  planning  for  retirement,  comments  on 
successful  retirement  showed  considerable  variation  and, 
in  some  areas,  complete  disagreement.  On  the  crucial 
question  of  whether  to  retire  at  all,  for  instance,  several 
respondents  advocated  retiring  at  the  earliest  possible  age, 
not  later  than  65,  while  health  was  good  and  retirement 
could  be  fully  enjoyed.  A roughly  equal  number  reflected 
the  opinions  expressed  to  Grauer  and  Campbell1  in  their 
survey  of  108  Canadian  physicians,  age  65  and  over,  and 
advised  holding  off  retirement  as  long  as  possible,  cutting 
back  the  work  load  when  necessary,  or  seeking  part-time 
work  where  available. 
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TABLE  VI.  Comparison  of  Selected  Factors  Among  Retired  Physicians  Grouped  According  to  Their  Evaluation  of 

Satisfaction  with  Retirement 


Factors 

RET+ 
(N  = 55) 

RET= 
(N  = 71) 

RET- 
IN = 16) 

Total  Pop 
(N  = 142) 

Average  age  at  time  of  survey  (yr) 

73.5 

75.4 

74.5 

74.5 

Years  retired 

6.2 

6.9 

6.1 

6.6 

Age  at  retirement  (yr) 

67.3 

68.6 

67.0 

67.9 

Health  rating 

Good 

82% 

59% 

19% 

63% 

Fair 

16% 

36% 

31% 

28% 

Poor 

2% 

5% 

50% 

9% 

Restricted  by  health  problems 

20% 

43% 

81% 

38% 

Income  brackets 

Less  than  $25,000 

2% 

4% 

29% 

6% 

$25,000  to  $50,000 

47% 

42% 

57% 

46% 

$50,000  to  $75,000 

34% 

32% 

0% 

30% 

More  than  $75,000 

17% 

21% 

14% 

19% 

Perceived  adequacy  of  income 
Not  quite  enough  or 

barely  adequate 

6% 

15% 

82% 

20% 

Comfortable  or 

more  than  needed 

94% 

85% 

18% 

80% 

Activities  (average  total  scores) 

All  nonmedical  activities 

15.6 

11.7 

6.1 

12.5 

All  medical  activities 

5.3 

4.9 

3.9 

4.9 

This  diversity  of  opinion  was  reflected  in  the  general 
tone  of  advice  with  regard  to  preserving  a foothold  in 
medicine.  One  group  (20)  strongly  advised  maintaining 
old  hospital  contacts,  attending  medical  meetings,  keep- 
ing up  with  the  medical  literature,  and  generally  staying 
abreast  of  medical  affairs.  A second  group  of  about  equal 
size  (21)  believed  this  was  a mistake.  They  felt  that  keep- 
ing up  with  medical  developments  was  nearly  impossible, 
and  that  all  physicians  over  75  suffered  a loss  of  compe- 
tence that  was  apparent  to  colleagues,  although  not  al- 
ways to  themselves.  In  brief,  the  second  group  counseled  a 
clean  break  with  medicine,  a new  life  with  new  interests 
and  new  friends.  They  were  clearly  echoing  the  advice  of 
Sharon,4  that  “a  person  not  only  must  adjust  from  the  pre- 
viously structured  environment  to  the  presently  unstruc- 
tured environment,  but  must  create  a new,  personally 
comfortable  life-style.” 

In  this  area  of  contention,  it  is  of  interest  that  among 
those  who  found  retirement  better  than  expected,  advice 
advocating  a separation  from  medicine  prevailed  by  a ra- 
tio of  four  to  one.  Those  whose  retirement  was  about  as 
expected,  on  the  other  hand,  advised  about  three  to  one  in 
favor  of  remaining  involved  in  medicine.  Among  the  re- 
spondents whose  retirement  was  not  as  good  as  had  been 
expected  and  who  wrote  comments  on  this  subject,  all  ad- 
vised staying  current  in  medicine. 

Several  pointed  to  the  loss  of  respect  and  dignity  of  the 
retired  physician  and  suggested  that  retired  physicians 
had  to  be  prepared  for  this  eventuality.  Several  authors 
have  stressed  the  same  point.1’2’5  Silver,6  in  a highly  per- 
sonal statement,  regrets  that  he  will  not  be  regularly  en- 
tering “the  sanctuary”  to  be  greeted  with  the  deference 
accorded  his  rank  and  station. 

Many  of  those  who  felt  continued  active  participation  in 
medicine  was  desirable  suggested  that  the  Academy  spon- 
sor a placement  bureau  to  bring  the  retired  physician  anx- 
ious to  do  part-time  work,  on  either  a volunteer  or  a fee- 


for-service  basis,  into  contact  with  those  willing  to  provide 
such  work.  All  mentioned  the  need  to  protect  such  physi- 
cians from  malpractice  claims.  None  was  very  specific 
about  how  this  might  be  accomplished. 

The  broadest  area  of  agreement  among  all  who  wrote 
special  advice  involved  the  importance  of  cultivating  hob- 
bies and  other  potential  postretirement  activities  early  in 
professional  life.  Several  pointed  out  that  a broad  range  of 
such  activities  was  essential,  and  should  include  some  that 
could  be  pursued  even  in  poor  health.  Many  of  those  who 
found  sports  participation  moderately  or  very  important 
in  their  retirement  lives  advised  achieving  competence  in 
one  or  two  individual  sports,  such  as  golf  or  tennis,  well 
before  retirement. 

Lynch5  wrote  colorfully  on  this  point,  stating, 

[The  retiree]  is  aware  that  the  days  seem  longer,  and  since  he  is 
out  of  the  mainstream  of  activities,  his  psychological  boat  is 
adrift  at  first  without  rudder  or  power.  If  he  is  not  careful,  the 
boat  will  land  in  the  backwaters  in  stagnant  pools  and  he  will 
deteriorate.  If  he  has  planned  something  after  retirement,  he  fi- 
nally gets  his  boat  started  towards  at  least  the  sidelines  of  the 
mainstream. 

Several  respondents  suggested  that  the  Academy  spon- 
sor seminars  on  retirement  planning  with  lectures  by  re- 
tirement counselors,  such  as  are  frequently  utilized  in 
business  and  industry,  and  dialogues  between  retired  phy- 
sicians and  those  planning  for  retirement.  Such  seminars 
are  now  in  the  planning  stage. 
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SPECIAL  ARTICLES 


House  staff  stress 

Steven  J.  Walerstein,  md;  Fred  Rosner,  md;  Eleanor  Z.  Wallace,  md 


Writing  in  JAMA  in  1981,  Norman  Cousins'  described 
internship  as  . . hazing  at  best  and  systematic  desensiti- 
zation at  worst ...”  Readers  of  JAMA  responded  fierce- 
ly, claiming  the  year  was  . . one  of  the  most  rewarding 
experiences  that  I have  ever  been  through”  or  “.  . . the 
absolute  highlight  of  my  entire  medical  career.”2  Despite 
the  strenuous,  however  nostalgic,  defense  of  the  en- 
trenched house  staff  training  system,  it  has  become  appar- 
ent that  the  gap  between  the  needs  of  trainees  and  their 
educational  programs  is  widening.  There  is  growing  evi- 
dence of  adverse  psychological  effects  of  residency  train- 
ing. 

Sleep  Deprivation 

If  asked  to  form  a mental  image  of  the  typical  intern, 
many  of  us  would  picture  a beleaguered  young  physician, 
dressed  in  scrubs,  hair  askew,  with  bags  under  his/her 
eyes  secondary  to  a sleepless  night  on  call.  Sleep  depriva- 
tion is  perhaps  the  most  consistent  and  potentially  harm- 
ful form  of  house  staff  abuse.  In  an  age  in  which  residents 
are  expected  to  master  the  art  and  science  of  Swan-Ganz 
catheter  insertions,  cardiac  telemetry,  arterial  lines,  and 
selective,  nonselective,  partial  agonist,  and  lipophilic  beta 
blocker  drugs,  the  32-hour  work  shift  pushes  even  the  best 
young  house  officers  to  their  limits.  Studies  on  the  effects 
of  sleep  deprivation  on  house  officers  do  not  instill  confi- 
dence in  the  current  training  system. 

Friedman  and  colleagues3  studied  the  effect  of  sleep 
loss  on  interns  at  the  Columbia  Presbyterian  Medical 
Center  in  New  York.  An  electrocardiograph  interpreta- 
tion test  was  administered  to  rested  interns  (having  slept 
for  1 1 hours)  and  fatigued  interns  (having  slept  for  less 
than  two  hours);  the  fatigued  interns  scored  significantly 
worse.  A simultaneously  administered  mood  scale  indicat- 
ed rested  interns  felt  more  elation,  social  affection,  ego- 
tism, and  vigor,  but  less  fatigue  and  sadness  than  sleep 
deprived  interns.  A later  report4  revealed  that  difficulty  in 
thinking,  depression,  irritability,  depersonalization,  inap- 
propriate affect,  and  recent  memory  deficits  among  in- 
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terns  were  common,  if  not  universal,  after  a taxing  on-call 
tour. 

Wilkinson  et  al5  sent  questionnaires  to  5,600  house  offi- 
cers in  the  United  Kingdom  in  1973  asking,  among  other 
questions,  “Do  you  think  that  your  hours  of  duty  are  so 
long  as  to  impair  your  ability  to  work  with  adequate  effi- 
ciency?” Nearly  40%  of  the  respondents  replied  either 
“always”  or  “often.”  Hart  et  al6  assessed  speed  of  infor- 
mation processing,  decision  making,  recent  memory,  and 
mood  in  sleep  deprived  and  rested  interns  at  the  Medical 
College  of  Virginia.  The  sleep  deprived  interns  had  less 
retention  of  information,  longer  response  latencies,  and 
greater  mood  disturbances,  including  hostility,  than  the 
rested  house  officers. 

Would  passengers  feel  comfortable  if  the  pilot  of  their 
jumbo-jet  aircraft  had  been  sleepless  for  24  hours?  Would 
patients  want  their  dentist  to  perform  root  canal  work  on 
them  in  a sleep  deprived  state?  Various  degrees  of  sleep 
deprivation  continue  to  be  considered  acceptable  or  desir- 
able at  some  major  institutions  of  medical  education.  As- 
kan  and  Raham7  point  to  four  justifications  for  the  cur- 
rent system:  Sleep  depriving  night  call  is  a valid  learning 
experience;  individual  idiosyncrasies,  not  night  hours  and 
sleep  deprivation,  make  night  call  a negative  experience; 
night  call  does  not  cause  permanent  distortion  of  personal 
and  professional  sensitivities;  and  quality  of  care  is  not 
compromised  by  sleep  deprived  physicians. 

As  medical  scientists  who  are  committed  to  double 
blind,  randomized,  controlled  studies,  physicians  are,  at 
best,  inconsistent  in  perpetuating  a training  system  with- 
out documenting  whether  the  negative  effects  of  sleep  de- 
privation on  our  trainees  are  real,  important  to  education, 
or  adversely  affecting  patient  care. 

Stress  and  Psychological  Difficulties 

During  medical  residency  training,  stress  is  both  un- 
avoidable and  perhaps  even  desirable.  An  intern  presented 
with  his  or  her  first  patient  in  diabetic  ketoacidosis  is  cer- 
tainly stressed  but,  in  a properly  supervised  environment, 
the  experience  should  promote  adaptive  behavior,  learn- 
ing, and  professional  growth.  However,  if  the  patient 
workload  remains  highly  demanding  in  an  ongoing  fash- 
ion and  is  accompanied  by  a large  amount  of  nonphysician 
service  responsibility  (“scut”),  such  as  pressures  to  keep 
up  to  date  with  expanding  paperwork,  and  the  need  to  turn 
over  patients  rapidly  to  meet  length  of  stay  criteria,  even 
the  most  well-organized  house  officer’s  ability  to  manage 
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is  eroded.  The  first  functions  to  be  abandoned  are  the  edu- 
cational components  of  the  training  program.  Lectures, 
visits  to  the  library,  and  teaching  during  morning  rounds 
are  sacrificed  to  the  non-negotiable  demands  of  patient 
care.  Self-doubt  about  career  choice  is  likely  in  such  a set- 
ting. 

Various  types  of  maladaptive  behavior  may  ensue,  such 
as  callous  attitude  development,  poor  role  modeling,  and 
depression.  When  the  overworked  resident  is  finally  able 
to  leave  the  hospital  after  a tour  of  duty,  it  may  be  to  face 
financial  and  social  pressures,  sometimes  of  an  over- 
whelming degree.  Small  wonder  that  those  concerned 
with  internal  medicine  training  have  examined  these 
problems  in  some  detail.  Valko  and  Clayton8  interviewed 
53  first-year  residents  at  Barnes  and  St  Louis  Children’s 
hospitals  in  1972.  Using  standardized  criteria,  they  found 
the  incidence  of  intern  depression  was  30%,  most  cases 
(69%)  developing  within  the  first  two  months  of  the  year 
on  clinical  services  that  made  rounds  seven  days  per  week. 
Four  interns  had  suicidal  ideation,  three  had  a suicidal 
plan.  Six  interns  developed  new  marital  difficulties.  Fa- 
tigue, decreased  libido,  and  irritability  were  common 
symptoms  among  the  depressed  group  of  house  staff,  some 
of  whom  also  had  a prior  history  of  depression  and/or  a 
family  history  of  depression  or  suicide. 

In  1981  Small9  described  a “house  officer  stress  syn- 
drome,” characterized  by  the  four  universal  features  of 
episodic  cognitive  impairment,  chronic  anger,  pervasive 
cynicism,  and  family  discord.  This  syndrome  may  also  be 
accompanied  by  three  uncommon  but  serious  features:  de- 
pression, substance  abuse,  and  suicidal  ideation  or  actual 
suicide.  McCue10  cites  data  indicating  that  these  prob- 
lems continue  into  the  postresidency  period.  Physicians 
have  a suicide  rate  two  to  three  times  that  of  the  general 
population,  suffer  from  drug  addiction  30  to  100  times  as 
often,  and  are  more  likely  to  have  had  ten  or  more  visits  to 
a psychiatrist  than  nonphysicians. 

Schwartz  et  al11  surveyed  residents  at  the  University  of 
Rochester  Medical  Center  and  discovered  that  increased 
stress  was  associated  with  emergency  room  rotations,  fre- 
quent night  call,  and  lack  of  sleep.  Reuben12  administered 
a self-reporting  depression  questionnaire  monthly  to  68 
medical  residents  (27,  23,  and  1 8,  respectively,  at  the  first, 
second,  and  third  postgraduate  year  level)  at  the  Rhode 
Island  Hospital  during  the  1981-1982  academic  year. 
First  year  residents  had  the  highest  rate  of  depression 
(28.7%),  with  rates  falling  in  each  successive  year  of  train- 
ing. Responses  indicating  depression  were  received  from 
24.7%  of  house  officers  on  general  medical  wards,  31.5% 
in  intensive  care  units,  26.2%  in  the  emergency  room,  and 
13.4%  on  elective  rotations. 

Gordon  et  al13  prospectively  analyzed  mood  changes 
among  35  interns  at  the  University  of  California,  Irvine/ 
Long  Beach  Medical  Program  during  the  1982-1983  aca- 
demic year  and  found  four  factors  that  changed  signifi- 
cantly during  the  course  of  the  year.  Anger/hostility  and 
fatigue/inertia  scores  increased,  while  tension/anxiety 
and  vigor/activity  scores  declined  as  the  year  progressed. 
Girard  and  colleagues14  at  the  Oregon  Health  Sciences 
University  prospectively  studied  interns’  emotions  and  at- 
titudes. Levels  of  excitement,  nervousness,  anxiety,  and 
“being  overwhelmed”  decreased  progressively  while  fa- 


tigue, depression,  and  feelings  of  defeat  increased  during 
the  year,  reaching  a maximum  at  eight  months.  Ford  and 
Wentz15  at  the  Vanderbilt  University  School  of  Medicine 
discovered  that  the  most  stressful  issues  among  their  in- 
terns were  inadequate  sleep,  inadequate  time  to  pursue 
personal  matters,  and  inadequate  personal  interest  and 
support  from  attending  physicians.  Finally,  in  a national 
survey  of  internal  medicine  residency  programs,  Smith  et 
al16  tried  to  determine  the  extent  of  emotional  impairment 
in  medical  house  staff  from  1979  to  1984.  During  this  time 
period,  55.5%  of  training  programs  granted  leaves  of  ab- 
sence because  of  emotional  impairment;  0.9%  of  all  medi- 
cal house  staff  required  such  a leave,  with  10%  of  these 
eventually  dropping  out  of  medicine  completely,  3%  un- 
successfully attempting  suicide,  and  2%  successfully  com- 
mitting suicide. 

Two  studies  have  specifically  examined  the  influence  of 
residency  experience  on  family  and  spousal  relationships. 
Landau  et  al17  found  that  40%  of  their  respondents  experi- 
enced serious  difficulties  and  72%  of  this  group  believed 
these  problems  were  due  to  the  residency  program  alone. 
Nelson  and  Henry18  surveyed  family  practice  residents  at 
the  University  of  Minnesota  and  reported  that  the  most 
common  concerns  were  lack  of  leisure  time,  spouse  com- 
plaints, conflicting  demands  on  study  time,  career  ambiv- 
alence, decreasing  sexual  expression,  and  worries  about 
parenting. 

Overall,  the  reports  in  the  literature  do  not  present  an 
optimistic  outlook.  House  staff  are  at  high  risk  for  a vari- 
ety of  psychological  problems,  ranging  from  anxiety  to 
drug  abuse  to  suicide.  Despite  this  reality,  changes  come 
slowly  to  medical  education  and  residency  training.  The 
shock  of  the  Libby  Zion  case  in  New  York  and  the  subse- 
quent report  of  the  New  York  State  Advisory  Committee 
on  Emergency  Services,  Supervision  and  Resident  Work- 
ing Conditions  have  resulted  in  recommendations  for  cor- 
rective action  to  lessen  house  staff  workload,  improve 
house  staff  working  conditions,  and  alleviate  some  of  the 
factors  that  contribute  to  house  staff  stress. 

The  Libby  Zion  Case  and  the  Bell  Commission 

The  death  of  a young  woman  at  a major  New  York  hos- 
pital, the  subsequent  publicity  and  grand  jury  report,  and 
the  recommendations  of  a special  state  advisory  commit- 
tee headed  by  Dr  Bertram  Bell  stimulated  new  thinking 
and  a new  era  in  medical  training  in  New  York  State.  The 
details  of  the  case  are  well  chronicled.19  The  grand  jury 
made  five  recommendations: 

1 . The  New  York  State  Department  of  Health  should 
propagate  regulations  that  mandate  all  level-one 
hospitals  to  staff  their  emergency  rooms  with  phy- 
sicians who  have  completed  at  least  three  years  of 
postgraduate  training  and  who  are  specifically 
trained  to  evaluate  and  care  for  patients  on  an 
emergency  basis. 

2.  The  state  department  of  health  should  propagate 
regulations  to  ensure  that  interns  and  junior  resi- 
dents in  level-one  hospitals  are  supervised  contem- 
poraneously and  in  person  by  attending  physicians 
or  those  members  of  the  house  staff  that  have  com- 
pleted at  least  a three-year  postgraduate  residency 
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program.  These  regulations  should  narrowly  define 
the  circumstances  under  which  interns  may  prac- 
tice medicine  without  direct  supervision. 

3.  The  state  department  of  health  should  propagate 
regulations  to  limit  consecutive  working  hours  for 
interns  and  junior  residents  in  teaching  hospitals. 

4.  Legislation  should  be  enacted  to  prescribe  when  a 
patient  in  a medical  hospital  may  be  physically  re- 
strained and  to  standardize  the  care  and  attention 
necessary  for  a patient  in  restraints. 

5.  The  state  department  of  health  should  conduct  a 
study  to  determine  the  feasibility  of  requiring  level- 
one  hospitals  to  implement  a computerized  system 
to  check  for  contraindicated  combinations  of  drugs. 

The  grand  jury  was  obviously  concerned  about  inade- 
quate supervision  and  instruction,  sleep  deprivation  and 
overwork,  and  informational  overload.  In  response  to  the 
grand  jury  report,  the  Bell  Commission  issued  a series  of 
recommendations  to  the  New  York  State  Department  of 
Health,  most  of  which  were  due  to  be  fully  implemented 
by  July  1,  1989.  The  most  controversial  recommendation 
is  the  following: 

Individual  residents  who  have  direct  patient  care  responsibilities 
in  areas  other  than  the  emergency  department  shall  have  a sched- 
uled work  week  which  will  not  exceed  an  average  of  eighty  hours 
per  week  over  a four  week  period  and  should  not  be  scheduled  to 
work  as  a matter  of  course  for  more  than  twenty-four  consecutive 
hours,  with  one  twenty-four-hour  period  of  non-working  time  per 
week  .... 

The  Bell  Commission’s  recommendation  caused  a great 
deal  of  controversy.  Although  some  aspects  of  the  old 
training  system  are  clearly  “abusive,”  it  was  built  as  a 
model  of  education,  continuity  of  care,  and  graded  respon- 
sibility. Concerns  have  been  raised20  that  the  new  guide- 
lines are  too  rigid  and  will  subvert  the  educational  process, 
leading  to  a civil  service  and  private  industry  worker-like 
“shift”  mentality,  and  to  loss  of  continuity  of  care.  The 
logistics  of  scheduling  appear  daunting:  a statewide  meet- 
ing of  25  chief  residents  was  held  in  New  York  to  discuss 
the  issue  and  no  consensus  on  the  scheduling  alternatives 
emerged.21  There  is  cynicism  that  the  estimated  $200  mil- 
lion needed  to  put  the  commission’s  recommendations  into 
effect  will  be  made  available. 

Stress  Reduction  Techniques 

The  cornerstone  of  stress  reduction  should  be  a reem- 
phasis of  the  primacy  of  education  in  residency  training. 
Too  often  hospital  administrators  view  house  staff  as  a 
source  of  cheap  labor  for  phlebotomy,  transport,  clerical 
work,  and  the  like.  As  recently  stated,  . . central  to  orga- 
nization of  training  ...  is  a need  to  confront  finally  where 
. . . meaningful  patient  care  necessary  in  order  to  gain 
eventual  competence  as  independent  practitioners  . . . 
ends  and  . . . burdensome  non-medical  chores  . . . which 
contribute  to  fatigue  and  frustration  begin.”22 

Also  central  to  stress  management  is  the  reduction  of 
workload,  in  terms  of  both  hours  and  nonphysician  chores. 
Specific  support  systems  such  as  adequate  attending  su- 
pervision, computerization  of  laboratories,  and  the  hiring 
of  nonphysician  care  providers  (physicians’  assistants. 


nurse  practitioners,  etc)  have  been  used  successfully  in 
different  settings. 

Specific  stress  reduction  programs  have  been  reported 
in  the  literature.  As  early  as  1978,  Siegel  and  Donnelly23 
described  a support  group  for  pediatric  interns  in  which 
the  interns  committed  themselves  to  ten  weekly  90-minute 
discussion  sessions  led  by  two  attending  physicians.  Top- 
ics discussed  included  stress,  long  hours  of  work  and  sleep 
deprivation,  career  choices,  anger,  and  helplessness.  Over- 
all, the  experience  was  felt  to  be  positive  as  judged  by  writ- 
ten evaluations,  but  the  authors  emphasized  that  such 
groups  are  only  one  component  in  a house  staff  support 
system  and  that  “. . . nothing  could  be  more  supportive 
than  decreasing  the  number  of  hours  worked  each  week.” 
Since  that  time,  reports  of  discussion  groups,24-25  stress 
reduction  programs,26^28  and  intervention  techniques29-30 
have  appeared.  From  a scientific  point  of  view,  it  is  diffi- 
cult to  comment  on  the  effectiveness  of  the  programs  re- 
ported in  the  literature  to  date.  There  are  no  randomized 
trials  and  there  is  no  standardized  tool  with  which  to  mea- 
sure efficacy.  In  general,  authors  have  used  questionnaires 
to  analyze  their  anti-stress  efforts.  In  spite  of  these  short- 
comings, there  appears  to  be  agreement  on  several  points, 
and  some  lessons  can  be  learned. 

Participants  in  support  groups  are  made  aware  that  it  is 
reasonable  to  expect  camaraderie,  empathy,  and  an  op- 
portunity to  “ventilate.”  Problem  solving  and  programa- 
tic  changes  in  residencies  are  welcome  byproducts  of 
stress  reduction  efforts,  but  they  should  not  be  viewed  as 
primary  goals  since  such  an  approach  may  lead  to  disap- 
pointment and  frustration.  Second,  the  more  severely  a 
house  officer  is  impaired,  the  less  likely  it  is  that  he  or  she 
will  participate  in  such  a group.  Therefore,  program  direc- 
tors should  not  view  discussion  sessions  as  a mental  health 
screening  device.  Finally,  sessions  should  be  scheduled  at 
convenient  times  and  house  officers  should  be  totally  free 
to  attend,  unencumbered  by  a beeper,  in  order  to  maxi- 
mize participation  and  continuity.  At  present,  it  appears 
reasonable  to  consider  all  stress  reduction  programs  as 
equally  valid  and  local  resources  should  dictate  local  poli- 
cy. Discussion  groups,  faculty  advisor  systems,  “liver 
rounds,”  retreats,  and  athletic  events  are  some  of  the  most 
common  devices  used  by  training  programs.  However, 
these  do  not  take  the  place  of  readily  available  faculty  or  a 
formal  counseling  program  for  the  more  severely  im- 
paired. 

Conclusion 

These  are  difficult  times  for  medical  education.  Cur- 
rent house  officers,  caring  for  sicker  patients  with  shorter 
hospital  stays  than  those  of  a decade  or  generation  ago, 
exposed  to  an  explosion  of  information  in  medicine,  and 
having  at  their  fingertips  technologies  undreamed  of  20 
years  ago,  are  facing  hardship  and  uncertainty.  Their 
training  period  demands  much  of  them,  physically  and 
emotionally,  and  puts  them  at  risk  for  psychological  and 
emotional  problems.  Service  (ie,  caring  for  patients),  and 
not  education,  tends  to  be  the  driving  force  in  their  lives. 
With  society  responding  slowly,  at  best,  to  the  epidemic  of 
acquired  immunodeficiency  syndrome,  residents  are 
working  bravely  on  the  front  lines,  repressing  fear  of  per- 
sonal danger.  The  future  looks  uncertain,  with  more  eco- 
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nomic  competition  and  lower  incomes  and  more  regula- 
tion and  governmental  control  a likely  scenario. 

It  is  time  for  national  organizations  to  analyze  the  cur- 
rent dilemma  and  offer  proposed  solutions,  as  the  Associa- 
tion of  Program  Directors  in  Internal  Medicine  recently 
did.31  Those  individuals  who  are  responsible  for  teaching 
and  supervising  residents  are  challenged  to  devise  pro- 
grams that,  on  the  one  hand,  deliver  excellent  patient  care 
and,  on  the  other,  provide  an  environment  in  which  train- 
ees can  learn,  grow,  and  prosper. 

Acknowledgment.  The  authors  are  indebted  to  Mrs  Annette 
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The  impact  of  the  new  code  regulations  on  postgraduate 
medical  education  in  New  York  State 

Steven  C.  Reiner,  md 


In  July  of  this  year,  new  health  code  regulations  became 
effective  which  established  working  conditions  and  limit- 
ed hours  for  interns  and  residents.  A full  explanation  of 
the  regulations  is  presented  elsewhere.1  Briefly  summa- 
rized, these  regulations  place  limits  on  working  hours  of 
house  staff  in  all  teaching  programs  in  New  York  State. 
Emergency  department  shifts  are  limited  to  12  hours  at  a 
maximum;  house  staff  work  schedules  must  not  exceed  80 
hours  per  week;  and  a minimum  of  eight  hours  of  non- 
working time  must  separate  work  periods.  Hospitals  must 
adopt  and  enforce  policies  prohibiting  dual  employment, 
where  such  employment  exceeds  the  allotted  number  of 
hours.  Supervision  of  house  staff  by  attending  physicians 
or  “chief  resident”  level  house  staff  is  mandatory  24  hours 
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a day,  and  attending  physicians  must  be  equally  available 
on  call  within  20-30  minutes. 

These  regulations,  enacted  with  surprising  speed  by  the 
New  York  State  Department  of  Health,  have  generated 
intense  debate  in  the  medical  educator  community  with 
regard  to  their  advisability,  workability,  and  imputed 
benefits  to  house  staff  and  patients,  as  well  as  the  quality 
of  care.  The  purpose  of  this  article  is  to  discuss  the  impact 
of  this  legislation  on  the  quality  and  quantity  of  house 
staff  education  in  the  State  of  New  York.  I am  certain 
that  more  issues  and  questions  will  be  raised  than  can  be 
answered. 

Rare  indeed  would  be  the  hospital  administrator  or 
house  staff  member  who  has  not  heard  of  Libby  Zion.  An 
excellent  review  of  the  case  and  its  effects,  seminal  to  this 
new  legislation,  is  presented  by  Asch  and  Parker.2  Acting 
in  response  to  questions  raised  by  the  grand  jury  which 
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investigated  the  Zion  case,  and  issues  of  the  quality  of 
health  care  in  New  York  City  raised  by  Andrew  Stein 
(New  York  City  Council  President),  the  New  York  State 
Commissioner  of  Health  appointed  Dr  Bertrand  M.  Bell 
of  the  Albert  Einstein  College  of  Medicine  to  chair  the  Ad 
Hoc  Advisory  Committee  on  Emergency  Services,  which 
was  composed  of  “nine  distinguished  New  York  physi- 
cians.”2 The  results  of  the  ad  hoc  committee  hearings, 
which  included  representation  from  graduate  medical 
education,  are  apparent  in  the  new  health  code  recom- 
mendations. 

Sleep  Deprivation  and  the  Quality  of  Care 

The  “general  public  overwhelmingly  disapproves  of 
[36-hour  shifts  and  100-hour  weeks]  and  expects  residen- 
cy reform.”3  Why  are  residency  working  hours  so  long? 
Theories  offered  by  Asch  and  Parker2  include  “a  long  tra- 
dition maintained  by  inertia”;  “a  bow  to  medicine’s  histor- 
ic foundations”;  “a  rite  of  passage  that  tests  residents’ 
worthiness”;  an  “essential  of  proper  training  for  observa- 
tion of  disease  over  a period  of  time”;  and  lastly,  “resi- 
dents provide  an  elastic  source  of  physician  labor  compati- 
ble with  the  economic  realities  of  hospital  adminis- 
tration.”2 

Despite  the  intense  debate  focused  on  resident  working 
hours,  it  has  proven  extremely  difficult  to  demonstrate  a 
correlation  between  resident  sleep  deprivation  and  quality 
of  care.  Deaconson  and  colleagues4  summarized  ten  stud- 
ies of  sleep-deprived  house  staff  performance  prior  to  their 
own.  “Investigators  concluded  that  physicians  could  com- 
pensate for  the  effect  of  sleep  loss  in  the  performance  of 
both  simple  and  complex  psychomotor  and  cognitive  func- 
tion tests.  . . Investigators  have  commented  on  the  ability 
to  compensate  for  the  perceived  fatigue  effect  of  sleep  de- 
privation.”4 There  was  little  evidence  that  resident  judg- 
ment and  the  quality  of  care  were  affected  by  sleep  depri- 
vation. Deaconson  and  O'Hair  studied  a cohort  of  surgical 
residents  by  examining  them  each  morning  on  a daily  ba- 
sis with  a battery  of  psychometric  tests.  These  measured 
cognition,  discernment,  visual  and  auditory  vigilance,  and 
eye-hand  coordination.  Their  results  showed  that  “sleep 
deprivation  did  not  affect  overt  cognitive  or  motor  perfor- 
mance,” and  that  the  correlation  between  sleep  and  per- 
formance revealed. . . “only  trivial  effects  due  to  sleep.” 
They  concluded,  “the  assumption  that  sleep  deprivation 
associated  with  usual  on  call  schedules  impairs  cognitive 
and  motor  performance  of  residents  such  that  clinical  care 
of  patients  may  be  compromised  is  not  supported  by  our 
observations.”4 

Colford  and  McPhee,5  after  reviewing  an  extensive  bib- 
liography, concluded  that  “although  it  has  been  widely 
studied,  very  few  studies  have  examined  the  effects  of  lack 
of  sleep  on  residents  or  its  impact  on  the  quality  of  patient 
care.”  In  1971,  Friedman  et  al,6  in  an  often-cited  study, 
demonstrated  a statistically  significant  increase  in  elec- 
trocardiogram reading  errors  among  sleep  deprived  in- 
terns. Leighton  and  Livingston7  described  an  informal 
study  of  1 2 sleep  deprived  house  staff  members.  These  res- 
idents appeared  to  have  a decreased  ability  to  perform 
simple  mathematical  calculations,  an  effect  that  could 
“have  tragic  consequences.”  Reznick  and  Folse,8  in  an  ex- 
tensive review  of  the  literature,  concluded  that  “the  litera- 


ture on  sleep  deprivation  as  it  relates  to  the  physician  is 
neither  rich  nor  conclusive.”  Their  study  involved  33  sleep 
deprived  residents  at  Southern  Illinois  University.  In 
studying  factual  recall,  speed  and  accuracy  in  concentra- 
tion, and  speed  and  accuracy  in  manual  dexterity,  they 
found  “no  significant  differences  in  performance  in  the 
sleep-deprived  condition  compared  with  performance  in 
the  non-sleep-deprived  condition  in  any  of  the  three  do- 
mains tested.” 

Perspectives  on  Reform 

Despite  the  above  cited  research,  few  medical  educators 
would  deny  that  reform  in  resident  working  conditions  is 
due.  Residents  are  subjected  to  severe  stress,  and  con- 
structive suggestions  for  reducing  this  have  been  made.5’9 
The  ill  effects  of  sleep  deprivation  and  constant  stress  lev- 
els are  eloquently  voiced  by  Garcia10;  exhaustion,  slow- 
wittedness,  impaired  dexterity,  frustration,  resentfulness, 
and  intense  anger  toward  patients  replace  sympathy  and 
compassion  in  the  exhausted  resident.  Changes  in  resident 
hours  are  “long  overdue,  sorely  needed,  and  will  enhance 
patient  care,”11  according  to  the  New  York  Committee  of 
Interns  and  Residents.  A house  staff  union  in  Boston  is  on 
record  as  being  supportive  of  similar  legislation  now  pend- 
ing before  the  Massachusetts  legislature.12 

The  view  of  the  ad  hoc  committee  is  quite  clear: 

The  intent  of  these  regulations  is  to  improve  quality  assurance. 
They  will  also  improve  postgraduate  medical  education  by  per- 
mitting residents  to  have  the  time  and  psychic  energy  to  be  in  a 
condition  to  learn  medicine  and  to  make  the  kind  of  commitment 
to  patients  which  is  the  essence  of  doctoring.  Physicians  who  are 
sleep-deprived  and  overworked  cannot  make  a commitment  to 
continuity  of  care.  The  new  regulations.  . . will  allow  for  im- 
proved patient  care  and  resident  education.13 

Imperato14  writes,  “The  law  of  diminishing  return  should 
have  long  ago  told  us  that  beyond  a certain  point  little  or 
nothing  is  added  to  the  knowledge  and  skills  of  house  offi- 
cers who  are  obtunded  by  a lack  of  sleep.”  McCall  adds 
the  concern  that  public  belief  in  sleep  deprivation  result- 
ing in  poor  patient  care  could  result  in  increased  liability 
from  lawsuits  “alleging  that  tired  residents  provided  poor 
care.”3 

The  question  therefore  is  not  whether  resident  working 
conditions  and  the  educational  process  should  be  re- 
formed but  rather  what  form  this  reshaping  should  take. 
A major  concern  in  the  minds  of  medical  educators  is  the 
means  by  which  resident  work  hours  and  stress  may  be 
reduced,  while  maintaining  or  even  improving  the  quality 
of  resident  education  and  experience.  McCall3  believes 
that  the  situation  is  so  urgent  that  conservative  calls  for 
studying  the  problem  before  making  changes  are  inappro- 
priate and  that  “we  cannot  wait  for  studies  to  resolve  all 
remaining  questions,  now  is  the  time  for  action.”  After 
implementation,  the  regulations  can  be  “fine  tuned.”  The 
American  College  of  Physicians  (ACP),  while  agreeing 
that  reform  is  due,  stringently  opposed  the  Bell  ad  hoc 
committee  recommendations  when  testifying  before  that 
body.  Strict  limits  on  resident  hours  as  proposed  in  New 
York  State  would  be  unworkable  and  paradoxically  could 
worsen  the  fatigue  factor.  New  York  State  regulations  as 
written, 
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would  create  major  logistical  and  fiscal  problems. . . and  prob- 
lems of  fatigue  at  least  equal  [to  current]  night  call  schedules.  . . 
it  is  unrealistic  to  expect  interns  to  function  any  better  after  a 
work  week  of  16-hour  days  (88  hours  total)  than  after  a week 
that  included  2 32  hour  shifts  interspersed  with  2 '/2  9-hour 
days.15 

Explicit  rules  for  supervision  of  junior  by  senior  resi- 
dents with  an  on-call  system  is  preferable  to  on-site  at- 
tending physicians,  at  least  for  medical  education  pur- 
poses. The  American  College  of  Physicians  reworked 
these  ideas  into  a formal  position  paper.16  With  specific 
reference  to  the  recent  enactment  of  regulations  in  New 
York,  the  ACP  took  the  position  that  “fragmented 
changes,  hastily  implemented,  in  the  structure  of  medical 
residencies  are  likely  to  produce  major  disruptions  in  the 
enormously  complex  system  of  patient  care  and  education 
that  characterizes  the  modern  medical  teaching  ser- 
vice.”16 It  called  for  placing  the  issue  of  working  condi- 
tions in  a broader  perspective  of  medical  education.  Any 
changes  intended  to  improve  resident  working  conditions 
“must  take  into  account  the  complex  realities  governing 
teaching  services.”16  In  summary,  the  ACP  thought  that 
change  should  be  systematic  and  coordinated  with  a bal- 
ance between  patient  care  and  teaching  needs.  Perhaps 
changes  in  the  medical  care  system  itself  are  necessary  in 
synchrony  with  changes  in  the  educational  system.  For  ex- 
ample, reduction  in  resident  work  time  must  be  accom- 
plished in  tandem  with  an  increase  in  medical  care  support 
services  such  as  intravenous  teams,  technicians,  and  trans- 
port personnel.  In  calling  for  efforts  to  reduce  preventable 
medical  error  on  teaching  services,  the  ACP  believes  that 
because  of  the  limits  of  uncertainty  intrinsic  to  medical 
practice,  the  mere  presence  of  a supervising  or  attending 
physician  would  not  reduce  medical  error  to  zero.16  Other 
proposals  included  reasonable  restriction  on  total  duty 
hours  with  the  avoidance  of  excess  breaks  in  continuity  of 
care  or  premature  disengagement  from  responsibilities.  A 
formal  and  fundamental  evaluation  and  review  of  the  resi- 
dent-supervisor relationship  is  necessary  in  order  to  strike 
a critical  balance  between  residents’  independent  judg- 
ment and  input  from  senior  experienced  and  technically 
accomplished  supervisory  physicians. 

On  a national  level,  other  states,  closely  observing  the 
debate  in  New  York,  have  introduced  similar  legislation. 
In  California,  Pennsylvania,  Hawaii,  and  Connecticut 
similar  bills  were  defeated  in  the  legislature.  “Legislators 
said  they  were  willing  to  give  organized  medicine  a chance 
to  clear  up  its  own  problems.”12  Legislation  similar  to  that 
of  New  York  had  been  introduced  in  Massachusetts,  and  a 
counter  proposal  that  would  give  the  state’s  academic 
medical  centers  wide  authority  to  police  themselves  is  also 
under  scrutiny.  Organized  house  staff  in  Massachusetts 
support  the  legislative  proposal.  However,  non-unionized 
residents  are  of  the  opinion  that  restriction  by  the  state’s 
ironclad  proposed  rules  would  cause  a deterioration  in  the 
educational  process.  Richard  Egdahl,  MD,  director  of 
Boston  University  Medical  Center  and  Chairman  of  the 
Coordinating  Committee  on  House  Staff  Training  Issues 
in  Massachusetts,  believes  that  rigid  legislation  governing 
house  staff  working  conditions  will  have  a severely  delete- 
rious effect  on  medical  education.  His  opinion  is  that  in 
spite  of  Massachusetts’  reputation  as  the  “acme  of  aca- 


demic medicine,”  surgical  and  other  residents  would  de- 
sert Massachusetts  for  programs  elsewhere  if  rigid  regula- 
tions interfered  with  their  education.12 

Implementing  Reform 

Having  established  that  some  type  of  reform  is  due,  the 
question  remains  as  to  who  will  do  it  and  how  it  will  be 
done.  Foremost  among  the  objections  to  the  new  regula- 
tions is  the  impracticality  of  implementing  them  as  of  July 
1,  1989.  Inherent  in  the  Bell  commission’s  report  were 
provisions  for  assumption  of  “non-educational  activities” 
by  ancillary  workers,  such  as  messengers,  transporters, 
phlebotomists,  and  intravenous  teams.  The  Greater  New 
York  Hospital  Association  made  a conservative  estimate 
that  it  would  take  two  to  three  hundred  million  dollars  per 
year  to  pay  for  these  new  personnel.  Logistically,  thou- 
sands of  physician’s  assistants,  practical  nurses,  phleboto- 
mists, etc,  would  be  needed.  Bell13  concedes  that 

addressing  this  need  may  be  complicated  in  the  beginning  by 
manpower  shortages;  the  manpower  should  be  available  if  train- 
ing programs  are  quickly  developed.  These  occupations  must  also 
be  upgraded,  and  the  people  recruited  for  these  important  posi- 
tions paid  appropriately. 

Unfortunately,  there  is  not  the  slightest  hint  given  as  to 
how  this  will  be  accomplished.  Furthermore,  these  person- 
nel may  not  be  available  at  any  price.  Any  hospital  admin- 
istrator or  residency  director  who  has  attempted  to  recruit 
a nurse  practitioner,  physician’s  assistant,  or  phlebotomist 
is  well  aware  of  this,  yet  hospitals  are  mandatorily  expect- 
ed to  cut  house  staff  time  prior  to  having  backup  personnel 
in  place. 

The  most  obvious  solution  to  the  simultaneous  mandate 
to  reduce  working  hours  and  provide  patient  care  is  to  re- 
cruit additional  house  staff.  But  this  is  a time  when  appli- 
cations to  internal  medicine  and  family  practice  residen- 
cies are  dropping.17  Richard  Gorlin,  chairman  of  the 
department  of  medicine  at  Mt  Sinai  Hospital  in  New 
York  City,  recently  discussed  this  “ripple  effect.”18  He 
stated  that  at  Mt  Sinai,  perhaps  16-18  additional  house 
staff  members  were  needed  for  the  internal  medicine  pro- 
gram. Although  he  thought  that  Mt  Sinai’s  reputation 
would  help  in  attracting  these  house  staff  members,  he 
would  be  digging  deep  into  the  pool  of  applicants  and  per- 
haps coming  up  with  less  qualified  candidates.  Since  ev- 
eryone is  dipping  into  the  same  pool,  he  concluded  that  the 
municipal  and  voluntary  hospitals,  with  less  attractive  res- 
idency programs,  might  come  up  empty  handed.  Consid- 
ering the  decreased  interest  in  primary  care  specialties 
and  the  slowing  influx  of  foreign  medical  graduates,  the 
point  is  well  made. 

Organized  house  staff  initially  welcomed  the  proposed 
changes.  But  the  original  opinion  of  medical  students,  in- 
terns, and  residents  may  be  changing.  In  informal  discus- 
sions, some  residents  have  voiced  the  opinion  that  “shift 
work”  and  mandatory  time  off  leaves  them  uneasy  about 
maintaining  continuity  of  patient  care  and  uninterrupted 
clinical  experience  at  important  moments.  Interestingly,  the 
American  College  of  Physicians  voices  similar  concerns: 

The  College  asserts  that  a strict  limit  on  consecutive  hours  to  be 
spent  with  the  sick  is  not  fully  compatible  with  the  fundamental 
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goals  of  either  the  best  patient  care  or  optimal  clinical  education 
. . .patient  care  is  inevitably  more  fragmented  by  rigid  duty  hour 
restrictions,  because  transfer  of  responsibility  between  residents 
will  occur  with  increased  frequency,  thus  increasing  the  opportu- 
nity for  errors  in  information  transfer. . . Moreover,  the  resident 
who  has  developed  a primary  relationship  with  the  patient 
through  first  and  most  extensive  contact  is  less  likely  to  be  in- 
volved in  important  decisions  affecting  patient  care.  The  College 
[recommends  that]  consecutive  hours  residents  spend  with  their 
sick  patients  must  not  be  rigidly  limited  to  an  extent  that  pro- 
duces undesirable  consequences  for  patient  care  and  resident 
education.  Residents  must  not  disengage  themselves  from  care  of 
their  patients  until  proper  management  and  continuity  of  care 
are  assured.16 

As  voiced  by  Egdahl,  those  in  the  surgical  subspecialties 
might  feel  this  most  dramatically.  A chief  surgical  resi- 
dent, now  faced  with  increased  night  call  to  supervise  his 
juniors,  must  now  go  home  at  8 am  instead  of  scrubbing  in 
the  operating  room.  To  document  his  operative  case  load, 
and  achieve  the  numbers  and  variety  of  surgical  cases 
mandated  by  the  American  Board  of  General  Surgery, 
may  now  become  difficult.  It  is  entirely  possible  that  the 
length  of  residency  training  will  need  to  be  increased,  as 
the  intensity  and  volume  of  experience  decreases,  in  order 
to  meet  the  requirements  of  the  various  specialties.  Within 
the  specialty  of  family  medicine,  this  problem  would  be 
especially  acute.  There  is  a very  strong  mandate  in  the 
residency  requirements  for  continuity  of  care.  Residents 
forced  to  “sign  off’  their  family  practice  center  scheduled 
visits  because  of  previous  night  call  would  be  deficient  in 
this  continuity  of  care,  and  it  is  entirely  possible  that  resi- 
dencies in  New  York  State  would  be  challenged  by  both 
the  American  Board  of  Family  Practice  and  the  Residen- 
cy Review  Committee.  The  American  College  of  Physi- 
cians voices  essentially  the  same  concern  in  its  position 
paper  and  believes  that  changes  in  policy  governing  resi- 
dency training  must  of  necessity  be  coordinated  among 
the  many  jurisdictions  responsible  for  postgraduate  medi- 
cal education,  including  the  certifying  specialty  and  sub- 
specialty boards,  the  Advisory  Committee  on  Graduate 
Medical  Education,  and  the  “appropriate  residency  re- 
view committees.”16 

The  Views  of  Medical  Educators 

I conducted  a simple  telephone  survey  of  ten  residency 
directors  in  family  medicine,  internal  medicine,  and  gen- 
eral surgery  in  New  York  State.  This  was  not  meant  to  be 
a rigorous  scientific  study  but  rather  a search  for  some  of 
the  opinions  of  established  and  experienced  medical  edu- 
cators. Despite  the  anecdotal  nature  of  this  information,  it 
offers  food  for  thought  about  the  possible  impact  of  the 
legislation  on  the  medical  education  process  in  New  York. 

Ten  respondents  were  asked  to  indicate  on  a five-point 
scale  the  impact  of  the  new  resident  scheduling  process  on 
the  quality  and  quantity  of  the  resident’s  learning  process. 
Responses  were  classified  as  “strongly  negative,”  “some- 
what negative,”  “neutral,”  “somewhat  positive,”  and 
“strongly  positive.”  The  five  sample  areas  of  resident  edu- 
cation were:  usual  and  customary  cognitive  skills  (obtain- 
ing history,  physical  exam,  treatment  plan  formulation); 
obtaining  experience  in  psychomotor  skills  (surgical  pro- 
cedures, obstetrical  delivery,  invasive  diagnostic  proce- 
dures); the  continuity  of  care  experience  (outcome  of  re- 


sults of  efforts  made);  the  ability  to  be  present  in  the 
family  practice  center  (or  other  outpatient  department) 
for  regularly  scheduled  or  unscheduled  visits  of  assigned 
families;  the  ability  to  be  present  at  regularly  scheduled 
conferences  (case  presentation,  grand  rounds,  etc).  Re- 
spondents were  then  asked  to  comment  freely  on  the  rea- 
sons for  their  opinion. 

Briefly  summarized,  the  results  were  as  follows.  Seven- 
ty percent  thought  that  the  effect  on  usual  and  customary 
cognitive  skills  would  be  either  neutral  (50%)  or  some- 
what positive  (20%).  The  explanation  usually  given  was 
that  rested  and  relaxed  residents  could  better  perform 
these  intellectual  tasks.  Thirty  percent  of  the  respondents 
thought  there  would  be  a negative  impact  on  developing 
these  skills. 

Sixty  percent  thought  that  there  was  some  or  strong 
negative  impact  on  developing  psychomotor  skills.  An  ad- 
ditional 30%  thought  the  impact  was  neutral.  Explana- 
tions of  negative  impact  included  the  belief  that  residents 
would  not  be  around  when  patients  were  available.  Those 
responding  in  the  neutral  category  thought  that  rested  res- 
idents would  perform  better  and  indeed  have  time  to  read 
about  procedures  rather  than  “see  one,  do  one,  teach  one.” 

Turning  to  the  more  serious  questions  of  continuity  of 
care,  availability  in  the  outpatient  department,  and  avail- 
ability for  conferences,  opinion  was  nearly  universal  that 
the  new  regulations  would  have  a very  substantial  nega- 
tive impact  on  these  resident  experiences.  Ninety  percent 
thought  that  the  impact  on  continuity  of  care  was  some- 
what or  strongly  negative.  The  development  of  a “shift 
mentality,”  and  the  requirement  to  abandon  patient  care 
promptly  after  “sign  out,”  were  cited  as  explanations. 
Residency  directors,  especially  in  family  practice,  thought 
the  new  regulations  would  conflict  with  the  American 
Board  of  Family  Practice  mandated  requirements  for  con- 
tinuity of  care  provided  by  resident  physicians  to  their  as- 
signed families.  Ninety  percent  thought  it  would  have  a 
negative  impact  on  this  area.  The  surgeons’  and  internists’ 
responses  were  essentially  the  same. 

With  regard  to  availability  for  regularly  scheduled  con- 
ferences, 100%  of  respondents  thought  that  a strong  or 
somewhat  negative  impact  would  ensue. 

Conclusions 

The  state  has  so  far  failed  to  clarify  whether  or  not  at- 
tendance at  conferences  would  be  considered  “clinical  du- 
ties.” It  seems  unlikely,  however,  that  residents  about  to 
begin  eight  or  24-hour  rest  periods  would  wish  to  remain 
for  conferences. 

Were  one  to  draw  a curve  plotting  resident  hours 
against  resident  fund  of  knowledge  (or  performance  on 
board  scores,  or  any  other  quality  judgment),  it  would 
surely  result  in  a normal  distribution.  Residents  forced  to 
work  long  and  laborious  hours  would  be  victims  of  a dete- 
riorating educational  process.  Falling  short  of  a minimum 
number  of  clinical  conferences  and  didactic  experiences 
would  probably  result  in  a poorer  educational  process.  By 
a similar  line  of  reasoning,  the  American  College  of  Physi- 
cians concludes  that  responsibility  of  residents  for  an  ex- 
cessively large  number  of  patients  obviously  carries  cer- 
tain risks,  including  inattention  to  important  medical 
detail  and  difficulty  in  devoting  the  requisite  time  to  the 
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various  elements  of  humane  care.  Responsibility  for  too 
few  patients  provides  inadequate  learning  opportunities 
and  is  poor  for  morale.  Its  recommendation  would  include 
training  programs  that  provide  appropriate  relief  for  resi- 
dent teams  during  and  after  excessively  demanding  nights 
on  call,  and  specific  guidelines  for  acceptable  numbers  of 
patients  admitted  per  resident  during  continuous  duty 
hours. 

The  proposed  regulations  for  resident  working  hours  in 
New  York  State  may  prove  to  be  one  of  the  greatest  un- 
controlled experiments  in  medical  education.  Should  we 
seize  the  opportunity  “to  effect  needed  changes  in  house 
staff  working  conditions.  . .and  [develop]  an  evaluative 
process  to  study  the  effect  of  these  changes  on  patient  care 
and  graduate  medical  education”19?  Or  should  we  resist 
these  “rigid  regulations  not  tailored  to  local  circumstance 
[and]  as  likely  to  affect  care  adversely  as  to  improve  it”20? 
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POSITION  PAPER 


The  education  of  physicians  and  the  health  of  New  York 

Associated  Medical  Schools  of  New  York  position  paper  on  the  mission  and 
responsibilities  of  medical  schools  and  academic  health  centers  in  New  York  State 


New  York’s  health  care  system  is  confronting  a new  era 
characterized  by  intense  concern  for  balancing  cost 
against  the  need  for  adequate  access  to  high  quality  care. 
In  addition,  the  system  has  had  to  cope  with  the  tragic 
explosion  of  acquired  immunodeficiency  syndrome 
(AIDS).  The  medical  community  is  also  striving  to  man- 
age the  dramatic  expansion  of  research-based  technology, 
while  paying  heed  to  widespread  concern  about  humane 
values  in  personal  care. 

The  issues  facing  the  health  care  system  in  New  York 
State  are  felt  throughout  the  country.  Here,  however,  the 
burdens  have  been  particularly  acute,  in  substantial  part 
because  of  the  disproportionate  levels  of  poverty,  home- 
lessness, AIDS,  and  drug  abuse  which  contrast  with  the 
advantages  of  unparalleled  educational  and  patient  care 
resources  in  the  state.  A major  challenge,  dealt  with  in  this 
paper,  is  the  need  to  formulate  an  effective  and  compre- 
hensive model  for  the  education  of  physicians,  and  to  link 
that  process  to  providing  access  to  high  quality  health  care 
throughout  the  state. 

A variety  of  issues  impact  on  our  ability  to  educate  phy- 
sicians. In  addition  to  those  cited  above  are  government 
regulation,  support  for  research  and  technology,  the  need 
to  strengthen  primary  and  geriatric  care,  affirmative  ac- 
tion, and,  finally,  the  availability  of  needed  resources. 

Of  immediate  concern  to  academic  medicine  in  New 
York  is  the  failure  of  the  state’s  agencies  charged  with 
public  oversight  and  accountability  to  enhance  rather 
than  constrain  public  and  private  educational  and  health 
care  institutions  in  their  response  to  the  state’s  needs.  For 
example,  the  recent  regulatory  initiatives  of  the  New 
York  State  Department  of  Health,  such  as  revisions  of 
section  405  of  the  State  Hospital  Code,  are  understand- 
able in  intent,  but  unworkable  as  mandated.  Many  of  the 
new  regulations  require  increased  personnel,  which  is  in 
critically  short  supply,  and  will  result  in  significantly 
higher  costs  for  institutions  already  in  deep  financial  trou- 
ble. Moreover,  faculty  members  are  diverted  from  neces- 
sary research  and  teaching  to  deal  with  mounting  bureau- 
cratic demands.  Clearly,  the  department  is  under 
enormous  pressure  to  resolve  a host  of  issues,  particularly 
containment  of  cost  and  protection  of  patients.  Neverthe- 
less, the  department’s  current  response  to  these  pressures 
is  overly  restrictive,  and  potentially  impedes  desired 
change. 

There  is  an  overriding  need  to  refocus  the  state's  regula- 


tory approach.  Many  of  the  shortcomings  of  state  regula- 
tion stem  from  an  imbalance  in  state  agency  oversight  and 
the  lack  of  effective  working  relationships,  particularly 
between  the  departments  of  health  and  education.  If  the 
quality  of  medical  education  is  to  be  maintained,  the  state 
education  department  must  reassert  its  statutory  responsi- 
bility for  the  quality  of  medical  education  at  all  levels.  The 
changes  needed  in  the  education  of  physicians  require  re- 
affirmation of  the  locus  of  responsibility  for  medical  edu- 
cation plus  participation  by  the  department  with  the  edu- 
cators to  develop  rational  and  jointly  accepted  educational 
and  patient  care  goals. 

This  paper  outlines  the  mission  of  academic  medicine  in 
the  state  including  recommendations  of  the  Associated 
Medical  Schools  of  New  York  (AMS)  on  ways  to  con- 
front the  problems  and  challenges  in  medical  care.  We 
will  point  out  the  differences  in  the  perceptions  of  the  state 
health  department  and  AMS  regarding  solutions  to  these 
problems  and  call  for  a more  inclusive,  better  balanced 
mechanism  for  providing  constructive  accountability  to 
the  people  of  New  York  and  making  possible  an  effective 
partnership  between  the  public  and  private  sectors. 

The  Mission  of  New  York’s  Medical 
Schools:  Education,  Research  and  Patient 
Care 

Education  and  Service.  The  primary  mission  of  medi- 
cal schools,  the  professional  education  of  physicians,  must 
be  seen  as  a beginning,  not  an  end,  in  the  process  of  edu- 
cating physicians  for  a lifetime  of  medical  practice.  Physi- 
cians should  leave  medical  school  with  a core  body  of  sci- 
entific knowledge  and  skills  which  must,  however,  be 
paralleled  by  the  inculcation  of  values  and  attitudes  that 
promote  caring  for  the  sick  and  concern  for  the  health  care 
needs  of  society  as  a whole.  Consequently,  these  values 
and  attitudes  should  be  grounded  in  and  derivative  of  the 
principles  and  concepts  from  both  the  natural  and  the  so- 
cial sciences  as  well  as  the  humanities. 

This  mission  is  unchanged  by  time,  but  the  difficulty  of 
meeting  its  rigorous  standards  is  clearly  increased  by  so- 
cial and  economic  factors,  such  as  the  cost  of  a medical 
education,  the  overall  cost  of  health  care,  and  the  erosion 
of  resources,  together  with  apathy  toward  promotion  of 
the  public’s  health  in  general.  Assuring  quality  in  the 
training  and  credentialing  of  physicians  begins  with  the 
medical  schools,  and  the  New  York  medical  schools  ac- 
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cept  and  welcome  this  responsibility  and  the  required 
heightened  accountability. 

The  elements  of  our  mission  are  clear.  We  must  ensure 
that  students  leave  medical  school  with  the  basic  knowl- 
edge, appropriate  attitudes,  and  fundamental  skills  to  en- 
able them  to  enter  residency  and  to  continue  their  educa- 
tion throughout  their  professional  lives.  We  must  provide 
those  students  with  a faculty  dedicated  to  scholarship  and 
excellence  and  with  a curriculum  that  integrates  biomedi- 
cal science  with  the  behavioral,  ethical,  economic,  and  hu- 
manistic elements  essential  to  the  practice  of  medicine. 
We  must  work  with  our  affiliated  teaching  hospitals  to 
promote  scholarship  and  to  provide  quality  health  care 
while  protecting  patients  from  risks  attendant  upon  learn- 
ing processes.  The  medical  schools  must  fully  embrace  the 
responsibility  for  the  educational  content  of  residency 
training.  Finally,  we  must  ensure  the  maintenance  of  re- 
search of  the  highest  quality  possible  since  research  is  in- 
dispensable to  the  promotion  of  scholarship. 

Part  of  the  medical  schools’  responsiveness  to  commu- 
nity and  statewide  needs  must  include  steps  to  increase  the 
number  of  physicians  trained  to  provide  primary  care,  in- 
cluding specific  preparation  for  care  of  the  elderly.  In 
these  areas,  the  goals  of  the  state  health  department  have 
been  unassailable,  but  we  have  serious  concerns  about  the 
department’s  chosen  route  to  those  goals  and  its  impact  on 
the  quality  of  medical  education. 

We  do  not  argue  the  importance  of  strengthening  pri- 
mary care  in  New  York,  but  we  must  urge  caution  in  pur- 
suing approaches  that  impose  a rigid  formula  on  graduate 
medical  education  and  which  pose  a real  danger  to  some 
outstanding  programs  in  specialty  training.  Any  efforts  to 
change  the  balance  between  primary  care  training  and 
specialty  training  must  be  developed  with  full  participa- 
tion of  the  medical  schools  and  teaching  hospitals.  Mutu- 
ally agreed  on  changes  must  be  implemented  gradually 
and  with  due  regard  for  resources  as  well  as  educational 
goals  in  order  to  avoid  any  weakening  of  good  programs. 

The  health  department  has  steadily  sought  to  encroach 
on  the  responsibility  of  both  the  board  of  regents  and  the 
medical  schools  themselves  in  assuring  educational  quali- 
ty. In  the  past  year,  the  department  has  attempted  to  use 
the  revised  section  405  of  the  State  Hospital  Code  as  a 
lever  for  advancing  its  own  agenda  for  medical  education. 
The  aim  of  the  code  revisions,  many  of  which  grew  out  of 
the  recommendations  of  the  Bell  committee,  is  the  im- 
provement of  the  quality  of  hospital  care,  but  the  imple- 
mentation of  the  new  regulations  must  be  carefully  moni- 
tored to  determine  their  impact.  At  this  point,  it  would  be 
unwise  to  assume  that  better  care  will  automatically  result 
from  the  revised  regulations.  Indeed,  the  possibility  exists 
that  the  new  regulations  could  have  a negative  impact  on 
quality. 

The  rigidity  of  the  department  in  its  proposed  policy  on 
primary  care  is  also  evident  in  its  proposals  on  geriatric 
care.  In  both  instances,  the  most  effective  option  would  be 
joint  efforts  by  the  hospital  community,  the  state  depart- 
ments of  health  and  education,  the  state  legislature,  and 
AMS  to  determine  what  incentives  can  be  developed  to 
attract  more  physicians  into  geriatric  care  and  how  disin- 
centives such  as  excessive  debt  burdens  can  be  alleviated. 

The  AMS  has  already  taken  steps  in  this  direction.  At 


its  June  16, 1987,  meeting,  the  AMS  deans  voted  formally 
to  express  support  for  a statewide  initiative  to  strengthen 
the  training  of  physicians  in  the  care  of  the  elderly.  To 
capitalize  on  state  efforts  thus  far,  AMS  has  begun  work- 
ing jointly  with  the  New  York  State  Resource  Center  for 
Geriatric  Education  on  ways  to  deal  with  this  issue. 

To  be  effective,  a statewide  program  must  take  into  ac- 
count the  significant  differences  among  the  New  York 
medical  schools  in  terms  of  their  approaches  to  geriatric 
education,  basic  organizational  and  administrative  struc- 
ture, and  the  amount  of  time  needed  to  make  basic 
changes  in  curriculum. 

State  support  can  be  effective  and  invaluable.  An  exam- 
ple is  the  Ohio  model  for  geriatric  training  in  which  grants 
are  provided  to  those  medical  schools  with  a serious  com- 
mitment to  strengthening  their  program.  Schools  with 
such  a commitment  can  obtain  seed  money  to  develop 
their  programs  which  would  eventually  be  continued  with 
school  funds  as  a permanent  part  of  the  curriculum.  The 
Ohio  plan  is  sensitive  to  institutional  differences,  does  not 
attempt  to  prescribe  a single  methodology  for  the  teaching 
of  geriatrics,  and  recognizes  that  it  is  the  outcome  that  is 
important. 

In  summary,  in  the  areas  of  primary  and  geriatric  care, 
AMS  recommends  a carefully  coordinated  approach  in- 
volving academic  medicine,  the  teaching  hospitals,  and  all 
appropriate  state  agencies  to  determine  how  the  state’s 
needs  can  best  be  met  without  jeopardizing  the  quality  of 
the  educational  process.  AMS  endorses  the  Ohio  model  in 
geriatric  training  and  will  continue  to  work  with  the  state 
resource  center,  the  state  legislature  and  state  agencies  to 
develop  a program  for  New  York  State. 

Research.  Research  is  an  essential  component  in  the 
mission  of  medical  schools.  Basic  research  is  the  funda- 
mental responsibility  of  the  medical  school,  whereas  clini- 
cal research  is  a shared  responsibility  between  the  school 
and  its  affiliated  teaching  hospitals.  The  responsibility  to 
support  research  must  not  be  restricted  to  the  basic  sci- 
ences and  traditional  clinical  sciences  but  must  include 
issues  related  directly  to  health  care  delivery. 

The  future  of  biomedical  research  in  New  York  is  a 
high  priority  concern  for  AMS.  Data  compiled  by  the 
State  Health  Research  Council  as  reported  in  the  New 
York  Times  sound  an  alarm  we  must  heed.  The  Times 
article  of  October  17,  1988,  stated: 

In  the  last  four  years.  New  York  has  relinquished  its  long-time 
pre-eminence  in  biomedical  research  to  vigorous  competitors  in 
California,  Massachusetts  and  elsewhere  . . . No  longer  is  New 
York,  with  its  internationally  known  medical  centers,  the  coun- 
try’s premier  recipient  of  Federal  grants.  Nor  can  the  quality  of 
New  York’s  hospitals  and  laboratories  alone  provide  enough 
drawing  power  for  many  postdoctoral  fellows  and  other  top  re- 
searchers, who  must  also  weigh  doubts  about  the  forbidding  cost 
of  living  and  perceptions  of  a deteriorating  quality  of  life  in  New 
York  City. 

Statistics  only  tell  part  of  the  story.  In  1984,  New  York 
was  overtaken  by  California  as  the  largest  recipient  of  re- 
search funds  from  the  National  Institutes  of  Health.  In 
1978,  New  York  researchers  received  $250  million  in  fed- 
eral funds,  compared  to  the  $231  million  of  those  funds 
received  by  their  counterparts  in  California.  By  1987,  the 
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disparity  in  those  figures  was  stark:  $658  million  to  Cali- 
fornia and  $589  million  to  New  York. 

In  the  past  decade,  Massachusetts,  with  a much  smaller 
population  and  far  fewer  research  institutions,  has  ap- 
proached New  York’s  level  of  research  dollars. 

There  is  no  single  reason  for  this  decline.  Some  attri- 
bute it  to  a lack  of  aggressiveness  of  faculty,  but  since 
faculty  are  typically  rewarded  for  research  productivity, 
this  is  a simplistic  and  inaccurate  perception.  More  to  the 
point  is  the  Times  comment  that  the  state  and  New  York 
City  have  lagged  behind  in  efforts  to  attract  the  rapidly 
growing  biotechnology  business  that  has  been  an  econom- 
ic boom  in  other  areas.  In  fact,  the  presence  of  world  re- 
nowned research  institutions  and  adequately  funded  pro- 
jects is,  in  itself,  a magnet  for  such  business  and  goes  hand 
in  hand  with  the  kind  of  economic  development  New  York 
needs  to  remain  competitive. 

State  government  has  a critical  role  to  play  in  galvaniz- 
ing public  and  private  resources  and  must  assume  leader- 
ship on  this  critical  question.  The  failure  of  New  York  to 
keep  its  lead  in  biomedical  research  should  be  seen  both  as 
a failure  of  meeting  its  full  economic  development  poten- 
tial and  a failure  to  invest  in  the  research  infrastructure 
required  to  meet  tomorrow’s  health  needs. 

Health  Manpower  and  Graduate  Medical 
Education 

On  November  30,  1988,  the  state  Council  on  Graduate 
Medical  Education  approved  a report  and  recommenda- 
tions regarding  graduate  medical  education  in  New  York. 
For  the  most  part,  the  recommendations  represent  a 
thoughtful  proposal  for  state  policymakers  and  a basis  for 
new  approaches  in  the  state’s  investment  in  graduate  med- 
ical education. 

The  AMS  continues  to  adhere  to  the  assertion  ex- 
pressed in  its  response  to  the  original  January  1986  report 
of  the  state  Graduate  Medical  Education  Commission, 
that  graduate  medical  education  must  be  regarded  as  part 
of  the  education  continuum  and  that,  although  residents 
clearly  provide  much  of  the  hospital-based  physician  man- 
power in  the  state,  their  primary  mission  is  to  learn  medi- 
cine. AMS  also  continues  to  support  the  commission’s  po- 
sition that  the  educational  components  of  graduate 
medical  education  are  primarily  the  responsibility  of  the 
medical  school,  in  partnership  with  their  affiliated  hospi- 
tals. 

The  council  calls  for  efforts  to  increase  the  number  of 
primary  care  physicians,  to  increase  the  minority 
representation  in  house  staffs,  and  to  organize  affiliations 
between  schools  and  hospitals. 

The  AMS  positions  on  primary  care  and  minority 
representation  are  presented  elsewhere  in  this  paper. 

The  council’s  proposal  for  the  development  of  consortia 
warrants  careful  scrutiny  by  hospitals  and  medical 
schools.  In  several  areas  in  the  state,  such  an  arrangement 
has  clear  potential  for  strengthening  the  quality  of  gradu- 
ate medical  education.  In  New  York  City,  however,  the 
feasibility  of  consortia  is  unclear.  The  AMS  supports 
demonstration  projects  to  test  the  effectiveness  of  consor- 
tia but  opposes  any  attempt  to  mandate  such  an  arrange- 
ment statewide. 

One  overriding  issue  not  prominently  addressed  in  the 


council  report  is  the  impact  of  AIDS  and  poverty  on  grad- 
uate medical  education  and  on  health  manpower  in  gener- 
al. In  a position  statement  to  the  council  on  June  2,  1988, 
the  AMS  underscored  the  impact  of  AIDS  and  stated  that 
this  problem  should  be  a major  priority  for  the  council. 
We  are  reemphasizing  that  recommendation  in  light  of 
indications  that'  the  problem  continues  to  have  profound 
impact  on  every  aspect  of  clinical  training  and  medical 
practice,  particularly  in  New  York  City,  and  it  still  is  not 
receiving  the  attention  from  state  health  policymakers 
that  it  warrants. 

The  combined  pressures  of  AIDS  and  poverty,  again 
most  visible  in  New  York  City,  have  resulted  in  critical 
shortages  of  health  manpower  of  all  types  and,  as  dis- 
cussed later  in  this  paper,  have  created  enormous  financial 
problems  for  hospitals.  This  is  a bona  fide  state  emergency 
and  the  AMS  is  ready  to  participate  fully  in  discussions 
leading  to  specific  proposals  to  deal  with  it. 

We  also  recognize  that  the  timing  of  this  crisis  could 
hardly  be  worse,  given  the  mammoth  budget  deficit  which 
the  state  is  facing.  Painful  decisions  must  be  made  and 
cannot  be  postponed. 

Minorities  in  Medicine 

The  AMS  strongly  supports  increased  statewide  efforts 
to  increase  both  minority  enrollment  in  medical  school 
and  the  number  of  minorities  in  graduate  medical  educa- 
tion. For  many  years,  nationwide  and  statewide  data  have 
produced  a discouraging  picture  for  minorities  in  medi- 
cine. Nearly  a quarter  of  the  state’s  population  is  com- 
posed of  underrepresented  minority  groups,  including 
black,  mainland  Puerto  Rican,  Mexican  American,  and 
Native  American,  but  these  groups  made  up  only  about 
8.5%  of  the  entering  class  of  the  14  New  York  medical 
schools  in  1987-1988. 

Five  years  ago,  the  AMS  made  minority  enrollment  its 
highest  priority  agenda  item  and  determined  to  attack  the 
problem  as  close  to  the  root  as  possible.  Thus,  with  fund- 
ing from  the  state  education  department’s  STEP  pro- 
gram, and  from  several  private  foundations,  the  AMS  has 
developed  the  most  extensive  precollege  academic  enrich- 
ment program  for  minorities  in  the  country,  serving  some 
346  junior  and  senior  high  school  students  in  1988-1989. 
The  establishment  of  the  AMS  Office  of  Minority  Affairs 
will  permit  a statewide,  multifaceted  program  leading  to  a 
long  range,  permanent  solution  to  this  problem. 

With  a grant  from  the  health  department,  the  AMS  has 
begun  a recruitment  program  among  minority  medical 
students  from  New  York  who  are  enrolled  at  out-of-state 
schools.  The  objective  is  to  encourage  them  to  return  to 
New  York  State  through  application  for  residency  posi- 
tions in  New  York  hospitals.  This  program,  however,  will 
not  meet  its  objectives  until  the  total  pool  of  minority  med- 
ical students  is  greatly  expanded.  As  an  illustration,  the 
entire  pool  of  minority  students  from  New  York  enrolled 
in  their  third  year  at  out-of-state  medical  schools  is  only 
119. 

Our  recent  accomplishments  are  a base  on  which  to 
build,  not  a step  on  which  to  rest.  These  programs  repre- 
sent a rational  but  long  term  approach  aimed  primarily  at 
increasing  the  numbers  of  minorities  qualified  to  pursue 
medical  education  at  all  levels.  The  AMS  strongly  recom- 
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mends  that  the  state  expand  support  of  efforts  such  as 
these. 

While  we  agree  with  the  broad  state  goals,  we  believe 
that  addressing  this  issue  by  setting  quotas  or  tying  capita- 
tion to  specific  targets,  however,  is  counterproductive  and 
does  nothing  to  strike  at  one  of  the  major  underlying  prob- 
lems: the  lack  of  a sufficient  number  of  qualified  minority 
applicants.  AMS  will  continue  to  encourage  what  has 
been  a highly  productive  partnership  between  the  public 
and  private  sectors.  In  this  specific  area,  New  York  has 
become  a pace-setter  for  the  nation,  and  we  should  contin- 
ue that  momentum. 

Cost 

Academic  health  centers  are  being  forced  to  cope  with 
changes  in  reimbursement  methodologies  at  both  the  fed- 
eral and  state  level.  These  changes  have  invariably  added 
costs  and/or  reduced  revenues,  thus  depriving  academic 
health  centers  of  the  resources  required  to  fulfill  their  mis- 
sion. The  present  conundrum  facing  medical  education 
and  academic  health  centers  represents  a regulatory  “re- 
ality gap,”  where  health  care  expectations  rise  while  re- 
sources fall.  There  is,  indeed,  a need  for  more  effective 
cost  control  in  health  care;  however,  the  burdens  being 
thrust  upon  the  health  care  system  are  increasing,  not  de- 
creasing. 

The  impact  of  poverty  on  health  care  constitutes  a crisis 
in  New  York,  particularly  in  our  major  urban  centers  and 
in  outlying  rural  areas.  The  most  alarming  example  is 
New  York  City,  where  the  health  care  consequences  of 
poverty  are  simply  overwhelming  the  present  capacity  of 
our  health  care  system.  The  recent  statistics  showing  a 
high  infant  mortality,  an  increase  in  tuberculosis,  and  the 
spread  of  drug  addiction  and  its  relationship  to  AIDS,  are 
stark  and  irrefutable.  The  cycle  of  poverty  to  limited 
health  care  access  to  increased  disease  prevalence  is  accel- 
erating. 

Care  cannot  be  provided  without  adequate  financing.  A 
comparative  analysis  reveals  that  New  York  is  50th  in  the 
country  in  terms  of  the  rate  of  growth  of  hospital  reimburse- 
ment and  with  respect  to  operating  margins  of  hospitals. 

With  the  changes  in  the  mechanism  of  reimbursement, 
losses  among  the  New  York  metropolitan  area’s  70  volun- 
tary hospitals  could  amount  to  more  than  $100  million 
this  year.  The  New  York  Times  reported  the  statewide 
loss  estimate  for  hospitals  at  $200  million  for  this  year 
following  $70  million  last  year.  These  losses  are  about  to 
be  compounded  by  a change  in  Medicare  reimbursement. 
On  November  1 , 1988,  the  Department  of  Health  and  Hu- 
man Services  began  a Medicare  reimbursement  policy 
that  will  disproportionately  affect  large  metropolitan 
teaching  hospitals  that  serve  the  inner  city  poor.  This 
problem  is  compounded  in  that  lengths  of  stay  at  such  hos- 
pitals are  often  much  longer  than  average  because  of  case 
complexity  and  lack  of  long  term  care  facilities. 

According  to  the  Greater  New  York  Hospital  Associa- 
tion, the  losses  will  amount  to  $100  million  for  New  York 
City’s  voluntary,  not-for-profit  hospitals,  while  hospitals 
statewide  will  lose  $167  million  or  28.5%  of  the  $585  mil- 
lion they  would  have  garnered  prior  to  the  change.  These 
losses  simply  cannot  be  sustained  if  high  quality  care  is  to 
be  maintained. 


One  prime  reason  for  these  losses  is  the  current  use  of 
diagnosis  related  groups  (DRGs)  for  in-patient  care:  This 
methodology  penalizes  a hospital  if  a patient’s  stay  ex- 
tends beyond  a prescribed  limit  for  a specified  illness  or 
the  intensity  of  care  is  greater  than  anticipated. 

Why  has  New  York  not  realized  the  cost  savings  pre- 
dicted by  the  switch  to  DRGs?  One  reason  is  poverty  and 
its  concentration  in  New  York  City.  It  is  not  possible  to 
discharge  people  recovering  from  serious  illness  to  unsta- 
ble home  situations,  or,  in  a growing  number  of  cases,  to 
no  home  at  all. 

If  providing  care  to  all  those  in  need  is  a state  priority, 
reimbursement  levels  must  be  appropriately  adjusted.  The 
state  must  also  take  the  lead  in  facilitating  the  develop- 
ment of  alternative  health  care  sites.  It  is  a grave  mistake 
for  the  health  department  to  limit  the  number  of  these 
alternative  facilities  through  the  certificate  of  need 
(CON)  process,  when  these  alternative  sites  are  essential 
to  securing  the  advantages  of  a prospective  payment  sys- 
tem. Therefore,  the  AMS  supports  the  Health  Care  Fi- 
nancing Council’s  review  of  the  entire  Article  28  CON 
process.  The  value  of  regionalization  and  the  ultimate  cost 
of  the  CON  review  process  itself  should  be  explored,  in  the 
hopes  of  rationalizing  this  process. 

The  assessment  process,  as  currently  administered  by 
the  Health  Department,  must  also  cease  being  merely  pu- 
nitive and  accusatory.  Mark  Twain  observed:  “To  do  good 
is  noble.  To  tell  others  to  do  good  is  also  noble  and  a lot  less 
troublesome.”  As  an  example,  how  can  the  health  depart- 
ment in  good  conscience  loudly  excoriate  an  Interfaith 
Hospital  or  Lincoln  Hospital  for  inadequate  coverage  and 
yet  do  little  about  the  chronic  shortage  in  nursing?  More- 
over, what  impact  do  critical  press  releases  have  other 
than  to  further  discourage  nurses  from  working  in  these 
institutions? 

Accountability  and  State  Policy 
Development 

Society  must  have  confidence  in  its  physicians  and  the 
integrity  of  the  medical  profession.  The  public  must  be 
assured  of  the  quality  as  well  as  the  relevance  of  the  physi- 
cian’s education.  Since,  as  indicated  above,  the  mission  of 
the  medical  schools  encompasses  both  education  and, 
through  its  clinical  faculty,  patient  care,  responsibilities 
and  accountability  become  inevitably  interwoven.  The 
medical  schools  are  accountable  for  the  standards  they  set 
for  medical  education,  and  since  faculty,  students,  and 
residents  are  involved  in  hospital-based  patient  care,  both 
the  schools  and  the  hospital  share  in  the  responsibility  for 
maintaining  standards  of  care. 

Similarly,  state  oversight  in  educational  and  practice 
goals  must  be  shared  primarily  between  the  departments 
of  health  and  education.  This  could  be  done  through  a new 
entity  with  representation  from  all  of  these  constituencies 
and  directly  accountable  to  the  legislature  and  governor. 
It  would  be  similar  in  some  respect  to  the  state  Council  on 
Graduate  Medical  Education,  but,  unlike  the  council,  it 
would  not  function  under  the  auspices  of  a single  depart- 
ment, and  its  scope  would  go  beyond  graduate  medical 
education  concerns.  For  example,  it  might  be  charged 
with  conducting  a thorough  review  of  some  of  the  pressing 
health  issues  touched  upon  in  this  paper,  such  as  the  crisis 
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in  nursing  and  allied  health  manpower,  the  need  to 
strengthen  primary  care,  particularly  for  geriatric  pa- 
tients, and  the  need  to  revise  the  reimbursement  mecha- 
nism and  the  CON  process. 

Clearly,  a single  entity  could  not  be  expected  to  develop 
policy  recommendations  for  all  these  issues,  but  would  se- 
lect the  most  urgent  concerns  for  its  review.  Duplication  of 
the  work  of  existing  bodies,  such  as  the  AIDS  Advisory 
Council,  would  be  avoided.  Neither  would  this  proposed 
body  be  involved  in  the  accreditation  process.  It  would  di- 
rect its  efforts  to  long  term  policy  development  in  health. 


The  advantage  of  such  a body  would  lie  in  its  ability  to 
speed  the  exchange  of  ideas  among  the  various  health  con- 
stituencies in  the  state  while  enhancing  the  likelihood  of 
beneficial  resolution  and  facilitated  implementation. 

Our  theme  in  this  paper  is  balance,  permitting  represen- 
tatives of  all  facets  of  the  medical  care  community  to  forge 
a true  partnership  between  the  public  and  private  sectors 
that  will  permit  a concerted  statewide  effort  to  find  per- 
manent solutions  to  these  problems.  The  AMS  is  prepared 
to  work  with  state  government  and  the  private  sector  to 
bring  this  partnership  about. 


FROM  THE  LIBRARY 


THE  ANNIVERSARY  ADDRESS 

THE  OBLIGATIONS  OF  THE  PHYSICIAN  AND  THE  LAYMAN  TO  EACH  OTHER 

. . . There  is  a general  tendency  affecting  all  grades  of  people  toward  that  which  will  create  a sensa- 
tion, and  the  advancement  of  science  having  disturbed  very  materially  our  old  creeds,  and  looking 
around  for  others,  we  have  been  disposed  to  accept  those  which  seem  newer  and  which  possess  a larger 
amount  of  the  marvellous.  This  is  evidenced  by  the  success  of  the  travelling  doctor,  who  goes  from  place 
to  place,  heralded  by  posters  and  trumpets,  and  who  cries  the  virtues  of  his  wares  and  his  miraculous 
cures  from  the  housetop.  The  old-time  doctor  is  passing  away,  and  in  his  place  we  have  the  up-to-date 
medical  man  who,  having  imbibed  his  share  of  the  spirit  of  the  times,  is  losing  in  many  respects  more 
than  he  gains.  In  many  families  there  is  no  longer  the  old  family  physician;  neither  do  there  exist  those 
ties  which  should  exist  between  the  medical  man  and  his  patient;  and  just  who  is  to  blame  for  this  I am 
not  sure.  On  the  part  of  the  physician  I have  been  led  to  suppose  that  his  desire  to  grow  rich  rapidly  has 
led  him  into  many  pitfalls,  and  has  often  stranded  him  and  lost  him  in  the  driftwood  of  the  unplaced  and 
unknown.  Business  ways  and  business  means  of  being  brought  into  the  profession,  and  many  a man’s 
yearning  for  notoriety,  are  being  gratified  through  the  daily  papers.  The  public  are  indebted  to  the 
medical  profession,  not  only  for  the  care  and  attention  which  they  receive  from  them,  but  also  in  the 
security  in  which  they  are  living  from  the  ravages  of  contagious  diseases.  There  is  scarcely  a town  or 
village  in  this  State  that  does  not  owe  its  protection  in  this  respect  to  the  physician.  It  is  to  him  they  turn 
when  cholera  is  at  their  doors,  when  diphtheria  is  in  their  houses,  and  when  contagion  is  abroad  in  the 
land;  but  this  is  all  forgotten  when  the  fruits  of  his  labors  are  reaped.  It  is  his  work  which  has  reduced  the 
death-rates  in  our  largest  cities  to  the  lowest  point  in  the  history  of  the  land.  It  is  his  work  which  has 
built  up  the  munificent  fortunes  of  life-insurance  institutions.  It  is  his  work  which  constitutes  the  true 
charity  of  the  world  over.  The  most  laborious  work  is  none  too  hard  for  him,  and  the  best  years  of  his  life 
are  often  given  in  his  efforts  to  assist  humanity,  and  his  reward  lies  in  the  empty  glory  of  a discoverer .... 

The  medical  man  is  expected  to  protect  the  public  from  the  ravages  of  disease  when  called  upon  as  a 
citizen,  and  it  is  his  duty  as  a citizen  to  respond  to  these  calls  without  any  compensation,  if  need  be;  yet 
when  they  come  to  the  public  through  their  constituted  legal  societies  they  have  to  fight  every  step 
against  obstacles  placed  in  their  pathway  by  the  very  public  who  so  willingly  accepts  so  much  from 
them.  There  has  not  been  a single  safeguard  enacted  for  the  protection  of  the  public  by  this  State 
Medical  Society  but  what  it  has  had  to  go  into  your  halls  of  legislation  and  fight  for  it  for  dear  life.  We 
ask  you  to  give  us  the  authority  to  say  who  shall  practise  medicine  in  the  State  of  New  York!.  . . . 

. . . Now,  since  this  is  the  legally  instituted  and  recognized  medical  society  of  the  State  of  New  York, 
and  the  body  in  which  inheres  the  major  responsibility  for  whatever  action  may  be  taken  affecting 
medical  affairs,  it  follows  that  all  legislation  relating  to  the  practice  of  medicine,  either  as  between 
physicians  or  between  the  physician  and  the  community,  should  originate  in  this  Society,  and  be  under 
the  control  and  administration  of  this  Society.  In  that  view,  and  with  a hope  that  I have  convinced  you  of 
the  honesty  of  our  purpose  that  we  are  working  for  the  good  of  the  community  and  the  State  at  large,  let 
me  beg  of  you  to  go  out  from  this  hall  determined  to  use  all  the  influences  at  your  command  for  the 
furtherance  of  honest  medical  charity  and  the  destruction  of  quackery  in  all  its  phases. 

SENECA  D.  POWELL,  MD 

( Trans  Med  Soc  State  NY  1 898;  43-48) 
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HISTORY 


A history  of  the  Public  Health  Association  of 

New  York  City 

Florence  Kavaler,  md,  mph,  Benjamin  Wainfeld,  md 


Voluntary  health  agencies  are  an  important  facet  of  the 
American  health  scene  and  function  as  nongovernmental, 
privately  funded  organizations  with  large  community  con- 
stituencies. These  agencies  include  professional  associa- 
tions such  as  the  American  Medical  Association  and  the 
Medical  Society  of  the  State  of  New  York,  disease-orient- 
ed societies  (American  Heart  Association,  American 
Cancer  Society),  and  service  organizations  (Visiting 
Nurse  Association,  American  Red  Cross),  and  provide 
various  levels  of  activities  including  community  educa- 
tion, research  support,  direct  health  care  services  or  indi- 
rect financing,  community  planning  and  policy  develop- 
ment, etc.  Within  this  classification,  the  Public  Health 
Association  of  New  York  City  (PHANYC)  emerges  with 
a distinguished  history  and  a strong  voice  promoting  the 
health  of  the  public  through  community  education,  lead- 
ership, and  policy  interaction  with  governmental  and  pri- 
vate sectors  of  the  health  care  system. 

Founding 

Almost  100  people  gathered  at  the  New  York  City  De- 
partment of  Health  for  the  first  organizing  meeting  of  the 
Public  Health  Association  of  New  York  City  on  Monday, 
May  18, 1936,  at  8:30  P.M.1  Dr  GeorgeT.  Palmer,  Deputy 
Commissioner  of  Health  of  New  York  City,  the  presiding 
officer,  recounted  the  original  proposal  which  emerged 
from  a District  Health  Officer’s  Committee  of  the  New 
Y ork  City  Department  of  Health,  consisting  of  Dr  Arthur 
I.  Blau,  Dr  Leopold  Rohr,  Dr  Louis  A.  Friedman,  and  the 
department’s  Director  of  the  Bureau  of  District  Health 
Administration,  Dr  Margaret  Witter  Barnard.  This  had 
led  to  a meeting  of  40  health  department  employees  who 
were  members  of  the  American  Public  Health  Association 
(APHA)  (which  then  had  5,000  members),  and  an  invita- 
tion to  all  APHA  members  in  New  York  City  (about 
400),  to  plan  for  a local  organization. 

The  meeting  was  held  in  the  new  ten-story  headquarters 
building  of  the  Department  of  Health  at  125  Worth 
Street,  one  of  those  completed  by  the  Federal  Public 
Works  Administration  during  the  Great  Depression. 


Dr  Kavaler  is  Professor,  and  Dr  Wainfeld  is  Clinical  Professor,  Department  of 
Preventive  Medicine  and  Community  Health,  State  University  of  New  York 
Health  Science  Center  at  Brooklyn,  Brooklyn,  New  York. 

Address  correspondence  to  Dr  Kavaler,  Department  of  Preventive  Medicine  and 
Community  Health,  Box  43,  State  University  of  New  York  Health  Science  Center 
at  Brooklyn,  450  Clarkson  Ave,  Brooklyn,  NY  1 1203. 


These  were  the  days  of  President  Franklin  D.  Roosevelt’s 
“New  Deal”  and  New  York  City’s  Mayor  Fiorello  La- 
Guardia,  characterized  as  “a  reform  mayor  with  a genu- 
ine interest  in  public  health  and  welfare.”  2 Dr  John  L. 
Rice,  who  was  then  commissioner  of  health,  had  launched 
the  languishing  decentralization  plan  of  community- 
based  health  districts  which  had  eight  new  districts  in 
place  by  1935  (and  nine  additional  opened  by  1939). 

Response  to  the  concept  of  a local  voluntary  public 
health  professional  organization  was  extraordinary,  and 
the  proposed  constitution  and  by-laws  were  adopted  and 
an  executive  board  and  officers  were  elected.  It  was 
agreed  that  affiliation  with  the  APHA  was  to  be  request- 
ed, and  it  was  noted  that  Reginald  M.  Atwater,  MD, 
DrPH,  the  then  executive  secretary  of  the  APHA,  was 
present  at  the  meeting. 

PHANYC’s  founding  statement  of  purpose  was  simply: 

To  aid  in  the  promotion  and  protection  of  public  health  and  pub- 
lic safety,  to  provide  scientific  advancement  of  members,  and  to 
extend  and  develop  the  public  health  movement  in  New  York 
City.3 

In  addition  to  the  charter  membership  of  those  present 
at  the  meeting,  “all  APHA  members  residing  or  having 
their  place  of  business  in  New  York  City  at  the  time  of  the 
meeting”  were  given  an  opportunity  to  become  enrolled  as 
charter  members.  The  list  of  283  names,  compiled  by  Sep- 
tember 4, 1936,  was  submitted  to  APHA,4  and  by  Novem- 
ber 1 936,  a request  for  a representative  to  the  APHA  Gov- 
erning Council  was  made.  Shortly  thereafter,  Dr 
Margaret  Witter  Barnard,  Director  of  the  New  York  City 
District  Health  Administration,  became  its  first  dele- 
gate.5 

It  was  in  response  to  the  Annual  Report  of  1937,  and  a 
request  for  support  by  APHA,  that  Dr  Atwater  wrote:  “I 
find  that  I can  squeeze  out  $100  for  the  purposes  of  the 
PHANYC”  and  “with  it  goes  best  wishes  for  the  success 
of  your  venture  in  1938.”  6 

The  first  Executive  Board  meeting  (Table  I)  was  held 
on  June  10, 1936,  at  a luncheon  meeting  hosted  by  Donald 
B.  Armstrong,  MD,  at  the  Metropolitan  Life  Insurance 
Company  (Fig  1).  Dr  Armstrong,  the  first  PHANYC 
president,  who  was  also  the  third  vice-president  at  Metro- 
politan, chaired  the  meeting  at  which  time  “the  question 
of  dues  was  discussed.  It  was  the  consensus  that,  for  the 
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TABLE  I.  Initial  Officers  and  Board  of  Directors, 
1936-1937 


President 

Donald  B.  Armstrong,  md 
Third  Vice-President,  Metropoli- 
tan Life  Insurance  Company 

First  Vice-President 

John  L.  Rice,  md 

Commissioner  of  Health,  New 
York  City 

Second  Vice-President 

Hazel  Corbin,  rn.  General  Direc- 
tor, Maternity  Center 

Secretary-T  reasurer 

Frank  Kiernan,  Director,  New 
York  Tuberculosis  and  Health 
Association 

One-year  term 

Mary  E.  Chayer,  rn 

Public  Health  Nursing,  Teachers 
College,  Columbia  University 

Bernard  S.  Coleman 

Executive  Secretary,  New  York 
Tuberculosis  and  Health  Associ- 
ation 

Thomas  J.  Duffield 

Director,  Bureau  of  Records,  New 
York  City  Department  of  Health 

Ralph  S.  Muckenfuss,  md 

Director,  Bureau  of  Laboratories, 
New  York  City  Department  of 
Health 

Clarence  L.  Scammon,  MD 

Staff,  Commonwealth  Fund 

Alec  N.  Thomson,  MD 

Urologist,  Medical  Director  of  the 
American  Social  Hygiene 
Association 

Two-year  term 

Arthur  I.  Blau,  md 

District  Health  Officer,  New  York 
City  Department  of  Health 

E.  FI.  Lewinski-Corwin,  PhD 

New  York  Academy  of  Medicine 

Haven  Emerson,  MD 

Professor  of  Public  Health,  Delamar 
Institute  of  Public  Health  of 
College  of  Physicians  and  Sur- 
geons of  Columbia  University 

George  T.  Palmer,  PhD 

Deputy  Commissioner  of  Health, 
New  York  City  Department  of 
Health 

Professor  Thorndike  Saville 

Dean,  College  of  Engineering,  New 
York  University 

Alfred  E.  Shipley,  MD 

Deputy  Commissioner,  New  York 
City  Department  of  Hospitals 

present,  no  action  should  be  taken  on  this  matter.”  7 It  was 
agreed  that  a general  scientific  meeting  be  held  shortly, 
and  Dr  George  T.  Palmer,  the  deputy  commissioner  of 
health  of  New  York  City,  was  appointed  to  chair  a pro- 
gram committee  (Fig  2). 

PHANYC  addressed  its  first  policy  issue  at  the  execu- 
tive board  meeting  on  March  4,  1937,  and  supported  the 
funding  proposal  of  Dr  Sigismund  S.  Goldwater,  commis- 
sioner of  hospitals,  to  the  Board  of  Estimate  of  New  York 
City  for  1 ,700  additional  hospital  beds  for  tuberculosis  pa- 
tients.8 

The  War  Years 

By  1937,  PHANYC  had  swelled  to  475  members  and 
steadily  grew  until  1940  when  membership  peaked  at  750. 
A dues  policy  of  $1.00  per  year  was  adopted  in  1940,  al- 
though members  in  the  armed  services  had  their  dues  de- 
ferred “for  the  duration.”  Throughout  the  1940s,  mem- 
bership hovered  at  650-750. 

Communication  among  a growing  membership  practic- 
ing in  various  health  settings  became  paramount  in  main- 


FIGURE  1.  Donald  B.  Armstrong,  md,  Third  Vice-President,  Metropolitan 
Life  Insurance  Company  (photo  courtesy  of  Metropolitan  Life  Insurance 
Company  archives). 


taining  the  spirit,  emphasis,  and  activities  of  PHANYC. 
Thus  the  Bulletin  of  the  Public  Health  Association  of 
New  York , Volume  I,  Number  1,  was  published  October 
1944  (Fig  3).  PHANYC  President  Dr  Leverett  D.  Bristol, 
the  American  Telephone  & Telegraph  Company’s  health 
director,  proclaimed  that,  “This  newborn  Bulletin  of  our 
local  Association  should  be  both  an  inspiration  and  an  in- 
strument for  our  future  achievements  as  members  of  the 
public  health  profession  of  this  great  world  center.”  9 That 
first  issue  concentrated  on  the  announcement  of  the  forth- 
coming “Second  War-time  Convention  of  the  American 
Public  Health  Association,”  held  in  New  York  City  at  the 
Hotel  Pennsylvania,  the  program  for  which  featured 
“Public  Health  as  an  International  Problem,”  “Today’s 
Global  Frontiers  in  Public  Health — South  America,  Chi- 
na, Great  Britain,  United  States,”  “Tuberculosis  in  the 
Army,”  and  “Health  Problems  under  Military  Govern- 
ment.” 

The  Tenth  Annual  Meeting  at  the  Hotel  Martinique 
was  announced  in  the  April  1946  Bulletin 10  (Fig  4)  and 
was  a testimonial  to  Dr  Ernest  L.  Stebbins,  the  former 
commissioner  of  health  who,  with  his  predecessor  Dr  John 
L.  Rice,  “displayed  a keen  interest  and  encouraged  the 
Association  in  all  its  undertakings.”  The  New  York  Times 
and  New  York  Herald  Tribune  covered  the  event  at  the 
Hotel  Martinique. 

In  congratulatory  comments,  Dr  Iago  Galdston,  the  ex- 
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PUBLIC  HEALTH  WORKERS  INVITED 

DECEMBER  3B-B  ,19  3 6 

FIRST  PROGRAM  MEETING 
OF  THE 


BULLETIN 

OF  THE 

PUBLIC  HEALTH  ASSOCIATION 
OF  NEW  YORK 


Volume  I 


OCTOBER  1944 


Number  i 


PUBLIC  HEALTH  ASSOCIATION  OF  NEW  YORK  CITY 

AFFILIATED  WITH  THE 
AMERICAN  PUBLIC  HEALTH  ASSOCIATION 

GEORGE  WASHINGTON  HOTEL 
23"*  STREET  AND  LEXINGTON  AVENUE 

20  SPEAKERS 

AFTERNOON  SESSIONS  AT  2 P M DINNER  SESSION  6.30PM 


FRANK  KIERNAN,  SecxerARr 
386  FOURTH  AVENUE 

NEW  YORK  CITY 
PHONE  CALEDONIA  5-  ZZAQ 

FIGURE  2.  Announcement  of  first  meeting  of  Public  Health  Association 
of  New  York  City,  1936  (PHANYC  archives). 

ecutive  secretary  of  the  Committee  on  Medical  Informa- 
tion of  the  New  York  Academy  of  Medicine,  character- 
ized PHANYC  as  a “lusty  pre-adolescent”  and  wished  it 
a “speedy  maturation.”  He  believed  that  “It  is  incumbent 
upon  us  to  convert  the  motley  brotherhood  of  public 
health  workers  into  a well-defined,  well-integrated,  func- 
tionally rational  and  intellectually  disciplined  profes- 
sion.” 

Dr  Donald  B.  Armstrong  said  that  the  association  “has 
helped  to  focus  both  professional  and  public  opinion  upon 
the  outstanding  needs  and  the  more  important  develop- 
ments of  public  health,  not  only  in  New  York  City,  but 
elsewhere.” 

Supporting  Organizations 

Leadership  by  active  professionals  at  the  New  York 
City  Department  of  Health  unquestionably  provided  the 
strength  for  PHANYC’s  foundation.  More  than  a dozen 
of  the  organization’s  39  presidents  have  been  former  com- 
missioners or  high-ranking  members  of  New  York  City 
government  (Table  II). 

From  the  inception  of  the  association,  there  was  active 
corporate  agency  and  institutional  support  in  addition  to 
that  from  the  Department  of  Health.  The  Metropolitan 
Life  Insurance  Company  hosted  executive  board  meetings 
and  otherwise  encouraged  the  fledgling  organization.  Ed- 
ward M.  Dolinsky  and  Clarence  Pearson  at  Metropolitan 
continued  this  tradition,  as  did  Theodore  Allison  in  more 
recent  years. 

Frank  Kiernan  was  the  Director  of  the  New  York  Tu- 
berculosis and  Health  Association  and  served  assiduously 


Second  War-time  Convention  of  the  American  Public  Health  Association 

ON  OCTOBER  3rd,  4th  and  5th  the  American  Public  Health  Association 
will  hold  its  war-time  conference  in  New  \ ork  at  the  Hotel  Penn- 
sylvania for  the  second  consecutive  yea  . This  year  as  last  the  Public  Health 
Association  of  New  York,  will  act  as  host  and  many  members  will  serve  on 
the  various  committees  for  local  arra  igements.  We  urge  all  our  members 
to  attend  the  conference  which  will  discuss  many  war-time  and  post-war 
problems  in  public  health. 

Some  of  the  highlights  of  the  Frogram  are: 

October  3rd.  8:30  P.M. 

“Public  Health  as  an  International  Problem" 

by  Raymond  B.  Fosdick,  LL.D. 

“Local  Responsibility  in  Public  Health  Administration'' 

by  John  T.  Sippy,  M.D. 

October  4th,  9:30  A.M. 

“Today's  Global  Frontiers  in  Public  Health" 


For  South  America Major  General  George  C.  Dunham 

For  China Szeming  Sze,  M.D. 

For  Great  Britain Melville  Mackenzie,  M.D. 

For  United  States Thomas  Parran,  M.D. 


October  4th  2:30  P.M. 

"Content  and  Administration  of  a Medical  Care  Program" 

Introduction Joseph  W.  Mountin,  M.D. 

Unmet  Health  Needs  I.  S.  Falk,  Ph.D. 

Scope,  Administration  and  Financing  of 

a National  Health  Service Nathan  Sinai,  D.P.H. 

Local  Administration- David  D.  Carr,  M.D.  and  J.  Roy  Hege,  M.D. 

Hospitals  and  Hospital  Construction  Graham  L.  Davis 

Training  of  Personnel  and  Research  — George  St.  J.  Perrott 

Discussion Hugh  L.  Leavell,  M.D.  and  Wilton  L.  Halverson,  M.D. 

(Continued  on  page  4) 

FIGURE  3.  Front  page  of  first  Bulletin,  October  1944,  Volume  1,  Number 
1 (PHANYC  archives). 

as  secretary-treasurer,  delegate  to  the  APHA  Governing 
Council,  and  president  by  the  tenth  anniversary.  Hazel 
Corbin,  RN,  general  director  of  the  Maternity  Center,  was 
an  initial  officer  and  then  president,  and  provided  strong 
leadership  of  nursing  representation  and  support,  as  does 
Ruth  Lubic,  RN,  the  current  director. 

Educational  institutions  provided  scientific  credibility 
to  PHANYC’s  missions  and  professional  leadership  to  the 
association.  New  York  University  was  ably  represented  in 
the  early  days  by  Helen  C.  Mayer,  PhD,  associate  profes- 
sor of  education  in  the  School  of  Education,  and  the  dean 
of  the  College  of  Engineering,  Professor  Thorndike  Sa- 
ville.  Additionally,  Haven  Emerson,  MD,  professor  of  pub- 
lic health,  Delamar  Institute  of  Public  Health  at  Colum- 
bia University,  former  Commissioner  of  Health  of  New 
York  City  (1914-1918),  and  active  member  of  the  board 
of  health  (1934-1956),  contributed  to  policy  and  action  in 
these  early  days.  These  ivory-tower-based  idealists,  along 
with  the  New  York  Academy  of  Medicine,  provided  evi- 
dence that  issues  could  be  identified  and  appropriately 
studied  and  discussed,  and  that  valid  solutions  and  infor- 
mation could  be  disseminated  for  action  by  those  with 
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PUBLIC  HEALTH  ASSOCIATION 
OF  NEW  YORK  CITY 


A Testimonial  to  DR.  ERNEST  L.  STEBBINS 

Former  Commissioner  of  Health 
of  the  City  of  New  York 

Tuesday  Hotel  Martinique 

April  23,  1946  Broadway  and  32nd  Street 

Five  o'clock  — Social  Hour  in  the  Oak  Room 
Sii-thirty  o'clock  — Dinner  in  the  Gold  Room 


ram 


Mr.  Sol  Pincus,  Presiding 


SPEAKING  FOR  THE  COMMUNITY 
Mrs.  Oswald  B.  Lord 

SPEAKING  FOR  THE  PUBLIC  HEALTH  PROFESSION 

Mr.  Homer  Folks 


Dinner  $3.00,  including  gratuity 


FIGURE  4.  Tenth  Annual  Meeting  notice  in  the  Bulletin,  April  1946,  Vol- 
ume 1,  Number  4 (PHANYC  archives). 


TABLE  II.  Public  Health  Association  of  New  York  City 
Past  Presidents 


Donald  B.  Armstrong,  MD 

1936 

Ralph  Muckenfuss,  MD 

1937 

Hazel  Corbin,  rn 

1938-1939 

Arthur  I.  Blau,  MD 

1940-1941 

Helen  C.  Manzer,  PhD 

1942 

Leveritt  D.  Bristol,  MD,  DrPH 

1943-1944 

Sol  Pincus 

1945 

Frank  Kiernan 

1946 

John  L.  Rice,  MD 

1947 

Iago  Galdston,  MD 

1948-1950 

Harry  S.  Mustard,  MD 

1951-1952 

Roscoe  P.  Kandle,  MD 

1953-1954 

Duncan  Clark,  MD 

1955 

George  Reader,  MD 

1956 

Samuel  Dooley,  MD 

1957-1958 

Sylvan  S.  Furman 

1959 

Morton  Schweitzer,  PhD 

1960 

George  James,  MD 

1961 

Milton  Terris,  MD 

1962 

Alonzo  S.  Yerby,  MD 

1963-1964 

Francis  R.  Gearing,  MD,  mph 

1965 

Arthur  Bushel,  DDS.  MPH 

1966 

Charlotte  Muller,  PhD 

1967 

Mary  C.  McLaughlin,  MD,  mph 

1968 

Milton  Lowenthal,  MD 

1969 

Louis  L.  Feldman 

1970 

Lawrence  Bergner,  MD.  mph 

1971 

Marvin  Lieberman,  PhD 

1972 

Alden  N.  Haffner,  OD,  PhD 

1973 

Benjamin  Wainfeld,  MD 

1974 

Lloyd  Novick,  MD 

1975 

Peter  B.  Terenzio 

1976 

June  J.  Christmas,  MD 

1977 

Beatrice  Kresky,  MD 

1978 

Samuel  Wolfe,  MD.  DrPH 

1979 

Florence  Kavaler,  MD.  mph 

1980-1981 

Victor  W.  Sidel,  MD 

1982-1983 

Frances  A.  McVey,  rn,  ma 

1984-1985 

Walter  E.  Brown,  PhD 

1986-1987 

Michael  E.  Clark,  ma 

1988-1989 

power  and  influence. 

A host  of  other  organizations  have  always  been  part  of 
the  greater  PHANYC  sphere  of  influence.  Included 
among  these  are  Blue  Cross  and  Blue  Shield  of  New  York, 
Citizens  Committee  for  Children,  Milbank  Memorial 
Fund,  Women’s  City  Club,  New  York  Tuberculosis  and 
Health  Association,  Community  Service  Society,  and  Vis- 
iting Nurse  Association. 

Board  composition  has  evolved  and  parallels  communi- 
ty trends  to  include  citizen  and  lay  participation  in  health 
planning  and  policy  stimulated  by  the  Office  of  Economic 
Opportunity  (OEO)  and  community  mental  health  legis- 
lation. Over  the  past  15  years,  specific  attention  was  di- 
rected to  the  ethnic  and  racial  composition  of  the  board  to 
reflect  better  New  York  City’s  diversity  and  the  special 
needs  of  these  communities.  On  the  current  board  are  pro- 
fessionals working  in  the  New  York  City  and  New  York 
State  Health  Departments,  the  New  York  City  Health 
and  Hospitals  Corporation,  local  hospitals,  the  Greater 
New  York  Hospital  Association,  the  Academy  of  Medi- 
cine, United  Hospital  Fund,  and  academics  from  Colum- 
bia, State  University  of  New  York  Health  Science  Center 


at  Brooklyn  (Downstate),  Hunter  College,  Empire  State 
College,  and  several  community  action  agencies.  Areas  of 
specialization  among  board  members  include  a full  range 
of  policy  and  practice  activities  concentrating  on  alcohol- 
ism, drug  abuse,  occupational  health,  ambulatory  care, 
long  term  care,  and  maternal  and  child  health,  to  indicate 
a few. 

Relationships  with  the  American  Public 
Health  Association 

PHANYC  delegates  to  APHA’s  governing  council 
have  been  active  participants  in  the  lively  discussions  at 
the  annual  meetings.  Their  representation  of  PHANYC 
viewpoints  on  various  national  position  papers  has  clari- 
fied the  issues,  heated  the  debate,  influenced  voting,  and 
earned  PHANYC  the  respect  of  other  affiliates. 

At  the  national  level,  PHANYC’s  voice  was  prominent 
in  testifying  on  the  impact  on  health  of  federal  budget 
transfers  of  funds  to  the  military  from  human  services;  of 
foreign  policy  impinging  negatively  on  health  in  the  Third 
World,  South  Africa,  Latin  America,  Cuba,  Nicaragua; 
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of  cold-war  missile  races  and  the  buildup  of  nuclear  weap- 
ons. 

As  one  of  the  largest  affiliates,  PHANYC’s  influence 
was  particularly  felt  in  APHA  discussions  leading  to 
adoption  of  a policy  favoring  the  establishment  of  a Na- 
tional Health  Service  as  key  to  resolving  questions  of  equi- 
ty, accessibility,  and  financing  of  health  services  to  the 
American  people. 

Phanyc  Awards 

A great  number  of  unsung  PHANYC  and  agency 
members  and  citizens  of  New  York  City  contribute  to  pro- 
gress in  public  health.  In  1955,  PHANYC’s  first  merit 
awards  were  presented  to  nine  members  of  the  New  York 
City  Department  of  Health  for  services  beyond  the  pur- 
view of  the  respective  official  position  held.  In  1958,  the 
Haven  Emerson  Award  was  initiated  as  the  association’s 
highest  honor  to  those  persons  reaching  the  pinnacle  of 
accomplishment  in  public  health  or  in  fields  closely  in- 
volved with  it. 

PHANYC  developed  a long  term  relationship  with  the 
Clara  Barton  High  School  in  Brooklyn,  awarding  cash 
prizes  to  students  for  theme  papers  on  important  health 
problems  or  approaches  to  health  improvement.  There  is  a 
large  minority  enrollment  at  this  school,  and  these  teen- 
agers are  encouraged  to  pursue  health  careers  and  to  be 
aware  of  the  interrelationships  of  health  and  social  prob- 
lems. Board  members  have  acted  as  role  models,  and  with 
teachers  jointly  judge  the  contestants. 

Addressing  Critical  Issues 

Topics  addressed  in  PHANYC’s  scientific  subject 
meetings  and  annual  gatherings  indicate  timely  attention 
to  critical  issues  in  public  health  (Table  III). 

During  the  1960s,  in  concert  with  much  of  the  nation, 

TABLE  III.  Meeting  Topics — Selected  Years 

1938  Studies  in  Tuberculosis 

1940  Water  Supply  for  New  York’s  Millions 

1941  Three  Diseases  of  Importance  in  the  Aging  Population: 

Diabetes,  the  Heart  Diseases,  and  Cancer 

1942  Public  Health,  Social  and  Legal  Problems  Connected 

with  Prostitution 

1945  Vitamins,  Sulfonamides,  Pencillin:  Discussion  of  Prob- 

lems of  Current  Importance 

1948  Home  Care  as  an  Extension  of  Hospital  Service 

1955  Long-Term  Illness  in  New  York  City 

1958  What  Can  We  Say  to  the  Public  about  Radiation, 

Smoking,  Obesity,  Auto  Accidents 
1960  Alcoholism  Today:  Its  Public  Health  Importance 
1965  Health’s  Responsibility  in  Racial  Integration 

1968  The  Concept  of  the  Assistant  Physician 
1971  Urban  Health  Crisis  and  Recruitment  of  Minority 

Students 

1973  Patients’  Rights:  Facts  or  Fancy 

1974  Mental  Health:  A Service  in  Crisis 

1975  Nursing  Homes:  A Look  Into  the  Future 

1978  Adolescent  Pregnancies 

1980  Protecting  Workers’ Health 

1981  Prison  Health  Conditions:  Implications  for  the  Public 

Health 

1983  DRGs:  Reimbursement  for  the  Future 

1985  Low  Birth  Weights — A Public  Health  Issue 


PHANYC’s  attention  was  directed  toward  the  impact  of 
racial  and  ethnic  discrimination  on  the  health  and  social 
structure  of  American  society.  Health  issues  under  major 
discussion  included  the  promotion  of  family  planning  ser- 
vices; the  encouragement  of  new  health  professions,  such 
as  nurse  practitioner  and  physician  assistant;  improve- 
ment of  salaries  and  working  conditions  for  nurses  who 
play  the  key  service  roles  in  public  services.  Consumer 
participation  and  involvement  in  Office  of  Economic  Op- 
portunity (OEO)  centers,  neighborhood  family  health 
care  centers,  community  mental  health  programs,  and 
hospital  based  ambulatory  care  gained  prominence  as  did 
the  implementation  of  the  Medicaid  program  to  reduce 
barriers  to  utilization  and  availability  of  services. 

Joint  sponsorship  by  PHANYC  and  the  New  York 
State  Public  Health  Association  of  a state-wide  confer- 
ence on  “Barriers  to  Utilization  of  Health  Services,” 
March  13-14,  1967,  in  Albany,  brought  together  more 
than  160  participants 

to  call  attention  to  existing  discrepancies  in  health  status  and 
medical  care  between  the  various  socio-economic  groups 
throughout  New  York  State,  and  to  urge  and  make  recommen- 
dations for  the  institution  of  appropriate  measures  to  ameliorate 
such  inequities.11 

In  the  1970s,  many  of  PHANYC’s  policy  discussions 
and  statements  were  directed  at  proposed  federal  legisla- 
tion, including  support  for  national  health  insurance  as  a 
natural  expansion  of  the  Medicare/Medicaid  programs; 
and  the  federal  Emergency  Service  Act  for  effective  emer- 
gency pre-hospital  care  response  systems  for  New  York 
City.  Dr  June  Jackson  Christmas,  former  New  York  City 
Commissioner  of  Mental  Health  and  then  PHANYC’s 
president,  served  on  President  Jimmy  Carter’s  Transition 
Committee  on  Health. 

PHANYC  board  members  have  consistently  represent- 
ed the  organization  on  the  Mayor’s  Organizational  Task 
Force  on  Health  Planning,  the  Comprehensive  Health 
Planning  Agency,  and  the  Health  Systems  Agency  of 
New  York  City,  and  many  other  task  forces,  committees, 
and  technical  advisory  groups  integral  to  planning  health 
services  and  policy  in  New  York  City. 

Women’s  Health  Issues 

In  1977,  PHANYC  organized  a Committee  on  Wo- 
men’s Concerns.  Programs  and  speakers  addressed  select- 
ed topics  such  as  battered  women,  domestic  violence,  self- 
care,  reproductive  health  care,  use  of  federal  funds  for 
abortion,  and  health  care  problems  of  lesbians.  This  com- 
mittee participated  in  the  Mayor’s  Task  Force  on  Rape 
and  also  developed  a Task  Force  in  Occupational  Health. 
Responsive  to  needs  raised  by  members,  sessions  were  also 
held  on  the  topic  “How  Can  Women  Achieve  Leadership 
Positions  in  the  Health  Care  Field"  and  on  “Understand- 
ing Power”  to  help  women  achieve  effectiveness  in  their 
professional  as  well  as  personal  lives. 

Providing  opportunities  for  membership  networking 
with  other  women  was  an  essential  element  in  the  success 
of  this  PHANYC  effort. 

The  1980s 

PHANYC’s  emphasis  for  the  1980s  has  been  the  public 
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policy  concerns  to  which  the  organization  is  dedicated:  is- 
sues of  the  proprietization  of  health  care  institutions;  the 
roles  of  medical  education;  voluntary  and  municipal  hos- 
pital systems;  the  problems  of  financing  health  care  and 
the  emerging  challenges  of  for-profit  HMOs;  the  role  of 
the  academic  health  center. 

There  is  a critical  awareness  of  foreign  policy  issues  as 
they  relate  to  health — in  Asia,  Africa,  and  Latin  Ameri- 
ca— as  well  as  the  ever-present  spectre  of  militarization 
and  nuclear  war. 

The  historical  record  of  the  organization's  struggles, 
educational  activities,  and  policy  positions  provides  testi- 
mony to  PHANYC’s  role  as  a “professional  conscience 
for  the  health  and  welfare  community  and  an  advocate  for 
progressive  change.”  12 

Moreover,  “It  has  been  an  advocate  for  quality  and  ac- 
cess; it  has  been  a critic  of  injustice  and  discrimination.  It 
continues  to  remind  the  public  sector  and  private  and  vol- 
untary institutions  benefitting  from  public  funds  of  a 
shared  responsibility  for  the  health  of  the  public.”  13 

References 

I.  Minutes  of  the  First  Meeting  of  the  Public  Health  Association  of  New 


York  City.  May  1 8,  1936,  at  Department  of  Health,  New  York  City,  submitted  by 
Elsie  C.  Siemer.  secretary  pro  tern  (PHANYC  archives). 

2.  Imperato  PJ:  The  Administration  of  a Public  Health  Agency:  A Case 
Study  of  the  blew  York  City  Department  of  Health.  New  York,  Human  Sciences 
Press,  1983. 

3.  Letter  to  members  of  the  American  Public  Health  Association  working  or 
residing  in  New  York  City,  inviting  attendance  at  meeting  of  March  24,  1936 
(PHANYC  archives). 

4.  Correspondence  dated  September  4.  1936,  from  Frank  Kiernan,  secretary. 
Public  Health  Association  of  New  York  City,  to  Reginald  M.  Atwater,  MD,  execu- 
tive secretary,  American  Public  Health  Association  (PHANYC  archives). 

5.  Correspondence  dated  November  25,  1936,  from  Reginald  M.  Atwater, 
MD,  executive  secretary,  American  Public  Health  Association,  to  Frank  Kiernan, 
secretary-treasurer.  Public  Health  Association  of  New  York  City,  and  responsive 
correspondence  of  January  12,  1937  (PHANYC  archives). 

6.  Letter  of  Reginald  M.  Atwater.  MD,  executive  secretary,  American  Public 
Health  Association,  to  Frank  Kiernan,  secretary-treasurer.  Public  Health  Associa- 
tion of  New  York  City,  January  31.  1938  (PHANYC  archives). 

7.  Minutes  of  the  Executive  Board  of  the  Public  Health  Association  of  New 
York  City.  June  10,  1936,  submitted  by  Frank  Kiernan,  secretary-treasurer 
(PHANYC  archives). 

8.  Minutes  of  the  Executive  Board  of  the  Public  Health  Association  of  New 
York  City,  March  4,  1937,  submitted  by  Frank  Kiernan,  secretary-treasurer 
(PHANYC  archives). 

9.  Bulletin  of  the  Public  Health  Association  of  New  York  1944;  1(1). 

10.  Bulletin  of  the  Public  Health  Association  of  New  York  1946;  1(4). 

1 1.  Conference  proceedings:  “State-wide  Conference  on  Barriers  to  Utiliza- 
tion of  Health  Services,”  March  13-14,  1967,  Albany,  NY,”  NYSPHA  and 
PHANYC  (PHANYC  archives). 

12.  Alden  N.  Haffner,  OD,  PhD.  PHANYC  50th  Anniversary  Journal,  Octo- 
ber 24,  1986  (PHANYC  archives). 

13.  June  Jackson  Christmas,  MD.  PHANYC  50th  Anniversary  Journal,  Octo- 
ber 24,  1986  (PHANYC  archives). 


Vesical  calculus,  lithotrity,  and  Napoleon  III 


Jain  I.  Lin,  md 


Vesical  calculus  has  afflicted  human  beings  since  ancient 
times.  Without  sufficient  anatomical  knowledge,  medical 
pioneers  boldly  performed  lithotomy,  one  of  the  earliest 
known  surgical  techniques,  to  remove  the  bladder  stones. 
There  is  evidence  indicating  that  perineal  lithotomy  was 
practiced  by  the  ancient  Egyptians  and  Indians.1  This  op- 
eration, and  others  similar,  was  also  mentioned  in  Hippo- 
crates’ oath,  which  states  that  a physician  will  not  cut  for 
the  stone  and  will  leave  the  operation  to  those  so  trained. 
The  first  accurate  description  of  perineal  lithotomy  is 
found  in  De  Medicine  written  by  Celsus  of  Rome  around 
30  AD.2  Lithotomy  as  a procedure  remained  virtually  un- 
changed for  the  next  18  centuries,  except  for  minor  modi- 
fications and  the  introduction  of  new  instruments.  Howev- 
er, at  the  end  of  the  19th  century,  the  high  mortality  rate 
associated  with  lithotomy  due  to  postoperative  infection 
forced  surgeons  to  seek  a safer  method  for  removing  blad- 
der stones.  Lithotrity  became  the  operation  of  choice. 

Lithotrity 

Lithotrity,  or  the  crushing  of  bladder  stones,  was  said  to 
have  been  known  to  Ammonius  of  Alexandria  about  230 
BC.1  The  operation  was  also  recorded  in  the  writings  of 
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Byzantine  physicians.  Later,  two  17th  century  Italian 
physicians,  Santorio  and  Cinci,  won  fame  by  inventing 
stone-crushing.  But,  it  was  Jean  Civiale  (1792-1867),  the 
foremost  urologist  of  his  day  in  France,  who  was  credited 
with  introducing  lithotrity  as  a sound  clinical  technique.3 
As  a second  year  medical  student  in  1817,  Civiale  started 
a series  of  experiments  in  crushing  bladder  stones.  After 
perfecting  his  technique  and  instruments,  he  succeeded  in 
operating  on  his  first  patient  in  1823.  His  instruments 
were  formidable  and  mainly  consisted  of  a straight  metal 
catheter  with  a claw-shaped  end  by  which  the  stone  was 
seized  and  held  in  position4  (Fig  1 ).  Then  a rod  was  passed 
through  the  catheter  and  used  to  forcibly  break  the  stone. 
The  fragmented  stones  were  then  expelled  by  normal 
bladder  action.  Civiale  limited  his  operation  to  five  min- 
utes in  length  and  to  stones  less  than  2 cm  in  diameter.  In 
his  lifetime,  he  treated  2,200  patients  with  vesical  calculi, 
1 ,600  of  whom  were  operated  on  by  lithotrity.  He  attribut- 
ed his  success  to  meticulous  preoperative  preparation.3 

After  strong  advocacy  by  Civiale,  the  value  of  lithotrity 
was  gradually  recognized  by  the  rest  of  the  European 
medical  community.  Many  surgeons  began  to  practice 
lithotrity,  simultaneously  trying  to  improve  on  Civiale’s 
instruments  and  technique.  Among  these  was  Sir  Henry 
Thompson  (1820-1904)  (Fig  2). 3 While  he  was  assistant 
surgeon  at  the  University  College  Hospital  of  London,  he 
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for  his  skill.5  Nine  years  later,  Thompson  was  summoned 
again  to  treat  another  European  ruler,  Napoleon  III,  who 
had  been  troubled  with  stones  for  many  years.  This  time 
Thompson  did  not  succeed.3-5 

Napoleon  III 

Napoleon  III  (1808-1873)  was  a nephew  of  Napoleon 
Bonaparte  (Fig  3).  Although  he  was  not  as  brilliant  as  his 
famous  uncle,  he  created  the  Second  Empire  in  France, 
which  lasted  almost  20  years.6  During  his  reign,  he  played 
an  important  role  in  international  politics,  such  as  allying 
with  Great  Britain  to  stop  Russian  expansion  in  the  Cri- 
mea, supporting  the  unification  of  Italy,  and  helping  to 
establish  the  Red  Cross.  Nonetheless,  he  was  not  a healthy 
man.  In  addition  to  being  afflicted  with  rheumatism,  gout, 
hemorrhoids,  and  skin  sensitivity,  Napoleon  III  suffered 
in  later  life  from  chronic  cystitis  caused  by  bladder  stones. 
In  1853,  one  year  after  he  became  the  emperor,  a rumor 
spread  in  Paris  that  he  had  bladder  trouble.  In  1855,  Jo- 
bert  de  Lamballe,  a French  physician,  diagnosed  the  prob- 
lem as  bladder  spasm.7  In  1861,  the  emperor’s  private 
physician,  Henry  Conneau,  suggested  a recuperative  visit 


FIGURE  3.  Napoleon  III  (reproduced  with  permission  from  Williams8). 


distinguished  himself  in  genitourinary  surgery  by  publish- 
ing treatises  on  pathology,  the  treatment  of  urethral  stric- 
ture, and  prostatic  disease.  In  1858,  he  visited  Paris  and 
studied  Civiale’s  technique  in  bladder  stone  removal  by 
using  a large,  powerful,  evacuating  catheter,  immediately 
followed  by  the  use  of  a special  suction  apparatus.  His 
reputation  was  so  great  that  in  1 863,  he  was  called  upon  to 
treat  Leopold  I,  King  of  the  Belgians,  whose  bladder  stone 
Civiale  had  failed  to  remove  18  months  previously. 
Thompson  successfully  crushed  the  king’s  stone  with  one 
stroke  and  was  subsequently  knighted  by  Queen  Victoria 


FIGURE  2.  Sir  Flenry  Thompson  (reproduced  with  permission  from  Pow- 
er3). 


FIGURE  1.  Lithotrity  (reproduced  from  Civiale4). 
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to  Vichy.  In  retrospect,  recuperating  at  Vichy  was  ill  ad- 
vised, since  its  fountain  was  alkaline  and  rich  in  minerals 
that  might  have  aggravated  stone  formation.  In  1864,  the 
emperor  experienced  hematuria  while  observing  military 
maneuvers  at  the  Camp  de  Chalons.7 

On  August  1 5,  1 865,  Baron  Larry,  one  of  the  emperor’s 
physicians,  was  summoned  to  see  him  during  the  night 
because  the  emperor  was  having  difficulty  in  urinating. 
After  questioning  the  emperor  about  his  symptoms  and 
observing  the  sand  in  his  urine,  Larry  came  to  the  conclu- 
sion that  the  emperor  was  suffering  from  bladder  stones. 
He  advised  the  emperor  against  going  to  Vichy  for  recu- 
peration, but  the  emperor  persisted.  On  July  29,  1866,  an- 
other physician,  Franchois-Gabriel  Gullon,  probed  the 
emperor  with  a tiny  rubber  device  and  then  had  him  get 
into  a warm  bath  into  which  the  emperor  was  able  to  uri- 
nate a little. 8(p,78)  After  probing  three  times,  the  emper- 
or’s difficulty  in  urination  seemed  to  improve.  In  the  last 
half  of  1 869,  the  emperor  experienced  hematuria,  dysuria, 
and  pyuria. 

At  this  time,  his  defense  minister,  Marshal  Niel,  was 
stricken  with  bladder  stone.  Auguste  Nelaton,  the  inven- 
tor of  the  rubber  catheter,  decided  to  treat  the  marshal 
with  lithotrity.  Soon  after  treatment,  Niel  died  of  compli- 
cations.8^126* Niel’s  death  gave  the  emperor  good  reason 
to  lose  confidence  in  the  treatment  of  the  bladder  stone. 
On  June  19,  1870,  on  the  recommendation  of  a relative, 
Anna  Murat,  the  emperor  agreed  to  be  examined  by  Ger- 
main See,  a clinical  professor  at  the  Paris  Medical 
School. 8(pl34)  Professor  See  was  stunned  by  the  emperor’s 
physical  weakness.  After  the  examination,  he  told  the  em- 
peror he  had  a bladder  stone  and  asked  to  discuss  treat- 
ment with  his  physicians.  The  emperor  reluctantly  agreed. 
(The  emperor’s  bladder  ailment  had  never  been  disclosed 
to  the  public,  which  had  been  informed  that  the  emperor 
had  a rheumatism.7) 

On  July  1,  a grand  medical  consultation  took  place  at 
the  residence  of  Conneau.  In  addition  to  Conneau,  Corvi- 
sart,  Nelaton,  Ricord,  Fauvel,  and  See  attended  the  meet- 
ing. See  insisted  that  the  emperor  required  an  exploratory 
sounding  as  a preliminary  step  to  an  operation  to  crush  the 
stone. 8<pl38)  But  the  other  physicians  favored  a more  con- 
servative approach.  At  the  end  of  the  meeting,  See  wrote  a 
report  that  was  supposed  to  be  delivered  by  Conneau  to 
the  emperor  for  review.  His  report  stated  that  frequent 
episodes  of  hematuria,  pyuria,  dysuria,  and  interruption 
of  urination  all  strongly  indicated  that  the  emperor  had 
cystitis  due  to  a calculus  that  required  further  exploration 
and  treatment. 8(pl39)  Apparently,  Conneau  did  not  show 
the  report  to  the  emperor,  who,  despite  ill  health,  went  to 
the  front  line  when  the  Franco-Prussian  war  broke  out  two 
weeks  after  the  medical  consultation.  Years  later,  Em- 
press Eugenie  said  that  Conneau  never  mentioned  the  se- 
riousness of  the  emperor’s  cystitis  to  her.7 

A Prisoner  at  Sedan.  Instead  of  riding  a horse  to  lead 
his  troops,  as  was  his  custom,  the  emperor  took  a train  and 
carriage  to  the  battlefield. 9(p563)  He  frequently  got  off 
from  the  horse,  whose  jolting  increased  his  pain.  He  was 
seen  to  cling  to  a tree  in  agony  because  of  his  difficulty  in 
urination.  The  ill-prepared  French  troops  were  soon  over- 
run by  the  well-equipped  Prussian  army.  On  September  1, 
1870,  Napoleon  III  and  his  army  were  trapped  at  Sedan. 


During  the  siege,  he  intentionally  exposed  himself  to  ene- 
my fire.  The  following  day,  he  ordered  his  armies  to  hoist  a 
white  flag  to  avoid  any  unnecessary  sacrifice.  Within  one 
day,  the  emperor  and  100,000  soldiers  became  prisoners 
of  war.  As  soon  as  the  news  of  capitulation  reached  Paris, 
the  Second  Empire  collapsed  and  a Republican  govern- 
ment was  established. 9(p570) 

Ill-Fated  Treatment.  Napoleon  III  was  released  in  the 
spring  of  1871  after  a peace  treaty  was  signed  between 
France  and  Prussia. 9(p58l)  He  chose  exile  in  Great  Britain 
and  lived  with  his  family  at  Camden  Place,  Chislehurst,  in 
Kent.  His  bladder  condition  apparently  remained  stable 
until  the  summer  of  1872.  After  learning  of  Napoleon’s 
illness,  the  Prince  of  Wales  immediately  sent  his  private 
physician,  William  Gull,  to  see  him.  Gull  recommended 
that  his  colleague  Thompson  examine  the  emperor.  After 
his  examination,  Thompson  informed  Napoleon  that  he 
had  a bladder  stone  that  required  immediate  exploration. 
Napoleon,  however,  refused.  Subsequently  James  Paget, 
the  best  known  surgeon  of  the  day,  visited  him  and  advised 
him  to  accept  the  treatment  prescribed  by  Thompson.  In 
December,  Napoleon  experienced  hematuric  episodes  as- 
sociated with  perineal  pain.  Conneau  consulted  with  Pag- 
et, Thompson,  and  Gull.  Given  the  overwhelming  advice 
to  do  so,  Napoleon  finally  agreed  to  allow  Thompson  to 
perform  a sounding,  which  disclosed  a pigeon’s-egg-sized 
stone  in  the  bladder. 8(pl64) 

On  January  2,  1873,  Thompson  first  performed  a litho- 
trity on  Napoleon,  who  was  anesthetized  by  chloroform. 
Because  of  its  large  size,  Thompson  failed  to  crush  the 
stone  completely.  After  the  operation,  Napoleon  passed  a 
large  amount  of  blood,  pus,  and  fragments  of  a phosphate 
stone.  On  January  6,  Thompson  performed  a second  litho- 
trity.8(p,66)  Soon  after  the  second  operation,  Napoleon 
suffered  fever  and  chills.  The  following  day,  more  blood 
appeared  in  the  urine.  Napoleon  became  lethargic  and 
stuporous.  Thompson  began  to  suspect  that  the  fragments 
might  be  obstructing  the  prostatic  urethra.  On  January  9, 
a third  operation  was  arranged  to  clear  the  prostatic  ure- 
thra. However,  Napoleon’s  general  condition  quickly  de- 
teriorated, with  gradual  loss  of  consciousness. 8(pl66) 
“Etais-tu  a Sedan?”  were  his  last  words,  murmured  to 
Conneau.  He  expired  at  10:45  am  at  the  age  of  64. 

Autopsy.  The  following  day,  the  Empress  Eugenie 
granted  permission  for  an  autopsy  to  be  performed  on  Na- 
poleon. The  postmortem  was  performed  by  the  celebrated 
anatomical  pathologist,  Burdon  Sanderson  of  London 
University,  and  attended  by  many  physicians  previously 
involved  in  Napoleon’s  care.  The  autopsy  disclosed  sub- 
acute inflammation  of  both  kidneys,  bilateral  dilation  of 
the  renal  pelvis,  severe  hydronephrosis  of  the  left  kidney 
with  atrophy  of  the  parenchyma,  bilateral  hydroureter, 
and  subacute  inflammation  of  the  urinary  bladder  and  the 
prostate.  In  addition,  a stone,  weighing  about  0.75  oz  and 
measuring  1 '/4  X 15/16  in  was  found  in  the  bladder.  The 
stone  consisted  of  urates  with  a coating  of  phosphates.10-11 
The  other  organs  demonstrated  no  remarkable  findings. 
Sanderson  concluded  that  the  cause  of  death  was  circula- 
tory and  renal  failure  precipitated  by  the  patient’s  deterio- 
rated condition.  In  the  end,  all  physicians  except  Gull 
signed  their  names  to  the  autopsy  report,  which  was  subse- 
quently published  in  the  British  Medical  Journal  and 
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London  Times. 8(p169>  Back  in  his  office,  Gull  independent- 
ly issued  a statement  that  he  thought  the  phosphate  layer 
of  stone  was  the  result  of  previous  cystitis,  not  the  cause  of 
it,  but  that  otherwise  he  agreed  with  all  the  postmortem 
findings. 

Controversy.  When  the  news  of  Napoleon’s  death  was 
announced,  it  caused  an  uproar  in  the  French  community. 
The  newspapers  and  French  physicians  criticized  Thomp- 
son for  what  they  considered  to  have  been  a bungled  oper- 
ation. J.  Lapeyrere  argued  that  in  view  of  the  size  of  the 
stone  and  the  age  of  the  patient,  lithotomy  and  not  litho- 
trity  should  have  been  the  treatment  of  choice.  He  also 
pointed  out  that  the  interval  between  lithotrities  was  too 
short  for  the  debilitated  patient  to  recuperate  between  the 
procedures.  Another  rumor  circulated  that  Napoleon  died 
of  an  overdose  of  chloroform.  This  additional  medical  con- 
troversy was  further  aggravated  by  Gull’s  refusal  to  sign 
the  report,  which  fueled  public  suspicion  that  there  was 
disagreement  among  Napoleon’s  physicians  regarding 
treatment. 8(p172)  Nonetheless,  based  on  the  autopsy  find- 


ings, there  is  no  doubt  that  Napoleon  died  of  uremia  and 
sepsis.  Finally,  one  historian  made  a fitting  remark  on  Na- 
poleon’s tragic  death:  “Whatever  the  cause  of  his  physical 
death,  in  an  historical  sense,  he  had  already  died  at  Se- 
dan.” 9(p589) 
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FROM  THE  LIBRARY 


SOME  PRACTICAL  POINTS  IN  THE  TREATMENT  OF  STONE  IN  THE  BLADDER, 
WITH  AN  ANALYSIS  OF  EIGHT  NEW  CASES 

...  In  the  management  of  cases  of  vesical  stones,  as  in  that  of  other  surgical  ailments,  the  exercise  of 
sound  judgment  is  quite  as  important  as  the  highest  degree  of  operative  skill,  and  the  two  should  go  hand 
in  hand.  It  seems  to  me  unwise  to  rely  entirely  upon  any  single  method  of  treatment  or  of  operation,  for, 
in  reality,  there  is  no  exclusively  best  method  in  surgery,  no  particular  one  that  should  be  used  in  all 
cases,  even  of  a kind.  It  is  often  said,  and  perhaps  with  much  truth,  of  surgeons  who  have  some  pet 
operation,  that  they  select  their  cases  for  this  operation,  and  reject  all  others  that  appear  unfit  for  it,  or 
even  unpromising.  Judicious  surgeons  ride  no  hobby,  but  select,  from  among  the  many  known  operative 
procedures,  that  which,  after  due  consideration  and  study  of  each  case,  is  likely  to  be  indicated.  Some 
authorities  take  the  ground  that  the  operator  should  select  the  operation  with  which  he  is  most  familiar. 
They  speak  of  excellent  lithotomists  who  are  bad  lithotriptists,  and  vice-versa.  Can  this  be  called  sound 
teaching?  Suppose  in  a certain  case,  the  particular  operation  of  the  one-operation  surgeon  to  be  con- 
traindicated, could  any  but  the  worst  result  be  anticipated?  The  one-operation  man  may  be  an  excellent 
operator,  but  may  be  very  unsuccessful  with  his  one  operation,  and  many  of  his  patients  die,  while 
another  surgeon,  who  may  not  operate  so  brilliantly,  but  makes  a proper  selection  of  operation,  cures 
nearly  all  his  cases.  Is  not  every  surgeon  who  wishes  to  treat  calculous  patients,  in  duty  bound  to  labor 
hard  and  long  to  familiarize  himself  with  all  the  known  methods,  and  if  he  cannot  master  them  all,  is  he 
justified  in  undertaking  any?  If  he  acts  in  accordance  with  the  principles  of  sound  surgery,  he  cannot  be 
a pure  lithotomist,  lithotriptist,  or  perineal  lithotritist,  nor  can  he  even  have  any  particular  hobby  in 
lithotomy,  regarding  one  method  or  another,  but  is  competent  to  choose  the  operation  which  appears, 
after  mature  consideration,  most  suitable  to  the  case.  We  all  know  that  one  patient  will  bear  immediate 
surgical  operation,  be  it  lithotomy  or  lithotripsy,  while  another,  of  the  same  age,  and,  on  a superficial 
examination,  apparently  in  the  same  state,  will  be  killed  by  precisely  the  same  treatment  as  that  resort- 
ed to  in  the  first  case,  whereas,  a few  days  of  rest  and  other  preparatory  treatment,  would  have  ensured 
success.  Is  it  not  better  to  prepare  all  cases  for  operation? 

Sound  judgment  and  experience,  I will  repeat,  are  the  only  guides  in  such  circumstances.  . . . 

JOHN  W.  S.  GOULEY,  MD 
(Trans  Med  Soc  State  NY  1877;  171-181) 
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CASE  REPORTS 


Temporal  arteritis  and  intestinal  perforation 

Report  of  three  cases 

Bruce  Patsner,  md;  Sylvain  Pitzele,  md;  William  J.  Mann,  md;  Eva  Chalas,  md 


Temporal  or  giant-cell  arteritis  is  an 
adult-onset,  focal  granulomatous  in- 
flammatory disorder  of  small-  and  me- 
dium-sized arteries  which  primarily  af- 
fects the  cranial  vessels  but  which  may 
in  more  severe  cases  affect  virtually  any 
arterial  system.  The  cause  of  this  disor- 
der is  unknown  but  its  dramatic  clinical 
response  to  corticosteroids  suggests  an 
underlying  immune  mechanism. 

This  report  describes  three  patients 
with  biopsy-proven  temporal  arteritis  in 
whom  intestinal  perforation  or  fistula 
formation  developed  following  resolu- 
tion of  cranial  manifestations  of  the  dis- 
ease on  steroid  therapy. 

Case  Reports 

Case  1.  A 75-year-old  woman  experi- 
enced progressive  blurred  vision  and  loss  of 
visual  fields  in  February  1984.  A temporal 
artery  biopsy  in  May  1984  demonstrated  gi- 
ant-cell arteritis.  No  extra-ocular  symptoms 
were  noted,  and  the  medical  history  was  un- 
remarkable for  gastrointestinal  disease. 
Oral  prednisone,  1 00  mg/day,  was  initiated, 
with  immediate  improvement  in  symptoms. 
After  one  week  of  steroid  therapy,  the  pa- 
tient complained  of  mild  periumbilical  pain. 
Physical  examination  disclosed  diffuse  ab- 
dominal tenderness  with  mild  rebound,  al- 
though the  patient  was  afebrile.  A plain  film 
of  the  abdomen  demonstrated  free  air  under 
the  diaphragm.  At  emergency  laparotomy,  a 
perforated  duodenal  ulcer  was  found  and 
oversewn.  The  postoperative  course  was  un- 
remarkable, and  prednisone  was  gradually 
tapered  to  15  mg/day  over  the  next  six 
months.  No  additional  gastrointestinal 
problems  were  encountered,  and  the  patient 
currently  remains  symptom  free. 

From  the  Division  of  Gynecologic  Oncology,  De- 
partment of  Obstetrics  and  Gynecology  (Drs  Patsner, 
Mann,  and  Chalas),  and  the  Department  of  Surgery 
(Dr  Pitzele),  State  University  of  New  York  at  Stony 
Brook,  School  of  Medicine,  Stony  Brook,  NY. 

Address  correspondence  to  Dr  Patsner,  Depart- 
ment of  Obstetrics  and  Gynecology,  Division  of  Gyne- 
cologic Oncology,  School  of  Medicine,  Health  Sci- 
ences Center,  State  University  of  New  York  at  Stony 
Brook,  Stony  Brook,  NY  1 1794-8091. 


Case  2.  A 74-year-old  woman  presented 
in  March  1985  with  a three-week  history  of 
headaches  and  scalp  tenderness.  No  extra- 
cranial complaints  were  noted.  The  erythro- 
cyte sedimentation  rate  was  134.  The  medi- 
cal history  was  remarkable  only  for 
cholecystectomy  for  cholelithiasis,  mild  hy- 
pertension, and  a previous  abdominal  hys- 
terectomy in  1951  for  intractable  uterine 
bleeding.  Prednisone,  60  mg/day,  was  start- 
ed, and  after  two  months  the  symptoms 
completely  resolved.  Steroids  were  gradual- 
ly tapered  to  15  mg/day.  In  August  1986, 
the  patient  complained  of  feculent  vaginal 
discharge  but  had  no  fever,  nausea,  vomit- 
ing, abdominal  pain,  or  rectal  bleeding.  An 
upper  gastrointestinal  radiographic  series 
was  normal,  and  barium  enema  studies  re- 
vealed small  diverticuli  only.  An  exploratory 
laparotomy  revealed  a colovaginal  fistula.  A 
salpingo-oophorectomy,  resection  of  recto- 
sigmoid, sigmoid  colostomy,  and  Hartmann 
pouch  were  performed  on  August  1 4.  No  ev- 
idence of  giant-cell  arteritis  was  found  in  the 
resected  portion  of  the  intestine.  Prednisone 
was  decreased  to  10  mg/day.  The  colostomy 
was  uneventfully  reversed  in  February  1 987, 
and  the  patient  remains  symptom  free. 

Case  3.  A 79-year-old  woman  with  a 
history  of  mild  hypertension  and  arthritis 
was  diagnosed  as  having  giant-cell  arteritis 
after  presenting  with  left  eye  blindness  in 
March  1984.  Oral  prednisone,  100  mg/day, 
was  started,  and  symptomatic  improvement 
occurred  within  one  week.  Steroids  were  ta- 
pered to  15  mg/day  due  to  the  development 
of  thrombocytopenia,  which  ultimately  re- 
quired gammaglobulin  for  control,  although 
the  patient  was  otherwise  symptom  free. 
There  was  no  history  of  gastrointestinal  dis- 
ease or  extra-ocular  manifestations  of  giant- 
cell arteritis.  In  August  1984,  the  patient 
complained  of  generalized  malaise  and  was 
noted  to  have  an  abdominal  pelvic  mass.  No 
fever  or  leukocytosis  was  present.  Barium 
enema  was  remarkable  for  mass  effect  only. 
An  exploratory  laparotomy  the  following 
day  revealed  spontaneous  perforation  of  the 
small  intestine  with  an  abdominal  wall  ab- 
scess and  generalized  peritonitis.  Resection 
and  drainage  of  the  abdominal  wall  abscess, 
omentectomy,  and  multiple  resections  of  the 


jejunum  with  staple  reanastomosis  were  per- 
formed. Pathologic  analysis  of  the  resected 
portions  of  intestine  showed  necrosis  and  in- 
flammation, but  no  evidence  of  giant-cell  ar- 
teritis. 

The  postoperative  course  was  marked  by 
the  development  of  septic  shock,  adult  respi- 
ratory distress  syndrome,  and  enterocutan- 
eous  fistula  formation,  which  necessitated 
prolonged  ventilatory  support,  antibiotic 
therapy,  and  intravenous  hyperalimenta- 
tion. Prednisone  was  tapered  to  10  mg/day, 
and  the  patient  was  discharged  after  45  days 
in  the  intensive  care  unit.  Readmission  in 
March  1985  for  sepsis  and  jaundice  again 
resulted  in  an  emergency  laparotomy  for 
peritonitis,  subsequently  complicated  by  a 
subcapsular  liver  hemorrhage,  disseminated 
intravascular  coagulation,  and  septic-hypo- 
volemic shock.  Despite  intensive  resuscita- 
tive  efforts,  the  patient  died  shortly  after 
surgery. 

Discussion 

With  corticosteroid  therapy  giant- 
cell arteritis  frequently  pursues  a rela- 
tively benign,  indolent  course  which  of- 
ten results  in  complete  clinical 
remission  and  allows  resolution  of  ocu- 
lar and  extracranial  symptoms.  Symp- 
tom response  often  occurs  within  two  to 
three  days  of  initiation  of  therapy,  al- 
though rarely  overwhelming  systemic 
involvement  results  in  a fatal  outcome. 
The  gastrointestinal  symptoms  of  tem- 
poral arteritis  often  consist  of  abdomi- 
nal pain  and  diarrhea.  Intestinal  perfo- 
ration or  fistula  formation  per  se  has 
not  been  previously  reported  to  occur  as 
a result  of  or  in  association  with  this  dis- 
ease. 

On  the  microscopic  level,  giant-cell 
arteritis  can  be  identified  by  marked  in- 
flammation with  intimal  proliferation 
followed  by  degeneration  and  fragmen- 
tation of  the  internal  elastic  membrane 
with  the  appearance  of  multinucleate 
giant  cells.  These  pathologic  lesions  ap- 
pear in  a segmental  fashion  rather  than 
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along  the  entire  length  of  the  vessel.1 
When  such  change  involves  the  coro- 
nary and  mesenteric  arteries,  the  result- 
ing ischemia  and  subsequent  infarction 
may  cause  cardiac  and  gastrointestinal 
dysfunction  in  addition  to  the  classic 
headaches  and  visual  impairment  that 
are  produced  by  cranial  vessel  involve- 
ment. 

All  patients  in  this  series  had  biopsy- 
proven  giant-cell  arteritis,  an  absence 
of  extracranial  manifestations  of  dis- 
ease, a dramatic  response  of  ocular  and 
cranial  symptoms  to  oral  prednisone 
therapy,  and  some  form  of  intestinal 
perforation  within  six  months  of  treat- 
ment. Although  abdominal  pain  and  di- 
arrhea have  frequently  been  reported  as 
intestinal  manifestations  of  giant-cell 
arteritis  at  the  time  of  diagnosis,  intesti- 
nal perforation  and/or  fistula  forma- 
tion has  not  been  previously  reported  as 
either  a presenting  sign  or  complication 
of  this  disease,  as  it  has  with  rheuma- 


toid arthritis,2  even  on  steroid  ther- 
apy.3 

The  absence  of  histologic  evidence  of 
giant-cell  arteritis  in  the  resected  por- 
tion of  intestine  in  two  of  the  three  cases 
may  be  the  result  of  corticosteroid  ther- 
apy. Reversal  of  arterial  lesions  has  in 
fact  been  demonstrated  by  serial  angi- 
ography in  patients  with  documented 
giant-cell  arteritis  following  successful 
steroid  therapy.  Giant-cell  arteritis  and 
Crohn  disease  have  also  been  associat- 
ed,4 but  no  evidence  of  the  latter  was 
found  in  the  present  cases. 

More  disturbing,  though,  is  the  rela- 
tive paucity  of  severe  symptoms  and  fe- 
ver in  these  patients  despite  overt  intes- 
tinal perforation  and  the  absence  of 
known  risk  factors  for  spontaneous  per- 
foration or  fistula  formation.  This  may 
also  in  part  be  due  to  prolonged  or  high- 
dose  corticosteroid  therapy.  Physicians 
caring  for  patients  with  giant-cell  arter- 
itis need  to  be  aware  of  the  possibility  of 


intestinal  perforation  in  such  patients 
despite  notable  initial  improvement  in 
symptoms  on  steroids.  Furthermore, 
despite  excellent  long  term  control  of 
symptoms  on  low-dose  prednisone  and 
a lack  of  known  gastrointestinal  dis- 
ease, physicians  must  keep  occult  intes- 
tinal perforation  in  mind  for  those  pa- 
tients with  giant-cell  arteritis  in  clinical 
remission  who  present  with  vague  ab- 
dominal pain,  or  a clinical  picture  less 
severe  than  that  of  the  classic  “acute 
abdomen.” 
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Pulmonary  oncocytoma 

Maritess  G.  de  Jesus,  md;  Tung  P.  Poon,  md;  Kun-Young  Chung,  md 


Oncocytomas  are  rare  tumors  com- 
posed of  epithelial  cells  that  have  abun- 
dant eosinophilic  granular  cytoplasm. 
Since  their  first  description  in  the  sali- 
vary gland  in  1 926, 1 oncocytomas  have 
been  described  elsewhere  in  the  body 
including  the  lung.  Fechner  and  Ben- 
tinck2  first  described  a pulmonary  on- 
cocytoma with  ultrastructural  confir- 
mation in  1973.  Thus  far,  seven  cases 
have  been  reported  in  the  English  liter- 
ature, all  of  which  were  confirmed  by 
electron  microscropic  studies.  Immuno- 
histochemical  investigations  were  not 
performed  in  any  of  these  cases.  We 
present  another  case  of  this  rare  tumor 
and,  in  addition,  we  present  the  results 
of  the  associated  immunohistochemical 
studies. 
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Case  Report 

A 74-year-old  man  was  brought  to  the 
emergency  room  for  slurred  speech  and 
weakness  on  the  right  side  of  the  face.  A 
computerized  axial  tomographic  (CAT) 
scan  of  the  head  revealed  a small  lacunar  in- 
farct in  the  left  basal  ganglia.  As  part  of  the 
general  work-up,  a chest  film  was  obtained 
which  revealed  a 3.0-  to  3.5-cm  oval  mass  in 
the  right  lower  lobe  (Fig  1).  Computed  to- 
mography of  the  chest  revealed  a mass  in  the 
same  area  (Fig  2)  which  contained  a small 
calcific  component  in  its  right  lateral  bor- 
der. Appropriate  management  was  given  for 
the  cerebral  ischemic  infarct.  A right  lower 
lung  lobectomy  was  subsequently  per- 
formed, and  the  patient’s  postoperative 
course  was  uneventful.  Neurologic  deficits 
cleared  by  the  time  of  discharge. 

The  lobectomy  specimen  consisted  of  a 
wedge-shaped  portion  of  lung  tissue  measur- 
ing 6.5  X 4.0  X 2.7  cm  in  maximum  dimen- 
sion. The  pleural  surface  was  unremarkable. 
On  palpation,  a semifirm  mass  was  noted. 
Sections  showed  a well-demarcated,  tan 
brown  mass  measuring  2.5  cm  in  greatest  di- 
ameter. Focal  areas  of  hemorrhage  and  cal- 
cification were  noted.  The  remaining  lung 
parenchyma  appeared  congested. 


Microscopic  examination  showed  an  alve- 
olar arrangement  of  tumor  cells  having 
abundant,  finely  granular,  eosinophilic  cy- 
toplasm and  uniform  small,  centrally  locat- 
ed hyperchromatic,  oval  to  round  nuclei 
with  prominent  nucleoli  (Fig  3).  Mitoses 
were  rarely  seen.  Narrow  fibrous  septae  sep- 
arated the  nests  of  tumor  cells.  Focal  areas 


FIGURE  1.  Chest  film  (anterior-posterior  view) 
showing  a circular  nodule  at  the  periphery  of  the 
right  lower  lung  field. 
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FIGURE  2.  Computed  tomography  of  the 
chest  showing  a radiodense  nodule  in  the  right 
lower  thoracic  cavity. 


with  an  organoid  pattern  were  also  noted. 
Grimelius  staining  showed  focal  positivity  in 
the  tumor. 

On  ultrastructural  analysis,  the  cells  had 
distinct  cellular  borders  with  few  desmo- 
somes.  The  nuclei  were  round  to  oval  with 
dispersed  chromatin  and  prominent  nucleo- 
li. The  cytoplasm  was  filled  with  numerous 
mitochondria  and  contained  a few  nonmem- 
brane-bound electron  dense  granules  rang- 
ing from  100  to  1 50  nm  in  diameter  (Fig  4). 
These  are  smaller  than  the  usual  neurosecre- 
tory granules. 

Immunoperoxidase  staining  using  the 
peroxidase-antiperoxidase  technique  was 
performed  on  paraffin  sections  from  the  tu- 
mor. Stains  for  desmin,  neuron  specific  eno- 
lase,  epithelial  membrane  antigen,  and  S- 
100  were  negative.  Stains  for  cytokeratin 
and  vimentin  were  equivocal.  Appropriate 
positive  and  negative  controls  were  utilized. 

Discussion 

Stohr  and  Risak1  were  the  first  to  de- 
scribe a salivary  gland  tumor  in  1926 


FIGURE  3.  T umor  cells  with  uniform  polygonal 
eosinophilic  granular  cytoplasm  and  round  to 
oval  nuclei  (hematoxylin-eosin  stain;  original 
magnification  X 1,350). 


which  consisted  of  oncocytes.  However, 
it  was  Jaffe3  in  1932  who  introduced 
the  term  “oncocytoma”  for  a benign 
salivary  gland  tumor  that  had  a pre- 
dominantly oncocytic  population.  Since 
then,  oncocytic  tumors  have  been  de- 
scribed elsewhere  in  the  body,  and  ul- 
trastructural criteria  have  been  defined 
to  distinguish  true  oncocytomas  from 
tumors  with  oncocytoid  features. 

Various  cytoplasmic  organelles  can 
result  in  an  oncocytic  appearance  on 
light  microscopy,  including  hypertro- 
phy of  the  smooth  endoplasmic  reticu- 
lum, abundance  of  lysosomes,  or  secre- 
tory granules.  The  true  oncocyte, 
however,  shows  mitochondrial  hyper- 
plasia on  electron  microscopy.  Thus, 
true  oncocytomas  include  only  the  fol- 
lowing; Warthin  tumor,  oxyphil  cell  ad- 
enoma of  the  parotid  gland,  oncocytic 
adenoma  of  the  pituitary  gland, 
Hurthle  cell  tumor  of  the  thyroid,  fibro- 
lammellar  oncocytic  hepatoma,  intra- 
cystic  oncocytic  papilloma  of  the 
breast,  renal  oncocytoma,  ovarian  on- 
cocytoma, and  bronchial  oncocytoma.4 

Bronchial  oncocytomas  are  extreme- 
ly rare  pulmonary  tumors  and  were  first 
described  by  Hamperl5  in  1937  using 
only  light  microscopy.  He  then  consid- 
ered it  to  be  a type  of  bronchial  carci- 
noid. Black,6  in  1969,  later  described 
the  ultrastructural  features  of  a “bron- 
chial oncocytoma;”  he  noted  large  ar- 
gyrophilic  dense  core  vesicles  in  the  cy- 
toplasm as  opposed  to  the  smaller 
secretion  granules  he  found  in  another 
case  of  “bronchial  carcinoid.”  The  term 


FIGURE  4.  Electron  micrograph  showing  tu- 
mor cells  with  numerous  mitochondria  within 
the  cytoplasm.  A few  electron  dense  granules 
are  also  found  (uranyl  acetate-lead  citrate  stain; 
original  magnification  X 2,800). 


oncocytoma  was  apparently  a misno- 
mer, since  his  case  lacked  the  strict  ul- 
trastructural criterion  of  mitochondrial 
hyperplasia. 

Fechner  and  Bentinck2  in  1973  first 
described  a bronchial  neoplasm  com- 
posed of  true  oncocytes  that  exhibited 
an  increase  in  mitochondria  on  electron 
microscopy.  The  authors  interpreted 
the  tumor  described  by  Black  as  being 
an  acinic  cell  tumor  of  bronchial  origin 
that  was  neither  an  oncocytic  carcinoid 
nor  an  oncocytoma. 

Thus  far,  seven  patients  with  oncocy- 
toma in  the  lung  have  been  reported  in 
the  English  literature  (Table  I).  Since 
not  all  tumors  are  bronchial  in  location, 
it  is  only  fitting  to  use  the  general  term 
“pulmonary  oncocytoma.”  These  pa- 
tients, including  the  present  one, 
ranged  in  age  from  22  to  75  years,  the 
median  age  being  53  years.  All  except 
one  patient  were  male.7  Five  gave  a his- 
tory of  smoking.  Presenting  symptoms 
were  nonspecific  and  included  malaise, 
low  back  pain,  and  chest  pain.  Chest  ra- 
diographs usually  revealed  a well  cir- 
cumscribed density  with  a predilection 
for  the  right  side.  Only  in  one  reported 
case  was  the  lesion  located  on  the  left. 
The  majority  of  tumors  were  bronchial 
in  location.  In  three  cases  (cases  2,  4,  8; 
see  Table  I),  the  tumor  was  located  in 
the  lung  parenchyma,  and  no  relation  to 
the  bronchus  was  identified  on  the  gross 
specimen.  Bronchoscopy  revealed  par- 
tially occluding,  solid  polypoid  masses 
in  those  tumors  that  were  bronchial  in 
location.  A preoperative  diagnosis  of 
carcinoid  was  made  in  three  cases 
(cases  1,  4,  6). 

On  macroscopic  evaluation,  the  tu- 
mors were  mostly  single,  except  in  one 
case7  which  consisted  of  multiple  nod- 
ules. They  were  moderately  firm,  from 
1 .0  to  3.5  cm  in  diameter,  and  showed  a 
solid  homogeneous  cut  surface  of  vary- 
ing colors.  Focal  hemorrhage  and  calci- 
fication were  seen  in  the  present  case. 
Histologic  and  ultrastructural  analysis 
demonstrated  the  classic  oncocytic  fea- 
tures of  eosinophilic  granularity  in  the 
cytoplasm  due  to  mitochondrial  hyper- 
plasia. In  two  cases,  however,  mem- 
brane-bound dense  bodies  were  noted. 
Fechner  and  Bentinck2  identified  mem- 
brane-limited dense  bodies  but  clarified 
that  these  were  smaller  (60  nm)  than 
neurosecretory  granules  found  in  carci- 
noid. Fernandez  and  Nyssen8  also 
found  few  membrane-bound  dense  bod- 
ies but  did  not  characterize  these  gran- 
ules, so  the  possibility  exists  that  their 
case  is  not  a true  oncocytoma  but  rather 
an  oncocytic  carcinoid.  The  present 
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TABLE  I.  Cases  of  Pulmonary  Oncocytoma  with  Electron  Microscopic 
Confirmation  Reported  in  the  Literature 


Author 

Physical 

Examination 

Chest 

Film 

Bronchoscopic 

Findings 

Gross 

Appearance 

Fechner  & 

68  yr;  male; 

Right  upper 

Narrowed  right 

3.5-cm  solid 

Bentinck2 

smoker;  mal- 
aise 

lobe  infiltrate 

upper  lobe 
bronchus 

yellow-tan 

mass 

Santos-Briz  et 
al16 

22  yr;  male; 
smoker 

Round  sharp 
shadow  right 
lower  lobe; 
Possible  hy- 
datid cyst 

3.0-cm  uniform 
red  brown. 
Firm  mass 

Fernandez  & 

30  yr;  male; 

Coin  lesion 

Cherry  red 

1.5-cm  oval 

Nyssen8 

smoker;  sud- 
den cough  & 
hemoptysis 

right  lower 
lobe 

mass  block- 
ing right  low- 
er bronchus 

pink  mass 

Tesluk  & Da- 
jee18 

53  yr;  male; 
smoker;  low 
back  pain 

Right  lower 
lobe  spheri- 
cal mass;  as- 
pirate; possi- 
ble carcinoid 

Fragments  of 
tan-gray  firm 
tissue 

Nielsen7 

40  yr;  female; 
weight  loss, 
pneumonia 

Right  lower 
lobe  bronchi- 
al tumor 

Multiple  nod- 
ules, 10-15 
mm,  solid  cut 
surface 

Cwierzyk  et 

57  yr;  male; 

Left  lung  root 

Partial  occlu- 

1.5-cm  polyp- 

al19 

smoker;  chest 
pain 

infiltrate  ex- 
tending to 
left  upper 
lobe 

sion  left  up- 
per lobe 
bronchus;  cy- 
tology ques- 
tionable car- 
cinoid 

oid  mass 

Warter  et  al20 

75  yr;  male 

Left  lower  lobe 
infiltrate 

Nodule  on  wall 
of  right  main 
bronchus 

3.0-mm  tan 
pink  nodule 

Present  case 

74  yr;  male; 
stroke  victim 

Right  lower 
lobe  density 

2.5-cm  tan  yel- 
low mass;  fo- 
cal hemor- 
rhage and 
calcification 

case  also  had  few  electron  dense  gran- 
ules but  they  were  not  membrane- 
bound  and  were  of  a size  smaller  than 
the  usual  neurosecretory  granules.  It  is 
therefore  felt  that  this  is  a bona  fide  on- 
cocytoma. 

The  origin  of  oncocytomas  is  a mat- 
ter of  controversy.  Oncocytes  can  be 
identified  in  normal  aging  bronchial 
mucous  glands.9-11  Hamperl5  believed 
it  to  be  a sign  of  degenerative  or  meta- 
plastic change.  Sun12  speculated  that 
oncocytomas  are  an  “intracellular  neo- 
plasm of  mitochondria”  or,  in  other 
words,  a “mitochondrioma.”  Ghadial- 
ly,4  however,  proposed  the  possibility 
that  mitochondria  in  the  tumor  cells  are 
biochemically  defective  and  thus  un- 
dergo compensatory  hyperplasia.  There 
may  likewise  be  an  increased  lifespan  of 
the  organelle  or  decreased  rate  of  elimi- 
nation. 

There  is  an  even  greater  controversy 
as  to  whether  pulmonary  oncocytoma  is 


merely  a variant  of  carcinoids  or  wheth- 
er it  belongs  to  a separate  category. 
Spencer,11  for  instance,  describes  the 
bronchial  oncocytomatous  carcinoid  as 
being  distinct  from  the  bronchial  onco- 
cytomatous adenoma,  though  he  adds 
that  most  “bronchial  oncocytomas”  re- 
ported are  probably  bronchial  carci- 
noids, as  in  the  case  cited  by  Black.6 
Carter  and  Eggleston13  agree  with  this 
distinction. 

Furthermore,  a number  of  bronchial 
neoplasms  have  been  described  as  being 
composed  of  a biphasic  population  of  on- 
cocytic and  carcinoid  cells.  This  leads 
one  to  suppose  that  these  two  tumors  ac- 
tually comprise  a spectrum  of  a single 
entity  that  has  varying  degrees  of  onco- 
cytic and  carcinoid  differentiation.  Wal- 
ter et  al14  and  Sklar  et  al15  each  de- 
scribed a bronchial  tumor  composed  of  a 
mixture  of  pure  oncocytes  and  pure  car- 
cinoid cells  as  defined  by  electron  mi- 
croscopy. Walter  et  al14  also  found  cells 


of  “intermediate  type”  having  few  neu- 
rosecretory granules  and  abundant  mi- 
tochondria. The  common  origin  of  carci- 
noid cells  and  oncocytic  cells  from  a 
single  progenitor  is  thereby  postu- 
lated. 

At  present,  the  distinction  of  oncocy- 
tic and  carcinoid  cells  rests  purely  on 
ultrastructural  grounds.  It  is  felt  that 
these  biphasic  tumors  described  are,  as 
their  authors  claim,  merely  evidence  of 
oncocytic  metaplasia  of  bronchial  car- 
cinoids, and  this  is  by  virtue  of  the  pres- 
ence of  neurosecretory  granules.  Once 
these  are  identified  in  a tumor,  then  it 
fulfills  the  morphologic  criterion  for  the 
diagnosis  of  carcinoid,  whether  or  not 
oncocytic  changes  are  seen.  In  the  ab- 
sence of  these  granules  and  until  the  or- 
igin of  oncocytes  is  clarified,  we  believe 
that  the  distinction  still  holds. 

The  immunohistochemical  proper- 
ties of  pulmonary  oncocytomas  have 
never  been  fully  characterized.  Only 
Santos-Briz  et  al16  and  Nielsen7  resort- 
ed to  fluorescence  microscopy  and  de- 
tected no  serotonin  or  catecholamines. 
Immunoperoxidase  stains  were  not 
used,  but  theoretically  should  aid  in  dis- 
tinguishing carcinoid  from  oncocy- 
toma. Neuron  specific  enolase  was  neg- 
ative in  the  tumor  described  here,  which 
is  consistent  with  a non-carcinoid  mass. 
Epithelial  membrane  antigen  was  nega- 
tive, although  Heyderman  et  al17 
showed  that  bronchial  mucous  glands 
contain  epithelial  membrane  antigen. 
Staining  of  oncocytes  was,  however,  not 
mentioned.  So  little  immunohistoche- 
mical investigation  has  been  performed 
on  normal  and  neoplastic  oncocytes 
that  it  is  difficult  to  make  a conclusion 
based  on  our  results.  We  feel  strongly, 
however,  that  immunohistochemical 
studies  might  shed  more  light  on  the  na- 
ture of  these  cells,  and  also  that  of  the 
various  dense  bodies  found  in  oncocyto- 
mas, and  may  even  resolve  the  contro- 
versy regarding  cell  origin. 

Clinically,  oncocytomas  of  the  lung 
have  proven  to  be  benign  in  behavior 
except  for  the  case  described  by  Niel- 
sen,7 which  was  locally  infiltrative  and 
had  parabronchial  lymph  node  metas- 
tasis. 

Oncocytomas  are  subclassified  as  be- 
nign or  malignant;  although  clinical  be- 
havior is  difficult  to  predict  from  light 
microscopic  and  ultrastructural  find- 
ings alone.  Immunohistochemical  stud- 
ies may  aid  in  the  diagnosis,  but  the  ul- 
timate answer  lies  in  a close  follow-up 
of  cases  and  in  meticulous  sampling  of 
tumors  to  detect  non-oncocytic  ele- 
ments. 
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Common  duct  stone  with  associated  Clonorchis  sinensis 

infection 

Thomas  Jimenez,  md,  Anthony  DiBenedetto,  md 


Parasitic  infection  is  a known  cause  of 
common  bile  duct  obstruction.  Ascaris 
lumbricoides  and  Fasciola  hepatica 
are  the  parasites  most  commonly  impli- 
cated.1-2 Clonorchis  sinensis , however, 
is  not  commonly  seen  in  Western  coun- 
tries.3 Clonorchis  infection  frequently 
results  in  cholangiohepatitis  often  asso- 
ciated with  secondary  Escherichia  coli 
infection,  and  may  obstruct  the  com- 
mon bile  duct  if  associated  with  biliary 
stricture,  stones,  or  tumor.2  The  follow- 
ing is  a report  of  a patient  with  gall- 
stones, a common  bile  duct  stone,  and 
associated  active  Clonorchis  infection 
of  the  bile  ducts. 

Case  Report 

A 59-year-old  male  Chinese  immigrant 
was  admitted  to  the  hospital  complaining  of 
epigastric  and  right  upper  quadrant  pain, 
associated  with  nausea  and  vomiting  of  one 
day’s  duration.  He  denied  weight  loss,  jaun- 
dice, acholic  stools,  or  a history  of  hepatitis. 
He  had  lived  most  of  his  life  in  Hong  Kong 
and  had  immigrated  to  the  United  States 
three  years  previously. 

Physical  examination  revealed  a thin, 
nonicteric  Oriental  man.  His  temperature 
was  37°C,  and  the  vital  signs  were  stable. 
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There  was  voluntary  guarding  over  the  right 
upper  quadrant,  with  minimal  rebound  ten- 
derness over  the  epigastrium  and  right  up- 
per quadrant.  Rectal  examination  revealed 
brown  stool  negative  for  blood.  The  chest 
film  and  electrocardiogram  were  within  nor- 
mal limits.  The  abdominal  films  were  nor- 
mal. The  white  blood  cell  count  was  15,000 
k/mm3  with  81%segmented  neutrophils,  1% 
stab,  1 6%  lymphocytes,  and  2%  monocytes. 
Laboratory  studies  demonstrated  a hemo- 
globin of  1 2.3  g/dL;  hematocrit,  38.3%;  nor- 
mal electrolyte  levels;  blood  urea  nitrogen, 
17  mg/dL;  glucose,  106  mg/dL;  amylase, 
30  U;  bilirubin,  1.5  mg/dL;  alkaline  phos- 
phatase, 88  U/L;  serum  glutamic-oxaloace- 
tic transaminase,  71  U/L;  serum  glutamic- 
pyruvic  transaminase,  154  U/L.  A subse- 
quent white  blood  cell  differential  count 
revealed  30%  eosinophils. 

An  abdominal  ultrasound  displayed  mul- 
tiple calculi  in  the  gallbladder,  a common 
bile  duct  measuring  9.5  mm,  and  a 6-mm 
stone  in  the  right  hepatic  duct  (Fig  1).  A 
DISIDA  nuclear  scan  revealed  partial  cystic 
duct  obstruction  consistent  with  either 
chronic  or  acute  cholecystitis.  A computer- 
ized axial  tomographic  scan  demonstrated  a 
dilated  gallbladder  with  stones  surrounded 
by  fluid  (Fig  2),  dilated  intrahepatic  ducts,  a 
dilated  common  bile  duct,  and  a normal 
pancreas. 

At  laparotomy,  a dilated,  chronically  in- 
flammed  gallbladder  containing  multiple 
stones  was  found  and  removed.  On  opening 
the  common  bile  duct,  a large  number  of 
3 X 15-mm  leaf-like  structures  and  bile 
poured  out.  After  introducing  the  choledo- 


choscope  into  the  common  bile  duct,  we 
were  able  to  see  many  more  parasites,  some 
of  which  were  adherent  to  the  walls  of  the 
smaller  intrahepatic  biliary  radicles.  Some 
of  these  parasites  were  extracted  with  for- 
ceps and  many  more  were  flushed  out.  A sin- 
gle stone  was  visualized  and  extracted  from 
the  distal  common  bile  duct.  A T-tube  was 
placed  in  the  common  duct.  After  surgery, 
many  more  of  the  parasites  drained  through 
the  T-tube. 

On  the  second  day  after  surgery,  the  pa- 
tient received  a one-day  treatment  regimen 
with  praziquantel,  25  mg/kg/day  in  four  di- 
vided doses.4  A T-tube  cholangiogram  per- 
formed on  the  seventh  day  after  surgery 
showed  prompt  emptying  into  the  duode- 
num, absence  of  filling  defects,  and  ductal 


FIGURE  1 . Abdominal  sonogram  showing  a 6- 
mm  stone  in  the  right  hepatic  duct  (arrow). 
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FIGURE  2.  Abdominal  CAT  scan  showing  di- 
lated gallbladder  with  multiple  stones  (arrow)  in 
gallbladder  and  fluid  around  gallbladder  wall  (ar- 
row). Dilated  intrahepatic  ducts  not  seen  on  this 
film  slice. 

scalloping  with  cystic  dilation  of  small  intra- 
hepatic ducts  (Fig  3).  The  patient  was  dis- 
charged with  instructions  to  have  his  stool 
cultured  for  ova  and  parasites. 

Discussion 

Clonorchis  sinensis  was  first  de- 
scribed by  McConneP  in  1875,  and  its 
three-month  life  cycle  was  described  by 
Faust6  in  1927.  This  fluke  is  endemic  in 
South  Korea,  Japan,  Formosa,  Kwang- 
ton  Province  of  South  China,  and  Indo- 
china.7 In  Hong  Kong,  65%  of  the  popu- 
lation over  one  year  of  age  are  infected 
with  Clonorchis  sinensis.  The  parasite 
has  a life  span  of  20  to  35  years. 


FIGURE  3.  T-tube  cholangiogram  performed 
on  day  seven  after  surgery.  Shows  ductal  scal- 
loping with  cystic  dilation  of  small  intrahepatic 
ducts. 


The  15  mm  X 4 mm  adult  fluke  lives 
in  the  terminal  biliary  radicles.  The  un- 
hatched eggs  pass  through  the  intestine 
into  fresh  water,  where  the  eggs  hatch 
into  miracidia  which  penetrate  the  snail 
species  Parafossarulus  striatulus 
(China),  Parafossarulus  japonicus, 
and  Bulinus fuschiana  (Japan).  Within 
the  snails,  sporocytes  and  rediae  devel- 
op which  produce  cercaria  (the  free 
swimming  larval  stage  of  a trematode 
consisting  of  body  and  tail)  that  escape 
into  the  water.  The  cercaria  burrow  be- 
tween the  scales  of  fresh  water  Fish  into 
the  muscles,  and  are  ingested  by  hu- 
mans who  eat  the  uncooked  fish.  The 
cercaria  undergo  exocystosis  in  the  hu- 
man stomach  and  migrate  via  the  am- 
pulla of  Vater  into  the  peripheral 
branches  of  the  bile  ducts  where  they 
mature. 

The  worms  travel  the  biliary  chan- 
nels by  firmly  anchoring  their  ventral 
suckers,  thereby  desquamating  epithe- 
lium, projecting  their  bodies  full  length, 
attaching  their  oral  suckers  and  further 
inching  their  bodies  forward.  They  then 
burrow  into  the  exposed  ductal  stroma 
adjacent  to  the  peribiliary  vascular 
plexuses,  and  live  off  the  glucose  and 
protein  contained  in  the  tissue  fluid  ex- 
uded from  the  denuded  surfaces  of  the 
intrahepatic  ducts.2 

As  a result  of  the  biliary  de-epithelia- 
lization  by  the  parasite,  crypt  forma- 
tion, hyperplasia  of  epithelium,  and 
periportal  connective  tissue  Fibrosis  de- 
velop. The  parasites  may  crowd  and  in- 
termittently form  into  biliary  plugs 
causing  stasis,  bacterial  infection  ( E 
coli),  cholangitis,  and  cholangiohepati- 
tis.8  A glue-like  material  found  within 
the  lining  epithelium  and  biliary  ducts 
incorporates  denuded  cells  with  the 
clonorchis  ova  or  with  dead  adult 
worms  to  form  bile  thrombi  or  stones.  C 
sinensis  has  also  been  implicated  as  a 
cause  of  cholangiocarcinoma.1'2 

In  an  autopsy  study  of  31  patients 
from  an  endemic  region,  primary  cho- 
ledocholithiasis  and  C sinensis  were 
found  in  20. 9 The  8%  incidence  of  ob- 
structive jaundice  in  a series  of  500  pa- 
tients reported  by  Hou9  was  not  attrib- 
uted to  duct  blockage  by  the  organism 
itself.  Generalized  biliary  dilation  was 
present  in  only  1.6%  of  the  patients  and 
was  a sequela  of  stone,  stricture,  or  tu- 


mor caused  by  chronic  inflammation 
due  to  the  parasite.  Lee  and  Hirst10  re- 
ported two  Chinese  patients  with  clon- 
orchal  cholelithiasis  and  choledocholi- 
thiasis  obstructing  the  common  bile 
duct.  In  the  patient  presented  here, 
there  was  dilation  of  the  intrahepatic 
ducts,  cholelithiasis,  acute  cholecysti- 
tis, and  choledocholithiasis,  as  well  as 
clonorchiasis. 

Prior  to  the  availability  of  the  trema- 
tocidal  drug  praziquantel,  the  surgical 
treatment  of  cholangiohepatitis  due  to 
clonorchiasis  consisted  of  biliary-enter- 
ic diversion  by  either  choledocho-jejun- 
ostomy  or  choledocho-duodenostomy. 
Praziquantel  has  a speciFic  effect  on 
cell  wall  permeability,  which  induces 
contraction  of  the  parasite  by  vacuoli- 
zation and  disintegration  of  the  parasi- 
te’s tegument.  Side  effects  include  mal- 
aise, headache,  dizziness,  abdominal 
discomfort  with  or  without  nausea,  and 
increase  in  body  temperature.  On  rare 
occasions  urticaria  has  been  noted. 

Stool  examinations  for  ova  and  para- 
sites should  be  carried  out  on  immi- 
grants or  travelers  from  areas  of  en- 
demic parasitoses,  as  the  diagnosis  of 
parasites  is  confirmed  by  finding  eggs 
in  the  stool.  Since  this  was  a surgical 
emergency  there  was  insufficient  time 
to  perform  stool  examinations,  and  had 
clonorchis  eggs  been  found  on  admis- 
sion, the  management  might  have  been 
the  same. 
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Testicular  tumors  occur  with  an  in- 
creased propensity  in  the  setting  of 
cryptorchidism.1’2  Whereas  neoplastic 
spread  is  usually  directed  along  retro- 
peritoneal lymphatics,  correction  of  an 
undescended  testis  by  orchiopexy  may 
change  the  classic  pathways  of  spread, 
resulting  in  unusual  lymphatic  diver- 
sion.3-6  We  report  on  a patient  with  ex- 
tensive disease  that  had  spread  to  both 
groins.  The  degree  of  tumor  involve- 
ment was  considered  atypical  for  any 
inguinal  disease  process  that  we  were 
familiar  with  or  that  had  previously 
been  reported  in  the  literature. 

Case  Report 

A 27-year-old  man  underwent  a right  or- 
chiopexy via  an  inguinal  approach  at  age  1 1 . 
He  was  well  until  two  weeks  prior  to  medical 
evaluation  by  his  family  physician,  when  he 
noted  the  development  of  scrotal  swelling 
followed  by  massive  bilateral  inguinal  en- 
largement. A biopsy  taken  from  the  left  in- 
guinal region  at  the  referring  hospital  sug- 
gested that  the  lesion  was  sarcomatous  in 
nature.  Such  a pattern  of  extensive  spread  to 
one  or  both  groins  had  previously  been  re- 
ported in  the  presence  of  spermatic  cord  sar- 
coma.7 

Because  of  uncontrollable  hemorrhage 
from  the  region  of  the  right  groin  mass,  hos- 
pital transfer  was  initiated.  In  order  to  con- 
trol the  active  bleeding  noted  on  presenta- 
tion at  North  Shore  University  Hospital, 
extensive  compression  dressings  were  ap- 
plied to  the  groin  masses. 

On  examination  at  this  time,  the  patient 
was  found  to  be  a thin  male  in  minimal  dis- 
tress. A large  scrotal  mass  indistinct  from 
the  testes  and  measuring  7 cm  in  diameter 
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was  present.  Even  larger  10-15  cm  groin 
masses  were  present  bilaterally.  Active  arte- 
rial bleeding  was  present  from  both  necrotic 
groin  lesions,  but  was  more  marked  on  the 
right.  The  chest  radiograph  was  normal.  He- 
moglobin was  7.7  g/dL.  The  pulse  rate  was 
120/min.  Transfusions  were  promptly  ad- 
ministered. 

A computed  tomographic  (CT)  scan  of 
the  abdomen  and  pelvis  failed  to  show  retro- 
peritoneal extension  of  the  disease;  rather, 
all  metastases  from  the  scrotal  lesion  ap- 
peared to  be  to  the  groins  (Fig  1).  Pelvic  aor- 
tography demonstrated  neovascularization 
of  the  right  inguinal  mass  from  the  internal 
iliac  and  deep  femoral  arteries.  The  bleeding 
was  managed  by  compression  dressings  and 
transfusions  while  a treatment  approach 
was  contemplated.  Radiation  therapy  with 
600  rads  was  administered  in  an  attempt  to 
bring  the  bleeding  under  control.  A review 
of  submitted  slides  received  48  hours  after 
admission  suggested  that  the  initial  diagno- 
sis of  sarcoma  was  incorrect  and  that  the  tu- 
mor was  actually  an  embryonal  cell  carcino- 
ma. Tumor  markers  showed  the  alpha- 
fetoprotein  level  to  be  7,400  U/mL  (normal 
to  22  U/mL),  and  the  beta-human  chorionic 
gonadotropin  (HCG)  level  less  than  4 ng/ 
mL. 

The  lesion  was  considered  unresectable, 
and  combination  chemotherapy  for  meta- 
static germ  cell  tumor  was  instituted.  The 
drugs  employed  included  cisplatin,  vinblas- 
tine, and  bleomycin.  The  week  following 
chemotherapy,  there  was  a rapid  decrease  in 


any  signs  of  bleeding  from  the  groin  masses. 
Tumor  regression  was  very  apparent  over 
the  next  two  weeks.  The  patient  subsequent- 
ly received  three  additional  courses  of  che- 
motherapy, after  which  time  alpha-fetopro- 
tein was  undetectable.  Because  of  the 
presence  of  a small  but  persistent  tumor 
mass  in  the  groin  and  scrotal  regions,  the  pa- 
tient was  readmitted  for  surgical  resection. 

A right  radical  orchiectomy  with  in-conti- 
nuity right  superficial  inguinal  node  dissec- 
tion was  performed.  Redundant  right  scro- 
tal skin  was  used  to  cover  the  resected 
inguinal  region  where  skin  was  taken  with 
the  primary  lesion.  A left  inguinal  dissection 
was  also  performed.  The  left  testicle  could 
now  be  palpated,  and  it  appeared  normal. 
On  microscopic  evaluation,  the  right  testis 
revealed  a malignant  mixed  germ  cell  tumor 
with  teratoma,  endodermal  sinus  tumor,  and 
embryonal  carcinoma.  The  left  inguinal 
specimen  showed  metastatic  disease  in  1 of 
1 2 inguinal  nodes  (Fig  2).  The  right  inguinal 
mass  showed  no  evidence  of  residual  malig- 
nancy. Immunoperoxidase  staining  of  the 
tumor  was  negative  for  both  beta-HCG  and 
alpha-fetoprotein.  A fourth  cycle  of  chemo- 
therapy with  cisplatin,  bleomycin,  and  VP- 
16  was  given  after  surgery  because  of  the 
presence  of  residual  disease.  The  patient  re- 
mained free  of  disease  two  years  after  com- 
pletion of  therapy. 

Discussion 

Metastasis  of  scrotal  germ  cell  tu- 
mors to  regional  nodes  in  the  retroperi- 


FIGURE  1 . Pelvic  CT  scan  showing  a large  scrotal  mass  (left)  and  massive  bilateral  inguinal  masses 
(right). 
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FIGURE  2.  Light  photomicrograph  showing 
metastatic  teratoma  to  one  of  12  left  inguinal 
lymph  nodes.  The  node  is  fibrotic  and  depleted 
of  lymphocytes  (hematoxylin-eosin  stain;  origi- 
nal magnification  X 150). 

toneum  is  well  known.  Groin  metasta- 
ses  more  typically  suggest  spread  from 
primary  intrascrotal  sarcoma.7  Howev- 
er, as  in  this  case,  prior  orchiopexy 
changes  the  natural  history  of  evolving 
testicular  tumors.  Prior  scrotal  surgery 
alters  lymphatic  drainage,  changing  the 
pathway  away  from  retroperitoneal 
lymphatics.  Inguinal  lymph  node  in- 
volvement, when  occasionally  seen  in 
association  with  testicular  neoplasms, 
represents  a worsening  of  prognosis  for 
the  patient.3"6  Extensive  involvement  of 
groin  nodes,  as  seen  in  the  present  case, 
is  unusual  both  for  metastatic  nodal  in- 
volvement as  well  as  for  primary  nodal 
disease.  Batata  et  al8  reported  a 7%  in- 
cidence of  inguinal  metastasis  when 
testicular  tumors  developed  after  cor- 
rection for  cryptorchidism.  The  find- 
ings of  groin  metastasis  in  association 
with  an  intrascrotal  lesion  can  fre- 
quently result  in  a mistaken  clinical  di- 
agnosis. The  patient  reported  here  dem- 
onstrated that  the  performance  of  an 
orchiopexy  at  age  1 1 contributed  to  the 
development  of  a non-seminomatous 
germ  cell  carcinoma,  and  that  the  scro- 
tal surgery  resulted  in  subsequent  in- 
guinal metastasis. 

The  need  for  orchiopexy  in  the  treat- 
ment of  an  undescended  testicle  is  not 
questioned.  It  can  preserve  fertility,  al- 
low for  physical  examination  to  detect 
early  neoplastic  change,  and  is  of  cos- 
metic benefit.  When  an  undescended 
testis  is  detected,  correction  by  age  one 
is  recommended,  because  ultrastruc- 
tural  abnormalities  are  apparent  by 
that  age.9  If  cryptorchidism  is  detected 
late,  many  investigators  feel  that  or- 
chiopexy should  be  performed  no  later 
than  the  age  of  ten.  Orchiectomy  is  ad- 
vised after  this  age  because  the  risk  of 


the  subsequent  development  of  testicu- 
lar cancer  is  so  great.1-4'12 

The  optimal  management  of  patients 
with  palpable  inguinal  disease  is  uncer- 
tain. Morse  et  al10  believe  platinum 
based  chemotherapy  is  justified  as  the 
primary  treatment  after  radical  or- 
chiectomy, with  groin  dissection  re- 
served for  residual  disease.  Klein  et  al6 
advocate  treatment  with  chemotherapy 
when  groin  disease  and  retroperitoneal 
disease  exist  simultaneously.  However, 
when  palpable  groin  nodes  exist  with- 
out evidence  of  retroperitoneal  disease, 
the  choice  of  surgery  or  chemotherapy 
as  the  initial  treatment  remains  debat- 
able.6 

In  this  patient,  the  initial  concern  of 
controlling  the  bleeding  necessitated 
the  use  of  localized  radiation  therapy. 
Post-irradiation  combination  chemo- 
therapy was  employed  for  three  cycles 
of  the  drugs.  On  completion  of  the  third 
course  of  therapy,  there  remained  re- 
sidual bilateral  palpable  inguinal  nodes 
and  a persistent  right  testicular  mass.  It 
was  felt  that  a fourth  course  of  therapy 
would  be  most  effective  following  tu- 
mor debulking.  Surgical  resection  here 
was  necessary  for  minimizing  tumor 
burden  and  to  allow  for  evaluation  of 
the  effect  of  the  already  administered 
chemotherapy. 

On  microscopic  evaluation,  residual 
tumor  was  noted  in  the  specimen,  in 
spite  of  normal  levels  of  alpha-fetopro- 
tein and  lactate  dehydrogenase  (LDH). 
However,  the  marked  reduction  in 
these  markers  following  the  chemo- 
therapy is  indicative  of  a significant  de- 
crease in  tumor  burden.  The  chemo- 
therapeutic management  of  this  patient 
took  advantage  of  the  many  advances 
made  in  the  oncologic  treatment  of 
germ  cell  tumors.  The  initial  alpha-fe- 
toprotein and  LDH  levels  placed  the 
patient  in  a previously  defined  poor 
prognostic  group.11-12  Combination 
chemotherapy  with  cisplatin,  bleomy- 
cin, and  vinblastine  was  administered 
for  three  cycles,  followed  after  surgery 
by  one  course  of  cisplatin,  bleomycin, 
and  VP- 16.  This  type  of  regimen  has 
been  useful  in  poor  prognostic  situa- 
tions.13 Using  a progressive  decline  in 
alpha-fetoprotein  as  a guide,  chemo- 
therapy was  given  until  a complete  clin- 
ical response  was  achieved,  reaching  a 
level  of  zero  by  the  eighth  week  of  treat- 
ment. This  rate  of  decline  in  serum  tu- 
mor markers  is  consistent  with  previous 


reports  and  predicts  a favorable  out- 
come.14 Despite  the  undetectable  al- 
pha-fetoprotein, the  surgical  specimen 
did  show  residual  tumor,  which  indi- 
cates that  a clinical  response  deter- 
mined by  markers  alone  must  be  fur- 
ther evaluated,  especially  when  bulky 
lesions  persist  as  in  this  case. 

Immunocytochemical  studies  in  the 
resected  specimen  from  this  patient 
were  negative,  suggesting  that  selection 
of  surviving  tumor  cells  following  che- 
motherapy favored  those  that  were  neg- 
ative for  alpha-fetoprotein.  Experimen- 
tal regimens  utilizing  non-cross- 
resistant  drug  combinations  have  been 
developed  to  try  to  overcome  the  differ- 
ent sensitivities  that  may  exist  in  the 
varying  tumor  populations.  While  these 
salvage  regimens  have  been  developed 
for  patients  with  persistent  disease,  du- 
rable remissions  have  been  difficult  to 
achieve.15 
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Himself,  Mrs  Plucker,  and  the 
rites  of  spring 

TO  THE  EDITOR:  It  was  with  great  joy 

that  I read  your  special  article  in  the 
February  1989  issue,  entitled  “Himself, 
Mrs  Plucker,  and  the  rites  of  spring.”1  I 
had  the  opportunity  of  being  one  of  the 
“spring  training”  doctors  for  the  Los 
Angeles  Dodgers  in  February  of  1 969.  I 
was  a budding  surgical  resident  and  my 
tour  with  the  Dodgers  also  counted  as 
annual  leave.  However,  being  a devout 
Dodger  and  baseball  fan,  1 could  not  re- 
sist and  eagerly  volunteered. 

Like  yourself,  and  like  the  others  who 
followed  me,  I found  Mrs  Plucker  to  be 
a wonder.  She  functioned  as  mother- 
hen,  confidant,  stand-in  for  the  “doc,” 
lovely  and  kindly  grandma,  and  angel 
of  mercy.  I became  very  fond  of  her  and 
together  we  spent  many  happy  hours  in 
treating,  evaluating,  and  reminiscing. 
She  was  so  kind  and  so  helpful  and  so 
understanding.  I recall  her  starched 
uniform  always  glistened  in  the  Florida 
sun.  You  could  often  hear  her  rustling 
by  before  you  could  see  her.  She  was 
very  patient  with  my  sophomorism  and 
taught  me  great  lessons  in  the  art  of  lis- 
tening and  being  practical. 

Others  who  followed  behind  me  were 
also  touched  by  this  lovely  lady.  I 
mourn  her  passing,  and  today  20  years 
later  I still  think  of  her  and  the  marvel- 
ous experience  of  being  at  Vero  Beach. 
Your  article  returned  me  to  that  time 
and  place  with  ease  and  grace.  1 thank 
you  very  much. 

ROBERT  J.  SI LIC H,  MD 
1 1 30  Victory  Blvd 
Staten  Island,  NY  10301 

I.  Imperato  PJ:  Himself,  Mrs  Plucker,  and  the 
rites  of  spring.  NY  Stale  J Med  1989;  89:85-88. 

Abuse  of  the  elderly 

TO  THE  EDITOR:  The  article  by  Eric 

Cassell1  on  abuse  of  the  elderly  in  the 
March  issue  of  the  Journal  is  one  of  the 
most  poignant  discussions  of  this  topic 
that  I have  ever  seen. 

One  important  abuse  of  the  elderly 
patient  in  the  nursing  home  which  Cas- 
sell does  not  mention,  however,  is  that 


of  overmedication  with  psychotropic 
drugs.  This  is  done  in  order  to  make  the 
individuals  concerned  behave  in  a doc- 
ile and  compliant  manner.  Attentive  lis- 
tening and  appropriately  prescribed 
psychotherapy  are  much  less  frequently 
dispensed  in  such  settings.  One  of  the 
sequelae  of  this  depersonalized  ap- 
proach to  the  elderly  is  the  fact  that 
over  half  of  the  medication  related 
deaths  in  the  nation  occur  in  patients 
over  the  age  of  60  years. 

Clearly  the  misuse  of  the  prescription 
pad  in  nursing  homes,  and  in  the  treat- 
ment of  the  elderly  in  general,  poses  a 
public  health  problem  which  must  be 
stopped.  It  also  represents  a systematic 
form  of  abuse  of  older  citizens  which 
can  no  longer  be  tolerated.  Many  of  the 
individuals  I am  referring  to  are  not  the 
incompetent  elderly  persons  whom 
Cassell  describes  in  his  article.  Hence 
the  physicians  involved  in  their  treat- 
ment are  able  to  form  a relationship 
with  their  patients.  Only  through  a re- 
turn to  a personal  approach  to  the  care 
of  our  older  patients  can  we  hope  to  end 
the  abuse  and  misuse  of  them  which  has 
prevailed  for  so  long. 

WAYNE  A.  MYERS,  MD 

180  East  79th  St 
New  York,  NY  10021 

1.  Cassell  EJ:  Abuse  of  the  elderly:  Misuses  of 
power.  NY  State  J Med  1 989;  89: 1 59- 1 62. 

Physician  recredentialing 

TO  THE  EDITOR:  One  cannot  help  but 

take  exception  to  the  article  written  by 
Drs  Gellhorn  and  Cherkasky,  concern- 
ing the  issue  of  physician  recredential- 
ing.1 One  should  recall  that  this  propos- 
al, by  Governor  Mario  Cuomo,  was 
suggested  as  a means  of  containing  the 
malpractice  crisis  in  New  York  State. 
In  fact,  the  authors  state  that  it  “was  a 
logical  follow-up  of  the  administra- 
tion’s medical  malpractice  law.”1  In 
other  words,  the  entire  notion  of  recre- 
dentialing seems  to  have  arisen  from 
the  assumption  that  the  malpractice 
problem  in  New  York  State  was  and  is 
caused  by  the  physicians  in  the  state. 
Does  anyone  among  your  readership 
who  does  not  work  for  the  State  of  New 


York  really  believe  this  to  be  the  case? 
And  given  this  false  and  twisted  as- 
sumption upon  which  the  recredential- 
ing proposal  was  initially  based,  can  we, 
as  physicians,  meekly  go  along  with  it? 

Finally,  in  agreement  with  the  points 
made  by  Dr  Sherman  in  his  article  in 
the  same  issue  of  the  Journal ,2 1 would 
suggest  that  the  real  issue  in  this  case  is 
not  the  competence  of  New  York  State 
physicians,  but  that  of  control.  Who 
will  control  the  practice  of  medicine  in 
New  York  State?  Considering  the 
forces  against  us,  it  is  difficult  to  be  op- 
timistic. 

DAVID  R REICH,  MD 
Genesee  Mall,  Suite  101 
Auburn,  NY  13021 

1.  Gellhorn  A,  Cherkasky  M:  Periodic  physician 
recredentialing  proposed  in  New  York  State.  NY 
State  J Med  1989;  89:209-213. 

2.  Sherman  CD:  Quality  education  is  essential  for 
quality  health  care.  NY  State  J Med  1989;  89:213- 
216. 

The  future  of  medicine:  A 
resident’s  perspective 

TO  the  EDITOR:  As  a second  year  res- 

ident, I have  spent  the  past  five  years 
listening  to  the  doom  and  gloom  proph- 
ecy of  our  profession’s  establishment. 
As  a spectator,  I have  witnessed  our 
feeble  attempts  to  recoup  social,  ethi- 
cal, and  financial  losses.  The  dictums  of 
a generation  which  led  medicine  to  its 
present  predicament,  distressingly  still 
prevail.  It  is  time  for  medicine’s  newest 
generation  to  assert  itself  and  for  the 
old  guard  to  take  heed.  Experience  is 
most  valuable  when  imposed  upon  fresh 
ideas  and  innovation.  As  a representa- 
tive of  medicine’s  future,  I would  like  to 
relay  some  observations  and  set  forth 
some  suggestions,  so  that  they  may  best 
serve  our  mutual  interest,  the  better- 
ment of  American  medicine. 

Medicine,  a dynamic  entity,  behaves 
in  accord  with  the  tenets  of  Darwinism. 
To  be  successful  in  the  practice  of  medi- 
cine, we  must  assess  our  environment 
and  adapt  accordingly.  This  environ- 
ment may  be  an  army  field  station,  in- 
ner city  emergency  room,  or  an  overly 
restrictive  society.  Our  present  method 
of  adaptation  includes  the  taking  of 
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evasive  action  when  faced  with  an  ethi- 
cal or  economic  dilemma.  The  dogma 
of  western  medical  practice  must  be  re- 
evaluated from  the  perspective  of  to- 
day’s American  society  in  anticipation 
of  further  movement  along  present 
trends.  We  must  readdress  both  societal 
expectations  of  our  profession  as  well  as 
our  professional  obligations  to  that  so- 
ciety. 

The  near  fatal  mistake  of  America’s 
auto  industry  offers  a valuable  lesson. 
To  interact  successfully  with  society, 
we  must  listen  closely  to  its  desires  and 
opinions.  The  Occidental  community 
has  insidiously  swayed  from  the  Judeo- 
Christian  beliefs  that  prevailed  when 
modern  medical  ethics  were  originally 
fashioned.  Three  of  the  most  important 
changes  in  American  society  are  our 
misbelief  that  Americans  regard  the 
sanctity  of  human  life  above  all  else, 
that  we  cannot  place  a price  upon  a hu- 
man life,  and  that  Americans  desire  a 
near  infinite  level  of  health  care.  These 
are  falsehoods,  in  my  opinion. 

All  clinicians  are  familiar  with  both 
the  living  will  and  the  do-not-resusci- 
tate  order.  These  are  two  of  the  most 
overt  examples  of  the  change  regarding 
sanctity  of  human  life.  Many  of  us  are 
making  these  decisions  daily,  yet  they 
remain  most  uncomfortable.  Our  pro- 
fession has  not  yet  fully  integrated 
these  ideas  into  its  social  norms  of  con- 
duct. There  are  numerous  examples  of 
this  change  in  America’s  outlook.  Capi- 
tal punishment  has  returned  to  many 
states,  abortion  even  after  an  age  of  fe- 
tal viability  remains  legal,  and  speed 
limits  have  been  raised  to  65  mph. 
America  is  clearly  telling  us  that  it  does 
not  always  regard  life  above  all  else.  Al- 
though we  should  not  necessarily  agree 
with  or  accept  society’s  newest  think- 
ing, we  must  appreciate  it  as  a change 
in  societal  values,  and  understand  it. 

The  medical  profession  still  operates 
under  the  false  assumption  that  we  have 
not,  and  cannot,  place  a price  on  human 
life.  In  many  instances,  for  example,  the 
workings  of  the  federal  government,  it 
is  impossible  to  consider  all  human  lives 
infinitely  valuable.  In  fact,  many  gov- 
ernment agencies  put  a clear  and  exact 
monetary  value  on  a generic  human 
life.  According  to  Steven  Waldman,  in 
his  Newsweek  article,  “Putting  a Price 
Tag  on  Life,”  1 a human  life  has  a 
present  value  of  anywhere  from 
$208,000  (assuming  future  mortality 
discounting)  to  $8.5  million,  depending 
on  the  respective  government  agency. 
When  dictating  policy  in  the  cost  versus 
benefit  mode,  loss  of  human  life  must 


be  expressed  as  a cost,  and  this  cost 
must  be  calculated  in  dollar  terms.  For 
example,  if  an  Occupational  Safety  and 
Health  Administration  (OSHA)  indus- 
trial inspection  (OSHA  uses  a figure  of 
$2-5  million  per  life)  detected  a situa- 
tion that  might  eventually  result  in  the 
loss  of  two  lives,  but  rectification  of  the 
situation  would  require  a $20  million 
investment,  the  loss  of  life  would  be 
deemed  acceptable,1  and  no  rectifica- 
tion would  be  required.  Medicine  is  still 
struggling  over  this  issue.  Presently,  we 
are  fortunate  to  have  enough  latitude 
left  in  the  system  to  accommodate  ul- 
tra-high-cost  care.  This  elasticity,  how- 
ever, is  quickly  dwindling. 

Money  is  often  representative  of  one’s 
desires.  Thus  the  greater  the  desire  for 
something,  the  higher  the  monetary 
value.  Therefore,  we  can  look  towards 
economics  to  uncover  societal  desires. 
A basic  paradigm  of  clinical  thought  is 
that  people  desire  the  highest  level  of 
health  care  available.  This  is  simply  not 
true.  Aggregate  America  values  its 
health  care  at  10.9%  of  its  total  wealth, 
as  manifested  by  our  industry’s  portion 
of  the  gross  national  product  (GNP). 
We  are  willing  to  pay  a prize  fighter  $8 
million  for  ten  or  15  rounds;  we  there- 
fore value  his  services  approximately  80 
times  that  of  providing  a little  girl  with 
a liver  transplant.  If  health  care  were 
without  cost,  surely  Americans  would 
demand  a near  infinite  amount.  Costs, 
however,  are  not  zero.  Americans  are 
not  willing  to  allocate  all  of  their  assets 
to  health  care.  We  cannot  provide  total 
care  without  total  societal  commit- 
ment. We  should  listen  to  what  society 
is  telling  our  profession.  Society  voices 
the  desire  for  improved  health  care,  but 
it  is  not  willing  to  make  the  sacrifices 
necessary  to  achieve  a higher  level.  Cer- 
tainly one  could  argue  that  those  in 
emergent  need  would  make  all  of  the 
necessary  sacrifices.  The  parched  de- 
sert traveler  might  make  the  necessary 
sacrifice  to  preserve  his  life,  and  trade 
his  family  fortune  for  a sip  of  water.  But 
aggregate  America  would  certainly  not 
be  expected  to  trade  its  total  wealth  for 
an  ounce  of  water. 

Having  addressed  the  issue  of  socie- 
ty’s expectations  of  us,  let  us  turn  to  the 
question  of  what  we  owe  society.  Our 
responsibilities  as  physicians  are  sim- 
ple. There  are  six:  we  should  act  justly; 
we  should  act  responsibly;  we  should 
act  ethically  (although  the  particulars 
in  this  matter  are  hotly  debated,  the  ba- 
sic principles  are  generally  well  accept- 
ed); we  should  treat  the  poor  benevo- 
lently; we  should  maximize  the 


efficiency  of  providing  care;  and  we 
should  be  good  at  what  we  do. 

These  are  our  responsibilities  as  phy- 
sicians. We  should  live  up  to  our  re- 
sponsibilities, including  offering  high 
quality  health  care  at  a fair  price. 

It  is  our  responsibility  to  be  fair,  but 
it  is  society’s  responsibility  to  decide 
how  much  health  care  it  wants.  It  must 
decide  how  much  it  wants  to  sacrifice 
for  a given  level  of  care.  It  is  not  our 
responsibility  to  subsidize  a prize  fight- 
er’s $8  million  per  fight  salary.  Nor 
should  we  subsidize  big  business  by 
lowering  health  care  costs,  lowering 
their  labor  costs  and  thereby  maximiz- 
ing profits.  We  should  not  subsidize  the 
Pentagon  by  personally  absorbing  a 
percentage  of  the  GNP.  We  are  letting 
society  take  advantage  of  our  strong 
professional  ethics  and  general  sense  of 
benevolence.  At  my  most  cynical  mo- 
ments, I often  think  that  when  the  bud- 
get is  at  hand,  the  Washington  bureau- 
crats are  saying,  “Let’s  cut  physician 
reimbursement;  if  we  don’t  pay  them 
they’ll  do  it  for  free  . . . and  if  they  don’t 
volunteer  . . . we’ll  force  them.”  Why 
let  the  politicians  “have  their  cake  and 
eat  it  too”  at  our  personal  expense? 

Presently,  the  politically  active  as- 
pect of  the  medical  establishment  is 
making  a feeble  attempt  to  thwart  gov- 
ernment control  and  preserve  physician 
reimbursement.  The  government  as- 
serts control  over  the  profession  of 
medicine  because  the  government  gives 
us  money.  In  the  end,  government  con- 
trol costs  us  money,  as  well  as  increased 
gastric  acid  production. 

Let  me  offer  a new  approach,  one  di- 
ametrically opposed  to  our  present  one. 
Let’s  lobby  for  decreased  Medicaid  re- 
imbursement. Let  us  treat  the  poor  as 
we  should,  and  make  charity  care  chari- 
ty care  once  again.  (The  issue  of  hospi- 
tal reimbursement  should  be  left  to  the 
hospital  administrators.)  Medicaid  re- 
imbursement barely  covers  a clinician’s 
operating  costs.  It  merely  acts  as  a foot 
in  the  door  for  government  regulation. 
To  reduce  government  regulation,  we 
must  start  by  getting  their  hands  out  of 
our  pockets.  The  benefits  of  this  ap- 
proach are  not  merely  in  the  short  term. 
The  long  term  ramifications  are  stag- 
gering. Decreased  government  involve- 
ment will  cause  the  spectre  of  socialized 
medicine  (the  ultimate  form  of  bureau- 
cratic intervention)  to  lower  its  ugly 
head,  and  a deemphasis  on  reimburse- 
ment might  bring  our  profession  back 
to  its  previous  level  of  public  esteem. 
Most  importantly,  the  feeling  of  benev- 
olence would  pervade  the  practice  of 
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medicine  once  again.  Improved  govern- 
ment relations  with  regard  to  reim- 
bursement might  even  lead  to  positive 
malpractice  legislation. 

I am  well  aware  that  getting  the  en- 
tire medical  profession  to  lobby  for  de- 
creased physician  reimbursement  is  dif- 
ficult or  nearly  impossible.  What  is 
important  is  that  there  are  alternate 
ways  of  viewing  our  situation.  Too  often 
the  medico-political  establishment’s 
short  term  approach  lacks  long  term 


scope. 

In  sum,  we  are  the  sole  gatekeepers  of 
the  nation’s  third  largest  industry.  In- 
stead of  controlling  the  industry  we  are 
letting  the  industry  control  us. 

ANDREW  I.  ELKOWITZ,  MD 
Department  of  Surgery 
New  York  University  Medical  Center 
New  York,  NY  10016 

I . Waldman  S:  Putting  a price  tag  on  life.  News- 
week, January  1 1,  1988,  p 40. 


ERRATA 

Please  note  the  following  corrections 
to  the  article,  “The  history  of  Kashin- 
Beck  disease,”  published  in  the  June 
1989  issue  (89:343-351): 

Page  346,  column  2,  line  6:  Eugene 
V.  Beck  was  born  in  1865. 

Page  349,  column  1:  The  first  full 
sentence  should  read:  “A  monograph 
by  a Chinese,  Hung  Pao-Yuan,  ema- 
nated from  Takamori’s  department  and 
was  published  in  Japanese  in  1945.41” 


FROM  THE  LIBRARY 


EDITORIAL:  THE  PERSONALITY  OF  MEDICINE 

During  recent  years,  organized  medicine  has  devoted  a great  deal  of  its  time  to  combating  the  politi- 
cal and  social  forces  that  would  relegate  the  physician  to  the  role  of  a mercenary  in  the  practice  of 
medicine.  Such  forces  would  have  us  forget  the  need  and  importance  for  the  preservation  of  the  individ- 
ual physician-patient  relationship  in  our  democratic  way  of  life.  Fortunately,  medicine  has  been  suc- 
cessful to  the  present  and  the  freedom  of  the  physician  and  patient  has  been  preserved. 

What  will  happen  in  the  future?  The  answer  lies  within  the  character  and  principles  not  only  of  the 
practicing  physician  today  but  also  the  doctors  of  tomorrow  who  are  being  trained  in  our  hospitals, 
medical  and  undergraduate  schools.  In  the  past  few  decades,  there  has  been  a tendency  on  the  part  of 
medical  education  to  stress  scientific  knowledge  as  an  end  in  itself.  The  product  of  such  a training  may 
be  capable  of  ministering  to  the  ills  of  the  human  body  but  not  to  the  human  hearts,  minds,  and  emotions 
of  his  patients.  Is  it  any  wonder  then  that  the  patient’s  attitude  towards  his  physician  changes?  In  the 
eyes  of  the  layman,  medicine  becomes  a commodity  subject  to  the  whims  of  a changing  society.  If  we  are 
to  preserve  the  freedom  of  the  physician  and  the  patient,  mere  opposition  to  the  inroads  of  socialistic 
ideologies  and  systems  will  eventually  fail  unless  medicine  sees  to  it  that  the  physician  is  more  than  just 
the  purveyor  of  scientific  knowledge.  As  history  tells  us,  societies  are  more  often  destroyed  from  within 
than  from  without. 

At  the  recent  annual  meeting  of  the  American  Medical  Association,  Dr.  David  B.  Allman,  president, 
devoted  his  entire  inaugural  address  on  June  4,  1 957,  to  the  “personality  of  medicine.”  He  stressed  that 
the  physician  “must  be  both  scientist  and  humanitarian.”  Although  the  physician  is  primarily  a man  of 
science,  he  must  be  constantly  concerned  over  human  personal  values.  He  must  recognize  his  obliga- 
tions both  as  a physician  and  citizen — the  latter  requiring  his  “active  interest  in  community  affairs  and 
public  issues.”  Dr.  Allman  concluded  by  indicating  “the  need  for  a new  revolution — a revolution 
against  opportunism,  expediency  and  materialism;  a return  to  the  original  American  ideals  of  freedom, 
personal  responsibility,  individual  initiative,  and,  above  all,  faith  in  God.”  Certainly  Dr.  Allman  is  to  be 
commended  for  his  clarification  of  the  problem  confronting  medicine  and  wholeheartedly  supported  in 
his  effort  to  preserve  the  best  in  the  personality  of  medicine. 

{NY State  J Med  1957;  57:2338) 
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ESSAY  REVIEW 


Body  and  soul:  Doctors  tell  all 


When  Doctors  Get  Sick.  Edited  by  Harvey  Mandell,  MD, 
and  Howard  Spiro,  MD.  464  pp.  New  York,  Plenum  Pub- 
lishing Corp,  1987.  $25.00  (hardcover) 

M.D.:  Doctors  Talk  About  Themselves.  By  John  Pek- 
kanen.  294  pp.  New  York,  Dell  Publishing,  1988.  $18.95 
(hardcover) 

The  two  volumes  discussed  in  this  essay  review  will  rest 
well  on  the  bookshelves  of  those  physicians  who  care 
enough  about  their  profession  to  experience  concern  for 
the  bodies  and  souls  of  their  flagging  colleagues.  They 
may  also  be  of  more  than  passing  interest  to  those  in  the 
profession  who  spend  more  time  than  they  would  like  to 
admit  wondering  why  they  ever  went  into  medicine, 
whether  or  not  they  want  to  stay  in  medicine,  and  what 
price  was  paid,  physically  and  spiritually,  for  their  foray 
into  this  most  eventful  of  professions.  Both  books,  if  read 
as  thoughtfully  as  the  subject  matter  would  demand,  are 
painful  at  times,  but  have  the  potential  to  be  fiercely  en- 
gaging, if  not  seductively  compelling.  Together  they  offer 
a mirror,  cracked  though  it  might  be,  to  the  personal  glo- 
ries and  devastation  wrought  by  eating  of  the  fruit  of  the 
tree  of  medical  knowledge. 

The  idea  of  a collection  of  essays  by  physicians  who 
have  become  sick  and  have  done  battle  with  the  forces  of 
hospital  medicine  is  not  a new  one.  When  Doctors  Are  Pa- 
tientspublished  by  Pinner  and  Miller  in  1948,  and  long 
accepted  as  a classic  of  medicine,  is  unfortunately  obtain- 
able now  only  through  the  assistance  of  a book-find  ser- 
vice. In  that  original  volume,  two  physicians  at  Monte- 
fiore  Hospital  asked  their  colleagues  to  write  about  their 
experiences  of  being  sick.  They  were  rewarded  with  a se- 
ries of  thoughtful  essays  describing  the  emotions,  feelings, 
behaviors,  and  thought  processes  of  a group  of  high 
powered  healers  struck  down  by  the  great  visceral  com- 
mon denominators.  Nausea,  pain,  diarrhea,  and  vertigo 
were  but  a few  of  the  progenitors  of  human  misery  over 
which  they  could  be  masters  no  longer.  How  they  dealt 
with  the  ego  blows  constituted  the  fascination  of  this  vol- 
ume. 

The  physicians  of  40  years  ago  would  prove  past  mas- 
ters at  self-deception,  denial,  hubris,  shoddy  manipulation 
of  their  caretakers,  and  overt  subversion  of  their  medical 
care.  They  chose  friends  as  their  physicians  instead  of 
those  most  qualified.  They  kept  secrets  of  vital  import  to 
their  care  from  spouses,  surgeons,  and  consultants  alike. 
Often  unable  to  accept  human  limitations,  they  cheerfully 
went  about  their  rounds  trailing  their  own  IVs  behind 


them.  All  in  all,  a sorry  performance,  tempered  only  by 
their  willingness  to  admit  the  idiocy  of  it  all,  and  to  enlist 
the  reader’s  sympathy  by  covertly  implying  that  were  the 
tables  to  be  turned,  so  would  be  the  behaviors  of  the  read- 
er. 

The  redeeming  feature  of  this  volume  was  the  genuine 
spirit  of  introspection,  philosophical  musing,  and  search 
for  understanding  which  ran  like  a common  thread 
throughout.  I found  much  of  this  missing  in  the  modern 
update  of  that  volume,  a distressing  reflection  not  only  of 
how  medicine  has  changed  in  the  interim,  but  how  much 
its  practitioners  have  changed  as  well.  This  may,  however, 
be  the  bias  of  the  reviewer  who,  like  an  old  cinema  buff, 
despises  all  remakes  of  the  old  classics.  Libris  caveat  emp- 
tor. 

When  Doctors  Get  Sick  is  a bigger  and  fatter  volume, 
with  no  fewer  than  50  contributions.  It  is  entirely  too  swol- 
len, and  at  times  the  editing  is  poor,  with  “Britishisms” 
(both  of  spelling  and  slang)  retained  unmodified  and  un- 
translated. Drs  Mandell  and  Spiro  tapped  personal 
friends  and  previously  published  contributors  in  this  coun- 
try and  abroad,  but  might  have  obtained  more  richness 
and  variety  had  less  informal  methods  been  used  to  devel- 
op the  collection. 

As  with  all  essay  collections,  content  and  style  are  vari- 
able, with  some  contributions  that  simply  cannot  stand  on 
their  own  merit.  Yet  even  the  poor  essays  contribute  in 
their  own  way,  reflections  of  how  doctors  may  fail  their 
patients  simply  by  failing  themselves.  One  is  reasonably 
certain  that  those  who  woodenly  report  their  operative 
notes  and  laboratory  values,  with  limited  affect  and  no 
sense  of  the  significance  of  what  has  happened  to  them, 
will  tend  to  relate  to  patients  in  the  same  way,  as  unreac- 
tive objects  to  be  manipulated  until  cured. 

What  seemed  most  impressive  was  the  preoccupation  of 
today’s  doctors  with  the  technical  details  of  their  illnesses. 
Many  of  the  essays  read  like  talking  charts,  progress  notes 
come  to  life  through  the  eyes  of  a new  narrator,  the  pa- 
tient. The  editorial  content,  is,  of  course,  what  we  crave 
most.  Today’s  doctors  report  their  distress  over  the  stag- 
gering array  of  treatment  options,  their  struggle  to  get 
their  physicians  to  agree  on  an  appropriate  course  of  ther- 
apy, their  difficulties  in  accepting  opinions  with  which 
they  disagreed.  They  recount  their  struggles  with  ancil- 
lary hospital  personnel,  bureaucratic  regulations,  and 
their  frustrated  desire  for  privacy.  They  all  appear  to  have 
taken  copious  mental  notes  on  what  happened  to  them.  In 
this  regard,  they  bear  little  resemblance  to  the  previous 
generation,  who  gave  far  more  individualistic,  impression- 
istic, and  less  literal  accountings  of  their  experiences. 
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This  may,  however,  be  artifactual.  The  essays  appear  to 
follow  a preordained  rubric  undoubtedly  given  them  by 
the  editors.  One  can  almost  “hear”  the  directions  given,  so 
stereotypically  are  they  followed.  “Please  tell  us  how  you 
got  sick  and  what  happened  to  you.  Did  religion  help  you? 
As  a result  of  your  experiences  do  you  find  yourself  relat- 
ing to  patients  differently?  How  has  your  philosophy  of 
life  changed  as  a result  of  your  illness?”  Unfortunately, 
many  of  the  questions  posed  seemed  to  be  beyond  the  ken 
of  some  contributors,  whose  essays  fall  down  like  old  souf- 
fles when  an  attempt  is  made  to  answer  in  the  contempla- 
tive mode. 

A factor  contributing  to  the  general  deflation  after  each 
story  is  told  may  be  that  today’s  doctors  seem  less  articu- 
late in  general.  If  the  feelings  are  there,  they  appear  less 
accessible  to  the  writer  and  therefore  unreportable  to  the 
reader.  When  expressed,  they  are  often  disappointing. 
(Several  physicians,  for  example,  reported  that  after  their 
ordeals  they  lost  tolerance  for  the  complaints  of  patients 
who  suffered  less  than  they.  No  concept  of  the  infinite 
variety  of  individual  response  to  illness  had  been  assimi- 
lated.) 

Despite  these  very  real  limitations,  many  of  the  essays 
are  truly  gripping.  The  sections  written  by  sufferers  from 
diseases  of  the  gastrointestinal  system  were  of  teaching 
quality.  In  particular,  four  essays  written  by  men  and 
women  living  since  early  youth  with  ulcerative  colitis  were 
especially  striking.  The  essay  by  Dr  Judith  Brice  should  be 
required  reading  for  all  students  of  liaison  psychiatry  as 
she  graphically  portrays  what  it  means  to  be  an  unpopu- 
lar, feared,  and  demanding  patient  whose  pain  is  seeming- 
ly beyond  the  comprehension  of  ordinary  mortals,  and 
who  is  roasted  by  those  to  whom  she  should  feel  closest  by 
virtue  of  a shared  profession. 

Amusingly,  what  remained  most  unchanged  was  the 
great  need  of  physicians  to  maintain  control,  participate 
nosily  in  their  care,  and  admonish  hospital  personnel 
whenever  mistakes  occurred.  This  was  not  done  without 
guilt  and  careful  consideration  of  the  repercussions.  Also 
unchanged  was  the  ubiquitous  denial,  which  led  today’s 
physician  reporters  stoically  to  endure  the  most  horrific 
signs  of  illness  for  weeks,  months,  before  ambling  over  to 
find  out  if  it  was  all  their  imagination.  One  doctor  hangs 
up  his  own  x-ray  films,  surreptitiously  shot  for  him  by  a 
technician  friend,  only  to  confront  a massive  tumor.  An- 
other bleeds  copiously  per  rectum  for  several  months,  hur- 
riedly changing  his  whites  in  the  men’s  room,  and  presum- 
ably not  even  dallying  to  wash  his  hands.  In  view  of  the 
still  contemporary  need  to  have  a diagnosis,  and  the  avid- 
ity with  which  even  the  most  horrendous  verdicts  were  ac- 
cepted by  worried  physicians,  it  is  too  bad  that  the  editors 
did  not  include  an  essay  or  two  by  sick  physicians  for 
whom  no  definitive  diagnosis  has  ever  been  made. 

Many  of  the  essays  in  this  volume  are  deeply  moving, 
forcing  the  reader  to  identify  head  on  with  the  writer,  and 
confront  the  question  that  nags  at  us  all:  How  will  I react 
when  “it,”  whatever  “it”  is,  hits  me?  Jack  Lewis’  recount- 
ing of  his  terminal  and  unrelenting  struggle  with  acute 
myelogenous  leukemia  rends  the  heart.  Another  chilling 
narrative  is  Richard  E.  Thompson’s  ordeal  with  a benign 
giant  cell  tumor  of  the  sacrum.  William  B.  Ober  manages 
to  introduce  one  of  the  few  attempts  at  levity,  as  he  de- 


scribes the  indignities  of  hemorrhoidectomy.  The  cool  in- 
tellectualism  of  the  anonymous  “R.  F.  Spooner”  recount- 
ing what  he  has  learned  from  Crohn’s  disease  is 
impressive.  Also  memorable  is  John  A.  McCool’s  story  of 
the  headaches  of  a brain  tumor  which  he  did  not  bother  to 
report  lest  it  interfere  with  his  medical  school  classes  and 
cause  him  to  lose  face  with  study  partners.  A psychotic 
tone  poem  of  great  beauty  is  the  contribution  of  Michael 
Rose,  written  during  a hospitalization  for  an  acute  manic 
state. 

For  these  essays,  and  others,  we  are  indebted  to  editors 
Mandell  and  Spiro,  who  gleefully  report  that  they  are 
thrilled  to  be  in  print  with  this  book.  It  is  obviously  a col- 
laborative endeavor  which  they  put  together  with  great 
affection.  It  should  last  us  for  another  few  years. 

In  the  final  analysis.  When  Doctors  Get  Sick  is  less  im- 
pressive for  what  it  actually  says  than  for  what  it  makes  us 
think  about.  If  each  of  us  had  been  asked  to  contribute  to 
such  a volume,  what  might  we  have  had  to  say?  How  truly 
wise  would  we  appear  in  the  eyes  of  our  colleagues  and  our 
patients?  And  what  hideous  price  did  we  pay  in  studying 
medicine,  that  holds  us  hostage  to  fears  unknown  to  oth- 
ers, and  intensifies  our  anguish  at  the  moment  our  own 
vital  organs  and  imperfect  remedies  betray  us? 

Mr  Pekkanen  is  a senior  and  experienced  writer  who 
was  twice  winner  of  the  prestigious  National  Magazine 
Awards.  His  book,  M.D.:  Doctors  Talk  About  Them- 
selves, was  designed  to  sell  a vast  number  of  copies.  It 
undoubtedly  will,  appealing  as  it  does  to  a wide  variety  of 
readers,  including  doctor  bashers,  hospital  groupies,  devo- 
tees of  lives  of  the  rich  and  famous,  and  assorted  psycho- 
logical voyeurs.  None  of  this  prevents  it  from  being  a prof- 
itable book  for  doctors  to  read.  I found  it  lying  on  the  desk 
of  the  editor  of  this  Journal.  Picking  it  up  with  idle  curios- 
ity, I flipped  pages.  Suckered  in,  I sat  down  to  have  a bet- 
ter look.  Forty  minutes  later  the  secretary  interrupted  me 
from  the  depths  to  say,  “Dr  Bluestone,  are  you  still  here?” 
I had  lost  all  track  of  time  or  space.  It  would  be  ungener- 
ous and  pretentious  of  me  to  pan  Mr  Pekkanen’s  book 
now. 

The  picture  on  the  cover  is  of  a young  resident  sagging 
against  a wall  with  his  eyes  closed,  a surgical  mask 
drooped  about  his  thyroid,  and  a look  of  weary  and  classic 
suffering  on  his  face.  To  my  tutored  eye,  this  suggests  ei- 
ther that  he  is  contemplating  when  he  will  finally  get  off 
duty,  or  how  long  it  will  be  before  he  can  offer  his  bowels 
some  relief.  Our  hearts  go  out  to  him,  and  to  his  anony- 
mous colleagues  who  contributed  to  this  book. 

To  create  this  work,  Mr  Pekkanen  must  have  followed  a 
huge  assortment  of  physicians  into  their  respective  locker 
rooms,  plied  them  with  just  enough  ethanol  to  loosen  their 
tongues,  and  then  recorded  their  candid  vignettes  of  mem- 
ory and  impression  on  reams  of  tape.  What  results  is  a 
series  of  one-  to  three-page  first  person  narratives,  each 
standing  alone,  and  separated  by  asterisks  which  remind 
the  reader  that  it  is  time  to  take  a break  before  the  next 
mini-story  comes  to  life.  Thank  goodness  for  the  asterisks! 
They  proved  necessary  on  more  than  one  occasion  to  keep 
me  from  hastily  passing  on.  In  fact,  the  whole  book  elicit- 
ed a constant  struggle  over  whether  I should  just  keep 
reading  because  the  narrative  was  so  impelling,  or  I should 
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pause  and  reflect  while  the  full  impact  was  still  rolling 
around  inside  my  brain. 

Mr  Pekkanen’s  doctors  tell  all.  What  they  say  is  upset- 
ting, funny,  endearing,  inspiring,  revolting,  but  in  every 
case  solid  with  the  heavy  ring  of  truth.  They  talk  about 
their  cases,  their  training,  their  finances,  their  practices, 
their  colleagues.  Oh,  do  they  tell  on  their  colleagues! 
These  mini-memoirs  are  so  intimate  one  has  the  uncom- 
fortable feeling  that  one  has  no  business  hearing  this,  that 
at  any  moment  the  screen  will  be  dropped  and  we  will  be 
left  as  eavesdroppers  with  our  cheeks  turning  crimson. 
And  right  on,  we  say,  as  they  gripe,  reminisce,  rail  at  the 
bosses,  taunt  the  red  tape  compliance  ladies,  sneer  insults 
at  colleagues  for  whom  they  have  no  earthly  use.  They 
bleed  for  us,  drops  of  bright  red  blood,  as  they  survey  the 
wreckage  of  their  once  proud  profession,  and  tell  us  how 
they  keep  trying  to  talk  their  kids  out  of  it  any  more.  They 
confess  their  guilt  and  shame  over  errors,  laying  their 
overactive  superegos  right  at  our  feet  for  us  to  step  on. 
They  tell  us  how  they  got  through  their  residencies,  the 
way  Solzhenitsyn  got  himself  out  of  the  Gulag. 

One  tells  us  of  a hideous  prank  he  plays  on  a patient  to 
get  even  with  a colleague  for  whom  he  has  no  love.  A fe- 
male surgeon  complains  that  the  only  referrals  she  gets 
from  male  colleagues  are  breasts  to  be  removed.  A psychi- 
atrist excoriates  his  colleagues  for  leaving  the  sickest  pa- 
tients to  the  least  qualified  and  remaining  in  lucrative  pri- 
vate practices  for  the  worried  well.  Another  describes  how 
he  bites  the  inside  of  his  cheek  to  stay  awake  as  a whining 
patient  drones  on  and  on,  session  after  session.  An  anes- 
thesiologist describes  his  love  affair  with  fentanyl.  An  in- 
ner city  emergency  room  doctor  tells  how  he  lost  his  liber- 
alism, after  what  he’s  seen,  and  what  rapport  he  has  with 
the  cops  who  share  his  loathing  for  their  human  cargo.  A 
neonatologist  wonders  what  he’s  doing,  particularly  when 
the  parents  have  long  since  abandoned  their  infant. 

On  and  on.  The  book  is  gripping,  I am  telling  you.  I 
brought  it  home  and  started  reading  aloud  to  my  husband 


as  he  was  making  dinner.  I entertained  him  from  the  prep- 
aration of  his  meticulously  sliced  salad  through  to  dessert, 
hoping  I wouldn’t  get  tomato  sauce  on  it.  We  couldn’t  put 
it  down. 

One  thing  that  puzzles  me  is  how  Mr  Pekkanen  man- 
aged to  get  such  a wide  variety  of  doctors  to  come  out 
sounding  as  if  they  were  all  the  same  person.  It  must  have 
taken  a good  bit  of  editing  for  him  to  distill  the  essence  of 
each  person’s  contribution  into  a distinctive  and  swift- 
moving  narrative  style.  I know  doctors.  I know  how  they 
talk  and  how  they  write,  and  there’s  no  way  these  remarks 
could  have  been  the  slightest  bit  verbatim.  But  granting  a 
certain  poetic  license,  we  are  content  to  be  swept  up  by  the 
narratives  and  merely  ponder  the  finished  product. 

If  it  is  true  that  the  sign  of  a good  writer  is  the  ability  to 
articulate  thoughts  that  the  reader  has  always  had  but  has 
been  unable  to  actually  put  into  focus  for  himself,  the  doc- 
tors writing  through  this  author  are  very  good  indeed. 
They  echo  the  despair  felt  by  physicians  practicing  in 
America  today,  despair  for  the  future  of  their  profession, 
for  the  resolution  of  dilemmas  that  seem  larger  than  life, 
for  the  seemingly  insurmountable  obstacles  to  a meaning- 
ful relationship  with  the  patient.  They  also  echo  the  won- 
derful feelings  still  possible  through  the  practice  of  medi- 
cine, although  these  voices  are  growing  weaker  and  are 
not  as  plentiful.  They  manage  to  do  it  in  a way  which 
makes  us  smile,  recognize,  and  say,  Aha!  I am  not  alone. 
For  this  reason,  I believe  it  has  a truly  cathartic  value  for 
physicians  who  tend  to  remain  isolated  in  their  pain.  All  in 
all,  we  have  here  an  opportunity  for  a glimpse  into  the  soul 
of  medicine  today.  Those  who  prefer  to  wait  for  the  paper- 
back edition,  which  will  undoubtedly  follow  as  the  night 
the  day,  should  be  advised  that  this  is  quintessential  brief- 
case/pocketbook  reading.  Use  it  for  awaiting  trains,  inter- 
views, and  doctor’s  appointments.  Assuming,  of  course, 
that  you  set  your  wrist  alarm  first. 

NAOMI  R.  BLUESTONE,  MD 
Consulting  Editor 


AUGUST  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


489 


LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  March  1989  issue  of  Epidemiology 
Notes  ( Vol.  4 , No.  J),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health,  Al- 
bany, NY. 


Alcohol  and  public  health:  Implications 
for  New  York  State 

This  issue  of  Epidemiology  Notes  initiates  a three-part 
series  on  the  public  health  significance  of  alcohol  abuse  in 
New  York  State.  The  series  will  describe  beverage  alcohol 
consumption  patterns  and  the  dimensions  of  alcohol-relat- 
ed morbidity  and  mortality  in  the  state.  The  impact  that 
alcohol  abuse  has  on  health  care  services  and  factors 
which  contribute  to  the  problem  of  alcohol  abuse  will  be 
discussed,  as  will  opportunities  for  health  care  provider 
and  public  health  sector  involvement  in  alcohol  abuse  pre- 
vention and  control. 

Alcohol  Abuse — A Definition 

Alcohol  abuse  can  be  defined  as  consumption  which 
places  the  drinker  at  increased  risk  for  illness,  injury  or 
death.  Abuse  is  not  limited  to  the  chronic  dependence  on 
alcohol.  Abuse  can  also  describe  other  consumption  pat- 
terns, such  as  drinking  to  intoxication.  Abuse  pertains  also 
to  situations,  such  as  excessive  consumption  prior  to  oper- 
ating a motor  vehicle.  In  addition,  alcohol  abuse  can  relate 
to  consumption  at  any  level,  in  any  setting  by  those  at  spe- 
cial risk,  such  as  pregnant  women.  Millions  of  New  York 
State  residents,  most  of  whom  are  not  alcoholics,  abuse 
alcohol.  This  pervasive  health  risk  behavior  presents  a 
unique  challenge  to  preventive  health. 

Alcohol  Consumption 

The  consumption  of  beverage  alcohol  is  a common  phe- 
nomenon, more  than  twice  as  common  as  cigarette  smok- 
ing, and  is  woven  into  many  social  interactions  of  adults 
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FIGURE  2.  Percentage  of  respondents  reporting  consumption  of  five  or 
more  drinks  at  one  time  in  the  previous  30  days  (Source:  NYS  Alcohol 
Tracking  Survey,  April  1987). 

and  adolescents  (Fig  1). 

New  York  State  residents  consume  approximately 
450,000,000  gallons  of  beverage  alcohol  per  year.  During 
1987,  individuals  14  years  of  age  and  older  consumed  an 
average  of  25.4  gallons  of  beer,  3.8  gallons  of  wine  and  2.3 
gallons  of  distilled  spirits.  Per  capita  consumption  is  at 
approximately  the  same  level  as  it  was  25  years  ago,  al- 
though it  has  decreased  slightly  in  the  1 980s.  The  per  cap- 
ita consumption  of  alcohol  beverages  is  a useful  measure 
of  the  dimensions  of  community  risk,  since  it  is  associated 
with  such  behavioral  consequences  as  driving  while  intoxi- 
cated as  well  as  to  poor  health  outcomes  (eg,  cirrhosis). 

Drinking  five  or  more  alcoholic  drinks  over  a short  time 
period,  “binge  drinking,”  generally  produces  a blood  alco- 
hol content  above  the  legal  intoxication  level  (0.1%)  and 
elevates  the  risk  of  unintentional  or  intentional  injury. 
Frequent  intoxication  also  serves  to  increase  the  risk  for 
long-term  adverse  health  consequences.  Figure  2 indicates 
that  almost  one  out  of  every  five  state  residents  surveyed 
in  1987  acknowledged  binge  drinking  within  the  past 
month.  Drinking  to  intoxication  is  much  more  common 
among  males.  Twenty-one  percent  of  adult  males  and  7% 
of  adult  females  (a  projected  total  of  almost  1.7  million 
people)  reported  that  they  had  driven  a motor  vehicle  in 


FIGURE  1 . Percentage  of  respondents  reporting  consumption  of  at  least 
one  alcoholic  beverage  in  the  previous  30  days  (Source:  NYS  Alcohol 
Tracking  Survey,  April  1987). 


FIGURE  3.  Percentage  of  respondents  reporting  average  daily  con- 
sumption of  two  or  more  alcoholic  beverages  in  the  previous  30  days 
(Source:  NYS  Alcohol  Tracking  Survey,  April  1987). 


490  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/AUGUST  1989 


the  past  year  while  feeling  the  effects  of  alcohol. 

A widely  used  threshold  definition  of  heavy  drinking  is 
the  consumption  of  an  average  of  two  or  more  alcoholic 
beverages  each  day,  including  nondrinking  days.  Approxi- 
mately one  in  20  residents  reported  engaging  in  this  be- 
havior when  surveyed  in  1987  (Fig  3).  Again,  males  pre- 
dominate in  this  health  risk  behavior. 

Health  Outcomes 

Mortality.  New  York  State  death  certificate  data  for 
1985  have  been  examined  to  estimate  the  proportion  of 
deaths  among  residents  attributable  to  alcohol  consump- 
tion. A methodology  to  calculate  alcohol  involvement  re- 
ported by  the  Minnesota  Department  of  Health  was  em- 
ployed in  the  analysis.1  Table  I summarizes  the  results  of 
the  analysis.  More  than  6,500  New  York  State  residents 
died  in  1985  of  alcohol-related  causes.  Reflecting  con- 
sumption patterns,  approximately  70%  of  alcohol-associ- 
ated deaths  were  among  men. 

Years  of  potential  life  lost  (with  age  65  as  the  standard) 
provide  a measure  of  the  prematurity  of  death.  More  than 

100.000  years  were  sacrificed  to  alcohol  abuse  in  1985, 
more  than  33%  greater  than  that  attributable  to  smoking. 

Morbidity.  Mortality  and  years  of  potential  life  lost 
represent  only  the  tip  of  the  iceberg  of  the  total  health 
impact  of  alcohol  abuse.  Other  severe  health  outcomes  in- 
clude illnesses  and  injuries  requiring  hospitalization.  An 
analysis  of  hospital  discharge  data  for  1986  was  conduct- 
ed by  applying  the  same  attributable  risk  as  in  the  mortal- 
ity analysis.  This  yielded  an  estimate  of  approximately 

153.000  alcohol-related  discharges  entailing  more  than 
1.3  million  hospital  patient  days  at  an  annual  cost  in  ex- 
cess of  $500  million  (Tables  II,  III). 


TABLE  I.  Estimated  Alcohol-Related  Mortality,  NYS,  1985 


Diagnostic 

Category 

Total 

Deaths 

Percent 

Alcohol 

Related 

Number  of 
Alcohol-Related 
Deaths 

Injuries 

Motor  vehicle  crashes 

2,041 

50 

1,021 

Falls 

883 

41 

362 

Suicide 

1,544 

26 

401 

Injuries  caused  by  fire 

305 

42 

128 

Homicide 

1,758 

42 

738 

Drownings 

196 

30 

59 

Watercraft  injuries 

48 

35 

17 

Total  Injuries 

6,775 

40 

2,726 

Digestive  Diseases 

Alcoholic  cirrhosis 

1,133 

100 

1,133 

Other  cirrhosis 

1,803 

50 

902 

Acute  pancreatitis 

156 

41 

64 

Chronic  pancreatitis 

17 

67 

11 

Total  Digestive  Diseases 

3,109 

68 

2,110 

Neoplasms 

Cancer  of  the  oral  cavity 

716 

47 

337 

Cancer  of  the  esophagus 

786 

75 

590 

Cancer  of  the  larynx 

368 

49 

180 

Cancer  of  the  liver 

647 

15 

97 

Total  Neoplasms 

2,517 

48 

1,204 

Mental  Disorders 

Alcoholic  psychosis 

15 

100 

15 

Alcoholism  (dependent) 

372 

100 

372 

Alcohol  abuse 

33 

100 

33 

Total  Mental  Disorders 

420 

100 

420 

Other 

Alcoholic  cardiomyopathy 

66 

100 

66 

Total  Other 

66 

100 

66 

Grand  Total 

12,887 

50%  (approx) 

6,526 

TABLE  II.  Hospital  Discharges  Reported  to  SPARCS  in  1986 


Diagnosis 

Category 

Total 

Number 

Percent 

Alcohol 

Related 

Number 

Alcohol 

Related 

Average 
Length  of 
Stay  (Days) 

Alcohol  dependence 

70,154 

100 

70,154 

8.4 

Alcohol  abuse 

10,462 

100 

10,462 

9.5 

Alcohol  psychosis 

4,404 

100 

4,404 

9.4 

Alcohol  cirrhosis 

4,891 

100 

4,891 

12.8 

Alcohol  cardiomyopathy 

1,303 

100 

1,303 

10.8 

Alcohol  poisoning 

1,153 

100 

1,153 

4.1 

Fetal  alcohol  syndrome 

106 

100 

106 

22.8 

Chronic  liver  disease 

11,686 

80 

9,349 

11.0 

Acute  pancreatitis 

8,550 

41 

3,506 

11.8 

Chronic  pancreatitis 

2,564 

67 

1,718 

10.6 

Cancer  of  the  esophagus 

2,278 

75 

6,709 

15.7 

Cancer  of  the  lip 

125 

47 

59 

6.5 

Cancer  of  the  larynx 

1,891 

49 

927 

13.9 

Cancer  of  the  liver 

1,291 

15 

194 

12.9 

Pulmonary  TB 

4,801 

25 

1,200 

17.6 

Falls 

42,859* 

40 

17,144* 

8.0* 

Burns 

5,587 

42 

2,347 

12.4 

Drownings 

196 

30 

59 

5.5 

Motor  vehicle 

21,736* 

15 

3,260* 

8.0* 

Assaults 

7,322* 

45 

3,295* 

8.0* 

Self  inflicted 

357* 

32 

114* 

OO 

b 

* 

All  other  injuries 

100,524* 

11 

11,058* 

8.0* 

Totals 

304,240 

approx  50% 

153,412 

* Estimated. 
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TABLE  III.  Total  Length  of  Stay  and  Total  Hospital  Cost  of 
Alcohol  Related  Hospital  Discharges  Reported  to  SPARCS, 

1986 


Diagnosis 

Category 

Length 
of  Stay 
in  Days 

Average 
Cost 
Per  Day 

Total  Cost 

Alcohol  dependence 

589,536 

$343 

$202,436,200 

Alcohol  abuse 

98,907 

390 

38,547,484 

Alcohol  psychosis 

41,661 

343 

14,289,723 

Alcohol  cirrhosis 

62,521 

425 

26,561,282 

Alcohol  cardiomyopathy 

14,121 

518 

7,308,267 

Alcohol  poisoning 

4,749 

484 

2,297,533 

Fetal  alcohol  syndrome 

2,204 

281 

618,938 

(stays  in  excess  of  three 

days  only) 

Chronic  liver  disease 

103,670 

393 

40,730,380 

Acute  pancreatitis 

41,493 

401 

16,656,771 

Chronic  pancreatitis 

18,262 

401 

7,323,062 

Cancer  of  the  esophagus 

26,816 

393 

10,538,688 

Cancer  of  the  lip 

400 

393 

157,200 

Cancer  of  the  larynx 

12,936 

393 

5,083,848 

Cancer  of  the  liver 

2,507 

393 

985,251 

Pulmonary  TB 

21,134 

393 

8,305,662 

Falls 

137,666* 

427 

58,783,382* 

Burns 

18,846 

427 

8,047,242 

Drownings 

474 

427 

202,398 

Motor  vehicle 

26,178* 

427 

11,178,006* 

Assaults 

26,459* 

427 

11,297,993* 

Self  inflicted 

915* 

427 

390,705* 

All  other  injuries 

88,796* 

427 

37,915,892* 

Totals 

1,340,251 

$380 

$509,655,907 

* Estimated. 


Approximately  6.1%  of  all  hospital  discharges  in  New 
York  State  in  1986  were  alcohol-associated,  accounting 
for  7.8%  of  the  total  cost  of  providing  hospital  care  state- 
wide. In  addition,  an  estimated  762,000  alcohol-associat- 
ed emergency  room  visits  occurred  in  1986,  at  a cost  of 
more  than  $86  million.  Long  term  treatment  and  rehabili- 
tative care  further  add  to  health  care  costs  of  alcohol 
abuse. 

Reference 

1 . Parker  DL,  et  al:  The  social  and  economic  costs  of  alcohol  abuse  in  Minneso- 
ta. 1983.  AJPH  1987;  77:  982-6. 

Two-dose  measles  immunization 
recommendations 

Measles  continues  to  be  a significant  public  health 
problem  in  New  York  State  despite  ten  years  of  efforts  to 
eliminate  indigenous  measles.  From  1985  through  1988, 
an  average  of  455  cases  of  measles  occurred  each  year  in 
the  state.  A substantial  proportion  of  these  cases  have  oc- 
curred in  previously  vaccinated  people.  The  failure  of  the 
current  one-dose  measles  vaccination  policy  to  achieve  its 
goal  is  an  experience  mirrored  in  other  states.  The  failure 
to  administer  the  first  dose  of  measles  vaccine  at  the  ap- 
propriate age  has  been  responsible  for  part  of  the  problem 
in  some  areas. 


Considerable  evidence  in  the  medical  literature  indi- 
cates that  a two-dose  measles  vaccination  schedule  should 
be  a significant  improvement  over  the  current  single  dose 
policy.  The  second  dose  of  measles  vaccine  should  protect 
the  2-10%  of  children  who  failed  to  respond  to  the  first 
dose.  Individuals  receiving  two  doses  of  measles  vaccine 
have  been  shown  to  have  a significantly  reduced  risk  of 
contracting  measles. 

Considerations  of  herd  immunity  also  suggest  that  a 
two-dose  schedule  should  increase  the  level  of  immunity  in 
the  population  to  the  point  where  secondary  spread  can  be 
limited.  At  least  ten  European  countries  have  adopted  a 
two-dose  schedule  which  has  resulted  in  virtual  elimina- 
tion of  indigenous  measles  cases  in  those  countries.  The 
Immunization  Practices  Advisory  Committee  (ACIP)  of 
the  US  Public  Health  Service  and  the  Red  Book  Commit- 
tee of  the  American  Academy  of  Pediatrics  will  be  meet- 
ing soon  to  consider  whether  a two-dose  measles  policy 
will  be  recommended  nationally. 

Since  measles  is  a preventable  disease  with  the  potential 
for  serious  morbidity  and  possible  mortality,  major  efforts 
have  been  expended  in  the  control  of  recent  outbreaks  in 
schools  and  on  college  campuses.  These  efforts  have  been 
costly  not  only  in  terms  of  the  disruption  of  school  activi- 
ties but  also  in  terms  of  the  costs  of  vaccination  campaigns 
to  halt  the  outbreaks. 

After  review  of  these  issues  and  the  New  York  State  ex- 
perience with  measles,  the  Department  of  Health,  in  con- 
sultation with  state  and  national  experts  including  repre- 
sentatives of  the  US  Centers  for  Disease  Control  and 
District  II  (New  York  State)  of  the  American  Academy  of 
Pediatrics,  has  endorsed  a two-dose  measles  immunization 
policy.  The  policy  will  require  a second  dose  of  measles  vac- 
cine be  given  to  children  entering  kindergarten  beginning  in 
September  1990.  The  specific  recommendations  are  as  fol- 
lows: 

• Individuals  born  since  January  1,  1957,  who  do  not 
have  a physician-documented  history  of  measles  or 
serologic  confirmation  of  measles  immunity  should 
receive  two  doses  of  measles  vaccine  for  maximum 
protection  against  measles.  However,  it  is  not  neces- 
sary to  re-immunize  all  these  people  now  unless 
there  is  the  likelihood  of  exposure  to  measles  (eg, 
measles  cases  occurring  in  the  same  school,  antici- 
pated travel  to  a measles-affected  area,  employment 
in  a medical  field,  etc). 

• Recommended  schedule  for  New  York  State:  The 
first  dose  of  measles  vaccine  should  be  given  at  15 
months  of  age  and  the  second  dose  should  be  given 
at  four  to  six  years  of  age  simultaneously  with  the 
DTP#5-OPV#4  immunizations  (at  separate  in- 
jection sites).  In  New  York  City,  where  measles  has 
been  endemic  in  very  young  children,  the  New  York 
City  Health  Department  recommends  the  first  dose 
of  measles  vaccine  be  given  at  1 2 months  of  age.  The 
minimum  interval  between  the  first  and  second 
doses  should  be  three  months.  These  new  recom- 
mendations should  be  instituted  now  for  children 
who  will  enter  kindergarten  in  the  fall  of  1990.  The 
Department  of  Health  will  provide  vaccine  for  the 
second  dose  for  children  seen  in  public  clinics. 
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Requirement  for  school  entry:  All  children  entering 
kindergarten  will  be  required  to  show  proof  of  re- 
ceipt of  two  doses  of  mpasles  vaccine  or  other  ac- 
ceptable proof  of  measles  immunity  for  school  entry 
beginning  September  1,  1990.  Thereafter,  all  chil- 
dren born  on  or  after  January  1,  1985  who  enter 
grades  1-12  will  also  be  required  to  show  proof  of 
receipt  of  two  doses  of  measles  vaccine  in  order  to 
cover  children  coming  from  out-of-state. 

The  use  of  MMR  (measles-mumps-rubella)  vaccine 
is  recommended  for  all  vaccine  doses  to  increase 
protection  against  all  three  vaccine  preventable  dis- 
eases. 


• Emphasis  should  be  placed  on  the  importance  of 
children’s  receiving  their  first  dose  of  measles  and 
other  vaccinations  on  time  at  the  recommended 
ages. 

This  article  was  adapted  from  a letter  recently  sent  by 
the  Commissioner  of  Health  and  the  District  II  (New 
York  State)  Chairman  of  the  American  Academy  of  Pedi- 
atrics to  pediatricians,  family  practitioners,  local  health 
units  and  regional  health  directors  in  New  York  State. 
Further  information  may  be  obtained  by  contacting  your 
local  health  department  or  the  Department  of  Health  Im- 
munization Program  at  (518)  473-4437. 


Bicycle  Helmet 
Brochure 

The  New  York  State  Department  of  Health  has 
a brochure  available  entitled  Head  Out  With  A 
Helmet.  This  brochure  contains  information 
concerning  bicycle  safety  and  what  to  look  for 
when  buying  a helmet.  Limited  copies  of  the 
brochure  may  be  obtained  by  contacting: 

Publications 

New  York  State  Department  of 
Health 

Empire  State  Plaza 
Albany,  NY  12237 
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BOOK  REVIEWS 


AIDS:  A GUIDE  FOR  THE  PRIMARY 
PHYSICIAN 

Edited  by  King  K.  Holmes,  MD,  and 
Arno  G.  Motulsky,  MD.  66  pp,  illustrat- 
ed. Seattle,  University  of  Washington 
Press,  1988.  $15.00  (paperback) 

Disease  expression  of  human  immu- 
nodeficiency virus  (HIV)  disease  has 
often  been  viewed  as  that  of  an  iceberg. 
Symptomatic  disease,  ie,  AIDS  or  the 
AIDS-related  complex  (ARC),  repre- 
sents only  the  visible  portion  of  the  ice- 
berg— the  area  above  the  water  line. 
Asymptomatic  disease  represents  that 
vast  majority  of  those  infected  and  is  re- 
flected by  the  portion  of  the  iceberg  be- 
low the  water  line.  Two  processes  will 
contribute  to  increasing  the  amount  of 
disease  above  the  water  line— progres- 
sion of  disease  and  increased  antibody 
testing  for  HIV.  Consequently,  with 
greater  numbers  of  patients  identified, 
the  care  for  these  individuals  will  fall  on 
primary  care  practitioners,  chiefly  in- 
ternists. This  book  attempts  to  present 
to  the  practitioner  recent  information 
on  the  diagnosis,  treatment,  and  psy- 
chosocial aspects  of  managing  AIDS 
patients. 

The  articles  that  appear  in  this  vol- 
ume originally  appeared  as  an  edition 
of  University  of  Washington  Medicine , 
published  in  Winter  1987.  Most  of  the 
authors  are  from  that  institution,  and 
the  text  reflects  this.  This  is  not  a defi- 
cit, however,  since  many  of  the  authors 
have  been  responsible  for  substantial 
contributions  to  the  literature  on  the 
epidemiology,  virology,  and  chemo- 
therapy of  HIV  disease.  The  book  is  di- 
vided into  13  chapters,  and  appears  at 
first  glance  to  cover  all  the  important 
issues  that  accompany  HIV  disease. 
The  first  two  chapters  cover  the  epide- 
miology of  AIDS  in  the  United  States 
and  the  Pacific  Northwest,  and  then  go 
on  to  detail  the  public  health  response. 
This  is  followed  by  three  chapters  on 
HIV  virology,  laboratory  diagnosis  of 
HIV  infection,  and  management  of  the 
clinical  manifestations  of  HIV-induced 
immunosuppression.  There  are  then 
several  chapters  on  the  psychosocial 
and  ethical  aspects  of  the  disease,  an 
overview  of  the  infection  control  issues 
in  AIDS,  and  finally  a global  perspec- 
tive on  the  disease. 

Comprehensive  as  this  outline  is, 
however,  it  is  inadequate  preparation 


for  the  clinician  who  will  be  attempting 
to  manage  patients  with  symptomatic 
disease.  The  chapter  on  the  clinical 
manifestations  and  approach  to  man- 
agement of  opportunistic  infections 
demonstrates  this  inadequacy  most 
clearly.  The  entire  issue  of  Pneumocys- 
tis carinii  prophylaxis  is  covered  in  one 
paragraph  with  no  discussion  of  the 
dosages  of  the  various  drugs  that  have 
been  employed.  Inadequate  discussion 
is  given  to  the  issue  of  the  medical 
workup  of  an  individual  identified  as 
seropositive.  No  guidance  is  given  re- 
garding the  workup  of  the  seropositive 
patient  with  an  abnormal  chest  radio- 
graph. In  contrast,  however,  discussions 
of  the  ethical  and  psychosocial  issues 
are  well  presented  and  highlighted  by 
the  use  of  actual  cases. 

In  summary,  there  is  a great  need  for 
a comprehensive  text  describing  the 
clinical  management  of  patients  with 
HIV  disease,  as  well  as  the  public 
health,  social,  and  ethical  issues.  While 
this  book  may  serve  as  a good  introduc- 
tion for  those  clinicians  who  are  begin- 
ning to  confront  HIV  disease,  it  is  clear- 
ly inadequate  as  a reference  for 
questions  regarding  clinical  manage- 
ment. There  is  as  yet  no  useful  recent 
text  that  meets  this  challenge.  One 
hopes  to  see  this  soon. 

JACK  A.  DeHOVITZ,  MD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203 


UNDERSTANDING  THE  ALCOHOLIC’S 
MIND.  THE  NATURE  OF  CRAVING  AND 
HOW  TO  CONTROL  IT 

By  Arnold  M.  Ludwig,  MD.  188  pp. 
New  York,  Oxford  University  Press, 
1988.  $16.95  (hardcover) 

The  theme  of  Dr  Ludwig’s  book  is 
clear  enough  in  the  title,  which  suggests 
that  controlling  drinking  problems  be- 
gins with  understanding  how  alcoholics 
think  about  alcohol  and  how  they  crave 
it.  In  the  preface,  the  author  suggests 
that  alcoholics  recover  by  “adopting 
certain  characteristic  ways  of  thinking 
and  behaving”  (p8).  The  purpose  of  the 
book  is  to  elaborate  on  these  ways  by 
describing  what  takes  place  during  the 
process  of  recovery.  It  is  suggested  that 
both  clinicians  and  those  needing  the 
book  for  their  own  personal  benefit  or 


“cure”  will  find  the  book  helpful. 

The  author,  a professor  of  psychia- 
try, has  obviously  talked  to  many  peo- 
ple with  serious  drinking  problems,  and 
many  who  have  utilized  Alcoholics 
Anonymous  (AA)  as  the  road  to  recov- 
ery. He  also  has  published  many  arti- 
cles in  the  field  of  alcoholism.  His  book 
is  useful  for  physicians  who  wish  to  un- 
derstand alcoholism  and  the  recovery 
process,  and  to  gain  anecdotal  evidence 
of  this  process,  which  is  presented  by 
using  the  words  of  recovering  alcohol- 
ics. Because  many  conflicting  theories 
of  alcoholism  have  in  common  an 
agreement  about  the  cognitive  process- 
es of  the  drinker,  the  author  adopts  a 
cognitive-behavioral  approach  first 
popularized  by  D.  Meichenbaum  in 
1979  ( Cognitive-Behavior  Modifica- 
tion: An  Integrative  Approach , New 
York,  Plenum,  1977).  He  then  de- 
scribes how  drinkers  set  themselves  up 
for  relapse,  what  craving  is  all  about, 
and  how  they  attempt  to  control  this 
craving. 

The  strength  of  this  book,  its  authen- 
tic recapitulation  of  the  mental  process- 
es drinkers  utilize  as  they  “hit  bottom” 
and  begin  their  recovery  with  the  help 
of  AA,  is  also  its  weakness.  First,  the 
objective  and  scientific  is  interspersed 
unevenly  with  the  subjective,  anecdotal 
presentations.  The  serious  practitioner 
will  have  trouble  applying  such  state- 
ments as  this:  “The  motivation  to  quit 
drinking  does  not  always  occur  at  the 
moment  individuals  opt  for  sobriety,  for 
it  is  possible  that  the  will  to  recover  may 
grow  slowly  in  intensity  until,  with  the 
passage  of  time,  it  eventually  hardens 
into  a firm  implacable  resolve”  (pi  28). 
Or  (the  final  sentence  of  the  book, 
pi  34),  “With  this  orientation  to  life,  in- 
toxication is  unnecessary.”  These  state- 
ments reflect  beliefs  held  firmly  by  re- 
covering alcoholics,  and  in  no  way  is 
their  importance  for  the  drinker  dimin- 
ished. On  the  other  hand,  they  repre- 
sent a highly  subjective  approach  to  re- 
covery which  does  not  work  for 
everyone.  The  author  himself  states 
that  the  spiritual  AA  program,  which 
affects  many  aspects  of  life  other  than 
the  ingestion  of  alcohol,  is  not  to  be  em- 
braced by  everyone.  Second,  there  have 
been  important  additions  to  the  under- 
standing of  the  drinker  in  the  last  ten  to 
1 5 years,  not  only  in  the  biological  area, 
but  in  the  understanding  of  the  drinker 
as  a person  who  is  indeed  affected  by  a 
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family  and  other  systems.  The  author 
notes  these  approaches  briefly  but  dis- 
misses them  rather  abruptly.  Such  im- 
portant authors  in  the  field  as  Duncan 
Stanton,  Peter  Steinglass,  David  Ber- 
enson,  or  Edward  Kaufman  are  not 
cited  at  all.  Nevertheless,  a cognitive- 
behavioral  approach  to  drinking  in  an 
individual  context,  supported  by  a clini- 
cally rich  description,  can  be  of  great 
value  to  those  many  physicians  faced 
with  individual  patients  who  are  drink- 
ing too  much. 

FREDERICK  COOLEY,  PhD 
Department  of  Family  Medicine 
State  University  of  New  York  at  Buffalo 
School  of  Medicine 
1001  Humboldt  Pkwy 
Buffalo,  NY  14208 


POST-TRAUMATIC  THERAPY  AND 
VICTIMS  OF  VIOLENCE 

Edited  by  Frank  M.  Ochberg,  MD.  384 
pp.  New  York,  Brunner/Mazel  Pub- 
lishers, 1988.  $40.00  (hardcover) 

For  the  past  five  years  I have  been 
treating  a victim  of  terrorist  violence. 
This  individual  has  taught  me  in  a poi- 
gnant and  painful  way,  the  meaning  of 
terrorism,  the  expectation  of  violent 
death,  and  the  terrible  and  slow  process 
of  rehabilitation  and  return  to  normal 
life.  I wish  that  I had  had  an  opportuni- 
ty to  read  this  book  five  years  ago,  be- 
fore I began  my  therapeutic  work  with 
this  patient. 

The  editor,  Frank  M.  Ochberg,  MD, 
has  been  a friend  of  mine  for  many 
years.  I have  watched  him  develop  in 
his  research  with  the  victims  of  vio- 
lence. This  book  brings  together  in- 
sights by  experts  from  different  disci- 
plines in  understanding  and  treating 
such  victims.  Moving  from  the  discus- 
sion of  the  post-traumatic  stress  disor- 
der to  the  problems  of  translating  these 
phenomena  into  psychological  terms, 
Dr  Ochberg  discusses  the  definitions  of 
bereavement,  victimization,  autonomic 
arousal,  death  imagery,  and  negative 
intimacy  (a  term  that  he  has  coined  to 
include  situations  such  as  kidnap,  rape, 
and  assault).  Building  upon  these  five 
paradigms.  Dr  Ochberg  provides  mod- 
els of  post-traumatic  stress  disorder, 
animal  studies,  and  treatment.  I am 
particularly  impressed  with  the  section, 
“Principles  of  Post-Traumatic  Thera- 
py-” 

The  chapter  by  Dr  Van  der  Kolk  on 
the  psychopharmacologic  treatment  of 
post-traumatic  stress  is  one  of  the  finest 


I have  encountered,  and  it  has  given  me 
a new  perspective  on  the  sometimes  ap- 
propriate use  of  psychoactive  medica- 
tions in  the  acute  phase.  Even  though 
popular  teaching  over  the  last  20  years 
has  held  that  there  is  little  or  no  role  for 
psychoactive  drugs  in  the  acute  phase, 
Dr  Van  der  Kolk  makes  a very  cogent 
argument  for  flexibility  in  applying  this 
axiom.  I am  also  impressed  by  the  chap- 
ter on  the  Vietnam  veteran  with  the  em- 
phasis on  post-traumatic  family  thera- 
py- 

There  is  a great  deal  more  that  could 
be  said  about  this  book.  Hardly  any 
part  of  it  is  without  merit,  and  it  should 
be  read  in  toto  by  anyone  who  has  the 
desire  or  opportunity  to  reach  out  to 
help  some  of  these  victims  of  our  mod- 
ern world. 

ROBERT  O.  PASNAU,  MD 
Department  of  Psychiatry 
UCLA,  Neuropsychiatric  Institute  and 

Hospital 
Los  Angeles,  CA  90024 


DISEASES  OF  THE  COLON,  RECTUM, 
AND  ANAL  CANAL 

Edited  by  Joseph  B.  Kirsner,  MD,  and 
Roy  G.  Shorter,  MD.  724  pp,  illustrated. 
Baltimore,  Williams  & Wilkins,  1988. 
$1 15.00  (hardcover) 

This  book,  edited  by  Drs  Kirsner  and 
Shorter,  is  an  excellent  and  thorough 
one  concerned  with  diseases  of  the 
rectum  and  colon.  While  the  different 
chapters  are  written  by  different  ex- 
perts, there  is  a uniformly  high  qual- 
ity of  writing  throughout  and  there 
clearly  has  been  an  effort  to  avoid  ex- 
cessive repetition.  The  illustrations  are 
excellent,  including  a number  of  color 
endoscopic  photographs.  Chapters  on 
inflammatory  bowel  disease,  immunol- 
ogy, bacterial  flora,  and  endoscopy  are 
quite  good  and  the  topic  of  colon  carci- 
noma is  thoroughly  examined,  includ- 
ing chapters  on  epidemiology,  polyp 
management,  and  dysplasia. 

There  are  a few  minor  criticisms 
which  would  be  applicable  to  any  book 
of  this  scope.  Ulcerative  colitis  and 
Crohn  disease  are  lumped  together  un- 
der the  rubric,  inflammatory  bowel  dis- 
ease (IBD).  While  they  are  similar  in 
many  areas,  the  risk  of  colon  cancer  and 
the  issue  of  colon  cancer  surveillance 
are  different  in  these  conditions.  Also, 
the  section  on  the  surgical  approach  to 
IBD  would  have  benefited  from  more 
discussion,  especially  from  the  point  of 
view  of  the  gastroenterologist.  The 


chapter  on  colonoscopy  is,  in  general, 
excellent,  but  the  indications  for  this 
procedure  are  probably  exaggerated 
since  there  still  is  a place  for  barium  en- 
ema in  such  problems  as  abdominal 
pain  and  constipation.  In  addition,  con- 
stipation and  pseudo-obstruction  syn- 
dromes deserve  more  thorough  cover- 
age. 

The  colon  is  an  organ  which  is  far 
more  complex  in  terms  of  its  bacterial 
ecology  and  metabolic  function  than 
was  previously  appreciated.  It  is  also 
the  focus  of  a number  of  diseases  that 
have  recently  been  emphasized  such  as 
Campylobacter  colitis  and  ischemic  co- 
litis. Colon  cancer  is  a major  public 
health  problem.  An  extensive  review  of 
all  of  these  topics  is  welcome.  This  book 
is  an  excellent  source  of  information  for 
gastroenterologists  and  rectal  and  colon 
surgeons  and  is  highly  recommended. 

CHARLES  GERSON,  MD 
Mount  Sinai  School  of  Medicine 
New  York,  NY  10023 

COLOUR  ATLAS  OF  DERMATOLOGY 

By  Professor  L.  K.  Bhutani.  209  pp,  il- 
lustrated. St  Louis,  Mo,  Ishiyaku  Euro- 
America,  Inc,  Publishers,  1988.  $42.50 
(hardcover) 

This  book  was  written  by  Professor 
Lalit  K.  Bhutani,  head  of  the  Depart- 
ment of  Dermatology  and  Venereology 
at  the  All-India  Institute  of  Medical 
Sciences  in  New  Delhi. 

The  book  is  divided  according  to  dis- 
ease groups  into  19  chapters,  all  of 
which  are  excellent.  My  favorites  are 
the  chapters  on  leprosy  (full  spectrum), 
tuberculosis  of  the  skin,  parasitic  infes- 
tations, sexually  transmitted  diseases, 
and  genodermatoses.  These  will  be  es- 
pecially helpful  to  Western  physicians 
who  lack  exposure  to  those  conditions, 
but  who  may  find  themselves  confront- 
ed with  imported  tropical  cases.  The 
common  general  dermatoses  are  fully 
covered  in  the  other  chapters.  There  is  a 
special  chapter,  too,  for  unusual  disor- 
ders. 

Appropriately  brief,  concise  but 
complete,  descriptions  of  each  disease 
condition  appear  on  the  left-hand  page, 
describing  the  incidence,  clinical  fea- 
tures, histopathology  (with  photomi- 
crographs), and  treatment.  There  are 
some  misspellings. 

On  the  right-hand  page  opposing  are 
color  photographs,  all  taken  by  the  au- 
thor himself.  These  photographs  are  of 
excellent  quality  and  are  simply  breath- 
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taking  in  their  beauty,  sharpness,  and 
instructiveness.  One  photograph  is  in- 
deed worth  a thousand  words.  One  mi- 
nor flaw  is  the  mixed  horizontal  and 
vertical  orientations  of  some  of  the  pho- 
tographs, undoubtedly  done  in  an  effort 
to  accommodate  the  usual  four  in  one 
page. 

Very  appropriately,  there  is  an  11- 
page  chapter  on  therapeutics  at  the  end 
of  the  book.  This  deals  with  general 
principles  of  dermatologic  treatment 
and  the  author’s  choices  of  formulary 
and  prescriptions  for  specific  dermato- 
ses. And,  very  thoughtfully,  there  is  a 
glossary  of  clinical  dermatologic  terms 
(depicted  by  photographs)  and  histo- 
logic terms. 

Finally,  in  this  age  of  rising  prices, 
the  cost  of  the  book  is  a steal.  For  a sim- 
ilar color  atlas,  one  can  pay  double  or 
triple  the  price  of  this  one.  I recommend 
this  book  very  highly  to  all  general 
practitioners,  family  practitioners,  in- 
ternists, pediatricians,  dermatologists, 
residents,  and  medical  students. 

TERESITA  A.  LAUDE,  MD 
Associate  Professor  of  Clinical  Pediatrics 
State  University  of  New  York 
Health  Science  Center 
at  Brooklyn 
Brooklyn,  NY  11203 


LIVER  TUMORS:  MULTIDISCIPLINARY 
MANAGEMENT 

Edited  by  W.  John  B.  Hodgson,  MD. 
323  pp,  illustrated.  St  Louis,  Mo,  War- 
ren H.  Green,  Inc,  1988.  $47.50  (hard- 
cover) 

With  the  recent  development  of  new 
technology  and  effective  treatment  reg- 
imens, interest  in  the  diagnostic  and 
therapeutic  management  of  liver  tu- 
mors has  justifiably  been  increasing. 
Hodgson  has  put  together  an  authorita- 
tive team  of  experts  with  extensive  ex- 
perience in  the  evaluation  of  patients 
with  these  disorders,  based  on  the  New 
York  Medical  College  program.  The 
purpose  of  this  book  is  to  compile  scien- 
tific and  clinical  information  concern- 
ing the  interdisciplinary  aspects  of  pri- 
mary and  metastatic  hepatic 
neoplasms.  Once  armed  with  this  vast 
amount  of  information,  the  clinician 
will  be  assisted  in  formulating  an  orga- 
nized approach  to  their  management. 
This  book  is  an  extremely  useful  addi- 
tion to  the  medical  literature  because  of 
the  expertise  of  the  authors  and  also  be- 
cause of  the  comprehensive  nature  of  its 
contents. 


The  book  begins  with  a detailed  de- 
scription of  the  vascularity  of  liver  tu- 
mors, with  elegant  photographs  of  he- 
patic and  neoplastic  microcirculation. 
A discussion  of  early  detection  of  liver 
tumors  is  followed  by  diagnostic  evalu- 
ations including  liver  scintiscanning, 
computed  tomographic  (CT)  scans, 
and  angiography.  The  major  content  of 
the  book  addresses  surgical  manage- 
ment and  includes  discussions  of  inci- 
sions, surgical  anatomy,  hepatic  artery 
ligation,  surgical  aspects  of  intrahepa- 
tic  chemotherapy,  hepatic  resections, 
and  pre-  and  post-operative  manage- 
ment. The  multidisciplinary  approach 
is  maintained  with  chapters  on  chemo- 
therapy and  radiation  therapy  of  pri- 
mary and  metastatic  liver  malignan- 
cies. The  final  chapter  brings  together 
all  the  clinical  information  and  presents 
an  algorithm  to  assist  the  physician  in 
planning  total  management  of  these  pa- 
tients. 

Overall,  the  information  presented  is 
of  high  quality,  accurate,  and  is  written 
in  a clear,  readable  manner.  Certain 
sections  of  the  book  could  have  been 
strengthened.  The  section  on  tumor 
markers  would  benefit  from  a more  ex- 
tensive discussion  of  carcinoembryonic 
antigen  (CEA),  which  still  remains  the 
only  practical  marker  of  gastrointesti- 
nal malignancies.  The  detailed  discus- 
sion of  colloid  liver  scintiscanning, 
while  of  historical  interest,  is  perhaps  of 
less  clinical  significance  as  it  is  yielding 
to  CT  scans  and  magnetic  resonance 
imaging  (MRI)  as  a diagnostic  tool. 
The  presentation  of  CT  scans  is  worthy 
of  any  radiology  textbook.  I would  have 
appreciated  more  information  on  MRI 
as  we  are  finding  that  this  new  modality 
is  identifying  disease  in  patients  with 
false  negative  CT  scans.  The  surgical 
discussions  cover  all  aspects  of  back- 
ground data  and  thoroughly  discuss  all 
options  for  operative  management  in 
practical  terms.  The  chapter  on  chemo- 
therapy would  be  more  complete  with  a 
more  in-depth  discussion  of  leucovorin 
and  5-FU  pharmacology,  as  this  combi- 
nation is  now  considered  standard 
treatment  and  is  being  recommended 
for  adjuvant  therapy  for  colorectal  can- 
cer. The  book  is  well  organized  in  the 
content  it  presents.  The  style  and  tech- 
nical features,  including  figures,  tables, 
and  references,  are  extremely  well 
done. 

Clearly,  this  book  ranks  as  one  of  the 
most  desirable  books  on  liver  tumors 
and  will  be  very  useful,  not  only  as  a ref- 
erence book,  but  also  as  a companion 
and  guide  for  the  clinician  who  is  caring 


for  patients  with  these  diseases.  The 
overall  stated  objectives,  which  are  to 
present  an  alternative  to  therapeutic  ni- 
hilism and  to  provide  a wide  range  of 
treatment  options,  are  clearly  met  by 
the  authors. 

VINCENT  P VINCIGUERRA,  MD 
North  Shore  University  Hospital 
Manhasset,  NY  1 1030 


EXERCISE  AND  SPORT  SCIENCES 
REVIEWS 

Edited  by  Kent  Pandolf,  PhD.  551  pp, 
illustrated.  New  York,  Macmillan  Pub- 
lishing Company,  1988.  $48.00  (hard- 
cover) 

For  the  third  consecutive  year,  Kent 
P.  Pandolf,  PhD,  of  the  US  Army  Re- 
search Institute  of  Environmental 
Medicine,  has  been  chosen  to  edit  Ex- 
ercise and  Sport  Sciences  Reviews,  an 
annual  publication  of  the  American 
College  of  Sports  Medicine.  Like  its 
predecessors,  the  16th  volume  reviews 
clinical  and  basic  science  research  top- 
ics in  exercise  and  sports  medicine.  Ten 
general  topics  are  represented:  psychol- 
ogy, motor  control,  athletic  medicine, 
rehabilitation,  biochemistry,  exercise 
physiology,  biomechanics,  growth  and 
development,  environmental  physiolo- 
gy, and  sport  sociology.  Clinicians,  stu- 
dents, educators,  and  scientists  with  in- 
terest in  the  sciences  of  sport  and 
exercise  are  the  target  audience. 

Volume  16  consists  of  15  chapters 
written  by  24  internationally  recog- 
nized authorities.  The  first  four  chap- 
ters are  devoted  to  the  structure  and 
function  of  muscle.  Disuse  atrophy,  fa- 
tigue, force,  and  calcium-mediated 
events  are  presented  in  detail.  Chapter 
5 deals  with  the  biomechanics  of  the 
spine.  While  the  presentation  is  loaded 
with  physics  formulae,  clinical  correla- 
tions are  discussed  with  clarity  and 
force,  thus  making  a difficult  but  im- 
portant subject  meaningful. 

The  next  six  chapters  cover  a broad 
range  of  topics  including  rehabilitation, 
athletic  medicine,  and  physiology.  A 
short  section  on  knee  cartilage  reviews 
normal  and  pathologic  structure  and 
function.  Thereafter,  a lengthy  chapter 
presents  common  and  exotic  sports-re- 
lated dermatoses.  The  endocrine  and 
neuroendocrine  responses  involving  the 
hypothalmus;  the  pituitary,  adrenal, 
thyroid,  and  sex  glands;  and  the  pancre- 
as during  exercise  in  stressful  environ- 
ments are  discussed  in  detail  in  the  fol- 
lowing chapter.  The  effect  and  role  of 
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exercise  in  diabetes  (type  I),  end-stage 
renal  disease,  and  old  age  is  summa- 
rized over  an  additional  three  chapters. 
The  material  provides  ample  informa- 
tion for  a detailed  exercise  prescription, 
including  indications,  contraindica- 
tions, risks,  and  benefits  for  patients  in 
these  categories. 

Chapters  1 1 and  12  consider  the  psy- 
chologic impact  of  self-confidence  and 
biofeedback  on  athletic  performance. 
While  research  in  these  areas  is  scant, 
available  evidence  suggests  that  posi- 
tive attitude  and  psychophysiologic 
training  have  palpable  benefits  requir- 
ing further  study.  The  relatively  unbi- 
ased section  on  gender  and  sport  traces 
the  development  and  current  status  of 
“women  in  sport.”  The  individuality  of 
adolescent  changes  in  growth  and  per- 
formance is  nicely  appraised  in  the  con- 
cluding chapter  of  the  review. 

The  only  major  drawback  to  this  vol- 
ume, like  others  of  the  series,  is  that  al- 
though extremely  comprehensive  with 
respect  to  the  chosen  topic  area,  the  ma- 
terial represents  only  a small  part  of  a 
very  exciting  field.  It  is  likely  that  the 
reader  will  finish  the  volume  desirous 
of  similar  reviews  of  other  topic  areas 
in  exercise  and  sport  science. 

In  summary,  this  volume  represents  a 
balanced  synthesis  of  current  clinical 
and  basic  scientific  information  in  the 
field  of  exercise  and  sport.  It  will  serve 


not  only  as  a ready  resource  in  clinical 
practice,  but  also  as  a standard  refer- 
ence in  academe. 

RICHARD  B.  B1RRER,  MD 
Consulting  Editor 

Catholic  Medical  Center 
Jamaica,  NY  1 1432 


PERFECTING  THE  WORLD.  THE  LIFE 
AND  TIMES  OF  DR.  THOMAS  HODGKIN, 
1798-1866 

By  Amalie  M.  Kass  and  Edward  H. 
Kass.  624  pp,  illustrated.  New  York, 
Harcourt  Brace  Jovanovich,  Publish- 
ers, 1988.  $34.95  (hardcover) 

Many  physicians,  including  myself, 
know  very  little  about  Thomas  Hodg- 
kin, except  the  fact  that  he  described  a 
malignant  disease  of  the  lymph  glands. 
Professors  Amalie  and  Edward  Kass 
take  us  back  into  the  early  19th  century 
and  tell  the  story  of  the  life  of  this  mar- 
velous man  in  a very  elegant  manner. 
Their  subject  was  a well-to-do  Quaker 
with  far  reaching  ideas,  obviously 
ahead  of  his  time,  that  endeared  him  to 
many  and  made  enemies  of  more  than  a 
few.  His  life  was  full  and  productive. 
He  experienced  acclaim  and  rejection 
but  remained  strong  in  his  beliefs  and 
persistent  in  his  desire  for  social  re- 
forms. His  accomplishments  include  a 


short  period  as  an  apothecary’s  appren- 
tice followed  by  a career  as  physician, 
teacher,  and  humane  practitioner.  He 
was  probably  the  first  to  describe  a de- 
fect in  the  aortic  valve,  appendicitis, 
and  peritonitis.  He  also  advocated  pre- 
ventive medicine.  Dr  Hodgkin  traveled 
extensively,  usually  as  a companion  to  a 
dear  friend,  Moses  Montefiore.  He  ob- 
jected to  the  oppression  of  Jews,  Ameri- 
can Indians,  and  black  slaves  and  fa- 
vored equal  medical  treatment  for  the 
rich  and  the  poor.  He  set  high  standards 
for  the  education  and  training  of  physi- 
cians, but  was  devastated  when  Guy’s 
Hospital  failed  to  promote  him.  I was 
amazed  to  read  that  Thomas  Hodgkin 
was  the  first  to  advocate  health  insur- 
ance. Hodgkin  was  also  the  first  to  in- 
troduce the  stethoscope  to  England, 
and  gave  the  first  course  in  “pathologic 
anatomy.” 

This  book  will  appeal  to  oncologists, 
social  workers,  and  some  teachers  of 
preventive  medicine.  Others  will  find 
the  reading  very  slow.  Like  so  many  be- 
fore and  after  him,  Thomas  Hodgkin 
did  not  succeed  in  “perfecting  the 
world.” 

JULIUS  E.  STOLFI,  MD 
State  University  of  New  York 
Health  Science  Center 
at  Brooklyn 
Brooklyn,  NY  1 1203 
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NEWS  BRIEFS 


Lyme  disease  imitating  a sports  injury 

An  1 1 '/2-year-old  female  cyclist  and  swimmer  sought 
treatment  at  a sports  medicine  clinic  for  pain  in  her  left 
knee  of  seven  months’  duration  ( Physician  and  Sportsmedi- 
cine  1989;  17:135-136,  141).  Two  months  prior  to  her 
first  symptoms,  she  had  bumped  her  knee  while  on  a fam- 
ily camping  trip.  She  had  gone  camping  on  several  occa- 
sions during  the  previous  year.  Her  history  provided  no 
further  clues  as  to  the  cause  of  the  knee  pain. 

One  month  after  the  pain  began,  x-rays  of  the  knee  tak- 
en by  her  family  physician  were  normal.  At  this  time,  she 
began  to  use  crutches.  Four  weeks  later,  a bone  scan  of  the 
left  knee  performed  by  an  orthopedic  surgeon  was  also 
normal.  She  now  relied  on  a knee  immobilizer  in  addition 
to  the  crutches.  Two  months  later,  pain  and  swelling  de- 
veloped in  her  right  knee.  For  the  next  three  months,  treat- 
ment consisted  of  bilateral  knee  immobilizers  and  physi- 
cal therapy.  Other  concurrent  medical  symptoms 
included  frequent  headaches  and  throat  infections,  report- 
ed by  the  patient  as  strep  throat. 

Physical  examination  at  the  sports  medicine  clinic  dem- 
onstrated “tenderness  at  the  apex  of  both  patellae  and 
slight  bilateral  synovial  thickening  in  the  knees.”  Results 
of  laboratory  studies  led  to  the  diagnosis  of  Lyme  disease. 
After  one  month  of  antibiotic  therapy,  40  mg/kg/day  of 
tetracycline,  the  pain  and  swelling  in  her  knees  had  disap- 
peared. 

Lyme  disease,  caused  by  the  spirochete  Borrelia  burg- 
dorferi, is  a multisystemic  disorder  that  can  imitate  many 
other  diseases.  Initial  symptoms  vary  and  can  include  ery- 
thema chronicum  migrans,  fatigue,  fever,  chills,  head- 
ache, sore  throat,  and  arthralgia.  If  allowed  to  progress, 
Lyme  disease  is  associated  with  symptoms  related  to  car- 
diac disease  such  as  palpitations,  dizziness,  and  chest  pain, 
as  well  as  neurologic  symptoms  such  as  memory  lapse, 
sleep  disorders,  and  back  pain.  B burgdorferi  is  transmit- 
ted via  infected  ticks. 

“Clinicians  need  to  be  suspicious  of  systemic  illness 
when  joint  symptoms  fail  to  respond  to  ordinary  measures, 
such  as  physical  therapy  ....  Sports  medicine  practitio- 
ners should  be  aware  that  mechanical  injury  is  not  the 
only  cause  of  joint  pain,  and  recurrent  headaches  and  mal- 
aise may  be  symptoms  of  underlying  disease.” 

Bicycle  helmets  greatly  reduce  risk  of  head  and  brain 
injury  suffered  in  accidents 

It  seems  obvious  that  wearing  a helmet  should  help  pro- 
tect a bicycle  rider  from  head  and  brain  injuries  suffered 
in  accidents.  Yet  the  majority  of  bicyclists  apparently  do 
not  wear  helmets,  and  children  in  particular  infrequently 
don  protective  head  gear  when  bicycling.  Finding  insuffi- 
cient data  to  demonstrate  statistically  the  protective  effect 
of  helmets,  Thompson  et  al  designed  a case-control  study 
to  assess  the  effectiveness  of  bicycle  helmets  in  preventing 
head  and  brain  injuries  ( N Engl  J Med  1989;  320:1361- 
1367). 

The  study  population  encompassed  patients  from  five 
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hospitals  in  the  Seattle  area.  The  case  group  comprised 
patients  treated  in  an  emergency  room  for  head  injuries 
resulting  from  a bicycle  accident.  There  were  two  control 
groups:  an  emergency  room  control  group  composed  of 
patients  treated  in  an  emergency  room  for  bicycle-related 
injuries  other  than  head  injuries;  and  a population-based 
control  group,  which  consisted  of  persons  involved  in  bicy- 
cle accidents  who  may  or  may  not  have  been  injured  or 
required  medical  care.  The  authors  defined  head  injury  as 
those  injuries  to  the  forehead,  scalp,  ears,  skull,  brain,  or 
brain  stem  which  a helmet  could  realistically  prevent. 
Cases  of  concussion  or  more  severe  brain  dysfunction  were 
categorized  as  brain  injuries. 

During  the  one-year  study  period,  the  five  hospital 
emergency  rooms  treated  776  people  for  bicycle-related 
injuries.  Eighty-six  percent  of  these  patients  responded  to 
the  authors’  questionnaire,  resulting  in  235  case  patients. 
Of  these  patients  with  head  injuries,  42.1%  suffered  brain 
injuries.  “Of  the  case  patients  with  head  injuries,  143 
(60.9  percent)  were  children  . . . .Sixty-five  percent  of  the 
99  brain  injuries  and  68  percent  of  the  severe  brain  inju- 
ries . . . occurred  in  children  under  the  age  of  1 5.”  Only  4% 
of  the  99  case  patients  with  brain  injuries  wore  helmets. 

Helmet  use  overall  was  low:  7.2%  of  case  patients  and 
23.8%  of  emergency  room  control  patients.  Bicyclists  over 
25  years  old  were  far  more  likely  to  wear  helmets. 

Statistical  analysis  led  to  the  following  conclusions:  bi- 
cycle helmets  produced  a 75%  decrease  in  the  risk  of  head 
injury  and  reduced  the  risk  of  brain  injury  by  85%.  These 
compelling  findings  combined  with  the  knowledge  that,  in 
1985,  for  example,  574,000  emergency  room  visits  and 
1,300  deaths  in  the  United  States  were  attributable  to  bi- 
cycling injuries,  emphasize  the  importance  of  urging  all 
bicyclists  to  wear  helmets.  “Helmets  are  particularly  im- 
portant for  children,  since  they  suffer  the  majority  of  seri- 
ous head  injuries  from  bicycling  accidents,”  stress  the  au- 
thors. 

New  test  identifies  persons  at  risk  for  diabetes 

By  analyzing  the  DNA  extracted  from  white  blood 
cells,  researchers  believe  they  can  now  identify  persons  at 
increased  risk  for  developing  Type  I diabetes  ( Science 
News  1989;  135:353-368).  Early  recognition  of  this  risk 
factor  could  help  physicians  develop  the  means  to  prevent 
the  destruction  of  insulin-producing  beta  cells  in  the  pan- 
creas. 

Currently,  scientists  believe  that  the  body’s  own  im- 
mune cells  attack  and  destroy  the  beta  cells  in  response  to 
some  “triggering  factor,”  such  as  a virus  or  other  environ- 
mental factor.  Although  there  is  no  cure  for  Type  I diabe- 
tes, research  is  focusing  on  immunosuppressive  drugs  that 
could  block  the  destruction  of  beta  cells.  Such  immuno- 
suppressive agents  would  be  most  effective  if  treatment  is 
begun  in  the  early  stages  of  the  disease  process.  This  new 
test,  developed  at  the  University  of  Pittsburgh  School  of 
Medicine,  pinpoints  persons  with  a genetic  abnormality 
that  scientists  believe  makes  beta  cells  more  susceptible  to 
attack  by  immune  cells. 

People  with  this  specific  genetic  alteration  are  “107 
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times  more  likely  than  others  to  develop  Type  I diabetes.” 
In  families  with  a history  of  Type  I diabetes,  the  new  test 
could  help  identify  children  at  increased  risk  for  the  dis- 
ease. 

High  hopes  for  new  anemia  drug 

The  Food  and  Drug  Administration  (FDA)  recently 
approved  a genetically  engineered  form  of  erythropoietin 
to  treat  the  anemia  that  accompanies  chronic  kidney  fail- 
ure ( The  New  York  Times , June  2,  1989).  Clinical  tests 
performed  with  the  new  drug  have  demonstrated  that  it 
could  replace  the  need  for  blood  transfusions  in  some  pa- 
tients who  undergo  kidney  dialysis,  and  it  could  prove  use- 
ful in  combatting  the  anemia  that  occurs  with  AIDS  and 
cancer. 

The  drug,  epoetin  alfa,  marketed  by  Amgen,  Inc 
(Thousand  Oaks,  Calif)  under  the  name  Epogen,  stimu- 
lates the  bone  marrow  to  make  red  blood  cells.  Erythro- 
poietin, a naturally  occurring  hormone  synthesized  in  the 
kidney,  is  in  short  supply  in  patients  with  kidney  failure. 
These  patients  must  undergo  multiple  blood  transfusions, 
risking  infection,  toxic  levels  of  iron,  and  immune  reac- 
tions, to  prevent  life  threatening  anemia. 

While  treatment  of  anemia  in  patients  with  chronic  kid- 
ney failure  is  the  intended  purpose  of  this  drug,  doctors 
are  already  speculating  on  several  other  uses  of  epoetin. 
For  example,  early  testing  with  epoetin  in  patients  with 
acquired  immunodeficiency  syndrome  (AIDS)  has  dem- 
onstrated its  potential  for  treating  the  anemia  caused  by 
AZT,  a drug  used  to  lessen  the  symptoms  of  AIDS.  Pa- 
tients suffering  from  cancer,  and  those  undergoing  radia- 
tion or  chemotherapy,  may  become  anemic  and  could  ben- 
efit from  this  new  drug.  Other  proposed  uses  include 
stimulating  “red  blood  cell  production  in  patients  expect- 
ing surgery,  allowing  them  to  donate  more  of  their  own 
blood  to  be  stored  before  the  operation.  It  could  also  be 
given  to  surgical  patients  after  their  operation  to  help 
them  recover  from  their  blood  loss.” 

Treatment  with  epoetin  entails  intravenous  administra- 
tion three  times  a week,  at  an  estimated  cost  of  $4,000- 
$8,000  a year  for  each  patient.  Complications  noted  dur- 
ing clinical  trials  included  high  blood  pressure,  headache, 
chest  pain,  and,  occasionally,  seizures,  all  of  which  were 
common  among  patients  with  kidney  failure  who  did  not 
receive  the  drug.  Development  of  epoetin  was  part  of  the 
FDA’s  orphan  drug  program,  which  supports  drug  devel- 
opment for  diseases  or  disorders  that  affect  200,000  or 
fewer  people  in  the  United  States. 

Detecting  malignant  lesions  with  skin  surface  microscopy 

The  best  hope  for  successful  treatment  of  malignant 
melanoma  is  early  detection.  Clinical  examination  of  cu- 
taneous pigmented  lesions  can,  at  times,  lead  to  diagnoses 
of  benign  lesions,  nonmelanocytic  lesions,  or  malignant 
melanoma.  Other  lesions  require  biopsy  and  histologic 
analysis  for  a definitive  diagnosis.  Only  an  estimated  65% 
of  melanomas  are  accurately  identified  before  surgery 
(. Lancet  1989;  1:1239). 

Skin  surface  microscopy  is  one  method  of  evaluating 


pigmented  lesions  that  could  reduce  the  need  for  biopsy. 
The  use  of  magnifications  of  X6  to  X40  to  examine  pig- 
mented lesions  was  first  proposed  in  1951.  “At  higher 
magnifications,  the  pigmentary  pattern  is  slightly  blurred; 
to  counteract  this  effect,  the  technique  of  clearing  the  sur- 
face corneocytes  by  stripping  with  adhesive  tape  before 
applying  a light  film  of  oil  was  developed.”  A study  using 
this  technique  demonstrated  85%  diagnostic  accuracy  pri- 
or to  biopsy. 

Skin  surface  microscopy,  using  a standard  operating 
microscope  with  a camera  mounted  on  a side  arm,  is  use- 
ful for  distinguishing  between  melanocytic  and  nonmelan- 
ocytic pigmented  lesions.  The  magnification  enables  visu- 
alization of  the  melanin  pigment  network,  which  appears 
as  a “fine  spider’s  web”  along  the  periphery  of  melanocy- 
tic lesions  only. 

Histologic  evaluation  of  biopsy  samples  is  essential  for 
differentiating  benign  from  malignant  melanocytic  le- 
sions. However,  skin  surface  microscopy  could  hasten  a 
diagnosis  and  limit  the  need  for  biopsy  in  some  patients. 

Home-infusion  company  flourishes  with  doctors’  capital 

Home-infusion  companies  provide  intravenous  drug 
and  nutrient  therapy  to  patients  in  their  homes.  The  cost 
savings  of  home  infusion  compared  to  a hospital  stay  will 
help  boost  the  annual  growth  of  the  home-infusion  market 
by  20%  over  the  next  five  years,  according  to  industry  ana- 
lysts ( Business  Week , May  22,  1989,  pp  92-93). 

In  1984,  two  out-of-work  medical-products  salesmen 
recognized  the  market  potential  and  established  T2  Medi- 
cal, an  Atlanta-based  home-infusion  company  with  37 
centers  nationwide.  Probably  the  most  profitable  home- 
infusion  company  in  the  US,  T2  boasts  sales  of  about  $35 
million,  with  earnings  of  about  $7  million  this  fiscal 
year. 

The  key  to  T2’s  success  was  the  clever  marketing  strategy 
developed  by  its  founders.  The  capital  for  each  infusion 
center  was  provided  by  local  physicians,  who,  as  owners 
and  investors  in  the  company,  were  motivated  to  steer  pa- 
tients to  the  local  infusion  centers.  Competitors  such  as 
Caremark,  a division  of  Baxter  Healthcare  Corp,  ac- 
knowledged the  effectiveness  of  this  approach  and  began 
offering  partnership  and  financial  arrangements  for  refer- 
ring physicians. 

However,  Congress  subsequently  passed  a law,  which 
will  go  into  effect  in  1990,  that  prohibits  infusion  centers 
owned  by  referring  physicians  from  receiving  Medicare 
payments.  Under  the  new  law,  Medicare  payments  are 
permitted  if  each  physician  owns  no  more  than  5%  of  a 
center  to  which  he  or  she  refers  patients.  T2  is  using  stock 
sold  in  a public  offering  last  year  to  buy  back  doctors’ 
shares  of  the  centers.  Physicians  will  still  own  50%  of  the 
company. 

Although  industry  watchers  predict  continued  growth 
for  the  home-infusion  market,  Congress  has  plans  to  fur- 
ther restrict  investments  by  participating  physicians,  and 
the  competition  among  home-infusion  companies  is  heat- 
ing up,  with  competitors  now  forced  to  offer  more  services 
and  better  prices  to  woo  physicians  and  patients. 
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OBITUARIES 


In  addition  to  these  listings,  the  Journal  will  publish 
obituaries  written  by  physician  readers.  Inquiries  should 
first  be  made  to  the  Editor. 


Irving  Harris  Beckwith,  MD,  East  Pem- 
broke. Died  December  28,  1988;  age 
86.  Dr  Beckwith  was  a 1928  graduate 
of  the  Cornell  University  Medical  Col- 
lege, New  York.  He  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and 
Gynecology  and  a Fellow  of  the  Ameri- 
can College  of  Surgeons.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Westchester  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

John  Hans  Birnbaum,  MD,  New  York. 
Died  April  7,  1989;  age  94.  Dr  Birn- 
baum was  a 1922  graduate  of  Frie- 
drich-Wilhelms  Universitaet  Medizin- 
ische  Fakultaet,  Berlin,  Germany.  He 
was  a member  of  the  New  York  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Joseph  Brody,  MD,  Forest  Hills.  Died 
January  26,  1988;  age  86.  Dr  Brody  was 
a 1929  graduate  of  the  Cornell  Univer- 
sity Medical  College,  New  York.  His 
memberships  included  the  American 
Geriatrics  Society,  the  Medical  Society 
of  the  County  of  Queens,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

William  Thomas  Carrington,  MD,  Ne- 

ponsit.  Died  May  11,  1989;  age  82.  Dr 
Carrington  was  a 1932  graduate  of  the 
Columbia  University  College  of  Physi- 
cians and  Surgeons,  New  York.  He  was 
a member  of  the  Medical  Society  of  the 
County  of  Kings  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Robert  Johnson  Craft,  MD,  New  Ro- 
chelle. Died  May  3,  1989;  age  89.  Dr 
Craft  was  a 1927  graduate  of  the  How- 
ard University  College  of  Medicine, 
Washington,  DC.  His  memberships  in- 
cluded the  American  Academy  of  Fam- 
ily Practice,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Charles  De  Bold,  MD,  Poughkeepsie. 
Died  May  9,  1989;  age  75.  Dr  De  Bold 
was  a 1 94 1 graduate  of  the  Hahnemann 
Medical  College  of  Philadelphia,  Penn- 
sylvania. He  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons.  He  was  a 
member  of  the  American  Geriatrics  So- 


ciety, the  Dutchess  County  Medical  So- 
ciety, and  the  Medical  Society  of  the 
State  of  New  York. 

Joseph  Fisher,  MD,  New  York.  Died 
October  26,  1988;  age  80.  Dr  Fisher 
was  a 1933  graduate  of  the  New  York 
Medical  College,  New  York.  His  mem- 
berships included  the  American  Rheu- 
matism Association,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Samuel  Bergman  Frank,  MD,  San  Die- 
go, California.  Died  May  4,  1989;  age 
80.  Dr  Frank  was  a 1933  graduate  of 
the  Case  Western  Reserve  University 
School  of  Medicine,  Cleveland,  Ohio. 
He  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc,  and  a Fel- 
low of  the  American  College  of  Physi- 
cians. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
New  York  State  Dermatological  Soci- 
ety, the  American  Academy  of  Derma- 
tology, the  Society  for  Investigative 
Dermatology,  the  American  Society  of 
Tropical  Medicine  and  Hygiene,  the 
Medical  Society  of  the  County  of  West- 
chester, and  the  Medical  Society  of  the 
State  of  New  York. 

Sidney  Freed,  MD,  Bethpage.  Died  May 
22,  1989;  age  70.  Dr  Freed  was  a 1944 
graduate  of  the  University  of  Toronto 
Faculty  of  Medicine,  Toronto,  Canada. 
He  was  a member  of  the  American  Ge- 
riatrics Society,  the  Nassau  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

August  Herman  Groeschel,  MD,  Sea 
Girt,  New  Jersey.  Died  April  23,  1989; 
age  8 1 . Dr  Groeschel  was  a 1 93 1 gradu- 
ate of  the  Columbia  University  College 
of  Physicians  and  Surgeons,  New  York. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the  Amer- 
ican Public  Health  Association,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Ernest  E.  Gyarmati,  MD,  North  Bell- 
more.  Died  April  16,  1989;  age  73.  Dr 
Gyarmati  was  a 1952  graduate  of  the 


Orvosi  Fakultas  Tudomanyegyetem, 
Budapest,  Hungary.  He  was  a Fellow  of 
the  American  Academy  of  Family 
Practice.  His  memberships  included 
the  New  York  Academy  of  Medicine, 
the  American  Psychiatric  Association, 
the  Nassau  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Aron  Hare),  MD,  Forest  Hills.  Died 
April  15,  1989;  age  67.  Dr  Harel  was  a 
1956  graduate  of  The  Hebrew  Univer- 
sity, Hadassah  Medical  School,  Jerusa- 
lem, Israel.  His  memberships  included 
the  American  Psychiatric  Association, 
the  Medical  Society  of  the  County  of 
Queens,  and  the  Medical  Society  of  the 
State  of  New  York. 

Hedwig  Koenig,  MD,  Newtown,  Penn- 
sylvania. Died  April  14,  1989;  age  94. 
Dr  Koenig  was  a 1929  graduate  of  the 
Johns  Hopkins  University  School  of 
Medicine,  Baltimore,  Maryland.  She 
was  a Diplomate  of  the  American 
Board  of  Pediatrics.  Her  memberships 
included  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Harry  Konterwitz,  MD,  Bedford,  Mas- 
sachusetts. Died  May  14,  1989;  age  85. 
Dr  Konterwitz  was  a 1928  graduate  of 
the  University  of  Nebraska  College  of 
Medicine,  Omaha,  Nebraska.  He  was  a 
Fellow  of  the  American  College  of 
Chest  Physicians.  His  memberships  in- 
cluded the  New  York  Cardiological  So- 
ciety, the  American  Thoracic  Society, 
the  Medical  Society  of  the  County  of 
Queens,  and  the  Medical  Society  of  the 
State  of  New  York. 

Isaak  Kuschner,  MD,  Oak  Park,  Michi- 
gan. Died  April  1,  1989;  age  92.  Dr 
Kuschner  was  a 1934  graduate  of  the 
Universitaet  Wien,  Medizinische  Fa- 
kultaet, Wien,  Austria.  He  was  a mem- 
ber of  the  New  York  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Hugh  McHugh,  MD,  Larchmont.  Died 
March  1 989;  age  8 1 . Dr  McHugh  was  a 
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1936  graduate  of  Temple  University 
School  of  Medicine,  Philadelphia.  He 
was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the  Amer- 
ican Psychiatric  Association,  the  Medi- 
cal Society  of  the  County  of  Westches- 
ter, and  the  Medical  Society  of  the 
State  of  New  York. 

John  Anthony  Malgieri,  MD,  Crest- 
wood.  Died  March  21,  1989;  age  74.  Dr 
Malgieri  was  a 1942  graduate  of  the 
New  York  Medical  College.  His  mem- 
berships include  the  Association  of  Life 
Insurance  Medical  Directors  of  Ameri- 
ca, the  Bronx  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

De  Witt  Clinton  Mead,  MD,  Fulton. 
Died  April  17,  1989;  age  84.  Dr  Mead 
was  a 1933  graduate  of  Rush  Medical 
College,  Chicago,  Illinois.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Oswego  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Kaare  Kristian  Nygaard,  MD,  White 
Plains.  Died  April  23,  1989;  age  86.  Dr 
Nygaard  was  a 1929  graduate  of  the 
Medisinske  Fakultet  Universitetet  i 
Oslo,  Oslo,  Norway.  He  was  a Fellow  of 
the  American  College  of  Surgeons.  He 
was  a member  of  the  Medical  Society  of 
the  County  of  Westchester  and  the 
Medical  Society  of  the  State  of  New 
York. 

Raphael  W.  Ollenstein,  MD,  Cranbury, 
New  Jersey.  Died  March  1 1,  1989;  age 
90.  Dr  Ollenstein  was  a 1928  graduate 
of  the  Medizinische  Fakultaet,  Albert 
Ludwigs  Universitaet,  Freiburg  im 
Breisgau,  Baden-Wurttemberg,  Ger- 
many. His  memberships  included  the 
American  Academy  of  Family  Physi- 
cians, the  Bronx  County  Medical  Soci- 
ety, and  the  Medical  Society  of  the 
State  of  New  York. 

Theodore  Wright  Oppel,  MD,  Boulder, 
Colorado.  Died  March  14,  1989;  age 
86.  Dr  Oppel  was  a 1929  graduate  of 
the  University  of  Pennsylvania  School 
of  Medicine,  Philadelphia.  He  was  a 
Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a Fellow  of  the 
American  College  of  Physicians.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 


Angelos  Papatestas,  MD,  New  York. 
Died  February  1 2,  1 989;  age  50.  Dr  Pa- 
patestas was  a 1962  graduate  of  the 
Faculty  of  Medicine,  Aristotelian  Uni- 
versity of  Thessaloniki,  Thessaloniki, 
Greece.  He  was  a Diplomate  of  the 
American  Board  of  Surgery  and  a Fel- 
low of  the  American  College  of  Sur- 
geons. His  memberships  included  the 
New  York  State  Surgical  Society,  the 
Society  of  Surgical  Oncology,  the  Asso- 
ciation of  Academic  Surgery,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Henry  Poster,  MD,  Bronx.  Died  May 
1 7,  1 989;  age  8 1 . Dr  Poster  was  a 1 934 
graduate  of  the  St  Louis  University 
School  of  Medicine,  St  Louis,  Missouri. 
He  was  a diplomate  of  the  American 
Board  of  Radiology.  His  memberships 
included  the  New  York  Roentgen  Soci- 
ety, the  Bronx  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Julius  Rock,  MD,  Rochester.  Died  April 
14,  1989;  age  79.  Dr  Rock  was  a 1936 
graduate  of  the  University  of  Rochester 
School  of  Medicine-Dentistry.  He  was 
a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology  and  a Fel- 
low of  the  American  College  of  Obste- 
tricians and  Gynecologists.  He  was  a 
member  of  the  New  York  Academy  of 
Medicine,  the  Medical  Society  of  the 
County  of  Monroe,  and  the  Medical 
Society  of  the  State  of  New  York. 

Pilar  H.  Roncal,  MD,  Middletown.  Died 
March  18,  1989;  age  50.  Dr  Roncal  was 
a 1962  graduate  of  the  Faculty  of 
Medicine  and  Surgery  University  of 
Santo  Tomas,  Manila,  Philippines.  She 
was  a member  of  the  Medical  Society  of 
the  County  of  Orange  and  the  Medical 
Society  of  the  State  of  New  York. 

Lawrence  Jacob  Roose,  MD,  New  York. 
Died  April  22,  1989;  age  77.  Dr  Roose 
was  a 1937  graduate  of  the  New  York 
University  School  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology.  He  was  a 
member  of  the  American  Psychiatric 
Association,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

David  Rothstein,  MD,  Southbury,  Con- 
necticut. Died  April  28,  1989;  age  88. 
He  was  a 1925  graduate  of  the  State 
University  of  New  York  Health  Sci- 


ence Center  at  Brooklyn.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Queens  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Zundel  Sokolowicz,  MD,  Miami,  Flori- 
da. Died  May  1 1,  1989;  age  79.  Dr  So- 
kolowicz was  a 1938  graduate  of  the 
Charles  Univerzita  Fakulta  of  Ped-Gen 
Medicine,  Praha,  Czechoslovakia.  He 
was  a member  of  the  Nassau  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Hans  J.  Sowka,  MD,  Wilmington.  Died 
March  14,  1989;  age  76.  Dr  Sowka  was 
a 1938  graduate  of  the  Medizinische 
Fakultaet  der  Universitaet  Heidelberg, 
Heildelberg,  Baden-Wurttemberg, 
Germany.  He  was  a Fellow  of  the 
American  Academy  of  Family  Physi- 
cians. He  was  a member  of  the  Medical 
Society  of  the  County  of  Essex  and  the 
Medical  Society  of  the  State  of  New 
York. 

Henry  Stern,  MD,  Laguna  Hills,  Cali- 
fornia. Died  March  6,  1989;  age  87.  Dr 
Stern  was  a 1928  graduate  of  the  Uni- 
versitaet Wien,  Medizinische  Fakul- 
taet, Wien,  Austria.  He  was  a member 
of  the  New  York  County  Medical  Soci- 
ety and  the  Medical  Society  of  the 
State  of  New  York. 

Nestor  J.  Totero,  MD,  New  York.  Died 
May  6,  1989;  age  82.  Dr  Totero  was  a 
1934  graduate  of  New  York  Medical 
College.  His  memberships  included  the 
American  Psychiatric  Association,  the 
Academy  of  Psychosomatic  Medicine, 
the  Association  for  the  Advancement  of 
Psychotherapy,  the  Bronx  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Stanley  L.  Wallace,  MD,  Brooklyn.  Died 
June  20,  1989;  age  65.  Dr  Wallace  was 
a 1946  graduate  of  Bowman  Gray 
School  of  Medicine  of  Wake  Forest 
University,  Winston-Salem,  NC.  He 
was  a Fellow  of  the  American  College 
of  Physicians  and  a member  of  the 
American  Rheumatism  Association, 
the  Medical  Society  of  the  County  of 
Kings,  and  the  Medical  Society  of  the 
State  of  New  York. 

Tobias  M.  Watson,  MD,  Palos  Verdes, 
California.  Died  April  3,  1989;  age  85. 
Dr  Watson  was  a 1927  graduate  of  the 
Hahnemann  Medical  College  of  Phila- 
delphia. He  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Queens  and 
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the  Medical  Society  of  the  State  of  New 
York. 

Marshall  H.  Wood,  MD,  Ossining.  Died 
April  3,  1989;  age  85.  Dr  Wood  was  a 
1930  graduate  of  the  Albany  Medical 
College  of  Union  University.  He  was  a 


member  of  the  Medical  Society  of  the 
County  of  Westchester  and  the  Medi- 
cal Society  of  the  State  of  New 
York. 

Tryphosa  R.  Worcester,  MD,  Crowns- 
ville,  Maryland.  Died  April  19,  1989; 


age  93.  Dr  Worcester  was  a 1925  grad- 
uate of  the  University  of  Michigan 
Medical  School,  Ann  Arbor,  Michigan. 
She  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New 
York. 


Leonard  Jan  Bruce-Chwatt,  MD,  FRCP 
1907-1989 

Dr  Leonard  Jan  Bruce-Chwatt,  a frequent  contributor  and  peer  reviewer  for  the  Journal , passed 
away  in  England  on  May  18,  1989,  at  the  age  of  82.  In  April  1989,  Dr  Bruce-Chwatt  was  awarded  the 
Laurence  Redway  Award  for  Excellence  in  Medical  Writing  by  the  Medical  Society  of  the  State  of 
New  York  for  his  article,  “Cinchona  and  its  alkaloids:  350  years”  (NY State  J Med  1988;  88:318-322). 
A renowned  medical  historian  and  a leading  international  expert  on  malaria,  he  served  for  ten  years 
(1958-1968)  as  Chief  of  Research  and  Technical  Intelligence  in  the  Malaria  Eradication  Division  of 
the  World  Health  Organization.  Prior  to  this  time  he  worked  for  a dozen  years  in  Nigeria  where  he 
headed  the  malaria  service.  He  later  became  Director  of  the  Ross  Institute  at  the  London  School  of 
Hygiene  and  Tropical  Medicine  and  served  for  many  years  as  a member  of  the  World  Health  Organiza- 
tion Expert  Committee  on  Malaria. 

Dr  Bruce-Chwatt  authored  430  medical  papers  and  several  books.  His  best  known  books  are  Essen- 
tial Malariology  (1980,  1985)  and  The  Rise  and  Fall  of  Malaria  in  Europe  (1980),  which  he  co- 
authored with  Julian  de  Zulueta.  He  held  an  MPH  degree  from  Harvard  University’s  School  of  Public 
Health  and  a DTM  & H degree  from  the  London  School  of  Hygiene  and  Tropical  Medicine.  In  1976 
Queen  Elizabeth  II  personally  conferred  the  honor  of  Companion  of  the  Order  of  St  Michael  and  St 
George  (CMG)  on  him.  He  is  survived  by  his  wife  Joan,  sons  Andrew  and  Robert,  and  a grandson, 
Rupert. 

PASCAL  JAMES  IMPERATO,  MD 
Editor 
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MORE  SERVICES 
MORE  VISUALS 
MORE  VALUE 


More  information,  faster,  is  what 
today's  physician  demands 

In  response,  CONSULTANT  has  expanded  the  use  of  clinical  photographs  in 
our  articles  and  enlarged  our  popular  service  departments  Photoclinic  and 
Practical  Pointers. 

■ We've  added  "What's  Your  Diagnosis?",  a new  self-test  service  that  presents 
clinical  photos  that  test  your  diagnostic  skills. 

■ We've  expanded  our  Consultations  & Comments  service  to  get  more  of  your 
medical  quandaries  solved  for  FREE.  All  you  need  to  do  is  send  us  your  ques- 
tion and  we'll  get  an  expert  to  answer. 

More  information  in  less  time  = More  Value 

CONSULTANT  GIVES  YOU  THE  CLEAR  PICTURE 


Cliggott  Publishing  Co.  • 55  Holly  Hill  Lane  • Box  4010  • Greenwich,  CT  06830  • (203)  661  -0600  • (212)  993-0440 


BUY 

UNITED 

STATES 

SAVINGS 

BONDS 

For  the  current 
rate  call... 

I -800-US-BONDS 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


WILLISTON/SEARINGTOWN  85X110  corner 
plot,  ideal  for  a doctor  or  dentist.  4 bedroom 
Split  Level,  2%  baths,  in  ground  heated  pool, 
central  air  conditioning,  underground  sprinkler 
system,  new  kitchen,  2 car  garage,  wet  bar  in 
den,  formal  dining  room.  Herricks  School  Dis- 
trict. Owner,  $425,000,  (516)  747-6603. 


IDEAL  PROFESSIONAL  LOCATION:  Long  Is- 

land, North  Shore,  Setauket,  new  colonial  and 
contemporary.  Superb  quality  throughout,  all 
amenities.  Excellent  School  District,  near 
Stony  Brook  University  and  Hospital.  2/3-1 
acre.  Asking  from  $369,000.  Call  builder 
(516)  751-5735. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S. 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct.  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control.  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq  , 110  E.  42nd 
Street,  NYC.  (212)  697-2950  or  evenings 
(914)  723-0799 

AVOID  IRS  PENSION  PENALTY  TAXES  on  Plan 
reversions  and  excess  accumulations.  Former 
IRS  pension  plan  specialist  and  revenue 
agent — Coordinate  pension  distributions  with 
estate  planning.  IRS  approval  for  plan  termina- 
tions, initial  IRS  qualifications  and  TRA  1986 
Amendments.  Annual  Administration  and  ac- 
tuarial certifications.  Professional  practice 
agreements,  dissolutions,  estate  planning  and 
probate.  No  insurance  required — References 
upon  request — Wachstock  & Dienstag  Attor- 
neys at  Law.  122  Cutter  Mill  Road,  Great  Neck, 
NY  11021  (516)  773-3322. 


MISCELLANEOUS— CONT’D 


HAVE  YOU  BEEN  CONTACTED  BY  THE  OFFICE 
OF  PROFESSIONAL  MEDICAL  CONDUCT?  If 

affirmative,  contact  Susan  Kaplan.  Attorney-at- 
Law,  (212)  877-5998  Practice  limited  to  as- 
sisting, advising  and  defending  physicians  and 
professional  misconduct  processings,  issues  re- 
lating to  chemical  dependence  and  restoration 
of  medical  licenses — with  extensive  trial  and 
administrative  experience — formerly  Assistant 
Chief  of  Prosecution  and  Deputy  Director  of 
Prosecution  for  New  York  State's  Office  of  Pro- 
fessional Discipline  (the  state  agency  responsi- 
ble for  regulating  NYS's  31  licensed  profes- 
sions), and  as  an  Assistant  District  Attorney  in 
Nassau  County.  Susan  Kaplan,  Esq.,  165 
West  End  Avenue.  Suite  27P.  New  York.  NY 
10023 


PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD’s  for  over  10  years.  Toll-free  (800) 
241-6905 

PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq  former  deputy  director  of  the  New  York 
State  Attorney  General's  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/ Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs  George  Weinbaum,  Esq  , 3 
Barker  Avenue.  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours,  (212)  621-7776-24  hours. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 

ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  212-661-8070. 

2V  STAT  STAT  STAT  STAT— Diagnostic/thera- 
peutic software,  covering  69  specialties.  Up- 
dated medical  algorithms  at  your  fingertips!!!! 
Only  $5,962.00  for  complete  turnkey  system 
(software,  knowledge  base/69  specialties.  AT 
computer  w/80MB  HD,  EGA  monitor  and  card, 
printer  and  40MB  backup).  Add  volume  to 
your  practice  with  only  a $5,962.00  one-time  in- 
vestment for  2V  STAT,  computer,  managerial 
support,  and  brochures,  + /—  a one-day  teach- 
ing seminar.  2V  STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067.  1-800-22V- 

STAT 


MISCELLANEOUS— CONT’D 


LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, defense  of  medicaid /medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician’s  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P C.,  Attorneys  at  Law, 
One  Madison  Avenue,  New  York,  N.Y.  10010. 
212-213-8484. 


BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 


PROFESSIONAL  MISCONDUCT  ATTORNEYS. 

William  L.  Wood,  Jr.,  formerly  Executive  Direc- 
tor of  the  New  York  State  Office  of  Professional 
Discipline  and  Anthony  Z.  Scher,  formerly  Di- 
rector of  Prosecutions.  Our  recent  tenure  as 
chief  enforcement  officers  for  the  regulation  of 
New  York  State's  one-half  million  licensed  pro- 
fessionals has  given  us  experience  which  allows 
us  to  represent  physicians  in  professional 
misconduct  proceedings,  malpractice,  license 
restoration,  controlled  drug  proceedings,  insur- 
ance company  reimbursement  disputes,  pur- 
chase and  sale  of  professional  practices  and  all 
other  matters  affecting  the  professional  lives 
and  careers  of  practitioners.  Wood  & Scher, 
Attorneys  at  Law,  One  Chase  Road,  Scarsdale, 
New  York  10583.  Telephone  (914)  723-3500. 


COMPUMEDIC— THE  COMPLETE  PRACTICE 
MANAGEMENT  SYSTEM.  Microcomputer 
based  management  system  for  the  single  to 
multi-physician  practice.  Full  featured  and 
proven  program  provides  a total  solution  for 
automation.  Advanced  features  include: 
Electronic  Insurance  Processing,  Statistical 
Analysis,  On-Line  Scheduling,  & Financial  Ac- 
counting (Including  A/P  & G/L).  We  offer  20 
years  industry  experience,  hardware  and  soft- 
ware installation,  and  complete  training.  For 
On-Site  Demonstration  Contact:  Automated 

Practice  Management  Associates.  Inc.,  875  Av- 
enue of  the  Americas,  Suite  500:  New  York, 
New  York  1 000 1 or  call  (2 1 2)  643- 1 868  or  (9 1 4) 
562-7408. 


COLLECTIONS:  Avoid  collection  agencies. 

Deal  directly  with  experienced,  qualified  collec- 
tion attorneys  sensitive  to  the  needs  of  health 
care  providers.  Discreet,  effective,  profes- 
sional service.  Levenberg  & Badner,  114  Old 
Country  Road,  Mineola,  NY  11501,  (516)  248- 
8900. 
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DOES  YOUR  PRACTICE  NEED 
A NEW  PERSPECTIVE? 


Look  into  Air  Force  Aerospace  Medicine.  As  an 
Air  Force  Flight  Surgeon,  you  will  have  a truly 
general  practice  in  your  office.  In  the  air  you'll  fly 
with  and  observe  air  crew  members — adding  a new 
perspective  to  your  medical  career.  You  can  be 
an  Air  Force  Flight  Surgeon.  Leave  the  headaches  of 
office  overhead  and  paperwork.  Enjoy  30  days  of 
vacation  with  pay  each  year,  time  for  your  family, 
medical  and  dental  care,  low  cost  life  insurance 
plus  a generous  noncontributory  retirement  program. 
Maybe  it's  about  time  to  give  your  life  a new  perspec- 
tive. Contact  your  nearest  Air  Force  recruiter  and 
examine  your  opportunities  in  aerospace  medicine 
today!  Call 


USAF  HEALTH  PROFESSIONS 
413-557-3898 
COLLECT 
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AROUND  THE  NATION 


ALABAMA 

Sept  23-25.  Applied  Duplex  Ultra- 
sound: A Practical  Course  for  Physi- 
cians and  Sonographers.  Wynfrey  Ho- 
tel Galleria  Plaza,  Birmingham.  Con- 
tact: Dawne  Ryals,  Ryals  & Associates, 
PO  Box  9201 13,  Norcross,  GA  30092- 
0113.  Tel:  (404)  641-9773. 

CALIFORNIA 

Sept  7-10.  Fifth  Annual  Sonography 
Update  for  Physicians  and  Sonogra- 
phers. 153/4  Cat  I Credits.  Mariott  Ho- 
tel and  Marina,  San  Diego.  Sept  9-10. 
Registry  Review  Course — Physics,  Ab- 
domen, Gynecology,  Obstetrics  and 
Echocardiography.  14'/2  Cat  I Credits. 
San  Diego  Marriott  Hotel  and  Marina, 
San  Diego.  Contact:  Dawne  Ryals, 
Ryals  & Associates,  PO  Box  920113, 
Norcross,  GA  30092-0113.  Tel:  (404) 


641-9773. 

Sept  15-16.  Uveitis  Frontiers.  Diagnos- 
tic, Medical,  and  Surgical  Approaches 
to  Uveitis.  Quail  Lodge,  Carmel  Valley. 
Contact:  Extended  Program  in  Medical 
Education,  University  of  California, 
Room  U-569,  San  Francisco,  CA 
94143-0742.  Tel:  (415)  476-4251. 


DISTRICT  OF  COLUMBIA 

Sept  20-24. 18th  Annual  Meeting  of  the 
World  Congress  of  Gynecologic  Endos- 
copy. J.  W.  Marriott  Hotel,  Washing- 
ton, DC.  Contact:  The  American  Asso- 
ciation of  Gynecologic  Laparoscopists, 
13021  E Florence  Ave,  Santa  Fe 
Springs,  CA  90670.  Tel:  (213)  946- 
8774. 


HAWAII 

Sept  23-26.  Annual  Seminar  in  Cardiol- 
ogy. Sheraton  Waikiki,  Honolulu.  Con- 
tact: Anne  Criss,  Rogers  Heart  Foun- 
dation, 1200  7th  Ave,  N,  St  Petersburg, 
FL  33705.  Tel:  (813)  894-0790. 


MARYLAND 

Sept  8-9.  Current  Controversies  and 
Techniques  in  Congenital  Heart  Sur- 
gery. Sept  25-30.  Emergency  Medicine 
Review.  University  of  Nebraska  Medi- 
cal Center.  Contact:  Brenda  C.  Ram, 
Continuing  Education,  University  of 
Nebraska  Medical  Center,  42nd  & 
Dewey  Ave,  Omaha,  NE  68105.  Tel: 
(402)  559-4152. 

MASSACHUSETTS 

Sept  6-8.  Risk  Analysis  in  Occupation- 
al and  Environmental  Health.  Sept  25- 
29.  Industrial  Ergonomics:  Human  Fac- 
tors in  Occupational  Health  & Safety. 

Boston.  Contact:  Harvard  School  of 
Public  Health,  Office  of  Continuing 
Education,  Dept  A,  677  Huntington 
Ave,  L-23,  Boston,  MA  02115.  Tel: 
(617)  732-1171. 

SOUTH  CAROLINA 

Sept  25-28.  Ninth  Annual  Postgradu- 
ate Course — Uroradiology  ’89.  Westin 
(■ continued  on  p 20 A) 
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Calcium  every  day 
Aerobics  every  week 

Bone  loss  every  year 


She  needs  PREMARIN  to  help 
prevent  further  bone  loss 

Calcium1  and  exercise  are  not  enough  to  prevent  post- 
menopausal osteoporosis,  since  estrogen  deficiency  is  the 
primary  cause.2  PREMARIN  is  the  only  brand  of  estrogen 
indicated  to  prevent  further  bone  loss  and  in  a recently 
published  study  has  been  shown  to  reduce  the  risk  of 
hip  fractures  by  as  much  as  66%. 3 

Early  PREMARIN  therapy 
offers  the  best  protection 

The  most  significant  rate  of  bone  loss  occurs  in  early 
menopause.  PREMARIN  can  help  maintain  bone  mass, 
preventing  the  progression  of  osteoporosis  and 
its  consequences. 

Protection  continues  as  long  as 
estrogen  therapy  continues 

Clinical  studies  show  that  within  three  years  of  menopause 
when  therapy  is  withdrawn,  bone  loss  begins  again.4 


PREMARIN 

(conjugated  estrogens  tablets) 


Proven  benefits 

for  menopause  and  beyond 


See  important  information  on  adjacent  page. 


For  atrophic  vaginitis 


For  moderate-to-severe 
vasomotor  symptoms  and 
for  osteoporosis 

PREMARIN 

(conjugated  estrogens  tablets) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Wyeth-Ayerst  Laboratories 


PREMARIN 

(conjugated  estrogens) 


Vaginal 

Cream 

0.625  mg/g 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS  I 

PREMARIN1  Brand  of  conjugated  estrogens  tablets.  USP 

PREMARIN’  Brand  of  conjugated  estrogens  Vaginal  Cream.  In  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-controlled  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  lor  more  than  one  year  This  risk  was  independent 
of  the  other  known  risk  factors  tor  endometrial  cancer  These  studies  are  lurther  supported  by  the  finding 
that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas  ol  the 
United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  ol  estrogens  during  the  last  decade  The  three  case-controlled  studies  reported  that 
the  risk  ol  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ol  treatment  and  on  estrogen  dose  In  view  ol  these  findings,  when 
estrogens  are  used  lor  the  treatment  ol  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment 
is  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  Id  determine  the 
need  lor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ol  low  doses  ol  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  ol  all  women  taking 
estrogens  is  important  In  all  cases  ol  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  natural”  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equi-estrogemc  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  lemale  sex  hormones,  both  estrogens  and  progestogens.  during  eaily  pregnancy  may  seriously 
damage  Ihe  offspring  It  has  been  shown  that  lemales  exposed  in  utero  to  diethylstilbeslrol.  a nonsteroidal 
estrogen,  have  an  increased  risk  ol  developing,  in  later  life,  a torm  ol  vaginal  or  cervical  cancer  lhal  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  ol  such  exposed  women  (from  30%  to  90%)  have  been  found  lo  have 
vaginal  adenosis,  epithelial  changes  ol  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  ol  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  lemale  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb-reduction  detects  One  case-controlled  study 
estimated  a 4 7-fold  increased  risk  ol  limb-reduction  defects  in  infants  exposed  in  utero  to  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  lor  pregnancy,  or  attempted  treatment  tor  threatened 
abortion)  Some  ot  these  exposures  were  very  short  and  involved  only  a lew  days  ol  treatment  The  data 
suggest  that  the  risk  ot  limb-reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 pet  1,000  In  the 
pasl  lemale  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion  There  is  considerable  evidence  that  estrogens  are  ineffective  tor  these  indications,  and  there  is  no 
evidence  from  well-controlled  studies  that  progestogens  are  effective  for  these  uses  II  PREMARIN  is  used 
during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ol  the 
potential  risks  to  the  letus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (coniugated  estrogens.  USP)  contains  a mixture  of  estrogens  obtained  exclusively 
Irom  natural  sources,  blended  to  represent  the  average  composition  ot  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilm,  and  17a-dihydroequilin.  together  with  smaller  amounts  ot  17a-estradiol. 
equilenin  and  17a-dihydroequilenm  as  salts  ol  their  sulfate  esters  Tablets  are  available  in  0 3 mg.  0 625  mg,  0 9 
mg.  1 25  mg.  and  2 5 mg  strengths  ol  coniugated  estrogens  Cream  is  available  as  0 625  mg  coniugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  tor  nervous 
symptoms  or  depression  without  associated  vasomotoi  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osleopoiosis  (abnormally  low  bone  mass)  Atrophic  vaginitis  Kraurosis  vulvae  Female  castration 

PREMARIN  (coniugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ol  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ot  the  following  conditions 
1 Known  or  suspected  cancer  ot  Ihe  breast  except  in  appropriately  selected  patients  being  treated  lor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ot  breast  or  prostatic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  ot  endometrial  carcinoma  (see  Boxed  Warning) 
However  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  ol  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-lold  increase  in  the  risk  ot  surgically  conlirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens 

Adverse  ellects  ot  oral  contraceptives  may  be  expected  at  the  larger  doses  ol  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  estrogens  lor  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  ol  oral 
contraceptives  have  an  increased  risk  ol  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  ot  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ol  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ol  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  ot  the  type  associated  with  an  increased  risk  ot  thromboembolism,  or  during  periods  ot  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thiomboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugated 
estrogens  per  day),  comparable  to  those  used  to  treat  cancer  ol  the  prostate  and  breast,  have  been  shown  to 
increase  the  risk  ol  nontatal  myocardial  mlarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  ol 
this  size  are  used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 

Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
contaming  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ot  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  lo  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  lamily  history  should  be  taken  prior  to  the 
initiation  ol  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 


and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  lor  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manilestahons  ol  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ol  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  ol  mental  depression  Patients  with  a history  ot  depression  should  be  carelully  observed  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ol  estrogen 
therapy  when  relevant  specimens  are  submitted  It  taundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  (unction,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia, 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  If  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be 
utilized  Studies  ol  the  addition  ol  a progestin  lor  7 or  more  days  ol  a cycle  ot  estrogen  administration  have 
reported  a lowered  incidence  ot  endometrial  hyperplasia  Morphological  and  biochemical  studies  ol  the 
endometrium  suggest  that  10  to  13  days  ol  progestin  are  needed  to  provide  maximal  maturation  ol  the 
endometrium  and  to  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  Irom  endometrial 
carcinoma  has  not  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  ol  progestin  in  estrogen  replacement  regimens  The  choice  ol  progestin  and  dosage  may  be  important  in 
minimizing  possible  adverse  effects 
The  following  changes  may  be  expected  with  larger  doses  ot  estrogen 
a Increased  sullobromophthalein  retention 

b Increased  prothrombin  and  (actors  VII,  VIII.  IX.  and  X,  decreased  antithrombin  3.  increased  norepinephrme- 
mduced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI.  T,  by  column,  or  T(  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG.  tree  T,  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
t Reduced  response  to  metyrapone  test 
g Reduced  serum  tolate  concentration 
h Increased  serum  triglyceride  and  phospholipid  concentration 

As  a general  principle,  the  administration  of  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
Ihe  Irequency  ol  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-controlled 
study  ol  postmenopausal  women  there  was  no  increase  in  risk  ot  breast  cancer  with  use  ot  coniugated  estrogens 
ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
traceptives breakthrough  bleeding,  spotting,  change  in  menstrual  How,  dysmenorrhea  premenstrual-like 
syndrome,  amenorrhea  during  and  alter  treatment,  increase  in  size  ol  uterine  tibromyomata.  vaginal  candidiasis 
change  in  cervical  erosion  and  in  degree  ol  cervical  secretion,  cystitis-like  syndrome,  tenderness  enlargement, 
secretion  (of  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice,  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  multilorme.  erythema  nodosum,  hemorrhagic 
eruption;  loss  ot  scalp  hair,  hirsutism,  steepening  ol  comeal  curvature,  intolerance  to  contact  lenses,  headache, 
migraine,  dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance, 
aggravation  ol  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  lemales 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN*  Brand  of  conjugated  estrogeni  tablets,  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  ol  moderate-to-severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 mg  to  1 25  mg  or  more  daily)  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  oft)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Osteoporosis  Female  castration  Osteoporosis —0  625  mg  daily  Administration  should  be 
cyclic  (eg,  three  weeks  on  and  one  week  off)  Female  castration — 1 25  mg  daily,  cyclically  Adiust  upward  or 
downward  according  to  response  ol  ihe  patient  For  maintenance,  adiust  dosage  to  lowest  level  lhal  will  provide 
ettective  control 

Patients  with  an  intact  uterus  should  be  monitored  tor  signs  ol  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  ol  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off) 

Attempts  lo  discontinue  or  taper  medication  should  be  made  at  three-  to  six-month  intervals 
Usual  dosage  range  2 g to  4 g daily,  intravaginally.  depending  on  Ihe  severity  ol  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  lor  signs  ol  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  ot  persistent  or  recurring 
abnormal  vaginal  bleeding 
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Mail  this  coupon  to: 
The  AMA  Group 
200  N.  LaSalle  Street 
Suite  535 
Chicago,  IL  60601 


AMA  ADVISERS.  INC. 
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YES!  I want  to  learn  more  about  how  AMA  Advisers,  Inc.  can  serve 
mv  investment  needs.  Please  send  me  more  complete  information  on  the 
financial  products  I've  noted  below: 


Where  do  physicians 
turn  for  financial 
services? 


Send  the  coupon  today  or. . . 
Call  toll-free 

1-800-262-3863 


Products  and  services  as  described  herein  are  not  offered  for  sale  in  any  state  where 
they  are  not  lawfully  registered. 


Here’s  what  we  offer  you: 


• Tax-Free  Unit  Trusts 

• Tax-Deferred  Annuities 

• Money  Market  Funds 

• Mutual  Funds 

• Discount  Brokerage 

• Certificates  of  Deposit 


• Stocks 

• Bonds 

• IRAs  (no  Trustee  fee) 

• Retirement  Plans 

• Retirement  Distribution 
Service 


At  AMA  Advisers,  Inc. , we  make  it  easier  for  busy  physicians  to 
make  investment  decisions.  Our  highly  qualified  representatives  are 
salaried,  which  means  you  get  objective  advice— not  a sales  pitch. 
Plus,  we  offer  easy-to-read,  consolidated  account  statements  and  a 
toll-free  hotline.  Whenever  you  have  an  investment  question,  we’re 
there  for  you. 


Find  out  how  AMA  Advisers,  Inc.  can  serve  all  your  investment  and 
retirement  plan  needs.  Call  now  for  more  information  and  current 
rates. 


AMA  Advisers,  Inc. 

for  physicians  and  their 


. . . Investment  experts 
families  nationwide 
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Resort  Hotel,  Hilton  Head  Island.  Con- 
tact: Dawne  Ryals,  Ryals  & Associates, 
Inc,  PO  Box  1925,  Roswell,  GA  30077- 
1925.  Tel:  (404)  641-9773. 

TEXAS 

Sept  29-30.  Neurology  for  the  Primary 
Care  Physician,  1 1 Cat  I Credits.  Hyatt 
Regency  Hotel  on  the  Riverwalk,  San 
Antonio.  Contact:  Marilyn  Brandon, 
Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White,  1401  S 31st  St, 
Temple,  TX  76508.  Tel:  (817)  774- 
2350. 


AROUND  THE  WORLD 


AUSTRALIA 

Sept  12-16.  Annual  Seminar  in  Cardiol- 
ogy. Intercontinental  Hotel,  Sidney. 
Sept  1 7-22.  Annual  Seminar  in  Cardiol- 
ogy. Hyatt  Hotel,  Melbourne.  Contact: 
Anne  Criss,  Rogers  Heart  Foundation, 
1200  7th  Ave,  N,  St  Petersburg,  FL 
33705.  Tel:  (813)  894-0790. 

CANADA 

Sept  15-17.  Mammography  and  the 
Search  for  Breast  Cancer.  Vancouver, 
British  Columbia.  Contact:  Wende  W. 
Logan,  MD,  1351  Mt  Hope  Ave,  Roch- 
ester, NY  14620.  Tel:  (716)  442-8432. 

FRANCE 

Sept  7-9.  Electrocardiography:  Past 
and  Future.  Beach  Regency  Hotel, 
Nice.  Contact:  Conference  Director, 
The  New  York  Academy  of  Sciences,  2 
E 63rd  St,  New  York,  NY  10021.  Tel: 
(212)  838-0230. 

IRELAND 

Sept  2-10.  Imaging,  Intervention,  Ire- 
land— 1989.  Dublin,  Cong  and  New 
Market  (Irish  castles).  Contact:  Dawne 
Ryals,  Ryals  & Associates,  PO  Box 
1925,  Roswell,  GA  30077-1925.  Tel: 
(404)  641-9773. 


Doctor . . 

Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 

Telephone:  800-338-1833. 


Index  to 
Advertisers 


AMA  Advisors 19A 

Capital  Seminars,  Inc 5A 

Classified  Advertising  5A,  8A,  14A 

Cliggott  Publishing 13A 

Eli  Lilly  and  Company  1A 

Marine  Midland  Bank 7A 

Merck,  Sharp  and  Dohme 3A,  4A 

Palisades  Pharmaceuticals 6A 


NEW  ZEALAND 


Roche  Laboratories 


3rd  & 4th  Cover 


Sept  5-11.  Annual  Seminar  in  Cardiolo- 
gy. Regent  Hotel,  Auckland.  Contact:  U.S.  Air  Force 15A 

Anne  Criss,  Rogers  Heart  Foundation, 

1200  7th  Ave,  N,  St  Petersburg,  FL  U.S.  Army  Reserve 2nd  Cover 

33705.  Tel:  (813)  894-0790.  □ 

Wyeth-Ayerst  Laboratories  16A,  17A,  18A 


20A  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/AUGUST  1989 


SSARY  MAY  NOT  SUBSTITUTE  BRAND  NECESSARY  N.D.P.S.  MAY  NO 
10  NOT  SUBSTITUTE  DISPENSE  AS  WRITTEN  NO  SUBSTITUTION  BRAN 
iRY  MEDICALLY  NECESSARY  N.D.P.S.  MAY  NOT  SUBSTITUTE  MEDICi 
5TITUTE  DISPENSE  AS  WRITTEN  DO  NOT  SUBSTITUTE  BRAND  NECESS 
SUBSTITUTE  N.D.P.S.  NO  SUBSTITUTION  MEDICALLY  NECESSARY  N 
NECESSARY  BRAND  NECESSARY  MAY  NOT  SUBSTITUTE  N.D.P.S.  Mi 


IS.  DO  NOT  SUBSTITUTE  DISPENSE  AS  WRITTEN  NO  SUBSTITUTION  E 
ESSARY  MEDICALLY  NECESSA 


TELEPHONE:  000-0000 


REG.  NO.  0000000 
LIC:  000000 


ITE  DISPENSE  AS  WRITTEN  D( 
STITUTE  N.D.P.S.  NO  SUBSTITi 


TTEBANN  M.  NRNGEE,  M.D. 

10  Main  Street 
Anytown,  USA.  00000 


SSARY  MAY  NOT  SUBSTITUTE 


DO  NOT  SUBSTITUTE  DISPENSE 
iRY  MEDICALLY  NECESSARY  I 
STITUTE  DISPENSE  AS  WRITTE 
SUBSTITUTE  N.D.P.S.  NOSU 


WHICHEVER  WAY  YOU  WRITE  IT . . 
WRITE  IT  FOR 


Roche  Products 


2- mg 
5-mg 
10-mg 

scored  tablets 


IT  MAKES  THE  PRESCRIBING  DECISION  YOURS. 


• NEW  YORK  * 

DAW 

DISPENSE  AS  WRITTEN 


1 


The  practice  is  yours. 

The  patients  are  yours. 

The  prescriptions  are  yours. 

Make  the  prescribing  decision  yours,  too. 

Initial  the  "d.a.w.”  box 
on  your  prescriptions. 


Specify 


VALIUM 

brand  of  //~)  / 


® — 2-mg 


...  _ 5-mg 


IV 


10- mg 


The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc  scored  taoiets 

The  one  you  know  best. 


Copyright  © 1988  by  Roche  Products  Inc 
All  rights  reserved 


Roche  Products 

Roche  Products  Inc 
Manati.  Puerto  Rico  00701 


JO 


NEW  YORK  STATE 
URNAL  OF  MEDICINE 


SEPTEMBER  1989  . Volume  89,  Number  9 


Contents 


COMMENTARIES 


Ideopathic  retroperitoneal  fibrosis — 
past  and  present 

THOMAS  W.  STEWART.  JR.  MD 


Thyroid  needle  biopsy:  The  primary 
procedure 

RONALD  P.  MONSAERT.  MD 


503 


504 


RESEARCH  PAPER 

Human  immunodeficiency  virus  infection 

in  a cohort  of  intravenous  drug  users  in 

New  York  City:  Demographic,  behavioral, 

and  clinical  features  506 

LAWRENCES.  BROWN,  JR.  MD,  MPH;  ALVIN 
CHU.  MA;  TOORU  NEMOTO.  PhD.  MA;  DAVID 
AJULUCHUKWU.  PhD.  MPA;  BENY  J 
PRIMM,  MD 


REVIEW  ARTICLE 

Retroperitoneal  fibrosis:  A report 

of  selected  cases  and  a review  of  the 

literature  511 

DANIEL  D BUFF,  MD;  MARC  B BOGIN. 

MD;  LAWRENCE  L.  FALTZ.  MD 


SPECIAL  ARTICLE 

Current  challenges  of  AIDS  in  New  York  City  517 

STEPHEN  C.  JOSEPH.  MD.  MPH 


HISTORY 

A short  history  of  the  quack’s  materia  medica  520 

JOHN  S.  HALLER.  JR.  PhD 


GUIDELINES 

Student  participation  in  mixed  gender 

sports  competition  526 

COMMITTEE  ON  SCHOOL  HEALTH  AND 
SPORTS  MEDICINE 


CASE  REPORTS 


The  clinical  value  of  fine  needle  aspiration 
biopsy  in  a patient  with  medullary  thyroid 
carcinoma  and  pseudofollicular  carcinoma 

ARTHUR  BAUMAN,  MD;  H T.  G.  STRAWBRIDGE, 
MD;  WILLIAM  A BAUMAN,  MD 


527 


530 


532 


533 


Renal  arteriovenous  fistula  in  the  setting 
of  subacute  bacterial  endocarditis 

THOMAS  F.  STEPHENSON,  MD;  JOHN  F 
McCABE,  MD;  JERRY  J.  SVOBODA,  MD; 
MALUR  R BALAJI,  MD;  MICHAEL  J 
FEINSTEIN,  MD;  REVINDRA  MEHTA,  MD 

Ultrasound  diagnosis  of  jugular 
venous  ectasia 

CHRISTOPHER  GRIBBIN,  MD;  B NAGESH 
RAGHAVENDRA,  MD;  HOWARD  B. 
GINSBURG,  MD 

Malignant  lymphoma  presenting  with 
severe  hypercalcemia 

SAMUEL  R.  SIRIANNI,  MD;  PhD;  MAXIMES  E. 
MORA,  MD;  AMY  M.  SANDS,  MD;  DEBORAH 
PUCKHABER,  MD;  TERRY  J.  SMITH,  MD 


LETTERS  TO  THE  EDITOR 

Buck  y Bell  536 

THEODORE  SCHUSSLER,  MD.  JD 

Physician  recredentialing  536 

DAVID  I.  ATKINSON,  MD 

Complications  arising  from  the  use  of 

ophthalmologic  medications  in  an  intensive 

care  unit  patient  537 

ZVI  HERSCHMAN,  MD.  BRIAN  KAUFMAN,  MD 

Clinical  causes  of  death  of  elderly  patients 

in  a long  term  health  care  facility  538 

WILBERT  S.  ARONOW.  MD 


LEADS  FROM  EPIDEMIOLOGY  NOTES 540 

BOOK  REVIEWS  544 

NEWS  BRIEFS  548 

OBITUARIES  550 

MEDICAL  MEETINGS  AND  LECTURES  4A 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


For  respiratory  tract 


infections  due  to  susceptible  strains  of  indicated  organ 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci) 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  cecior  should  be  administered  CAunousiy  to  penicillin- 

sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Cecior  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Cecior  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy 
lactation,  and  infants  less  than  one  month  old.  Cecior  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patientsl 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrheal  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens-Johnson  syndrome! 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever)  1 5% 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Cecior.  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  iaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Cither  eosmophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%. 
and.  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children! 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs  test 

• False-positive  tests  for  urinary  glucose  with  Benedicts  or  Fehlmgs 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  stop.  Lillyl  [oekbsli 

Additional  information  available  from  PV  23Si  amp 

Eli  Lilly  and  Company.  Indianapolis  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 


© 1988  ELI  LILLY  AND  COMPANY  CR-5012-B-84934S 


MORE  SERVICES 
MORE  VISUALS 
MORE  VALUE 


More  information,  faster,  is  what 
today's  physician  demands 

In  response,  CONSULTANT  has  expanded  the  use  of  clinical  photographs  in 
our  articles  and  enlarged  our  popular  service  departments  Photoclinic  and 
Practical  Pointers. 

■ We've  added  "What's  Your  Diagnosis?",  a new  self-test  service  that  presents 
clinical  photos  that  test  your  diagnostic  skills. 

■ We've  expanded  our  Consultations  & Comments  service  to  get  more  of  your 
medical  quandaries  solved  for  FREE.  All  you  need  to  do  is  send  us  your  ques- 
tion and  we'll  get  an  expert  to  answer. 

More  information  in  less  time  = More  Value 

CONSULTANT  GIVES  YOU  THE  CLEAR  PICTURE 


Cliggott  Publishing  Co.  • 55  Holly  Hill  Lane  • Box  401 0 • Greenwich,  CT  06830  • (203)  661  -0600  • (212)  993-0440 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


COMMITTEE  ON  PUBLICATIONS,  LIBRARY,  AND  ARCHIVES 

MILTON  GORDON.  MD.  Chairman 


PHILIP  P.  BONANNI,  MD 
JOSEPH  I.  COHN,  MD 
MARGARET  T.  GROSSI,  MD 
JONATHAN  A.  HYDE,  MD 
( Medical  student) 

Editor 
Consulting  Editor 
Consulting  Editor  and 
Book  Review  Editor 
Consulting  Editor 
Consulting  Editor 
Consultant  in  Biostatistics 
Managing  Editor 
Advertising  Production  Coordinator 
Consulting  Medical  Writer 
Editorial  Assistant 
Secretary 
Librarian 
Assistant  Librarian 


STANLEY  LUFTSCHEIN.  MD 
JOSEPH  F.  MURATORE,  MD 
JOHN  T.  PRIOR,  MD 
GITAS.  SINGH 
(Medical  student ) 

PASCAL  JAMES  IMPERATO.  MD 
JOHN  T FLYNN,  MD 
RICHARD  B BIRRER.  MD 

NAOMI  R BLUESTONE.  MD.  MPH 
CARL  POCHEDLY,  MD 
JOSEPH  G.  FELDMAN,  DrPH 
CAROL  L MOORE 
KEVIN  DAVEY 
VICKI  GLASER 
LORRAINE.  COSGROVE 
ELIZABETH  J.  SOMERS 
ELLA  ABNEY 
ELEANOR  BURNS 


ASSOCIATE  EDITORIAL  BOARD  1989 


RANDALL  BLOOMFIELD,  MD 
ROBERT  D.  BRANDSTETTER.  MD 
JOHN  S.  DAVIS,  MD 
CHARLES  D.  GERSON,  MD 
MYLES  S.  GOMBERT,  MD 
ALFRED  P INGEGNO,  MD 


FLORENCE  KAVALER,  MD 
JAMES  M MORRISSEY,  ESQ 
STEPHEN  NORDLICHT,  MD 
JOSEPH  SCHLUGER,  MD 
BJORN  THOR BJARN ARSON,  MD 
RODRIGO  E.  URIZAR,  MD 


ARTHUR  H.  WOLINTZ,  MD 


Microform  copies.  This  publication  is  available  on  microform  film. 
Address  orders  to  University  Microfilms,  300  North  Zeeb  Road,  Ann 
Arbor,  MI  48106. 


Advertising  representatives.  United  Media  Associates,  Inc,  16  Bruce 
Park  Ave,  Greenwich,  CT  06830.  Telephone:  (203)  661-9702. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


DAVID  M BENFORD,  MD, 
CHARLES  D SHERMAN,  JR,  MD. 
ROBERT  A.  MAYERS,  MD. 
CHARLES  N.  ASWAD.  MD. 
GEORGE  LIM,  MD, 
JOYCE  M.  McCHESNEY,  MD, 
MORTON  KURTZ,  MD, 
JAMES  H COSGR1FF.  JR,  MD, 
SEYMOUR  R.  STALL.  MD. 
JOHN  H CARTER,  MD, 


President 

Past-President 

President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councilors 


Term  Expires  1990 


DUANE  M.  CADY, 
WILLIAM  A.  DOLAN, 
IRAJ  IRAJ, 
STUART  I ORSHER, 

Term  Expires  1991 

FRANKLIN  A.  DePETERS, 
SIDNEY  MISHKIN, 
JEFFREY  A RIBNER. 
ANTHONY  P SANTOMAURO, 
Term  Expires  1992 

ROBERT  E.  FEAR, 
STANLEY  L.  GROSSMAN. 

THOMAS  D.  PEMRICK, 
RALPH  E.  SCHLOSSMAN, 


MD, 

Onondaga 

MD, 

Monroe 

MD, 

Kings 

MD, 

New  York 

MD, 

Warren 

MD, 

Nassau 

MD, 

Broome 

MD, 

Erie 

MD, 

Suffolk 

MD, 

Orange 

MD, 

Rensselaer 

MD, 

Queens 

Resident  Councilor  (representing  the  Resident  Physician  Section) 
JOHN  f.  piper,  md,  Onondaga 
Student  Councilor  ( representing  the  Medical  Student  Section) 
TANYA  LUMPKINS,  New  York 


Trustees 


BERNARD  J.  P1SANI,  MD,  New  York 


(Chairman) 
JOHN  A.  F1NKBEINER,  MD, 
JAMES  M.  FLANAGAN,  MD, 
SAMUEL  M.  GELFAND,  MD, 
ALLISON  B LANDOLT,  MD, 
DANIEL  F.  O'KEEFFE,  MD, 
M.  THEODORE  TANENHAUS,  MD, 


New  York 

Wayne 

Nassau 

Westchester 

Warren 

Kings 


Executive  Vice-President 
Deputy  Executive  Vice-President 
Executive  Vice-President  Emeritus 
Medical  Director,  Committee  for 
Physicians’  Health 
Director,  Division  of  Communications 
Director,  Division  of  Computer  Services 
Director,  Division  of  Finance 
General  Counsel 
Director,  Division  of  Governmental  Affairs 
Director,  Division  of  Marketing/ Meeting/ 
Management  Services 
Director,  Division  of  Membership 
Support  Services 
Director,  Division  of  Policy  Coordination 
Director,  Division  of  Scientific  and 
Educational  Activities 
Director,  Division  of  Scientific  Publications 
Director,  Division  of  Socio-Medical 
Economics 
Consultant 


Donald  F.  Foy 

WILLIAM  R.  EGAN 
GEORGE  J.  LAWRENCE,  JR.  MD 
THOMAS  J DOYLE.  MD 

BRIAN  QUINN 
IVAN  H.  NAJMAN 
PHILIP  G KEATING 
DONALD  R MOY.  ESQ 
GERARD  L.  CONWAY,  ESQ 
GERALD  SULLIVAN 

EUNICE  M.  SKELLY 

IRMA  A.  ERICKSON 
PETER  B FARNSWORTH.  MD 

PASCAL  JAMES  IMPERATO,  MD 
MARIO  V MENGHINI 

EDWARD  SIEGEL,  MD 


The  New  York  State  Journal  of  Medicine  ( ISSN  0028-7628)  is  published  monthly  by  the  Medical  Society  of  the  State  of  New  York.  Copyright  © 1 989,  Medical  Society  of 
the  State  of  New  York.  Material  may  be  photocopied  for  noncommercial  scientific  or  educational  use  only.  Special  arrangements  and  permission  are  required  from  the 
author(s)  of  the  particular  article  and  from  the  editor  for  any  other  purpose.  The  editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims  expressed  in  the 
articles  contributed  by  individual  authors. 

SUBSCRIPTION  INFORMATION.  The  annual  subscription  rate  for  members  is  included  in  the  annual  membership  dues.  The  subscription  rate  to  nonmembers  in  the 
United  States  and  Canada  is  $30.00  ($35.00  for  all  other  countries).  The  single  copy  rate  is  $5.00  Domestic/Canada,  and  $6.00  Foreign,  except  for  special  issues.  This 
includes  postage.  Change  of  address  requests  should  give  both  the  old  and  new  address  and  allow  six  weeks  for  changeover. 

EDITORIAL,  CIRCULATION,  and  ADVERTISING  OFFICES  are  located  at  420  Lakeville  Road,  PO  Box  5404,  Lake  Success,  New  York  1 1042.  Telephone:  (516) 
488-6100. 

POSTAGE.  Second  class  postage  is  paid  at  New  Hyde  Park,  New  York  and  additional  mailing  office.  POSTMASTER:  Send  POD  Form  3579  to  New  York  State 
Journal  of  Medicine,  420  Lakeville  Road.  Lake  Success,  New  York  11042. 


FOR  THE  FUTURE. 

According  to  a national  survey  by  the  U.S.  government,  the  majority  of  adult 
Hispanic  male  hypertensives  remain  untreated  and  uncontrolled*  their  future  at 
risk  of  cardiovascular  complications.  For  over  20  years,  'Dyazide'  has  delivered 
the  dependable  blood  pressure  control  that  helps  reduce  cardiovascular  risk. . . 
while  its  low  side-effects  profile,  convenient  once-daily  dosing,  and  real 
economy  all  make  compliance  easy. 

Dyazide’.  Today’s  choice  for  your  hypertensive  patients — both  for 
today  and  for  tomorrow. 

In  mild  to  moderate  hypertension  t 

DYAZIDE  tftW* 

25  mg  l-lydrochlorothiazide/50  mg  Triamterene/5KF  ™ 

HELPS  REDUCE  CARDIOVASCULAR  RISK. 


a product  of 


SK&F  LAB  CO. 

Cidra,  P.R.  00639 
© Sk&FLabCo.,  1989 


Before  prescribing,  please  see  brief  summary  of  prescribing  information  on  adjacent  page. 


DYAZIDE® 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Helen  prescribing  see  complete  prescribing  inlormation  in  SKbF  LAB  CO. 
lilenlure  or  PDR.  the  lollowing  is  o brie I summary. 

Indlubons  and  Usage:  Hypertension  or  edema  in  patients  who  develop  hypokalemia 
on  hydrochlorothiazide  alone,  in  patients  who  regime  a thiazide  diuretic  and  in  whom  the 
development  ot  hypohalemia  cannot  be  risked 

This  heed  combination  drug  is  not  indicated  lor  the  initial  therapy  ot  edema  or 
hypertension  except  in  individuals  in  whom  the  development  ot  hypokalemia 
cannot  be  risked. 

Dyazide ' may  be  used  alone  ot  as  an  adiunct  to  other  antihypertensive  drugs,  dosage 
adjustments  may  be  necessary 

Contraindications  Concomitant  use  with  other  potassium-sparing  agents  such  as 
spironolactone  or  amilonde,  potassium  supplements  (except  in  presence  ot  severe 
hypokalemia I,  anuria , acute  and  chrome  renal  insulhcienaes  or  signihcanl  renal 
impairment , hypersensitivity  to  drug  or  other  sullonamide-derrveo  drugs,  preexisting 
elevated  serum  potassium  concenhlioi i 

Warnings  Abnormal  elevation  ot  serum  potassium  levels  (greater  than  or  equal  to 
5 5 mltj/liler)  can  occur  with  all  potassium-conserving  diuretic  combinations,  including 
Dyazide ' Hyperkalemia  is  more  likely  lo  occur  in  patients  with  renal  impairment,  diabetes 
(even  without  evidence  olienal  impairment),  elderly  or  severely  ill  patients  Since  uncor 
reeled  hyperkalemia  may  be  latal,  serum  potassium  levels  must  be  monitored  at  liequenl 
intervals  especially  in  patients  hrsl  receiving  Dyazide when  dosages  are  changed  or  with 
any  illness  that  may  influence  lenal  lunchon 

II  hyperkalemia  is  suspected  obtain  an  ECG  and  monitor  serum  potassium  ilhyperkale 
mia  develops,  discontinue  'Dyazide ' and  initiate  thiazide  therapy  it  needed  Persistent 
hyperkalemia  may  reguire  dialysis  Monitor  serum  electrolytes  frequently  in  patients  with 
mild  ml  dysluncbon  and  in  diabetic  patients  In  patients  who  may  develop  respiratory  or 
metabolic  acidosis,  monitor  serum  electrolytes  and  acid/base  balance  frequently 
Precautions  The  bioavailability  ol  the  hydrochlorothiazide  and  triamterene  components 
ol  Dyazide  ' is  about  50%  ot  the  maximum  obtainable  with  oral  therapy  Iheoiehcally,  a 
patient  translened  horn  therapy  with  hydrochlorothiazide  with  or  withoul  Inamleiene 
might  show  an  increase  in  blood  pressure,  fluid  retention,  or  change  in  serum  potassium 
Extensive  clinical  expenence  with  ‘Dyazide  however,  suggests  that  these  conditions  have 
not  been  commonly  observed  in  clinical  practice  (See  CLINICAL  PHARMACOLOGY)  Use 
thiazides  cautiously  in  patients  with  impaired  hepatic  function  They  can  precipitate  coma 
m patients  with  severe  liver  disease,  potassium  depletion  induced  by  the  thiazide  may  be 
important  in  this  connection,  administer  'Dyazide  cautiously  and  be  alert  lor  such  early 
signs  ol  impending  coma  as  contusion,  diowsmess  and  tremor,  it  mental  contusion 
increases.  discontinue  'Dyazide ' lot  a tew  days,  altenbon  must  be  given  to  other  laclors 
that  may  piecipilate  hepatic  coma,  such  as  blood  in  the  gastrointestinal  tract  or  preexist 
mg  potassium  depletion  II  patients  develop  hypokalemia,  which  is  uncommon  with 
’Dyazide ’,  increase  potassium  intake  (i  e . with  supplements  or  potassium  nch  loods)  tt 
repeal  determinations  show  serum  potassium  concentrations  below  3 OmEqA.  discon 
bnue  'Dyazide ' and  initiate  potassium  chlonde  supplementation  Institute  corrective 
measures  cautiously  and  monitor  serum  potassium  concentrations  Irequenlly,  especially 
in  patients  receiving  digitalis  or  those  with  a history  ol  cardiac  arrhythmias  Diuiebcs  may 
aggravate  existing  electrolyte  imbalances,  especially  at  high  dosages  or  in  patients  on  sail 
restricted  diets  Do  periodic  serum  elecliolyte  determinations  (particularly  important  in 
patients  vomibng  excessively  or  receiving  parenteral  fluids)  Chlonde  replacement  may  be 
lequued  in  the  treatment  ol  metabolic  acidosis  tl  dilulml  hyponatremia  develops 
teslncl  water  intake  In  actual  salt  depletion,  initiate  sodium  chloride  replacement  Use 
‘Dyazide ' cautiously  in  patients  with  a history  ol  renal  stone  formation 
II  hyperkalemia  develops  when  treating  lor  hypokalemia,  take  corrective  measures  Also 
discontinue  'Dyazide' and,  ilappiqpnate,  substitute  a thiazide  diuiek  until  potassium 
levels  return  lo  normal  Do  periodic  SUN  and  serum  creatinine  determinations  especially 
in  the  elderly  and  in  patients  with  suspected  or  confirmed  renal  insuthciency  Serum  PBl 
levels  may  decrease  without  signs  ol  thyroid  disturbance  Discontinue  thiazides  belore 
conducbng  parathyroid  lunchon  tests 

Angiotensin  converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium,  use  with 
caution  with  ‘Dyazide  Concurrent  use  with  chlorpropamide  may  mease  the  risk  ol 
severe  hyponafma  A tew  occuriences  ol  acute  tenal  failure  have  been  leporled  in 
patients  on  Dyazide'  when  treated  with  mdomethacui  Iheielore,  cauhon  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide  ‘ Diuietics  reduce  renal 
clearance  ol  lithium  and  increase  the  risk  of lithium  toxicity  Clinically  insignificant  reduc 
tons  in  arterial  responsiveness  lo  noiepmephnne  have  been  reported  thiazides  have  also 
been  shown  lo  mease  the  paralyzing  eltecl  ol  nondepolarizing  muscle  relaxants  such  as 
tubocurarme.  Iheielore  use  cautiously  in  patients  undergoing  soigery  Monitor  electiotytes 
in  patients  taking  amphotericin  B,  corticosteioids  or  corticolmpm  concomitantly  Thia 
zides  may  potentiate  the  action  ol  other  antihypertensive  drugs  The  effects  ot  oral  anbeo 
agulants  may  be  decreased  when  used  concurrently  with  hydrochlorothiazide,  dosage 
adjustments  may  be  needed  Dyazide  ’ may  raise  the  level  ot  blood  uric  acid,  dosage 
aoiustments  ol  anlrnut  medication  may  be  needed  to  control  hyperuricemia  and  gout 
the  lollowing  agents  given  with  tnamterene  may  promote  serum  potassium  accumulabon 
and  possibly  lesull  in  hyperkalemia,  especially  in  patients  with  tenal  mtfnency  blood 
horn  blood  bank  (may  contain  up  lo  30  mEq  ot  potassium  per  tiler  ot  plasma  or  up  to 
65  mEg  ot  potassium  per  liter  ol  whole  blood  when  sloted  lor  more  than  10  days), 
low  sail  milk  { may  contain  up  lo  60  mEq  ot  potassium  per  tiler),  potassium-containing 
medicabons  (such  as  pameral  penicillin  G potassium),  and  sail  substitutes  (most 
contain  subslanbal  amounts  ol  potassium)  Exchange  resins,  such  as  sodium  polystyrene 
sullonale,  whether  administered  orally  or  reclally,  reduce  serum  potassium  concentrations 
by  sodium  leplacemenl  ol  the  potassium ; fluid  retention  may  occur  in  some  patients 
because  ol  the  increased  sodium  intake  Chiomc  or  overuse  ot  laxatives  may  induce 
serum  potassium  concentrations  by  promobng  excessive  potassium  loss  horn  the  mlesti 
nal  tract,  laxatives  may  interfere  with  the  polassium-ielaining  ettects  ol  triamteiene  the 
effectiveness  ol  methenamme  may  be  decreased  when  used  concurrently  with  hydmehto 
rolhiazide  because  ol  alkalnzation  ol  the  unne  'Dyazide ' will  mlerieie  with  the  miescent 
measurement  otqumdme 

there  are  no  adequate  and  well-controlled  studies  in  piegnant  women  This  drug  should 
be  used  during  piegnancy  only  it  clearly  needed  thiazides  and  Inamleiene  cross  the 
placental  bamer  and  appear  in  cord  blood  the  use  ot  thiazides  in  pregnancy  requires 
weighing  the  anticipated  bene/it  against  possible  hazards,  including  tela!  or  neonatal 
l aundice,  pancreatitis,  thrombocytopenia . and  possibly  other  adverse  reactions  which 
have  occurred  in  the  adult  thiazides  appear,  and  triamteiene  may  appear  in  breast  milk  II 
use  ol  the  drug  is  essenbal.  the  patient  should  stop  nursing  Safety  and  effectiveness  in 
child ren  have  not  been  established 


Supplied:  Capsules  containing  26  mg  hydiochloiothiazide  and  60  mg  triamteiene,  in 
bom  ol  WOO  capsules,  in  Single  Unit  Packages  (unit  dose)  ot  100  (intended  loi  mstilu 
lional  use  only),  in  Patient  Pak™  umt-oluse  bottles  ot  WO 
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MEETINGS  AND 
LECTURES 

The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 


OCTOBER  1989 
AROUND  THE  STATE 


BRONX 

Oct  25.  The  Sam  Sheppard  Murder  Tri- 
al Revisited.  Lehman  College.  Contact: 
Mark  L.  Taff,  MD,  President,  New 
York  Society  of  Forensic  Sciences,  130 
Gold  PI,  Malverne,  NY  1 1565.  Tel: 
(516)  887-4691. 

COOPERSTOWN 

Oct  1 1 . Magnetic  Resonance  Imaging.  3 

Cat  I Credits.  Bassett  Hall  Conference 
Center.  Contact:  Charlotte  L.  Hoag, 
Medical  Education  Coordinator,  Of- 
fice of  Medical  Education,  The  Mary 
Imogene  Bassett  Hospital,  One  Atwell 
Rd,  Cooperstown,  NY  13326-1394. 
Tel:  (607)  547-3926. 

EAST  MEADOW 

Oct  19.  Cooley’s  Anemia:  New  Develop- 
ments and  Therapeutic  Strategies  for 
the  Next  Decade.  4 Cat  I Credits.  Nas- 
sau County  Medical  Center.  Contact: 
Dr  Dominick  Sabatino,  Department  of 
Pediatrics,  Nassau  County  Medical 
Center,  East  Meadow,  NY  1 1554.  Tel: 
(516)  542-2177. 

MANHATTAN 

Oct  4-7.  MRI:  Clinical  State  of  the  Art. 

24  Cat  I Credits.  Oct  16-20.  Five  Day 
Emergency  Medicine  Board  Review 
Course.  38  Cat  I Credits.  Oct  24,  26,  21, 
Nov  2.  Review  of  Medical  Mycology.  1 2 
Cat  1 Credits.  NYU  Medical  Center. 
Contact:  NYU  Post-Graduate  Medical 
School,  550  First  Ave,  New  York,  NY 
10016.  Tel:  (212)  340-5295. 

Oct  5-6.  12th  Annual  Current  Concerns 
in  Adolescent  Medicine.  A Practical 
Approach  to  Current  Problems  in  Ado- 
lescents. 12  Cat  I Credits.  The  Grand 
Hyatt.  Contact:  Ann  J.  Boehme,  Asso- 


ciate Director  for  Continuing  Educa- 
tion, Schneider  Children’s  Hospital  of 
Long  Island  Jewish  Medical  Center, 
New  Hyde  Park,  NY  1 1042.  Tel:  (718) 
470-8650. 

Oct  10.  16th  Arvilla  Berger  Lecture: 
Modern  Medical  Management  of  Myo- 
cardial Infarction.  2 Cat  I Credits.  New 
York  Helmsley  Hotel.  Contact:  New 
York  Cardiological  Society,  Inc,  PO 
Box  668,  FDR  Station,  New  York,  NY 
10150.  Tel:  (212)  924-5346. 

Oct  11-12.  American  Board  of  Quality 
Assurance  and  Utilization  Review  Phy- 
sicians 11th  Annual  Lecture  Course  and 
Certification  Examination.  8 Cat  I 

Credits.  The  New  York  City  Marriott 
Marquis.  Contact:  ABQAURP,  Mur- 
dock Professional  Center,  1777  Ta- 
miami  Trail,  Box  12,  Port  Charlotte, 
FL  33948.  Tel:  (813)  743-2425. 

Oct  11-14.  The  12th  Annual  Postgradu- 
ate Medicine  Course.  23  V2  Cat  I Cred- 
its. Columbia  University.  Contact: 
Center  for  Continuing  Education,  Col- 
lege of  Physicians  & Surgeons  of  Co- 
lumbia University,  630  W 168th  St, 
New  York,  NY  10032.  Tel:  (212)  305- 
3682. 

NEW  HYDE  PARK 

Oct  14-15.  Pearls  in  Office  Urology. 
Teaching  Center  Auditorium,  Long  Is- 
land Jewish  Medical  Center.  Contact: 
Ann  J.  Boehme,  Associate  Director  for 
Continuing  Education,  Long  Island 
Jewish  Medical  Center,  New  Hyde 
Park,  NY  11042.  Tel:  (718)  470-8650. 


AROUND  THE  NATION 


ALABAMA 

Oct  13-15.  Applied  Ultrasound:  Accent 
on  Doppler.  18  Cat  I Credits.  Wynfrey 
Hotel  Galleria  Plaza,  Birmingham. 
Contact:  Dawne  Ryals,  Ryals  & Asso- 
ciates, PO  Box  1925,  Roswell,  GA 
30077-1925.  Tel:  (404)  641-9773. 

CALIFORNIA 

Oct  2-5.  Update  in  Pediatric  Imaging 
for  the  Practicing  Radiologist.  1 8 Cat  I 
Credits.  Ritz-Carlton  Hotel,  Laguna 
Niguel.  Oct  28-29.  Advanced  Imaging 
of  the  Musculoskeletal  System.  Hotel 
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del  Coronado,  Coronado.  9 Cat  I Cred- 
its. Oct  30-Nov  3.  Nth  Annual  San  Die- 
go Postgraduate  Course.  27  Cat  I Cred- 
its. Hotel  del  Coronado,  San  Diego. 
Contact:  Dawne  Ryals,  Ryals  & Asso- 
ciates, PO  Box  920113,  Norcross,  GA 
30092-0113.  Tel:  (404)  641-9773. 

Oct  2-6.  Clinical  Magnetic  Resonance 
Imaging.  October  7.  Pediatric  Neurora- 
diology. Hyatt  Regency.  San  Francis- 
co. Contact:  Radiology  Postgraduate 
Education,  Registration  Office,  Uni- 
versity of  California — Room  569U, 
San  Francisco,  CA  94143.  Tel:  (415) 
476-5731. 

Oct  14-15.  The  Skin  from  A to  Z.  Tips 
on  Practical  Therapy  and  Office  Tech- 
niques. 10  Cat  I Credits.  Laurel 
Heights  Campus.  San  Francisco.  Con- 
tact: Extended  Programs  in  Medical 
Education,  Room  U-569,  University  of 
California  School  of  Medicine,  San 
Francisco,  CA  94143-0742.  Tel:  (415) 
476-4251. 

COLORADO 

Oct  2-6.  15th  Annual  Conference  of  the 
American  Association  of  Pathologist’s 
Assistants.  Denver  Marriott,  South- 
east. Contact:  Mary  A.  Latino,  Depart- 
ment of  Pathology,  Nyack  Hospital,  N 
Midland  Ave,  Nyack,  NY  10960.  Tel: 
(914)358-6200,  ext  2270. 

HAWAII 

Oct  14-21.  Nth  Annual  International 
Body  Imaging  Conference.  Hyatt  Re- 
gency Waikoloa  Hotel,  Waikoloa, 
Kona.  Contact:  Body  Imaging  Confer- 
ence, 9800  D.  Topanga  Canyon  Blvd, 
Suite  232,  Chatsworth,  CA  91311.  Tel: 
(818)  700-9821. 

MISSOURI 

Oct  5-7.  Biomedical  Image  Processing 
with  Microcomputers.  Mariott’s  Pavil- 
ion Hotel,  St  Louis.  Contact:  Loretta 
Giacoletto,  Washington  University 
School  of  Medicine,  Office  of  Continu- 
ing Medical  Education,  660  S Euclid, 
Box  8063,  St  Louis,  MO  63110.  Tel: 
(800)  325-9862. 

Oct  31 -Nov  5.  40th  Annual  Workshop 
and  Scientific  Program  of  the  Society 
for  Clinical  and  Experimental  Hypno- 
sis. 43  Cat  I Credits.  Clarion  Hotel,  St 
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THE  FOURTH  ANNUAL 
INTERNATIONAL  CONFERENCE 
ON  NEUROPATHIC  AND 
MUSCULOSKELETAL  PAIN 

The  Gate  Control  Theory  of  Pain 
A 25  Year  Perspective 


November  29,  30  and  December  1,  1989 
SHERATON  CENTRE  HOTEL  & TOWERS 
New  York  City 


Over  25  outstanding  Faculty  Members 
including: 


John  J.  Bonica,  M.D.,  D.Sc. 

Seattle,  Washington 

Francois  Boureau,  M.D.,  Ph.D. 
Paris,  France 

Steven  Brena,  M.D. 

Atlanta,  Georgia 

Hans  Kraus,  M.D. 

New  York 

John  C.  Llebeskind,  Ph.D. 

Los  Angeles,  California 


Ulf  Lindblom,  M.D. 
Stockholm,  Sweden 

Ronald  Melzack,  Ph.D. 
Montreal,  Canada 

John  D.  Stewart,  M.D. 
Montreal,  Canada 

Ronald  R.  Tasker,  M.D. 
Toronto,  Canada 

Patrick  D.  Wall,  D.M.,  FRCP 
London,  England 


CME  CREDITS:  21  HOURS  CATEGORY  I 


Jointly  Sponsored  By 

Franklin  Hospital  Medical  Center 
and 

The  Office  of  Continuing  Medical  Education 
School  of  Medicine 
State  University  of  New  York 
at  Stony  Brook 

Endorsed  By 

The  American  Academy  of  Physical  Medicine 
and  Rehabilitation 

The  International  Association  for  the  Study  of  Pain 
The  American  Pain  Society 

FEE:  $425.00  Including  Breakfasts,  Lunches,  Coffee 
Breaks  and  All  Educational  Materials 

For  additional  information  contact: 

Program  Chairman:  Arminius  Cassvan,  M.D. 
Franklin  Hospital  Medical  Center 
900  Franklin  Avenue 
Valley  Stream,  N.Y.  11580 
Telephone  (516)  825-8800  Ext.  2103 
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Classified 

Advertising 


PHYSICIANS  WANTED 


COMMISSIONER  OF  HEALTH  ($65,110.00- 
$8 1 ,639. 00).  Erie  County  seeks  qualified  can- 
didates to  head  Department  of  Health.  The 
Commissioner  is  responsible  for  administration 
of  county-wide,  public  health  programs,  includ- 
ing environmental,  sanitation,  medical  and  pub- 
lic health  nursing  services.  Candidates  must  be 
physicians  who  are  currently  registered  to  prac- 
tice medicine  in  NYS  and  must  possess  one 
year  of  experience  in  administrative  practice. 
Candidates  must  also  meet  one  of  the  following 
requirements:  Certification  by  the  American 

Board  of  Preventive  Medicine:  or  A Master's 
Degree  in  Public  Health  or  a related  field:  or  An 
appropriate  combination  of  education  and  ex- 
perience deemed  equivalent  by  the  State  Com- 
missioner of  Health.  Send  resume  to:  Erie 

County  Department  of  Health,  Room  900,  95 
Franklin  Street.  Buffalo,  NY  14202.  EOE. 

NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 

and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided, 
signing  bonus,  relocation  reimbursement,  and 
optional  benefit  package.  Contact:  Emer- 

gency Consultants,  Inc.,  2240  S.  Airport  Rd., 
Room  42,  Traverse  City,  Ml  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 

DANSVILLE,  NEW  YORK:  Seeking  full  and  part- 

time  emergency  physicians  for  active  depart- 
ment. Excellent  compensation,  paid  malprac- 
tice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Emergency  Con- 

sultants, Inc.,  2240  S.  Airport  Rd.,  Room  42, 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

INTERNIST  BE/BC:  North  Shore  Internal  Medi- 
cine, PC  is  seeking  an  energetic  general  inter- 
nist to  enjoy  the  benefits  of  a rapidly  expanding 
practice.  New  office  close  to  hospital.  Michi- 
gan State  Medical  School  Campus.  Send  re- 
sume to  2420  First  Avenue  South,  Escanaba, 
Ml  49829  (906)  786-1563. 

GASTROENTEROLOGIST  needed  for  100%  G.l 
referral  practice  in  Suburban  Washington, 
D C.,  BC/BE,  personable  with  outgoing  man- 
ner and  possessing  all  advance  endoscopic 
skills.  Send  CV  and  cover  letter  to:  Dept.  487 
c/o  NYSJM. 

CHARTER  MEDICAL  CORPORATION-PHYSI- 
CIANS NEEDED.  Internal  Medicine,  Family 
Practice,  Oncology,  General  Surgery,  Neurosur- 
gery, Endocrinology,  Neurology.  Group  prac- 
tice, solo,  or  urgent  care  available  through  our 
acute  care  hospital  network  located  in  Macon 
and  serving  all  of  middle  Georgia.  Your  practice 
will  be  located  80  miles  south  of  Atlanta  in  a 
growing  family  oriented  community  where  you 
can  avoid  traffic  and  enjoy  a rewarding  profes- 
sional career  Please  contact:  Stephen  Wof- 
ford collect  at  (912)  741-6283  for  a confidential 
consultation  or  write  to  Stephen  Wofford,  Direc- 
tor of  Physical  Recruiting,  Charter  Northside 
Hospital,  P.O.  Box  4627,  Macon,  GA  31208. 


PHYSICIANS  WANTED— CONT’D 


PRACTICE  OPPORTUNITIES  in  Virginia's  Tide- 
water Region.  We  currently  have  superior  job 
opportunities  for  General  Surgeons,  Internists, 
Radiologists,  Pediatricians  and  Family  Practitio- 
ners in  the  Tidewater  Region.  You  can  be  listed 
free  with  our  service.  The  Virginia  Health  Coun- 
cil, Inc.  is  a non-profit  agency  that  works  in  as- 
sociation with  the  Medical  Society  of  Virginia. 
For  over  43  years,  we  have  helped  thousands  of 
physicians  locate  practices  in  Virginia.  For 
more  information  call  Virginia  Health  Council. 
Inc.,  (804)  358-9944. 


NEW  YORK,  HUDSON  VALLEY— Opportunity  for 
BC/BE  internist,  family  practice  or  general 
practice  physician  to  work  in  an  immediate 
medical  care  facility.  Excellent. compensation 
and  full  partnership  potential.  Opportunity  to 
participate  in  well  esatablished  occupational 
medicine  program  which  serves  over  200  indus- 
tries. Send  C.V.  to:  Joseph  A.  DiPalo,  MBA. 
Medicus,  P C.  136  Route  9 Wappingers  Falls, 
New  York  12590,  or  call  (914)  297-2511 


ALL  THE  ADVANTAGES  AND  NONE  OF  THE 
HEADACHES  OF  A SOLO  PRACTICE. 

Planned  Parenthood  of  Tompkins  County  is 
opening  a new,  comprehensive  Ob-Gyn  service. 
You'll  be  free  to  practice  medicine  while  we 
manage  administration  and  personnel.  We 
have  a reputation  for  excellence  and  an  estab- 
lished patient  base.  New  facility,  competitive 
salary,  and  excellent  benefits  including  mal- 
practice. Beautiful  Finger  Lakes  region,  home 
of  Cornell  University,  Ithaca,  New  York.  Board 
eligible  or  certified,  NYS  licensed,  begin  fall 
1990.  Send  CV  to  Executive  Director,  Planned 
Parenthood  of  Tompkins  County,  314  West 
State  Street,  Ithaca,  New  York  14850. 

GYNECOLOGIST  needed  for  78  bed  JCAHO  Hos- 
pital. We  are  growing  and  we  need  to  enlarge 
our  specialty  staff.  Just  opened  new  Cancer 
Treatment  Center.  12,000  community,  90,000 
immediate  service  area,  160,000  catchment 
area.  Great  outdoors  area,  cattle,  oil,  gas, 
hunting,  fishing,  good  schools,  low  crime,  ideal 
area  for  raising  children.  Reasonable  malprac- 
tice rates.  Send  C.V.  to  Marilyn  Bryan,  Com- 
munity Hospital,  P.O.  Box  2339,  Elk  City,  OK 
73648  (405)  225-2511. 


INTERNIST  sought  for  hospital  based  program  on 
south  shore  of  Long  Island.  Position  entails  in- 
patient responsibilities  in  chemical  dependency 
and  acute  care  medicine  and  outpatient  prac- 
tice in  general  medicine.  Program  emphasis  on 
excellence  in  clinical  medicine.  Candidate 
should  be  board  eligible  or  certified  in  internal 
medicine.  C.V.  to  Box  598,  Amityville,  N.Y. 
11701. 

OB/GYN  PHYSICIAN  (BC/BQ)  to  provide  contra- 
ceptive, gynecological  and  abortion  services 
(1st  trimester)  to  Planned  Parenthood  parents 
in  greater  Phoenix,  and  4 outlying  rural  areas. 
Medical  supervision  of  medical  staff  (NP’s  PA's 
& MD's).  In  exchange  for  your  medical  exper- 
tise, you’ll  enjoy  an  escape  from  troublesome 
business  problems  and  escalating  malpractice 
insurance  premiums.  You'll  receive  a competi- 
tive salary  and  benefits'  package.  Join  us  in 
Arizona — our  climate  and  lifestyle  are  un- 
matched!. Send  resume  including  salary  re- 
quirements to:  Director  of  Staff  Development, 
PPCNA,  5651  N.  7th  St.,  Phoenix,  Arizona 
85014. 


PHYSICIANS  WANTED— CONT’D 


BC/BE  FAMILY  PHYSICIAN  wanted  to  join 
established  Family  Practice  in  Dutchess  Coun- 
ty, NY,  60  miles  from  New  York  City.  Excellent 
schools,  hospital  privileges,  no  O.B.  Write 
or  call:  Edward  K.  Schneider,  M.D.,  12  South 
Avenue,  Wappingers  Falls,  NY  12590,  (914) 
297-2100. 

INTERNIST — BC  vacancy  available  in  well  estab- 
lished, 4 man  group  due  to  departing  senior 
partner.  Excellent  opportunity  to  practice 
quality  medicine  and  assume  existing  practice 
in  Central  Adirondacks.  Subspecialists  consid- 
ered. CV  to  Adirondack  Internal  Medicine 
Group,  RFD  Box  410D,  Saranac  Lake,  NY 
12983,  (518)  891-3845. 

FP  OR  INTERNIST  (Part-time)  Bronx  location.  Vol- 
untary non-profit  agency  seeks  FP  or  Internist 
to  conduct  one  clinic  per  week  at  a new  home- 
less residence  in  the  Bronx  that  serves  people 
who  are  mentally  ill.  Must  carry  own  liability  in- 
surance. Flexible  hours,  competitive  salary. 

Reply  to:  Personnel  Director,  160  Lexington 
Avenue,  New  York,  NY  10016. 

PSYCHIATRIST  (Part-time)  Bronx  location.  Vol- 
untary non-profit  agency  seeks  Psychiatrist  for 
its  new  residence  housing  homeless  mentally  ill 
people.  BC  or  BE  needed,  22.5  hours  per 
week,  to  work  with  multidisciplinary  team. 
Must  carry  own  liability  insurance.  Competitive 
salary,  excellent  benefits,  flexible  hours.  Reply 
to:  Personnel  Director,  160  Lexington  Avenue, 
New  York,  NY  10016. 


PRACTICES  AVAILABLE 


INTERNAL  MEDICINE— Active  solo  practice  for 
sale.  Beautiful  North  Shore  Long  Island.  Fully 
equipped,  will  introduce.  Send  letter  of  interest 
to  Dept.  486  c/o  NYSJM. 

FOR  SALE:  WOODSTOCK,  NY.  Exceptional 

opportunity:  retiring  OB/GYN  physician  and 

midwife  team  selling  very  successful  private 
practice.  Catskill  Mountain-Hudson  Valley  area, 
2 hours  from  NYC.  Peaceful  and  safe  with  ex- 
cellent schools  and  recreation.  Good  cross  cov- 
erage. Fully  equipped  office  in  large,  well  main- 
tained home  on  beautiful  property.  Long  term 
staff  will  stay  on.  Will  introduce.  Reasonable 
terms.  Immediate  high  income  potential.  Con- 
tact: Lawrence  M.  Perl,  M.D.,  FACOG  at  (518) 
943-6660. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN'S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000 
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The  big  difference  between 
your  retirement  plan 
and  AMA  Advisers  plan 

is  the  fees... 


We  have  none. 


Compare  your  present  retirement  plan  to  the 
"No  fee"  plans  offered  by  AMA  Advisers,  Lnc., 
and  see  the  many  money-saving  advantages 
we  offer. 

• No  charge  to  open  or  rollover  to  an  AMA 
Advisers  plan 

• No  account  set-up  fees 

• No  maintenance  fees 

• No  charge  for  plan  amendments  to 
comply  with  changing  IRS  laws 

Whether  you  have  a retirement  plan  right  now 
or  not,  mail  the  coupon  below  or  call  AMA 


Advisers,  Inc.  to  see  how  much  money  you'll  save 
with  us  on  fees  and  services. 

AMA  Advisers,  Lnc.,  the  Financial  Services  and 
Investment  Counseling  Organization  owned  by 
the  American  Medical  Association,  has  been 
helping  physicians  and  their  families  reach 
retirement  goals  for  23  years.  And  we'd  like  to 
help  you. 

Call  toll-free  today  and  compare.  Or  mail  the 
coupon  below. 

1-800-523-0864 


Address 


(In  PA  call  collect 
(215)825-0400) 

Serving  the  investment  needs  of 
physicians  and  their  families  since  1966. 


City State Zip 

Phone:  ( ) Birth  Date  _ 


Year  In  Which  You  Plan  to  Retire 


Name 


Mail  this  coupon  to: 

AMA  Advisers,  lnc. 

200  N.  LaSalle  Street 
Suite  535 

Chicago,  IL  60664-1910 


AMA  ADVISERS,  INC. 
The  Finandal  Services  and  Investment 
Counseling  Organization  Owned  by 
the  American  Medical  Association 

Established  in  1966 


RPNFNY 


efYES!  I want  to  know  how  much  money  the  "No-fee" 
Retirement  Plans  offered  by  AMA  Advisers,  Inc.  will  save 
me.  I understand  I am  under  no  obligation  whatsoever. 
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FINANCIAL  STRATEGIES  FOR  THE  90’S 

A Deluxe  Seminar  Exclusively  for  the  Professional 

HAWAII,  NOVEMBER  28  TO  DECEMBER  5,  1989 


$2098 


Per  Person, 

Double  Occupancy 


★ Keeping  More  of  What  You  Earn  ★ Make  the  Tax  Laws  Work  For  You 

★ The  Valuation  and  Sale  of  A Practice  ★ The  Power  of  Tax  Free  Income 

★ The  Why  and  How  of  Estate  and  Retirement  Planning  ....  Preserving  Assets,  Tax  Credits  and  Gifts 

★ Tax  Shelters  ....  What  the  1031  Tax  Free  Exchange  Means  To  You  ....  and  More 


Package  Includes: 


Hawaii’s  Most  Elegant  Resort  Hotels 

• 3 Nights  Kahala  Hilton  Hotel 

• 4 Nights  Mauna  Kea  Beach  Hotel 

• New  York,  Newark,  Philadelphia,  Hartford,  Boston 

departures 

• 4 Group  Meetings— 2 Dinners,  4 Breakfasts 

• Tours,  Transfers,  Gratuities  on  Covered  Meals  and 

Activities,  Taxes 

• Seminar  Registration  Fee  additional 


Seminar  Director: 


EUGENE  L.  STOLER,  JD,  CPA,  LLM 

Member  of  the  New  York  Bar 

Adjunct  Ass't.  Professor  of  Taxation,  LIU  Graduate  School  of 
Business 

Member:  Distinguished  Faculty  Bank  of  the  Foundation  for 
Education,  NY  State  Soc.  of  CPAs 
New  Decisions  Editor,  Journal  of  Taxation 


Mr.  Stoler  is  NOT  associated  with  any  securities,  insurance  or  other  financial  instrument  sales  organization. 

ABSOLUTELY  NO  SALES  WILL  BE  SOLICITED! 

Registration  Will  Be  STRICTLY  Limited  For  More  Personal  Interaction 

For  further  information,  contact: 

CAPITAL  SEMINARS,  INC. 

P.O.  Box  224  • Demarest,  NJ  07627  • (201)  768-4324 


%utfi  “Karp 

Licensed  Real  Estate  Broker 


Commercial  & Medical  Business  Brokerage 

Ruth  Karp.. .the  professional  name  in  private  practice  sales. 
Let  the  professional  division  of  Ruth  Karp  Licensed  Real 
Estate  Broker  help  you  in  buying  or  selling  your  practice,  or 
locating  professional  space  on  Long  Island.  We  can  insure 
that  you  will  receive  personal  service  and  that  your  business 
will  be  held  in  the  strictest  confidence.  Please  contact  us  at: 

P.O.  Box  720,  Oyster  Bay,  NY  1 1 771 , (51 6)  922-1 31 9 


“SELLING  PRACTICES  IS  OUR  BUSINESS’’ 

Want  to  maximize  the  return  on  your  investment?  Before  you  buy  or  sell,  call  for 
an  appraisal  to  assure  the  best  financial  and  transfer  terms.  We  are  a full 
service  practice  broker,  not  simply  a listing  service.  Since  1981,  Countrywide 
has  been  instrumental  in  helping  hundreds  of  doctors  like  yourself  buy  and  sell 
their  practices.  We  guide  you  through  the  entire  sales  process  from  initial 
meeting  to  closing.  Our  offices  serve  New  York,  New  Jersey  and  New  England. 
Countrywide  Business  Brokerage,  Inc. 

319  East  24th  Street,  Suite  23-G,  New  York,  NY  10010 
(212)  686-7902  (800)  222-7848  (203)  869-3666 


WHAT  IS  YOUR  PRACTICE  WORTH ? 

Physician  International  is  experienced  in  providing  professional  valuation  of  medical 
practices  for:  Sale,  Retirement  Planning,  Insurance  Purposes,  Estate  Settlement. 

Call  our  staff  of  over  fifty  dedicated  professionals: 

Physician  International 

4-NYS  Vermont  Street,  Buffalo,  NY  14213-2498  1-800-622-4062 

"Physician  International  is  an  approved  Membership  Benefit  Program  of  the 
Medical  Society  of  the  State  of  New  York " 


NEW  MEDICAL  BUILDING 
NASSAU  COUNTY 

930  Broadway,  Massapequa 

All  Medical  Facility,  Immediate  Occupancy. 
Favorable  Terms,  Long  Lease  Available. 
Owner  Occupied,  Excellent  Parking. 

Suites:  1,000  to  3,000  Sq.  Ft. 

Close  to  Parkways  and  Hospitals. 

(516)  541-2400 


8A  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/SEPTEMBER  1989 


COMMENTARIES 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

September  1989  • Volume  89,  Number  9 


Idiopathic  retroperitoneal  fibrosis — past  and  present 


The  following  2 cases  I deem  worthy  of  presentation  to  you  be- 
cause not  only  are  they  unique  in  my  experience  but  I have  so  far 
been  unable  to  find  any  similar  cases  in  the  literature  .' 

More  than  40  years  have  passed  since  Dr  John  K.  Or- 
mond, a urologic  surgeon  at  the  Henry  Ford  Hospital  in 
Detroit,  Michigan,  first  presented  two  cases  of  retroperi- 
toneal fibrosis  (RF)  to  the  American  Association  of  Gen- 
ito-Urinary  Surgeons.  He  later  published  his  findings  as 
“Bilateral  ureteral  obstruction  due  to  envelopment  and 
compression  by  an  inflammatory  retroperitoneal  process” 
in  the  Journal  of  Urology}  the  first  report  in  the  English 
literature  of  the  entity  he  described. 

In  this  issue  of  the  Journal , Buff  and  colleagues2 
present  a timely  and  thoroughly  comprehensive  review  of 
this  baffling  and  not-so-rare  disease.  Though  much  has 
been  learned,  it  is  indeed  impressive  to  note  that  so  many 
of  Ormond’s  initial  observations  remain  valid.  The  cur- 
rent review  allows  reflection  on  the  advances  that  have 
been  made  over  four  decades  in  the  diagnosis  and  treat- 
ment of  this  process,  as  well  as  on  the  difficulties  that  re- 
main. 

We  were  much  puzzled  by  the  course  of  events  in  the  first  case 
. . . .As  I look  back  on  it,  it  seems  that  we  were  rather  stupid  not 
to  recognize  that  there  was  ureteral  obstruction  of  extra-ureter- 
al origin  and  . . . explored  the  abdomen.1 

Ormond’s  confusion  is  easily  understood,  since  he  and 
his  colleagues  were  dealing  with  an  entity  not  previously 
described.  Evaluation  of  the  retroperitoneum  in  that  era 
was  limited  to  the  conclusions  drawn  from  an  intravenous 
pyelogram  and  direct  surgical  exploration. 

In  the  late  1980s,  RF  is  readily  recognized  in  most  in- 
stances. Typical  radiographic  findings  are  well  described, 
and  preoperative  evaluation  of  the  retroperitoneum  is  now 
greatly  enhanced  by  computerized  tomography  and  ultra- 
sonography. Still,  definitive  diagnosis  of  idiopathic  RF  re- 
mains dependent  on  surgical  exploration  with  biopsy  to 
exclude  any  specific  cause  of  secondary  fibrosis  of  the  ret- 
roperitoneum (eg,  occult  malignancy). 

Autopsy  showed  a fibrous  retroperitoneal  mass  covering  the 
promontory  of  the  sacrum  and  extending  up  to  the  kidney.  The 


ureters,  which  were  structurally  normal  and  showed  no  stric- 
tures, ran  through  the  lateral  margins  of  this  mass,  and  were 
enveloped  and  compressed  by  it,  but  not  invaded. 

I quote  from  the  autopsy  report  . . . "Sections  of  this  dense 
fibrous  mass  reveal  that  it  is  composed  entirely  of  extremely 
dense  bundles  of  collagen.  This  tissue  is  poorly  nucleated,  but 
the  cells,  where  seen,  are  of  typical  fibrous  type.  This  fibrous 
connective  tissue  surrounds  without  invading  the  large  vessels, 
lymph  nodes,  nerves  and  ureters.’’1 

Even  with  a now  vast  collective  experience,  it  is  scarcely 
possible  to  improve  on  this  first  description  of  the  patho- 
logic findings  in  retroperitoneal  fibrosis. 

We  have  no  theories  to  offer  as  to  the  genesis  or  development 
of  these  inflammatory  masses  or  processes.1 

With  several  hundred  cases  reported  there  is  still  much 
speculation  about  the  etiology  (or  etiologies)  of  idiopathic 
RF.  In  their  review,  Buff  and  colleagues  well  summarize 
the  current  literature.2  Reports  of  some  patients  with  fi- 
brosis involving  multiple  sites  and  associated  orbital  pseu- 
dotumor suggest  that  RF  may  be  but  the  most  prominent 
manifestation  of  a systemic  disorder.  An  intriguing  and 
promising  area  of  investigation  concerns  the  suspected 
autoimmune  nature  of  retroperitoneal  fibrosis,  although 
the  evidence  remains  less  than  conclusive. 

While  the  idiopathic  disease  predominates,  much  atten- 
tion has  focused  on  drug-related  RF,  with  convincing  evi- 
dence implicating  only  a single  agent — methysergide 
(Sansert®),  a serotonin  antagonist  with  vasoconstrictive 
properties,  used  in  the  prophylaxis  of  vascular  headaches. 
The  mechanism  by  which  the  fibrosis  is  produced  remains 
an  open  question.  The  occurrence  of  RF  with  methyser- 
gide is  rare  and  generally  reported  only  with  prolonged, 
uninterrupted  use.  Furthermore,  the  fibrosis  is  usually  re- 
versible in  the  early  stages  if  the  drug  is  discontinued.3 
With  the  advent  of  other  agents  effective  in  the  prevention 
of  vascular  headaches,  the  widespread  use  of  methyser- 
gide has  declined  significantly.  Still,  the  drug  can  be  sin- 
gularly effective  in  some  patients,  particularly  those  with 
cluster  (Horton’s)  headache,  and  it  may  be  used  with  rela- 
tive safety,  provided  established  guidelines  are  followed.4 

The  idiopathic  and  methysergide-related  RF  are  virtu- 
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ally  indistinguishable  clinically  and  pathologically.  Un- 
fortunately, the  mechanism  of  disease  for  both  remains 
enigmatic. 

The  ureters  were  located  below  this  mass,  traced  up,  and  found 
to  pass  through  this  tissue  near  its  lateral  margins.  Both  ureters 
were  dissected  entirely  free  from  this  enveloping  tissue  and 
seemed  entirely  normal.  They  were  left  free  in  the  abdominal 
cavity  . . . He  was  given  deep  x-ray  therapy  directed  at  the  in- 
flammatory mass  . . . 1 

Ureterolysis  remains  the  logical  mainstay  of  surgical 
therapy.  It  is  interesting  to  note  that  Ormond  utilized  ra- 
diation therapy  in  his  second  patient,  but  its  use  in  the 
treatment  of  RF  never  gained  wide  acceptance.  Immuno- 
suppressive therapy,  although  not  effective  in  all  patients, 
represents  the  singular  significant  advance  in  the  nonsur- 
gical  treatment  of  idiopathic  RF,  giving  credence  to  the 
proposed  autoimmune  etiology. 

[ The  patient]  is  no  longer  anemic,  has  put  on  weight,  is  working 
regularly  and  feels  the  best  he  has  felt  in  several  years.1 

At  the  time  of  Ormond’s  initial  report  his  second  pa- 
tient was  well,  with  no  evidence  of  recurrent  ureteral  ob- 
struction. Even  as  late  as  1960,  when  a second  paper  was 


Thyroid  needle  biopsy: 


Needle  biopsy  of  the  thyroid  has  proven  to  be  a valuable 
diagnostic  tool  for  the  evaluation  of  thyroid  nodules.  The 
evaluation  of  nodules  using  previously  available  technol- 
ogy such  as  thyroid  scans,  ultrasound,  and  suppression 
studies  with  exogenous  thyroid  hormone  provided  a speci- 
ficity for  cancer  of  only  about  20%.  Thus,  80%  of  patients 
would  have  had  needless  thyroid  surgery.  Thyroid  needle 
biopsy  can  identify  cancer  in  more  than  96%  of  patients.1 

The  biopsy  can  identify  the  type  of  cancer,  and  thus 
both  surgeon  and  patient  can  anticipate  the  extent  of  sur- 
gical treatment  and  postoperative  plans.  In  this  issue  of 
the  Journal , Bauman  et  al2  report  on  a case  of  medullary 
carcinoma  of  the  thyroid,  in  which  the  diagnosis  was  made 
preoperatively  by  needle  biopsy.  The  patient  was  appro- 
priately screened  for  a possible  attendant  pheochromocy- 
toma.  Approximately  one  third  of  patients  with  medullary 
carcinoma  will  have  the  multiple  endocrine  neoplasia  syn- 
drome type  II  (MEN-II)  (medullary  carcinoma  of  the 
thyroid,  hyperparathyroidism,  and  pheochromocytoma). 
If  pheochromocytoma  had  been  discovered,  the  first  oper- 
ative procedure  would  have  been  to  remove  the  adrenal 
tumor  after  appropriate  catecholamine  blockade.  A possi- 
ble adverse  outcome  might  have  resulted  if  the  initial  pro- 
cedure had  been  a thyroidectomy.  Also,  family  screening 
was  performed  in  view  of  the  fact  that  MEN-II  is  an  auto- 
somal dominant  disease. 

In  the  majority  of  situations,  the  interpretation  and 
clinical  decision  based  on  the  biopsy  report  are  very 


published,  and  14  years  after  diagnosis  and  surgery,  the 
patient  had  no  urinary  symptoms  or  renal  impairment.5 
Without  surgical  exploration  and  ureterolysis,  the  first 
patient  died  in  uremia  following  a prolonged  course. 

Four  decades  after  Ormond’s  original  report,  idiopathic 
retroperitoneal  fibrosis  remains  an  enigma,  but  physicians 
treating  RF  can  anticipate  a favorable  prognosis  in  the 
vast  majority  of  cases  with  appropriate  surgical  and  medi- 
cal therapy.  Many  questions  persist,  but  for  those  in  the 
healing  art  and  their  patients,  an  effective  treatment  is 
always  more  treasured  than  even  the  most  detailed  under- 
standing of  pathophysiology. 

THOMAS  W.  STEWART,  JR,  MD 
Department  of  Pathology 
Northeast  Georgia  Medical  Center 
Gainesville,  GA  30506 
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The  primary  procedure 


straightforward.  Patients  found  to  have  cancer  are  sent 
for  appropriate  surgery,  and  those  with  benign  disease  are 
followed  or,  in  a case  of  Hashimoto’s  thyroiditis,  placed  on 
thyroid  hormone.  There  are  circumstances,  however,  in 
which  additional  considerations  are  necessary  if  the  sensi- 
tivity and  specificity  of  this  procedure  are  to  be  main- 
tained. 

Obviously,  adequate  sampling  of  the  nodule  should  be 
assured,  and  pathologists  must  refrain  from  making  a di- 
agnosis if  inadequate  tissue  is  presented.  Critics  of  the 
procedure  assert  that  differentiating  follicular  tumors,  in- 
cluding Hurthle  cell  lesions,  from  carcinomas  is  impossi- 
ble. While  this  is  true  in  the  majority  of  cases  with  these 
lesions,  “follicular  change”  specimens  comprise  less  than 
10%  of  patient  specimens.  Assuming  all  these  patients  do 
have  surgery,  and  since  the  incidence  of  follicular  carcino- 
ma is  about  50%  in  these  specimens,  then  only  5%  or  less  of 
all  patients  will  have  had  needless  surgery.  In  some  of 
these  patients,  the  nodule  will  be  found  to  be  hot  (extra 
nodular  tissue  suppressed)  on  thyroid  scintiscans.  Some 
will  coincidentally  be  hyperthyroid  or  hypothyroid,  and 
thus  less  likely  to  have  follicular  cancer  of  the  thyroid. 
Observation  or  thyroid  hormone  suppression  therapy  may 
be  indicated  in  some  of  these  patients. 

Another  potential  area  for  error  is  in  the  evaluation  of 
the  cystic  thyroid  nodule.  About  20%  of  all  patients  with 
nodules  have  fluid-filled  nodules,  and  while  the  incidence 
of  cancer  associated  with  these  nodules  is  low,  it  is  not 


504  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/SEPTEMBER  1989 


zero.  Surgical  series  have  estimated  the  incidence  of  can- 
cer in  cystic  nodules  to  be  between  9%  and  27%. 3 Clini- 
cians therefore  must  resist  the  temptation  to  end  the  diag- 
nostic workup  with  an  ultrasound  that  shows  a cystic 
nodule.  Needle  biopsy  is  the  appropriate  next  test.  It  of- 
fers the  advantage  of  providing  not  only  a specific  cause  of 
the  cyst,  but  also  the  drainage  of  the  cyst  during  the  same 
procedure,  often  providing  psychological  and  cosmetic 
benefit  to  the  patient. 

Cystic  nodules  often  present  a challenge  to  the  surgeon 
during  the  biopsy.  While  aspirating  the  cyst  fluid  is  sim- 
ple, assuring  an  adequate  biopsy  specimen  is  often  diffi- 
cult. Cyst  fluid  is  usually  acellular  or  contains  necrotic 
material  that  is  impossible  to  read  cytologically.  The  oper- 
ator must  try  to  biopsy  the  cyst  wall  or  perinodular  areas 
to  obtain  sufficient  material  adequate  for  diagnosis.  Often 
this  is  best  accomplished  by  obtaining  the  biopsies  before 
the  cyst  is  collapsed  and  landmarks  are  lost.  Patients  are 
often  alarmed  when  the  cyst  re-forms  following  successful 
aspiration.  Generally,  the  larger  the  cyst,  the  more  likely 
it  is  to  re-form  following  aspiration.  We  have  not  found 
this  phenomenon  to  be  more  peculiar  to  carcinomas,  and 
we  will  sclerose  these  recurrent  cysts  with  intralesional 
tetracycline  if  the  initial  biopsy  is  benign.  Tetracycline 
sclerosis  prevents  cyst  recurrence  in  over  75%  of  cases.4 

Thyroid  needle  biopsy  is  painless,  and  some  practitio- 
ners do  not  use  local  lidocaine  anesthesia.  To  date,  no  sig- 
nificant adverse  complications  of  the  procedure  have  been 
reported.  The  procedure  has  also  been  shown  to  be  cost- 
effective.5  Indeed,  in  my  own  institution,  the  cost  of  the 
procedure  and  interpretation  of  slides  rivals  that  of  a thy- 


roid scan.  It  is  a wonder  that  more  third  party  payers  have 
not  encouraged  this  procedure. 

Excellent  discrimination  between  benign  and  malig- 
nant thyroid  nodules  can  be  achieved  by  clinicians  and 
pathologists  dedicated  to  this  procedure.  While  the  tech- 
niques and  interpretation  of  data  are  not  esoteric,  best  re- 
sults accrue  to  those  with  dedicated  training  and  frequent 
experience. 

One  may  ask  what  the  relevant  roles  of  thyroid  scans 
and  ultrasounds  are  in  a decision  tree  analysis  of  thyroid 
nodules.  There  is  no  question  that  these  procedures  may 
be  valuable  in  the  evaluation  or  follow-up  of  patients,  but  I 
believe  that  there  is  also  no  question  that  needle  biopsy  of 
the  thyroid  has  now  assumed  a primary  role  in  this  evalua- 
tion and  should  be  the  initial  procedure  after  a patient  is 
discovered  to  have  a thyroid  nodule. 
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Human  immunodeficiency  virus  infection  in  a cohort  of 
intravenous  drug  users  in  New  York  City 

Demographic,  behavioral,  and  clinical  features 
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ABSTRACT.  In  1985,  454  intravenous  drug  users  were  re- 
cruited from  among  patients  scheduled  for  physical  exami- 
nation in  methadone  treatment  clinics  in  New  York  City.  A 
questionnaire  was  administered,  and  serum  was  collected 
for  human  immunodeficiency  virus  (HIV)  serology.  The  HIV 
seroinfection  rate  was  60.6%,  with  antibody  and  antigen  de- 
tected in  58.4%  and  4.3%,  respectively,  of  the  population. 
Nineteen  percent  of  307  subjects  were  in  Group  III  or  Group 
IV  of  the  Centers  for  Disease  Control  (CDC)  classification 
system  for  HIV-associated  infections.  Only  behavioral  fac- 
tors (p  = 0.001)  and  clinical  indicators  (p  = 0.003)  were 
found  to  distinguish  the  HIV-infected  from  the  non-infected 
subjects.  Frequent  use  of  intravenous  drugs  (p  = 0.016),  du- 
ration of  drug  use  (p  = 0.050),  and  duration  of  drug  treatment 
enrollment  (p  = 0.038)  were  significantly  associated  with 
HIV  seroinfection  status  and  CDC  stage  of  HIV  disease. 
These  findings  strongly  support  aggressive  efforts  to  reduce 
parenteral  drug  use  and  enroll  intravenous  drug  users  into 
effective  drug  treatment  programs. 

(NY  State  J Med  1989;  89:506-510) 

Intravenous  (IV)  drug  use  continues  to  represent  the  sec- 
ond most  frequent  behavior  associated  with  the  preva- 
lence of  the  acquired  immunodeficiency  syndrome 
(AIDS).1  The  prevalence  of  AIDS  among  women,  chil- 
dren, and  ethnic/racial  minorities  is  also  inextricably 
linked  to  the  prevalence  of  IV  drug  use.2-6  Nearly  70%  of 
AIDS  case  reports,  attributable  to  the  Centers  for  Disease 
Control  (CDC)  heterosexual  transmission  category,  are 
associated  with  a sex  partner  with  a history  of  IV  drug 
use.7  Yet,  despite  the  undeniable  impact  of  IV  drug  use  on 
HIV  disease  prevalence  in  the  United  States,  significant 
gaps  exist  in  knowledge  about  the  behaviors  of  the  intrave- 
nous drug  user  that  lead  to  human  immunodeficiency  vi- 
rus (HIV)  transmission,  the  social  setting  in  which  IV 
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drug  use  takes  place,  or  the  clinical  picture  of  HIV  infec- 
tion in  the  IV  drug  using  population.  While  there  is  grow- 
ing awareness  of  the  drug  use  patterns  associated  with 
HIV  infection,8-16  few  studies  explore  the  sexual  practices 
of  IV  drug  users  that  may  also  contribute  to  HIV  trans- 
mission.17-18 Even  fewer  reports  are  available  on  the  clini- 
cal features  of  HIV  disease  in  IV  drug  users  prior  to  satis- 
fying CDC  criteria  for  AIDS.  This  study  expands  on  this 
body  of  information  by  examining  the  prevalence  of  HIV 
infection  and  clinical  HIV  disease  in  association  with  de- 
mographic, socioeconomic,  and  behavioral  factors  in  a 
population  of  IV  drug  users  enrolled  in  a drug  treatment 
program. 

Methods 

Study  Population.  From  June  1,  1985,  to  September  1,  1985, 
454  study  subjects  (318  males  and  136  females)  were  recruited 
from  among  patients  scheduled  for  admission  or  annual  physical 
examination  in  selected  methadone  maintenance  clinics  in  the 
boroughs  of  Brooklyn  and  Manhattan  of  New  York  City.  Mini- 
mal eligibility  requirements  for  enrollment  in  these  clinics  were 
an  age  of  18  years  and  at  least  one  year  of  opiate  dependence. 
Pre-study  information,  counseling,  and  informed  consent  were 
obtained  prior  to  the  voluntary  participation  of  each  study  sub- 
ject, following  a protocol  approved  by  the  institutional  (human 
subject)  review  board. 

The  study  subjects  ranged  in  age  from  19  to  62  years,  with  a 
mean  age  of  35  ± 0.35  (standard  error  of  the  mean,  SEM)  years 
and  a median  age  of  33  years.  The  ethnic/racial  composition  of 
the  study  population  was  48.9%  black,  42.5%  Hispanic,  and  8.6% 
white.  Forty-six  percent  of  the  study  subjects  were  enrolled  from 
Brooklyn  clinics.  The  duration  of  drug  use  among  this  population 
ranged  from  one  year  to  38  years,  with  a mean  and  median  of 
12.3  ± 0.34  and  12  years,  respectively.  The  duration  of  drug 
treatment  enrollment  ranged  from  0.7  to  152  months,  with  a 
mean  of  23  ± 1.4  months  and  a median  of  13.8  months. 

The  study  population  represented  96%  of  the  patients  eligible 
for  participation.  Recruiting  patients  scheduled  for  admission  or 
annual  physical  examination  represented  the  most  logistically 
practical  method.  This  greatly  limited  the  inconvenience  to  the 
patients  or  the  interruption  of  drug  treatment  processes.  Of  those 
patients  who  were  eligible  but  refused  participation,  the  inconve- 
nience of  responding  to  the  questionnaire  was  the  major  reason 
for  refusal.  Nonetheless,  the  study  sample  did  not  differ  in  any 
significant  manner  (based  on  demographic  and  drug  use  assess- 
ments) from  those  patients  who  refused  participation,  or  the  total 
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of  2,100  patients  enrolled  in  these  methadone  maintenance  clin- 
ics at  the  time  of  the  study. 

Questionnaire  and  Laboratory  Measurements.  A standard- 
ized questionnaire  about  demographic  and  socioeconomic  status, 
drug  use  patterns,  and  sexual  behaviors  was  administered  by  spe- 
cially trained  interviewers  during  one-hour  face-to-face  sessions. 
Drug  use  behaviors  examined  included  types  of  drugs  used,  fre- 
quency of  drug  use,  duration  of  drug  use,  etc.  The  current  num- 
ber of  sexual  partners,  the  frequency  of  sexual  intercourse,  and 
sexual  preferences  were  among  the  sexual  practices  assessed  with 
this  questionnaire.  Medical  histories,  physical  examination,  and 
phlebotomy  were  performed  by  medical  staff. 

Routine  laboratory  evaluation  included  a complete  blood 
count,  serum  electrolytes,  liver  function  tests,  and  urinalysis. 
Urine  toxicology  screening  was  performed  by  enzyme  immuno- 
assay and  high  performance  thin  layer  chromatography,  while 
hepatitis  B serology  was  performed  by  the  method  of  enzyme 
immunoassay  (Abbott).  Syphilis  serology  was  assessed  by  the 
rapid  plasma  reagin  method,  and  serum  protein  electrophoresis 
was  performed  by  the  microzone  method.  HIV-1  antibody  was 
assessed  by  enzyme  linked  immunosorbent  assay  (ELISA)  (Ge- 
netic Systems).  Repeatedly  positive  ELISA  specimens  were  con- 
firmed by  Western  blot  (Dupont).  Sera  with  p24  and/or  gp41 
bands  were  considered  positive.  HIV  antigen  tests  were  per- 


formed as  previously  described  by  Allain  and  colleagues.19  HIV 
seropositivity  was  defined  as  either  a positive  HIV  antibody  test 
confirmed  by  Western  blot  or  a positive  determination  of  HIV 
antigen. 

Data  Analysis.  Unfortunately,  limited  resources  prohibited 
analysis  of  data  until  recently.  Using  the  SPSS/PC+  statistical 
package,  univariate  measures  were  used  to  analyze  collected 
data.  For  307  subjects,  sufficient  information  was  available  to 
categorize  them  using  a modified  version  of  the  CDC  staging 
classification  for  HIV  infections.20  The  one  modification  consist- 
ed of  placing  persons  who  were  not  found  to  have  any  clinical  or 
serologic  evidence  of  HIV  infection  in  CDC  Group  0. 

Results 

Serologic  evidence  for  HIV  antibody  and  HIV  antigen  was  found 
in  58.4%  and  4.3%,  respectively,  of  the  454  IV  drug  users  participat- 
ing in  this  study.  When  antibody  and  antigen  results  are  combined, 
the  HIV  seroinfection  rate  was  60.6%  for  the  entire  study  popula- 
tion. While  the  prevalence  of  HIV  infection  was  greater  among  fe- 
males, ethnic/racial  minorities,  subjects  aged  25  to  30  years,  and 
those  who  reside  in  Manhattan  (Table  I),  these  trends  were  not  sta- 
tistically significant.  Subjects  who  had  attained  higher  levels  of  edu- 
cation, who  were  married,  who  resided  with  their  spouse  and/or  chil- 


TABLE  I.  HIV  Seroprevalence  and  Demographic  Characteristics  in  Intravenous  Drug  Users  in  New  York  City,  1985 


Characteristics 

Number 

Tested 

No. 

Seropositive 

Percent 

Odds  Ratio 

(95%  Confidence  Interval) 

Sex 

Male 

318 

191 

60 

1.0 

Female 

136 

84 

62 

1.1  (0.7-1. 6) 

Race 

White/other 

39 

21 

54 

1.0 

Black 

222 

133 

60 

1.3  (0.6-2. 5) 

Hispanic 

193 

121 

63 

1.4  (0.7-2. 9) 

Age  (yr) 

<25 

26 

14 

54 

1.0 

25-30 

104 

68 

65 

1.6  (0.7-3. 9) 

31-35 

156 

93 

60 

1.3  (0.6-2. 9) 

36-40 

92 

59 

64 

1.5  (0.6-3. 7) 

>40 

76 

41 

54 

1.0  (0.4-2. 5) 

Marital  status 

Married 

173 

91 

53 

1.0 

Single 

180 

111 

62 

1.5  (0.9-2. 2) 

Divorced  / separated  / 

101 

73 

72 

2.3  (1. 4-4.0) 

widowed 

Educational  level 

Some  college 

53 

29 

55 

1.0 

High  school  graduate 

109 

64 

59 

1.2  (0.6-2. 3) 

Some  high  school 

230 

143 

62 

1.4  (0.7-2. 5) 

<8th  grade 

62 

39 

63 

1.4  (0. 7-3.0) 

Borough  of  residence 

Brooklyn 

209 

118 

56 

1.0 

Manhattan 

245 

157 

64 

1 .4  (0. 9-2.0) 

Living  status* 

With  spouse  and/or  child 

179 

91 

51 

1.0 

With  self 

98 

59 

60 

1.5  (0.9-2. 4) 

With  parent 

61 

40 

65 

1.8  (1.0-3. 4) 

Other 

98 

67 

68 

2.1  (1.2-3. 5) 

Source  of  income* 
Legitimate  income 

100 

34 

34 

1.0 

Illegitimate  income 

131 

78 

59 

2.9  (1.7-4. 9) 

Public  assistance 

209 

149 

71 

4.8  (2. 9-8.0) 

Employment  status* 

Employed 

100 

55 

55 

1.0 

Unemployed 

332 

198 

60 

1.2  (0.8-1. 9) 

* Missing  information  on  some  subjects. 
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TABLE  II.  HIV  Seroprevalence  and  Behavioral  Characteristics  in  Intravenous  Drug  Users  in  New  York  City,  1985 


Clinical 

Features 

Number 

Tested 

No. 

Seropositive 

Percent 

Odds  Ratio 

(95%  Confidence  Interval) 

IV  route  of  administration 
most  often  used 

No 

63 

28 

44 

1.0 

Yes 

391 

247 

63 

2.1  (1.3-3. 7) 

Drugs  used 

Heroin  only 

20 

8 

40 

1.0 

Heroin  and  cocaine  only 

133 

72 

54 

1.8  (0.7-1. 5) 

Heroin,  cocaine,  other 

286 

188 

66 

2.9  (1. 1-7.3) 

Other 

14 

7 

50 

1.5  (0.4-5. 9) 

Duration  of  drug  use 

Less  than  6 yrs 

98 

48 

50 

1.0 

6 yr  or  more 

356 

227 

64 

1.8  (1.2-2. 9) 

Duration  of  drug 

treatment  enrollment 

1 yr  or  more 

259 

146 

56 

1.0 

Less  than  1 yr 

195 

129 

66 

1.5  (1.0-2. 2) 

Ever  had  a homosexual 
relationship* 

No 

396 

234 

59 

1.0 

Yes 

56 

39 

70 

1.6  (0.9-2. 9) 

Currently  sexually  active* 

Yes 

413 

248 

60 

1.0 

No 

40 

26 

65 

1.2  (0.6-2. 4) 

Number  of  current 

steady  sex  partners* 

<2 

369 

223 

60 

1.0 

2-4 

77 

47 

61 

1.0  (0.6-1. 7) 

>4 

6 

4 

67 

1.3  (0.2-7. 3) 

* Missing  information  on  some  subjects. 


dren,  and  those  who  admitted  to  receiving  income  from  legitimate 
employment  were  found  to  have  lower  rates  of  infection.  As  a group, 
the  demographic  and  socioeconomic  variables  did  not  significantly 
differentiate  seropositive  subjects  from  those  who  were  seronega- 
tive. 

The  HIV  seroinfection  distribution  did  not  differ  significantly  by 
age  of  initiation  or  level  of  consumption  of  alcohol  or  tobacco.  All 
subjects  admitted  to  the  use  of  intravenous  drugs,  and  92%  admitted 
to  polydrug  use.  However,  those  who  responded  that  the  IV  route 
was  their  most  frequent  drug  administration  method  were  signifi- 
cantly (p  = 0.016)  more  likely  to  be  seropositive  (Table  II).  HIV- 
infected  subjects  generally  started  the  use  of  parenteral  drugs  at  an 
earlier  age,  had  a shorter  cumulative  period  of  drug  treatment  en- 
rollment, and  tended  to  be  prescribed  lower  daily  doses  of  metha- 
done at  the  time  of  this  study.  Only  the  level  of  the  daily  methadone 
dose,  the  duration  of  drug  use,  and  the  cumulative  duration  of  drug 
treatment  enrollment  reached  statistical  significance  (p  = 0.001,  p 
= 0.038,  and  p = 0.013,  respectively)  in  distinguishing  seropositive 
from  seronegative  subjects.  HIV-infected  subjects  were  more  likely 
to  have  had  a homosexual  relationship  in  the  last  five  years  and  to 
admit  to  current  sexual  activity  with  a greater  number  of  sex  part- 
ners, although  this  was  not  statistically  significant.  Collectively,  be- 
havioral data  significantly  distinguished  (p  = 0.007)  the  HI  V infect- 
ed from  the  non-infected  subjects. 

A past  medical  history  of  tuberculosis,  hepatitis,  endocarditis,  and 
oral  candidiasis  was  uncovered  in  7%,  26%,  4%,  and  2%  of  the  study 
subjects,  respectively  (Table  III).  The  prevalence  of  HIV  infection 
was  not  significantly  associated  with  any  of  these  diseases.  HIV  ser- 
opositive subjects  were  more  likely  (although  without  statistical  sig- 
nificance) to  volunteer  symptoms  of  involuntary  weight  loss,  fre- 
quent night  sweats,  persistent/chronic  diarrhea,  persistent  fevers, 
malaise,  anorexia,  and  dysphagia.  HIV  seropositive  subjects,  in  con- 
trast to  seronegative  subjects,  had  significantly  lower  total  white 
blood  cell  counts  (p  = 0.001),  hematocrits  (p  = 0.006),  mean  cor- 
puscular volumes  (p  = 0.018),  absolute  platelet  counts  (p  = 0.018), 


and  lower  serum  albumin  levels  (p  = 0.001).  Serum  globulin  levels 
were  significantly  (p  = 0.001)  higher  in  HIV  seropositive  subjects. 
Results  of  liver  function  tests,  hepatitis  serology,  and  syphilis  serolo- 
gy did  not  differ  significantly  between  HIV  seronegative  and  seropo- 
sitive subjects. 

Based  on  the  clinical  information  available,  307  subjects  were  cat- 
egorized according  to  the  CDC  classification  system  for  HIV-asso- 
ciated infections.20  However,  no  subject  was  classified  in  the  Group  I 
category.  At  the  time  of  this  investigation,  the  study  design  did  not 
include  the  assessment  of  the  prevalence  of  symptoms  associated 
with  acute  HIV  infection  (the  CDC  Group  I criteria).  In  comparison 
to  their  proportion  of  the  study  sample,  female  subjects  were  over- 
represented among  those  subjects  in  CDC  Group  III  and  Group  IV 
(Table  IV).  Subjects  in  CDC  Group  III  and  Group  IV  were  signifi- 
cantly more  likely  to  use  drugs  parenterally  as  their  most  frequent 
route  of  drug  administration  (p  = 0.00 1 ) and  to  admit  to  a homosex- 
ual relationship  in  the  previous  five  years  {p  = 0.003).  The  mean 
daily  methadone  doses  varied  significantly  (p  = 0.005)  among  CDC 
HIV  stages  from  45.5  ± 2.3  mg  (95%  confidence  interval  of  40.9- 
50.1)  for  subjects  in  Group  0 to  a mean  dose  of  34.3  ± 2.8  mg  (95% 
confidence  interval  of  28.6-40. 1 ) for  subjects  in  Group  IV.  Similar- 
ly, the  length  of  enrollment  in  the  drug  treatment  program  was  sig- 
nificantly shorter  among  subjects  in  Group  IV  (mean  of  1 1.7  ± 2.6 
months)  than  among  subjects  classified  in  other  CDC  HIV  catego- 
ries. 

Total  white  blood  cell  counts,  serum  hematocrits,  absolute  plate- 
let counts,  and  serum  albumin  levels  were  significantly  lower  in 
Group  III  and  Group  IV  subjects  (p  = 0.002,  0.001,  0.018,  0.002, 
respectively).  Group  0 and  Group  II  subjects  had  significantly  lower 
serum  globulin  levels  (p  = 0.001).  The  prevalence  of  positive  hepati- 
tis or  syphilis  serology  did  not  vary  significantly  between  the  sub- 
jects grouped  by  CDC  classification  for  HIV  infection  status. 

Discussion 

In  this  study  population  of  IV  drug  users  attending 
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TABLE  III.  HIV  Seroprevalence  and  Clinical  Features  in  Intravenous  Drug  Users  in  New  York  City,  1985 

Clinical  Number  Seropositive  Odds  Ratio 

Features  Tested  No.  Percent  (95%  Confidence  Interval) 


Medical  History  of 
Tuberculosis 


No 

421 

255 

60 

1.0 

Yes 

33 

20 

61 

1.0  (0. 5-2.1) 

Hepatitis 

No 

335 

200 

60 

1.0 

Yes 

119 

75 

63 

1.2  (0.7-1. 8) 

Endocarditis 

Yes 

18 

10 

55 

1.0 

No 

436 

265 

61 

1 .2  (0.5-3. 2) 

HIV-associated  symptoms* 

No 

248 

148 

60 

1.0 

Yes 

74 

46 

62 

1.1  (0.7-1. 9) 

Lymphadenopathyt 

No 

298 

173 

58 

1.0 

Yes 

32 

28 

87 

5.1  (1.7-14.8) 

* One  or  more  of  involuntary  weight  loss,  frequent  or  chronic  diarrhea,  or  persistent  fevers. 
f Two  or  more  noninguinal  sites  of  lymph  node  enlargement  by  physical  examination. 


methadone  maintenance  clinics  in  New  York  City,  the 
HIV  seroinfection  rate  was  found  to  be  60.6%.  Admitted- 
ly, this  population  may  not  be  entirely  representative  of 
the  entire  population  of  persons  using  intravenous  drugs 
or  of  persons  enrolled  in  various  forms  of  drug  treatment. 
Drug  treatment  programs  serve  a valuable  role,  and  logis- 
tically  represent  the  most  practical  points  of  access  to  suf- 
ficient numbers  of  IV  drug  users  to  make  results  from 
such  investigations  meaningful.  Studies  performed  in 
New  York  City  of  IV  drug  users  entering  drug  treatment 
demonstrated  no  appreciable  difference  in  HIV  infection 
as  compared  to  those  conducted  among  IV  drug  users  out- 
side of  drug  treatment.21  Furthermore,  in  terms  of  demog- 
raphy and  patterns  of  drug  use,  persons  who  participated 
were  similar  to  those  who  refused  participation.  While 
other  investigations  have  been  conducted  among  IV  drug 
users  in  drug  treatment  in  New  York  City,10'12-22  these 
current  data  are  important  in  that  they  include  serologic 
information  about  IV  drug  users  in  the  borough  of  Brook- 
lyn. In  this  study,  IV  drug  users  from  Brooklyn  experi- 
enced only  a slightly  lower  HIV  infection  rate  in  compari- 
son to  the  subjects  in  Manhattan. 

Of  the  drug  abuse  patterns  explored  in  this  study,  only 
the  choice  of  the  IV  route  as  one’s  most  frequent  method 
of  drug  administration  and  longer  cumulative  periods  of 
drug  use  were  clear  risks  for  HIV  infection  and  an  ad- 
vanced stage  of  HIV  disease.  Previous  investigations 
among  IV  drug  using  AIDS  patients  or  among  IV  drug 
users  in  HIV  serologic  surveys  have  found  needle-shar- 


ing, 8-9-12-16  frequency  of  injection,8-9-12  duration  of  IV 
drug  use,21  injection  setting,23  and  treatment  modality24 
to  be  significant  factors  influencing  HIV  infection.  Some 
of  these  factors  were  not  addressed  in  the  current  study 
so  that  no  conclusion  can  be  reached  about  their  associa- 
tion with  HIV  transmission  in  the  current  study  popula- 
tion. Similarly,  any  additional  differences  between  the 
findings  of  previously  reported  studies  and  the  current  in- 
vestigation may  well  be  explained  by  differences  in  study 
design. 

The  significant  lower  prevalence  of  HIV  seroinfection 
among  those  subjects  with  longer  periods  of  drug  treat- 
ment enrollment  supports  previous  reports25-26  advancing 
drug  treatment  as  at  least  an  indirect  method  of  reducing 
HIV  transmission.  In  regard  to  methadone  maintenance 
treatment,  the  association  between  lower  doses  of  metha- 
done and  HIV  seroinfection  remains,  even  after  time  in 
drug  treatment  is  statistically  controlled.  A clear  thera- 
peutic goal  of  methadone  maintenance  treatment  is  the 
achievement  of  a blocking  dose  of  methadone  necessary  to 
thwart  physiological  and  psychological  signs  of  withdraw- 
al. While  the  daily  methadone  dose  necessary  to  accom- 
plish this  may  vary  from  patient  to  patient,  the  prevailing 
view  is  that  patients  should  be  prescribed  whatever  dose  is 
necessary  to  meet  the  therapeutic  aim.  Otherwise,  inade- 
quate low  doses  of  methadone  will  be  accompanied  by  il- 
licit opiate  use.  To  the  extent  to  which  lower  methadone 
doses  may  not  effectively  discourage  continued  illicit  drug 
use,  rapid  stabilization  at  higher  methadone  doses  may  be 


TABLE  IV.  Gender  and  Racial  Distribution  by  CDC  HIV  Classification*  of  New  York  City  Intravenous  Drug  Users  in  1985 


CDC 

Stage 

Male 

Gender 

Female 

Black 

Race/ Ethnicity 
Hispanic 

White 

Total 

Group  0 

55 

21 

37 

31 

8 

76 

Group  II 

121 

50 

77 

80 

14 

171 

Group  III 

12 

11 

14 

8 

1 

23 

Group  IV 

23 

14 

19 

14 

4 

37 

* Study  design  did  not  allow  for  the  determination  of  subjects  who  satisfy  CDC  Group  I.  Group  0 was  added  for  subjects  without  any  clinical  or  serologic  evidence  of  HIV 
infection. 
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crucial  if  the  full  HIV  transmission-associated  benefits  of 
drug  treatment  are  to  be  gained. 

As  in  previous  studies,  this  study  demonstrated  a great- 
er rate  of  HIV  infectivity  among  black  and  Hispanic  sub- 
jects. However,  this  finding  did  not  reach  statistical  signif- 
icance. Indeed,  among  demographic  factors,  race/ 
ethnicity  correlated  least.  The  fact  that  black  and  Hispan- 
ic IV  drug  users  in  this  study  were  over-represented 
among  behavioral  factors  significantly  associated  with 
HIV  seropositivity  strongly  suggests  that  environmental 
factors  are  more  important  than  race/ethnicity  regarding 
HIV  transmission. 

Interestingly,  females  in  this  study  had  a higher  HIV 
infection  rate  than  males.  In  comparison  to  their  represen- 
tation among  those  subjects  for  whom  CDC  staging  infor- 
mation was  available,  the  female  IV  drug  users  were  dis- 
proportionately represented  among  persons  with 
advanced  stages  of  HIV  disease.  This  gender-associated 
factor  in  HIV  infection  is  consistent  with  the  results  of 
other  studies  of  IV  drug  users  in  New  York  City  showing 
either  higher  seroinfection  rates  among  females  or  no  sig- 
nificant differences  between  the  sexes.8-10’22  In  another  in- 
vestigation conducted  at  this  institution,17  female  IV  drug 
users,  as  compared  to  their  male  counterparts,  were  more 
likely  to  become  infected  by  two  mechanisms:  their  own 
IV  drug  use,  and  sex  with  an  IV  drug  user.  This  may,  in 
part,  be  the  mechanism  underlying  the  role  of  any  gender- 
related  cofactor  in  HIV  infection/disease  among  paren- 
teral drug  users. 

While  limited  by  its  study  design,  this  investigation 
added  to  the  clinical  information  about  HIV  disease  in  IV 
drug  users.  Similar  to  studies  among  homosexual/bisexu- 
al men,  this  investigation  demonstrated  that  HIV  infec- 
tion and  advanced  stages  of  HIV  disease  were  significant- 
ly associated  with  leukopenia,  anemia,  thrombocytopenia, 
hypoalbuminemia,  and  hyperglobulinemia.  Admittedly,  it 
may  be  difficult  to  attribute  these  derangements  entirely 
to  HIV  infection,  as  parenteral  drug  use  has  also  been  as- 
sociated with  many  of  these  abnormalities  long  before  the 
HIV  epidemic  began.  Many  more  studies  examining  the 
clinical  aspects  of  HIV  infection  in  IV  drug  users  are 
needed  if  we  are  to  explain  fully  the  shorter  survival  time 
experienced  by  IV  drug  users.27  The  categorization  of  sub- 
jects in  this  study  using  the  CDC  classification  system  for 
HIV  infection20  was  particularly  useful.  The  separate  ob- 
servations demonstrating  associations  between  frequency 
of  IV  drug  use  and  CDC  clinical  stage,  and  between  dura- 
tion of  drug  treatment  enrollment  and  CDC  clinical  stage, 
may  not  necessarily  suggest  differences  in  ultimate  HIV- 
associated  mortality.  Nonetheless,  it  is  certainly  prudent 
to  advise  IV  drug  users  that  continued  parenteral  drug  use 
may  increase  their  prospects  for  developing  more  ad- 
vanced stages  of  HIV  disease. 

Finally,  the  inextricable  correlation  between  intrave- 
nous drug  use  and  HIV  disease  in  New  York  City  de- 
mands that  continued  research  be  directed  at  identifying 
cofactors  for  not  only  the  acquisition  of  HIV  infection  but 
also  its  clinical  progression.  The  continued  success  of 
health  education  efforts  is  particularly  dependent  on  this 
evolving  body  of  study.  The  public  health  significance  of 
this  direction  of  research  is  critical,  as  effective  vaccine 


and  therapeutic  interventions  are  still  in  embryonic  stages 
of  development. 
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Retroperitoneal  fibrosis 

A report  of  selected  cases  and  a review  of  the  literature 
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Retroperitoneal  fibrosis  (RF)  first  gained  acceptance  as  a 
clinical  entity  in  1948  when  Ormond1  described  two  pa- 
tients with  anemia,  backache,  and  ureteral  “compression 
by  an  inflammatory  retroperitoneal  process.”  Since  then, 
more  than  500  cases  have  appeared  in  the  literature.2  It 
has  become  clear  that  the  term  retroperitoneal  fibrosis  ac- 
tually encompasses  several  different  pathophysiologic  en- 
tities that  have  as  a common  end  result  fibrosis  in  the  ret- 
roperitoneal space.  In  approximately  one  third  of  patients, 
the  etiology  has  now  been  established,  but  the  majority  of 
cases  remain  classified  as  idiopathic.3  New  imaging  tech- 
niques have  refined  the  diagnostic  process,  and  immuno- 
suppressive therapy  has  been  accepted  as  both  an  adjunct 
and  an  alternative  to  surgery. 

As  the  last  comprehensive  review  of  RF  in  the  literature 
is  now  almost  a decade  old,  we  examined  admissions  to 
this  community  hospital  to  obtain  a series  of  illustrative 
cases  that  could  serve  as  a starting  point  for  an  updated 
review.  These  cases  underscore  the  fact  that  retroperito- 
neal fibrosis  is  not  an  obscure  disease  encountered  only  in 
large  university  referral  centers.  As  a potentially  revers- 
ible cause  of  renal  insufficiency,  RF  should  be  considered 
in  the  differential  diagnosis  of  all  patients  who  present 
with  unexplained  ureteral  obstruction. 

As  most  of  the  recent  research  has  been  on  the  idiopath- 
ic form  of  retroperitoneal  fibrosis,  this  review  will  focus 
primarily  on  the  etiologic,  diagnostic,  and  therapeutic 
considerations  of  idiopathic  RF. 

Booth  Memorial  Medical  Center  is  a university  affiliat- 
ed, community  hospital  to  which  there  were  approximate- 
ly 160,000  admissions  between  1978  and  1987.  A chart 
review  identified  six  cases  of  documented  retroperitoneal 
fibrosis  among  these  admissions.  Table  I summarizes  the 
cases  in  this  series.  Below  are  three  cases  that  introduce 
the  concepts  described  in  the  review  that  follows. 

Case  1.  A 46-year-old  man  presented  to  another  hos- 
pital in  December  1985  for  evaluation  of  abdominal  pain 
radiating  to  both  flanks  and  progressive  renal  failure.  The 
patient  had  longstanding  essential  hypertension  that  was 
being  treated  with  furosemide  and  clonidine,  but  he  de- 
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nied  use  of  methysergide.  Initial  laboratory  results  were 
notable  for  a hemoglobin  of  1 1 g/dL,  a blood  urea  nitro- 
gen of  88  mg/dL,  and  a creatinine  of  7.4  mg/dL.  Physical 
examination  was  normal.  The  patient’s  renal  failure  was 
felt  to  be  secondary  to  hypertension,  and  he  underwent 
dialysis.  He  was  then  referred  to  this  hospital  for  further 
evaluation. 

A renal  ultrasound  examination  revealed  right  hy- 
droureteronephrosis,  and  a retrograde  pyelogram  showed 
bilateral  ureteral  dilation,  which  was  considered  second- 
ary to  external  compression  (Fig  1).  The  patient  under- 
went an  abdominal  computed  tomographic  (CT)  scan 
that  was  notable  for  a periaortic  soft  tissue  mass  encasing 
both  ureters.  A laparotomy  was  performed  with  bilateral 
ureterolysis.  Biopsy  of  the  retroperitoneal  mass  was  con- 
sistent with  RF,  and  no  evidence  of  malignancy  was 
found.  The  patient’s  renal  function  improved  after  lapa- 
rotomy; a serum  creatinine  of  1 .7  mg/ dL  was  obtained  on 
discharge.  He  was  placed  on  a short  course  of  prednisone, 
5 mg/day,  and  his  condition  remained  stable.  An  18- 
month  follow-up  uncovered  no  complications. 

Case  2.  A 58-year-old  man  presented  in  October  1 987 
with  a one-month  history  of  low  back  pain,  weight  loss, 
and  malaise.  He  had  had  no  previous  medical  problems, 
and  his  only  medication  was  ibuprofen,  prescribed  be- 
cause of  back  pain  by  an  orthopedist  who  offered  a consul- 
tation on  the  patient.  Microscopic  hematuria  was  noted  on 
a routine  urinalysis,  and  an  intravenous  pyelogram  and 
cystoscopy  performed  as  outpatient  procedures  were  neg- 
ative. On  the  patient’s  presentation  to  an  internist,  the 
only  pertinent  physical  finding  was  a pulsatile  abdominal 
mass.  His  laboratory  results  were  normal  except  for  per- 
sistent microscopic  hematuria. 

An  abdominal  CT  scan  revealed  a 10-cm  infrarenal 
aortic  aneurysm  extending  beyond  the  iliac  bifurcation  in- 
feriorly  (Fig  2).  A perianeurysmal  soft  tissue  density  was 
noted  that  appeared  to  surround  and  compress  the  left 
ureter.  On  laparotomy,  the  aneurysm  was  repaired,  and 
left  ureterolysis  was  performed.  The  patient  had  an  un- 
eventful postoperative  course  and  remained  well  three 
months  after  discharge. 

Case  3,  A 62-year-old  man  presented  in  July  1987 
with  a history  of  several  weeks  of  weight  loss,  malaise,  and 
shortness  of  breath.  He  had  a history  of  Type  1 diabetes 
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TABLE  I.  Patients  Diagnosed  with  Retroperitoneal  Fibrosis,  1978-1987 


Patient 

Sex 

Age  (yr) 

Etiology 

Symptoms 

Initial  Serum 
Creatinine 
(mg/dL) 

Therapy 

Outcome 

1 

M 

46 

Idiopathic 

Abdominal;  flank  pain 

7.4 

Steroids;  surgery 

Well  18  months 
after  surgery 

2 

M 

58 

Aneurysm 

Malaise;  weight  loss; 
back  pain 

1.2 

Repair  of  aneurysm; 
ureterolysis 

Well  three  months 
after  surgery 

3 

M 

62 

Idiopathic 

Malaise;  weight  loss; 
shortness  of  breath 

16.6 

Steroids 

Well  five  months 
after  diagnosis 

4 

M 

59 

Aneurysm 

Malaise;  weight  loss; 
abdominal  pain 

22.0 

Repair  of  aneurysm; 
ureterolysis;  ne- 
phrectomy; steroids 

Well  seven  years 
after  surgery 

5 

M 

73 

Idiopathic 

Dysuria;  abdominal 
and  flank  pain 

1.7 

Ureterolysis 

Unknown 

6 

M 

83 

Aneurysm 

Abdominal  and  back  pain 

1.2 

Repair  of  aneurysm; 
ureterolysis 

Death  from  postop- 
erative complications 

mellitus  and  essential  hypertension  treated  with  insulin, 
prazocin,  and  hydrochlorothiazide.  The  patient  denied  a 
history  of  renal  disease  or  methysergide  use.  Physical  ex- 
amination was  normal,  and  routine  hematologic  tests  were 
significant  for  a hemoglobin  of  9.2  g/dL,  a blood  urea 
nitrogen  of  83  mg/dL,  a creatinine  of  16.6  mg/dL,  and  an 
erythrocyte  sedimentation  rate  of  122  mm/h. 

Evaluation  with  renal  ultrasound  and  retrograde  pyelo- 
gram  revealed  bilateral  hydronephrosis  with  medial  devi- 
ation of  the  right  ureter.  Cystoscopy  was  performed,  and 


FIGURE  1.  Retrograde  pyelogram  in  a patient  with  idiopathic  RF.  Dem- 
onstrated is  bilateral  hydroureteronephrosis,  with  medial  deviation  and 
external  compression  of  both  proximal  ureters  (arrows). 


bilateral  ureteral  catheters  were  placed  without  difficulty. 
Renal  function  gradually  improved,  and  two  weeks  after 
admission  serum  creatinine  was  1.6  mg/dL.  An  abdomi- 
nal CT  scan  showed  a well  demarcated  retroperitoneal  le- 
sion that  enhanced  with  contrast  (Fig  3).  The  patient  de- 
clined biopsy  or  ureterolysis  and  was  started  on 
prednisone,  60  mg/day.  His  dose  was  slowly  tapered  to  20 
mg/day,  on  which  he  was  maintained  for  five  months.  The 
patient’s  systemic  symptoms  resolved,  his  renal  function 
remained  stable,  and  follow-up  CT  scan  demonstrated 
that  the  mass  had  decreased  in  size  (Fig  3). 

Review  of  the  Literature 
Etiology.  More  than  two  thirds  of  patients  with  retro- 
peritoneal fibrosis  are  considered  to  have  idiopathic  dis- 
ease, as  no  certain  etiologic  factor  can  be  identified.3  Evi- 
dence has  accumulated  to  support  the  concept  that 
idiopathic  RF  is  but  one  manifestation  of  a systemic  in- 
flammatory process.  Between  8%  and  1 5%  of  patients  with 
RF  have  additional  fibrosis  outside  of  the  retroperitone- 
um,3'4  occasionally  involving  several  organ  systems.5-6 
Rare  biopsy  specimens  reveal  a systemic  vasculitis,7-8  and 
coexisting  autoimmune  disease  with  associated  autoanti- 


FIGURE  2.  CT  scan  of  the  abdomen  after  intravenous  contrast  in  a pa- 
tient with  an  inflammatory  aortic  aneurysm.  Demonstrated  is  an  area  of 
fibrosis  surrounding  the  aneurysm  (arrows)  and  compressing  the  right  ure- 
ter. 
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FIGURE  3.  Left,  CT  scan  of  the  abdomen  after  intravenous  contrast  in  a patient  with  idiopathic  RF  prior  to  treatment.  Demonstrated  is  a periaortic 
retroperitoneal  mass  obliterating  the  anterior  margin  of  the  aorta  (arrows).  The  mass  enhanced  with  contrast  indicating  fibrosis  was  in  the  active,  cellular 
stage.  Right,  CT  scan  of  the  abdomen  with  contrast  in  the  same  patient  after  four  months  of  corticosteroid  therapy.  Note  that  the  fibrosis  has  decreased 
significantly  in  size  (arrows). 


bodies  and  circulating  immune  complexes  have  been  re- 
ported.9-16 A syndrome  of  retroperitoneal  fibrosis,  medi- 
astinal fibrosis,  sclerosing  cholangitis,  Reidel  thyroiditis, 
and  pseudotumor  of  the  orbit  has  been  described,  termed 
familial  multifocal  fibrosclerosis.4-17  But  perhaps  most 
suggestive  of  the  inflammatory  nature  of  this  disease  is  the 
impressive  response  of  the  majority  of  patients  to  cortico- 
steroid therapy.18 

Recent  observations  by  Mitchinson  and  his  colleagues19 
in  Great  Britain  have  shed  light  on  what  may  be  the  un- 
derlying immunologic  mechanism  for  idiopathic  RF.  The 
fibrotic  retroperitoneal  mass  usually  surrounds  the  ab- 
dominal aorta,  and  fibrosis  appears  to  occur  only  in  areas 
where  large  atherosclerotic  plaques  have  extended  into  an 
attenuated  aortic  media.19  Antibodies  to  ceroid,  a byprod- 
uct of  lipoprotein  oxidation  that  accumulates  in  plaques, 
have  been  isolated  in  patients  with  clinical  and  subclinical 
RF.20  It  has  been  proposed  that  when  plaques  breach  the 
media,  antigens  such  as  ceroid  are  exposed  to  the  circula- 
tion, antibodies  are  produced,  and  a periaortic  inflamma- 
tory process  is  initiated.21  Cause  and  effect  between  these 
antibodies  and  the  development  of  RF  has  not  yet  been 
proven,  but  this  theory  could  explain  both  the  immunolog- 
ic nature  of  idiopathic  disease  and  the  occurrence  of  “in- 
flammatory” aortic  aneurysms  in  many  patients  with  RF. 
Between  5%  and  23%  of  abdominal  aortic  aneurysms  are 
associated  with  perianeurysmal  fibrosis  that  is  sometimes 
extensive  enough  to  envelop  local  structures  (Fig  1). 
These  aneurysms  can  be  associated  with  systemic  signs 
and  symptoms  indistinguishable  from  those  of  idiopathic 
RF, 22.23  as  jn  case  2 in  this  series. 

Drug-induced  disease  occurs  in  12%  of  patients  with 
RF.3  Several  agents  have  been  implicated  (Table  II),  but 
firm  data  exist  only  for  methysergide,  an  ergot  prepara- 
tion used  in  the  treatment  of  migraine  headache.24  In 
1964,  Graham25  discovered  RF  in  two  of  500  patients  on 
methysergide,  and  more  than  60  additional  patients  have 
since  been  described.3  Dosages  used  are  usually  within  the 
therapeutic  range,  and  fibrosis  has  been  diagnosed  as  soon 
as  nine  months  after  starting  the  drug.26  In  one  study, 
2.5%  of  asymptomatic  patients  on  methysergide  were  not- 


ed to  have  abnormal  screening  intravenous  pyelograms 
consistent  with  RF;  when  the  drug  was  discontinued,  re- 
peat pyelograms  were  normal.27 

The  means  by  which  methysergide  causes  fibrosis  are 
not  clear,28  but  the  drug’s  vasospastic  properties  may  be 
involved.21  A recent  dosage  recommendation  is  to  provide 
three-  to  four-week  drug  free  intervals  for  every  six 
months  of  methysergide  therapy  as  a means  of  avoiding 
fibrotic  complications.24  This  should  result  in  fewer  drug- 
induced  cases  of  RF  and  may  explain  why  there  were  no 
such  cases  in  this  series.  Only  isolated  reports  and  anec- 
dotal data  are  available  for  the  other  agents  listed  in  Table 
II,  and  although  suggestive,  their  widespread  use  might 
lead  one  to  expect  a much  higher  incidence  of  retroperito- 
neal fibrosis  if  they  were  indeed  causative. 

Malignancy  has  been  identified  in  8%  of  patients  with 
RF.3  No  single  form  of  cancer  shows  a strong  association, 
and  those  implicated  include  solid  tumors,  Hodgkin  dis- 
ease, and  lymphoma.3’29-30  The  remaining  patients  in 
whom  a causative  factor  has  been  identified  have  had  any 
one  of  a variety  of  disorders  that  can  induce  chronic  retro- 
peritoneal inflammation.  These  disorders  include  retro- 
peritoneal hematomas  from  a bleeding  diathesis31  or  trau- 
ma,32 infection  in  the  genitourinary  tract  or  in  the 
retroperitoneum,  operations  on  the  abdomen  or  pelvis,3 
and  infusion  into  the  retroperitoneum  of  sclerosing 
agents33-35  or  radiation.32 

TABLE  II.  Drugs  Implicated  in  the  Development  of 
Retroperitoneal  Fibrosis 

Ergot  derivatives 

methysergide,26  bromocriptine,69  lysergic  acid,24  ergotamine70 
Beta  adrenergic  blockers 

propranolol,71  timolol,72  sotalol,73  oxyprenolol,74  atenolol,75 

metoprolol,76  pindolol75 
Analgesics 

aspirin,  phenacetin,  codeine77-78 
Antihypertensives 

alphamethyldopa,79  hydralazine,80  reserpine81 
Miscellaneous 

haloperidol,82  amphetamines9-83 
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Clinical  Presentation.  Patients  with  idiopathic  retro- 
peritoneal fibrosis  usually  present  at  mid-life,  with  70% 
diagnosed  between  the  ages  of  31  and  60. 3-36  Overall,  the 
incidence  of  idiopathic  disease  is  more  than  two  times 
higher  in  men  than  in  women,  while  RF  secondary  to 
methysergide  is  more  common  in  women.3  The  latter  may 
be  because  migraine  headache,  the  principal  indication 
for  the  use  of  methysergide,  is  more  common  in  women.37 

The  most  frequent  presenting  complaint  occurring  in 
90%  of  patients  is  dull,  non-colicky  pain  localized  to  the 
back,  flank,  or  abdomen.  Other  symptoms  frequently  en- 
countered include  weight  loss,  anorexia,  nonspecific  gas- 
trointestinal complaints,  and  oliguria.  Less  common  are 
edema  (uni-  or  bilateral),  gastrointestinal  bleeding,  mal- 
aise, and  fever.  The  duration  of  symptoms  prior  to  diagno- 
sis is,  on  the  average,  four  months.3’36 

Physical  signs  referable  to  idiopathic  RF  are  either  un- 
common or  nonspecific.  Abdominal  fullness  or  a distinct 
mass  are  only  found  in  8%  to  14%  of  patients,36  and  ap- 
proximately 10%  will  have  edema,  hydrocele,  or  fever. 
Hypertension  is  frequently  noted,  and  a recent  review 
found  that  71%  of  patients  had  a diastolic  pressure  of  at 
least  90  mm  Hg,  while  53%  had  a diastolic  pressure  of  at 
least  100  mm  Hg.38  If  the  fibrotic  process  is  systemic, 
signs  related  to  the  involved  sites  may  be  present  (ie,  peri- 
cardial friction  rub,  thyroid  enlargement).3’36 

Routine  laboratory  tests  may  reveal  any  number  of  ab- 
normalities. In  most  early  reviews,  50%  to  60%  of  patients 
had  an  elevated  blood  urea  nitrogen  level  (greater  than  30 
mg/dL)  on  presentation,39’40  but  this  appears  to  be  less 
common  today,  as  more  patients  are  diagnosed  before  re- 
nal insufficiency  develops.3  Anemia  may  be  present,  and 
hematocrits  below  33%  are  common.  Patients  may  have 
an  elevated  erythrocyte  sedimentation  rate  (ESR),  elevat- 
ed gamma  globulin  fraction,  or  positive  autoantibody 
screen.  Occasionally,  pyuria  or  a positive  urine  culture 
may  be  noted,  the  significance  of  which  is  unclear.3-36  If 
the  biliary  tree  is  involved,  bilirubin  and  alkaline  phospha- 
tase levels  may  be  elevated.41-42  In  the  presence  of  medias- 
tinal fibrosis  or  inflammatory  aneurysms,  routine  radio- 
graphs may  be  abnormal.43’44 

Diagnosis.  Intravenous  pyelography  (I VP)  has  been 
the  most  common  test  utilized  to  confirm  a clinical  diag- 
nosis of  RF.  The  triad  of  medial  deviation  of  the  middle 
one  third  of  the  ureter,  hydroureteronephrosis,  and  extrin- 
sic ureteral  compression  has  been  considered  virtually  pa- 
thognomonic (Fig  2).45’46  In  major  reviews,  more  than 
90%  of  patients  with  RF  have  abnormal  IVPs,  with  bilat- 
eral hydroureteronephrosis  occurring  in  more  than  two 
thirds.3,36  However,  some  patients  will  have  normal  or  in- 
conclusive IVP  results,  and  contrast  studies  can  be  haz- 
ardous in  RF  due  to  renal  insufficiency.  Additionally,  me- 
dial deviation  of  the  ureter  has  now  been  shown  to  be  a 
normal  variant.47  The  diagnostic  utility  of  pyelography 
has  been  questioned,  and  more  sophisticated  tests  are  now 
available. 

With  the  advent  of  ultrasonography  and  computed 
tomographic  scanning,  much  more  detailed  and  reliable 
data  can  be  obtained.  Ultrasonography  reveals  a homoge- 
neous, anechoic  retroperitoneal  lesion45  and  can  demon- 
strate hydronephrosis  if  it  is  present.  On  CT  scan,  the 
mass  appears  smooth  and  clearly  delineated,  sometimes 


encasing  the  large  vessels  and  ureters,  and  has  a density 
similar  to  that  of  muscle  (Fig  3). 47  Ongoing  inflammation 
in  the  lesion  may  lead  to  contrast  enhancement  on  CT,48  as 
well  as  gallium  uptake  on  nuclear  scanning.49  Despite  the 
sophistication  of  these  imaging  techniques,  it  can  still  be 
difficult  to  differentiate  benign  RF  from  that  secondary  to 
malignant  disease;  displacement  of  the  major  vessels50  and 
psoas  muscle39  may  be  suggestive  of  malignancy. 

Once  noninvasive  tests  are  performed,  laparotomy  is  re- 
quired to  establish  the  diagnosis,  evaluate  for  the  presence 
of  malignant  disease,  and  provide  therapy.51’52  Multiple 
deep  biopsies  should  be  taken,  as  malignancy  can  be  diffi- 
cult to  localize3’32  and  has  been  discovered  after  operative 
procedures  had  indicated  benign  disease.5’53’54  A possible 
exception  to  the  need  for  biopsy  is  in  those  patients  with 
methysergide-related  RF.  These  patients  can  be  followed 
closely  while  off  the  drug,  with  surgery  necessary  only  if 
progression  of  the  mass  or  persistent  symptoms  are  not- 
ed.2’26-55 

Pathology.  On  gross  examination,  the  fibrotic  mass 
appears  grayish  white  and  hard.  It  surrounds  the  lower 
abdominal  aorta  and  commonly  follows  the  course  of  the 
aorta  beyond  the  common  iliac  bifurcation.4-36  Fibrosis 
rarely  extends  below  the  pelvic  rim  inferiorly,  but  may 
extend  superiorly  into  the  mediastinum.  Local  structures 
can  be  encased  in  the  mass,  and  bowel  may  be  adherent.4 

On  microscopic  analysis,  the  tissue  appears  as  a spec- 
trum of  inflammation.3  Specimens  obtained  early  in  the 
fibrotic  process  reveal  collagen  bundles  with  a large  num- 
ber of  inflammatory  cells,  predominantly  lymphocytes, 
plasma  cells,  and  fibroblasts  (Fig  4).  Small  blood  vessels 
are  numerous,  as  is  mucopolysaccharide  substrate.  Speci- 
mens obtained  later  or  after  steroid  therapy  appear  rela- 
tively acellular  and  avascular,  with  deposits  of  calcium 
within  collagen  bundles.3-4  The  histology  of  mediastinal 
and  perianeurysmal  fibrosis  is  similar  in  structure  and  cell 
type.18-19  Because  of  the  consistent  histology  and  distribu- 
tion of  inflammation,  “chronic  periaortitis”  has  been  pro- 
posed as  a more  accurate  descriptive  term  for  RF  and  its 
associated  manifestations.18 

As  stated  previously,  all  biopsy  specimens  must  be  ex- 


FIGURE  4.  Biopsy  specimen  demonstrates  dense  fibrosis  with  bands  of 
collagen  (marked  A)  surrounding  aggregates  of  inflammatory  cells 
(marked  B).  The  inflammatory  cells  are  predominantly  lymphocytes,  with 
an  occasional  plasma  cell  (hematoxylin-eosin  stain;  original  magnifica- 
tion X 300). 
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amined  carefully  and  thoroughly  for  the  presence  of  ma- 
lignancy.3’32 

Treatment.  The  therapeutic  approach  to  retroperito- 
neal fibrosis  includes  the  removal  of  any  identifiable  incit- 
ing agents,  surgical  relief  of  ureteral  obstruction,  and  sup- 
pression of  the  inflammatory  process.  If  a patient  has  been 
using  methysergide,  or  possibly  one  of  several  other  agents 
(Table  II),  the  drug  should  be  discontinued.  The  majority 
of  these  patients  will  do  well,  but  some  (eight  of  19  in  one 
series)  will  still  require  surgical  intervention  to  treat  ob- 
structive complications.26’55 

The  goal  of  surgery  is  to  make  an  accurate  diagnosis 
and  to  protect  retroperitoneal  structures  from  fibrotic  en- 
casement. In  the  presence  of  significant  ureteral  obstruc- 
tion, emergency  decompression  can  be  accomplished  with 
either  placement  of  ureteral  catheters  or  percutaneous  ne- 
phrostomy. When  renal  function  is  stable,  therapeutic  and 
diagnostic  laparotomy  is  the  recommended  form  of  treat- 
ment. The  surgical  procedure  involves  freeing  the  ureters 
from  entrapment  in  the  fibrotic  mass  and  placing  them 
either  inside  the  peritoneal  cavity  or  away  from  the  area  of 
inflammation.55  Some  believe  that  the  procedure  of  choice 
is  to  wrap  the  newly  freed  ureters  in  omentum,  as  this  may 
prevent  recurrence  of  obstruction.56  Surgery  successfully 
improves  renal  function  in  more  than  90%  of  cases.55'57 
Relief  of  systemic  signs  and  symptoms  due  to  RF  has  oc- 
casionally been  noted  with  surgical  therapy  alone,  possi- 
bly because  of  stress-related  increases  in  endogenous  cor- 
ticosteroid secretion.36 

The  rationale  for  immunosuppressive  therapy  in  idio- 
pathic RF  is  that  while  surgery  treats  a complication,  it 
does  not  affect  the  underlying  inflammatory  nature  of  the 
disease.  Recurrence  of  ureteral  obstruction  after  surgery 
on  the  ipsilateral  or  contralateral  side  can  occur  in  as 
many  as  one  third  of  patients,58  and  other  retroperitoneal 
structures  that  cannot  be  surgically  displaced  (ie,  great 
vessels  and  nerves)  are  still  at  risk  for  entrapment.13’51  Ad- 
ditionally, some  patients  are  simply  too  ill  to  undergo  a 
major  intra-abdominal  procedure,  or  the  initial  surgery 
may  not  be  successful. 

Ross  and  Tinkler59  were  the  first  to  use  corticosteroids 
as  an  adjunct  to  surgery,  and  experience  accumulated 
since  then  has  served  to  clarify  the  role  of  immunosup- 
pression. Resolution  of  ureteral  obstruction  without  sur- 
gery and  recurrence  of  obstruction  after  surgery  have 
been  documented  by  intravenous  pyelogram  and  comput- 
ed tomography  in  patients  treated  with  steroids.2'60"62 
Jones  et  al63  treated  six  patients  with  steroids  after  sur- 
gery, noting  no  recurrences,  a rise  in  hemoglobin,  and  a 
decrease  in  ESR.  Elimination  of  autoantibodies  has  also 
been  seen.64  Azothioprine,  administered  either  alone  or  in 
combination  with  corticosteroids,  has  been  successful  in 
two  patients  with  RF  and  associated  collagen  vascular  dis- 
eases.11’65 It  is  important  to  note  that  not  all  patients  will 
respond  to  steroid  therapy,  and  immunosuppression  ap- 
pears to  be  most  effective  early  on  in  the  course  of  the 
disease,  when  inflammation  is  in  the  cellular  stage.55’60 
Recommended  situations  in  which  the  administration  of 
corticosteroids  can  be  considered  include  the  following: 

• postoperatively,  especially  if  there  is  a good  degree  of 
retroperitoneal  fibrosis,  gastrointestinal  involve- 


ment, or  systemic  disease. 

• postoperatively,  for  ipsilateral  or  contralateral  recur- 
rences. 

• preoperatively,  in  combination  with  ureteral  stents  or 
nephrostomy,  for  patients  with  non-malignancy-re- 
lated  RF  and  poor  renal  function  (a  group  of  patients 
in  whom  improvement  of  renal  function  after  surgery 
is  less  likely);  surgery  can  be  performed  later  if  renal 
function  improves  or  the  fibrotic  mass  does  not  re- 
spond. 

• for  patients  who  are  too  ill  to  undergo  surgery,  and  in 
whom  all  non-invasive  tests  show  no  evidence  of  ma- 
lignancy.51’60’66 

The  dose  and  duration  of  corticosteroids  vary  consider- 
ably and  are  empiric.51  In  general,  high  initial  doses  are 
used  (40-100  mg  daily  of  prednisone  or  its  equivalent) 
and  continued  for  a period  of  weeks  to  months,  after  which 
they  are  tapered  to  small  maintenance  doses  or  are  discon- 
tinued.6’51’60’63-64  Renal  function,  ESR,  and  imaging  stud- 
ies are  followed,  as  the  response  to  immunosuppression  is 
variable,60  and  patients  need  to  be  observed  closely  for 
signs  of  infection.  For  those  patients  who  undergo  relapse 
after  therapy  is  completed,  isolated  case  reports  indicate 
that  immunosuppression  can  be  reinstituted  in  the  form  of 
corticosteroids,52  azothioprine,13  or  a combination  of  the 
two.11 

Prognosis.  With  accurate  diagnosis  and  aggressive 
intervention,  the  prognosis  for  idiopathic  disease  appears 
to  be  good.  Data  are  limited  and  length  of  follow-up  var- 
ies, but  cumulative  mortality  rates  of  from  0%  to  14%  over 
several  years  have  been  reported. 2’3-67  The  prognosis  for 
disease  secondary  to  methysergide  is  similarly  good,36-68 
but  case  reports  of  malignancy-related  RF  indicate  that 
most  of  these  patients  succumb  within  months  of  diagno- 
sis.6’53 Studies  of  patients  with  inflammatory  aneurysms 
note  for  the  most  part  a favorable  outcome,  with  80%  sur- 
viving a mean  of  28  months  after  surgery.22 

Conclusions 

Although  retroperitoneal  fibrosis  is  considered  a rare 
cause  of  renal  failure,  it  is  occasionally  encountered  in 
clinical  practice.  We  have  reviewed  six  cases  of  RF  diag- 
nosed at  a community  hospital  during  the  last  ten  years. 
Through  awareness  of  its  presentation  and  routine  appli- 
cation of  sophisticated  imaging  techniques,  the  diagnosis 
of  RF  should  become  more  common  and  can  be  made  at 
an  earlier  stage  than  in  the  past.  Previous  reviews  as  well 
as  this  series  indicate  that  prompt  recognition  can  provide 
a good  prospect  for  full  recovery.  Recent  developments 
have  added  to  our  understanding  of  the  pathophysiology 
of  retroperitoneal  fibrosis  and  justify  the  use  of  corticoste- 
roid therapy  as  an  adjunct  to  surgery. 
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SPECIAL  ARTICLE 


Current  challenges  of  AIDS  in  New  York  City 

Stephen  C.  Joseph,  md,  mph 


As  the  official  responsible  for  acquired  immunodeficiency 
syndrome  (AIDS)  public  health  policy  and  implementa- 
tion, I am  constantly  reminded  that  the  key  to  the  future 
of  the  epidemic  is  the  intravenous  drug  user,  and  that  the 
future  has  already  arrived  in  New  York  City.  The  urgency 
of  the  AIDS  epidemic  in  New  York  City  leaves  us  little 
room  for  taking  comfort  in  abstraction,  or  refuge  in  specu- 
lation over  what  might  have  been,  as  we  consider  the  epi- 
demic’s prognosis. 

As  of  the  end  of  July  1989,  more  than  21,100  cases  of 
AIDS  had  been  reported  in  New  York  City,  with  almost 
12,000  cumulative  deaths.  Close  to  2,700  women  and  487 
children  had  been  diagnosed  with  AIDS.  Blacks  and  His- 
panics  made  up  more  than  half  of  all  people  with  AIDS  in 
New  York  City,  but  84%  of  women  with  the  disease  and 
over  90%  of  the  children. 

Some  200,000  New  Yorkers  are  estimated  to  be  infect- 
ed with  the  human  immunodeficiency  virus  (HIV).  AIDS 
is  the  leading  cause  of  death  among  New  York  men  aged 
25-44  years  and  women  aged  25-34  years. 

By  1991,  we  project  that  more  than  43,000  people  will 
have  developed  AIDS  in  New  York  City;  32,000  people 
will  have  died.  If  we  counted  the  addicts  who  are  sick  and 
dying  from  tuberculosis  and  other  diseases  related  to  HIV 
infection  but  not  officially  classified  as  AIDS,  projections 
would  be  as  much  as  150%  higher  for  addicts. 

Against  this  background,  what  are  the  important  devel- 
opments in  the  long  term  of  the  epidemic  in  New  York 
City?  Our  success  in  meeting  the  challenges  of  AIDS  de- 
pends upon  our  answers  to  this  question.  Let  me  suggest 
three. 

Epidemiologic  Developments 

First  is  the  changing  epidemiologic  profile  of  the  epi- 
demic, marked  by  the  increasingly  important  role  of  the 
IV  drug  user.  Before  the  end  of  1985,  reported  cases  here 
were  predominately  among  men  who  had  sex  with  men 
(58%,  in  contrast  to  29%  of  cases  among  IV  drug  users). 
From  the  beginning  of  1986  on,  the  overall  percentage  of 
cases  reported  among  men  having  sex  with  men  has 
dropped  to  47%,  while  the  percentage  of  cases  among  IV 
drug  users  has  risen  to  37%.  Among  men,  before  January 
1986,  64%  of  cases  were  among  men  who  had  sex  with 
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men,  compared  to  26%  among  male  IV  drug  users;  from 
January  1986  on,  55%  of  cases  were  among  men  who  had 
sex  with  men,  compared  to  34%  among  male  IV  drug  us- 
ers. Women  represented  9%  of  the  earliest  cases,  and  14% 
of  the  most  recent  cases.1 

While  56%  of  the  people  with  AIDS  reported  prior  to 
1986  resided  in  Manhattan,  55%  of  the  people  reported 
with  AIDS  since  the  beginning  of  1986  have  lived  in  the 
other  boroughs,  primarily  Brooklyn  and  the  Bronx.1 

In  case  reporting  of  Centers  for  Disease  Control 
(CDC)-defined  AIDS,  the  incidence  of  AIDS  among  IV 
drug  users  now  approaches  the  same  incidence  as  among 
men  who  have  sex  with  men  (Fig  1).  Indeed,  in  the  first 
three  months  of  1 988,  the  number  of  AIDS  cases  reported 
among  IV  drug  users  in  New  York  City  surpassed  the 
number  of  cases  among  gay  men  in  quarter-by-quarter 
analysis  for  the  first  time. 

The  change  in  case  definition  of  September  1 , 1 987,  has 
had  a greater  impact  on  reported  cases  among  IV  drug 
users  than  any  other  group.1  Thirty  percent  of  cases 
among  IV  drug  users  are  now  identified  using  the  new  case 
definition.  In  addition,  a large  number  of  undercounted 
cases  of  HIV-related  disease  is  responsible  for  an  approxi- 
mately 100%  increase  in  severe  morbidity  among  IV  drug 
users. 

The  trend  toward  HIV  infection  among  substance 


No.  of  Cases 


Half  Year 
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FIGURE  1.  AIDS  cases  by  risk  by  half  year  of  diagnosis  since  1980.  Lag 
time  between  diagnosis  and  report  to  the  Department  of  Health  is  usually 
less  than  six  months,  but  may  be  as  long  as  24  months;  therefore,  the 
more  recent  data  are  less  likely  to  be  complete  (from  the  NYC-DOH  AIDS 
and  HIV  Surveillance  Unit,  12/88). 
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abusers  is  not  confined  to  IV  drug  users.  Crack  and  the 
hypersexuality  associated  with  it  has  lead  to  increases  in 
genital  ulcer  disease,  HIV  transmission,  and  heterosexual 
HIV  infection.  I scarcely  need  point  out  that  we  lack  ef- 
fectively proven  mass-applicable  treatment  modalities  for 
cocaine  addiction. 

While  the  gay  community  has  made  progress  in  reduc- 
ing the  spread  of  new  infection,  among  IV  drug  users  the 
virus  continues  to  spread  virtually  unabated.  This  holds  a 
number  of  implications  for  the  epidemic’s  continuing,  dis- 
proportionate impact  upon  minorities,  and  for  heterosex- 
ual transmission.  The  epidemic  of  AIDS  and  other  severe 
HIV-related  morbidity  and  mortality  is  focusing  most  se- 
verely and  dramatically  upon  IV  drug  users,  their  sex 
partners,  their  children,  and  the  neighborhoods  of  heavy 
IV  drug  use,  which  are  overwhelmingly  poor  and  minor- 
ity, with  a large  pool  of  HIV-infected  people  who  may  not 
be  aware  of  their  risk.  The  implications  for  heterosexual 
transmission  are  grim,  in  that  black  or  Hispanic  hetero- 
sexual men  comprise  the  majority  of  IV  drug  users  in  this 
city.  Neither  minority  communities  nor  we  in  public 
health  can  ignore  the  fact  that  AIDS  is  tracked  straight  at 
minorities. 

Changes  in  Preventive  and  Therapeutic 
Responses 

The  second  important  development  is  the  changing  na- 
ture of  preventive  and  therapeutic  responses  to  the  epi- 
demic. The  therapeutic  horizon  for  clinical,  preventive, 
and  social  services  is  rapidly  broadening.  The  shift  from 
the  increasingly  less  relevant  “AIDS”  label  to  the  broader 
spectrum  of  HIV  infection  puts  more  emphasis  on  the 
treatment  of  earlier  forms  of  HIV  illness  and  even  asymp- 
tomatic infection. 

Many  major  implications  follow  from  this.  A different, 
more  complex  mix  of  resource  requirements  has  emerged 
over  the  past  year.  As  more  therapies  become  available  for 
treating  and  preventing  opportunistic  infections,  early  di- 
agnosis of  HIV  infection  and  early  access  and  entry  into 
treatment  benefit  the  infected  patient. 

There  are  important  implications  of  this  for  treatment 
services.  There  will  be  increased  pressures  on  ambulatory 
care,  increased  need  for  acute  care  beds,  and  increased 
demand  for  associated  social  services. 

This  is  altering  the  view  of  HIV  antibody  testing.  We 
are  now  in  a period  when  we  should  be  actively  case  find- 
ing for  HIV  infection  for  prevention  and  prolongation  of 
life.  We  must  aggressively  continue  with  counseling  and 
testing,  but  with  even  more  determined  efforts  to  keep 
testing  voluntary,  confidential,  anonymous,  and  counsel- 
ing-based. The  best  defense  against  coercive  testing  and 
the  enforced  registration  of  seropositives  is  a program  of 
voluntary  testing  at  all  clinical  points:  in  hospitals,  outpa- 
tient departments,  physicians’  offices,  sexually  transmit- 
ted disease  and  tuberculosis  clinics,  and  family  planning 
and  abortion  clinics.  We  must  have  the  cooperation  of 
medical  practitioners,  and  we  must  have  strong  legal  con- 
fidentiality and  antidiscrimination  protections. 

Another  implication  of  the  shift  from  AIDS  to  HIV  in- 
fection is  an  increase  in  the  traditional  public  health  ap- 
proaches to  prevention.  This  will  mean  greatly  increased 
programs  of  partner  notification.  Again,  our  challenge 


will  be  to  preserve  our  noncoercive  stance. 

Politics  of  Conflict 

The  third  development  concerns  the  politics  of  conflict. 
We  must  not  think  that  we  have  passed  the  era  of  bitter 
fights,  such  as  the  1985  court  battle  over  the  rights  of  chil- 
dren with  AIDS  to  attend  school.  New  and  more  volatile 
issues  lie  ahead,  based  on  the  changing  face  of  the  epidemic. 

For  example,  much  unhappiness  and  sexual  politics 
have  influenced  the  reaction  to  our  reduction  in  the  esti- 
mates of  HIV-infected  New  Yorkers,  from  400,000  to 
200,000.  Though  we  revised  estimates  for  several  risk  cat- 
egories, the  most  substantial  revision  is  the  reduction  of 
the  estimate  of  the  number  of  HIV-infected  men  who  have 
sex  with  men.  Some  groups  have  overreacted  to  one  or 
another  set  of  data,  but  we  have  performed  our  epidemiol- 
ogy and  research  without  responding  to  political  influence 
of  any  sort,  and  we  will  continue  to  do  so.  It  is  of  capital 
importance  that  we  not  do  epidemiology  by  negotiation  or 
according  to  public  pleasure. 

Needle  Exchange  Pilot 

The  pilot  needle  exchange  program  has  also  engendered 
a great  deal  of  controversy.  On  one  hand,  public  debate 
around  this  kind  of  issue  is  welcome,  because  it  helps  us 
define  our  direction  as  a society.  On  the  other  hand,  we 
come  under  enormous  pressure  to  let  public  perceptions, 
not  science,  form  the  underpinnings  of  public  health.  This 
makes  the  support  of  medical  authorities  all  the  more  cru- 
cial for  us. 

The  needle  exchange  pilot  is  part  of  a mix  of  education- 
al, therapeutic,  and  law  enforcement  methods  to  break  the 
link  between  IV  drug  use  and  AIDS.  Certainly,  greatly 
increased  availability  of  drug  treatment  programs  must  be 
our  first  line  of  defense.  Existing  treating  programs  can 
accommodate  only  35,000  of  the  city’s  200,000  IV  drug 
users,  and  waiting  lists  can  be  months  long.  I have  called 
loudly  and  often  for  the  rapid  and  long-overdue  expansion 
of  treatment  programs.  It  will  take  federal  and  state  mon- 
ey, and  the  willingness  of  communities  to  accept  treat- 
ment programs  in  their  midst. 

But  even  if  the  capacity  of  treatment  programs  were 
tripled  in  the  next  few  years  to  100,000  (which  is  not  likely 
to  happen),  and  even  if  treatment  were  always  successful 
(which,  of  course,  it  is  not),  there  would  still  be  some 
100,000  addicts  outside  of  treatment,  whether  due  to  lack 
of  openings  or  unwillingness  to  enter  treatment. 

The  inexorable  progress  of  AIDS  in  our  city  and  the  all- 
too-familiar  numbers,  as  well  as  the  unacceptable  impact 
of  AIDS  on  minority  women  and  children  who  are  infect- 
ed through  drug  use,  forced  us  carefully  to  consider  the 
merits,  and  honestly  to  weigh  the  risks,  of  a pilot  needle 
exchange  study. 

Conducting  a small,  carefully  controlled  study  involv- 
ing one-tenth  of  one  percent  of  the  city’s  IV  drug  users,  as 
we  are  doing,  will  have  a negligible  effect  on  the  day-to- 
day  dynamics  of  drug  abuse  here.  Preliminary  data  from 
European  needle  exchange  studies  indicate  that  they  have 
helped  slow  the  spread  of  AIDS  virus  infection  among  IV 
drug  users.  Research  does  suggest  that  drug  users  would 
try  to  avoid  getting  infected  by  using  clean  needles  if  these 
were  available. 
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As  of  the  beginning  of  August  1 989,  more  than  200  par- 
ticipants receive  needles  and  syringes,  with  drug  counsel- 
ing and  intensive  education  on  how  to  change  the  sex  and 
drug  behavior  that  puts  them  at  risk  of  getting  or  giving 
the  AIDS  virus.  Those  who  take  part  must  return  their 
used  injection  equipment  before  they  can  receive  more. 
Special  efforts  are  being  made  to  place  participants  into 
drug  treatment  programs. 

Participants  are  IV  drug  users  18  years  of  age  or  older 
who  are  awaiting  placement  in  drug  rehabilitation  pro- 
grams throughout  the  city.  The  pilot  program  will  deter- 
mine whether  providing  clean  needles  and  syringes,  with 
constant  reminders  not  to  share  drug  injection  equipment, 
can  motivate  addicts  to  stay  on  treatment  waiting  lists  un- 
til an  opening  appears  (currently,  only  half  of  all  IV  drug 
users  on  drug  treatment  waiting  lists  actually  enter  treat- 
ment; the  rest  lose  motivation  to  quit  injecting  drugs  be- 
fore a treatment  slot  becomes  available),  and  help  addicts 
reduce  the  needle  sharing  and  sexual  behavior  that 
spreads  AIDS.  Participants  who  do  not  regularly  return 
the  uniquely  labeled,  used  needles  that  they  were  given  at 
their  previous  visit  are  not  allowed  to  receive  new  equip- 
ment and  remain  in  the  study. 

Perhaps  the  most  important  piece  of  information  that 
has  emerged  from  the  needle  exchange  program  thus  far  is 
its  proven  effectiveness  as  a supportive  bridge  to  treat- 
ment. We  initially  expected  the  linkage  of  clients  to  drug 
treatment  programs  to  be  a single,  albeit  important,  ele- 
ment in  a larger  spectrum  of  services.  We  have  found  so 
far  that  the  primary  value  of  the  pilot  program  for  clients 
lies  in  drug  counseling  and  referral  to  treatment.  If  the 
program’s  main  effect  is  to  speed  IV  drug  users  into  treat- 
ment programs,  then  this  will  have  been  an  important  and 
successful  demonstration. 

Now  that  it  has  shown  its  value  as  a supportive  bridge  to 
treatment,  our  next  priority  must  be  to  expand  out  of  the 
single  site,  the  Department  of  Health’s  administrative  of- 
fices. We  are  currently  exploring  possible  additional  sites 
to  increase  the  program’s  accessibility  to  addicts. 

Two  of  the  most  often  voiced  concerns  about  this  trial 
have  been  that  a needle  exchange  trial  would  give  addicts 
the  message  that  the  city  encourages  drug  use,  and  that 
such  a trial  program  could  in  some  way  be  construed  as 
racial  genocide. 

If  anything,  I believe  the  message  that  this  program 


gives  addicts  is  that  New  York  City  cares  about  reducing 
the  spread  of  AIDS  among  all  of  its  citizens.  Research  has 
not  shown  an  increase  in  drug  use  in  areas  where  needle 
exchange  programs  are  in  effect.  Experts  across  the  coun- 
try have  agreed  that  the  time  has  come  for  a trial  needle 
exchange  study. 

As  to  the  second  objection,  that  this  pilot  is  racially  bi- 
ased, the  answer  must  be,  absolutely  not.  Like  all  attempts 
to  stop  or  slow  the  spread  of  AIDS,  this  pilot  study  is  di- 
rected against  the  behavior  that  spreads  the  virus,  not 
against  people.  We  must  not  confuse  a public  health  re- 
search investigation  aimed  at  a problem  that  dispropor- 
tionately affects  a particular  population  with  an  effort  di- 
rected against  that  population. 

No  single  strategy  will  be  effective  against  the  complex 
problem  of  HIV  infection  among  IV  drug  users.  Although 
the  state  is  responsible  for  drug  treatment  programs,  the 
city  has  taken  a number  of  steps  to  increase  drug  treat- 
ment slots,  and  will  continue  to  expand  other  approaches, 
including  more  and  better  education  and  direct  street 
worker  outreach  to  IV  drug  users  and  their  sex  partners  in 
the  neighborhoods  and  on  the  streets  where  drug  use  is 
rampant;  frank  television,  print,  and  radio  ads  that  bring 
the  AIDS  prevention  message  to  drug  abusers  and  their 
partners,  heterosexuals,  and  adolescents;  a network  of  vol- 
untary, anonymous  risk  reduction  counseling  and  counsel- 
ing-based HIV  antibody  testing  sites;  and  now  a pilot  nee- 
dle exchange  study. 

We  must  reevaluate  our  concept  of  substance  abuse 
treatment.  Historically,  substance  abuse  treatment  pro- 
grams have  been  isolated  from  other  health  care  services. 
AIDS,  the  Great  Educator,  shows  us  that  drug  treatment 
must  be  a part  of  a primary  care  network  that  takes  into 
account  the  connections  between  AIDS  and  HIV  infection 
and  a range  of  morbidity,  including  sexually  transmitted 
diseases  and  tuberculosis,  as  well  as  the  increasingly  impor- 
tant reproductive  health  care  for  women  at  risk  through  IV 
drug  use.  These  connections  present  us  with  treatment  op- 
tions and  prevention  opportunities  that  we  must  not  lose, 
and  underscore  the  importance  of  integrating  drug  treat- 
ment with  clinical  care  programs  and  services. 
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HISTORY 


A short  history  of  the  quack’s  materia  medica 

John  S.  Haller,  Jr,  PhD 


From  the  17th  century  through  the  early  decades  of  the 
20th,  readers  found  it  impossible  to  pick  up  a newspaper 
or  periodical,  either  literary  or  scientific,  artistic  or  reli- 
gious, without  finding  considerable  space  advertising 
quack  medicines.  These  advertisements  were  highly  uni- 
form: claiming  some  remarkable  discovery,  providing  a 
long  list  of  endorsements  or  testimonials  from  fictitious  or 
influential  persons  with  impressive  degrees  and  creden- 
tials, promising  unfailing  success  under  all  conditions,  ac- 
cusing medical  orthodoxy  of  attempting  to  stifle  sale  or 
use,  and  selling  under  an  attractive,  euphonious,  and  origi- 
nal name.  In  addition,  the  ads  almost  always  referred  to 
the  small  quantity  necessary  to  effect  results,  the  saving  of 
doctors’  fees,  and  the  great  variety  of  diseases  which  the 
quack  medicines  cured. Hp99),2(pp4-5) 

These  products,  known  popularly  as  “secret  medi- 
cines,” “nostrums,”  or  “patent”  or  “proprietary”  medi- 
cines, were  manufactured  as  elixirs,  syrups,  tablets,  and 
pills.  Manufacturers  gave  these  medicines  catchy  names 
ending  in  “-ia,”  “-ine,”  “-ites,”  or  other  terminal  syllables 
intended  to  impress  upon  buyers  the  idea  that  they  were 
derived  from  the  active  principles  of  plants  or  chemicals. 
Reading  that  preparations  such  as  Bromidia,  Febriline, 
Maltine,  Hypophosphites,  Celerina,  and  Lactopeptine 
were  endorsed  by  members  of  the  medical  profession,  us- 
ers found  themselves  justified  in  thinking  they  were  saving 
the  price  of  the  doctor’s  visit. 

Origins 

Since  antiquity,  manufacturers,  chemists,  and  physi- 
cians have  prepared  and  advertised  secret  preparations 
promising  to  cure  man’s  ills,  for  a high  price.  From  the 
Terra  Sigillata  tablets  (Lemnian  clay)  to  Epsom  salts  and 
ague  drops,  drug  manufacturers  exerted  a steady  influ- 
ence on  the  practice  of  medicine  and  pharmacy.  As  this 
market  grew,  European  governments  stepped  in  to  protect 
the  rights  and  rewards  of  discovery  and  reap  some  of  the 
revenues.  By  definition,  nostrums  were  medicines  whose 
composition  was  kept  secret  from  the  public.  A propri- 
etary medicine,  such  as  Beecham’s  Pills,  was  one  to  which 
a proper  possessive  title  was  added.  Finally,  a patent  medi- 
cine was  sold  under  the  protection  of  a Royal  Letters  Pa- 
tent or  Patent  Letters,  and  derived  from  the  time  when  the 
English  monarch  gave  an  individual  the  right  to  be  the 
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exclusive  manufacturer  or  seller  of  a specific  article  of 
trade,  '(p96) 

Following  the  American  Revolutionary  War  and  the  re- 
sulting financial  strain  to  the  British  Crown,  a coalition 
ministry  of  Fox  and  North,  with  Lord  John  Cavendish  as 
Chancellor  of  the  Exchequer,  brought  “quack  medicines” 
under  direct  taxation.  The  Act  (23  Geo.  Ill,  c.  62),  passed 
in  1783  and  amended  (25  Geo.  Ill,  c.  79)  in  1785,  divided 
“quack  medicines”  into  two  categories:  medicines  sold  un- 
der the  king’s  patent  and  those  sold  as  proprietary  medi- 
cines or  nostrums.  The  first  Act  granted  the  Crown  the 
right  to  place  a stamp  duty  upon  all  licenses  to  manufac- 
ture and  sell  medicines.  Two  years  later,  George  III  signed 
a second  Act  which  stated: 

Any  person  whatsoever  who  has,  or  claims  to  have,  any  secret  art 
or  sole  right  of  compounding  preparations  of  drugs,  and  advertis- 
ing and  recommending  the  same  as  specifics  for  the  cure  or  relief 
of  any  complaint  or  malady,  shall  affix  a Government  stamp  to 
the  vials,  vessels,  or  inclosures  containing  them.3(P80) 

These  two  acts,  and  those  which  followed,  excluded  from 
the  tax  those  medicines  prepared  and  sold  by  chemists  fol- 
lowing doctors’  prescriptions. 

By  strict  definition,  a patented  medicine  could  not  be  a 
secret  medicine.  Etymologically,  “patent”  derives  from 
the  Latin  patere,  meaning  “to  be  open.”  Thus,  a patented 
medicine  was  an  open  and  nonsecret  medicine;  the  inven- 
tor had  to  disclose  both  the  ingredients  and  the  process  of 
manufacture,  which  became  public  property  after  a set 
period  of  time  (17  years  in  the  United  States).  Neverthe- 
less, the  etymology  of  the  word  and  its  actual  use  from  the 
1 7th  century  on  suggest  a substantially  different  meaning. 
In  effect,  the  manufacturers  of  sarsaparillas,  perunas,  ton- 
ics, pain  killers,  blood  purifiers,  favorite  prescriptions,  and 
golden  nervenes  refused  to  disclose  the  ingredients  of  their 
patented  medicines  because  of  the  limited  period  of  pro- 
tection. Instead,  manufacturers  chose  to  secure  a more  ex- 
clusive property  right  to  their  products  by  registering  the 
names  as  trademarks.  In  this  manner,  the  trademarked 
nostrum  remained  a monopoly  in  perpetuity  rather  than 
becoming  public  property.4(PP|675~l676) 

In  the  United  States,  general  patent  acts  were  passed  in 
1790  and  followed  the  pattern  set  by  the  British.  These 
laws  remained  in  force  until  1874  when  Congress  rescind- 
ed the  practice  of  copyrighting  labels  for  patent  medicines 
and  provided  instead  for  registering  such  labels  in  the  Pa- 
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tent  Office.3(PP80_81)  In  1883,  the  British  Parliament 
passed  an  Act  (46-47  Viet.,  c.  57)  for  the  regulation  of 
patents,  designs  and  trademarks.  This  Act,  built  upon  ear- 
lier Parliamentary  restrictions,  stated  that  for  a medicine 
to  be  declared  a patent  preparation,  it  should  be  an  origi- 
nal invention,  with  its  complete  description  or  secret  made 
known.  It  should  be  obtainable  by  the  public,  and  useful 
patents  should  cease  after  a specified  number  of  years. 
Under  the  Adulteration  of  Food  and  Drugs  Act  (38—39 
Viet.,  c.  65),  manufacturers  of  drugs  which  were  not  pre- 
pared in  this  manner  were  liable  to  prosecution.  As  a re- 
sult, there  were  actually  few  genuine  patented  medicines; 
instead,  manufacturers  continued  to  introduce  a great 
number  of  secret  or  proprietary  medicines  erroneously 
called  patent  medicines. 1(p97) 

Of  those  medicines  patented  after  1812,  most  passed 
out  of  existence  quickly — a strange  fate  for  substances 
that  promised  to  cure  most  of  mankind’s  ills.  Remedies 
such  as  the  Friend  to  Man,  Schults’  Vegetable  Acid  Air, 
Ward’s  Liquid  Sweat,  Solomon’s  Balm  of  Gilead,  and  the 
Vital  Balm  seemed  not  to  live  up  to  their  claims.  By  1845, 
one  critic  of  quack  medicines  guessed  that  some  20,000 
different  remedies  had  been  manufactured  and  sold  over  a 
period  of  just  50  years.  “And  each  one,”  he  observed,  “has 
been  proclaimed  by  extravagant  certificates,  and  pomp- 
ous assertions  of  thousands  cured,  to  be  the  infallible  rem- 
edy for  some  disease,  or  more  generally  for  all  diseases.” 
Ironically,  “every  one,  although  infallible,  has  disap- 
peared from  the  light  of  trial , like  gaseous  meteors  from 
the  morning  sun,  in  less  than  a dozen  years  from  the  time 
of  its  fabrication. ”5(p9) 

By  the  1890s,  in  a study  of  100  consecutive  sales  by  a 
large  wholesale  druggist,  H.  C.  Wood,  MD  (1841-1920), 
of  the  University  of  Pennsylvania,  discovered  that  58%  of 
the  orders  were  for  patented  and  proprietary  articles,  6% 
for  pharmaceutical  preparations,  1%  for  packaged  goods, 
and  the  remainder  for  crude  drugs.  A three-month  pur- 
chase pattern  by  five  druggists  who  bought  supplies  from 
one  wholesale  druggist  indicated  similar  statistics.  Nearly 
64%  of  the  purchases  consisted  of  patented  and  propri- 
etary drugs,  1%  packaged  goods,  and  35%  legitimate 
pharmaceutical  preparations  and  crude  drugs.  For  Wood, 
this  indicated  that  only  40%  of  the  sales  of  the  retail  drug- 
gist were  connected  with  legitimate  pharmacy.  This  figure 
was  down  nearly  80%  from  the  earlier  part  of  the  cen- 
tury. 6(p908) 

Even  more  troublesome  to  Wood  was  his  estimate  that 
physicians  were  involved  in  10%  of  the  patent  and  propri- 
etary trade — either  by  providing  testimonials  or  through 
prescriptions.  “We,  as  members  of  the  medical  profession, 
and  especially  those  of  us  connected  with  the  medical 
press,”  he  wrote,  “are  accustomed  to  inveigh  against 
newspapers,  secular  and  religious,  for  accepting  the  ad- 
vertisements of  patent  and  proprietary  medicines,  where- 
as in  truth,  unless  the  pot  be  warranted  in  calling  the  kettle 
black,  we  ought  to  keep  silence  with  shamefacedness.”  He 
found  these  doctors  not  so  much  corrupt  as  “disgustingly 
weak,”  having  sold  to  some  vendor  a statement  or  certifi- 
cate of  support.  “So  far  as  I can  remember,”  recalled 
Wood,  “I  never  gave  but  one  certificate  concerning  a drug 
or  a commercial  article,  and  so  far  as  I know  no  greater 
scoundrel  ever  misused  a certificate  than  did  the  one  to 


Lydia  E.Pinkham’s 

VEGETABLE 

■Jf'  ‘ K\ 


FIGURE  1.  Chromolithographed  advertising  card  given  out  by  druggists 
(189_?)  for  Lydia  Pinkham’s  Vegetable  Compound  (from  the  National  Li- 
brary of  Medicine,  Bethesda,  Md). 


whom  I gave  this  lonely  representative  of  personal  weak- 
ness.”6^909) 

Interestingly,  an  1899  study  of  advertising  circulars 
confirmed  that  most  of  the  certificates  supporting  these 
remedies  came  from  physicians,  professors,  and  graduates 
of  so-called  “mushroom”  medical  schools.  None  came 
from  the  University  of  Michigan,  Harvard,  Yale,  Univer- 
sity of  Pennsylvania,  or  the  Johns  Hopkins  University. 
The  study  also  showed  that  128  editorials  supporting  pa- 
tent and  proprietary  articles  were  “found  largely  in  cor- 
rupt medical  journals. ”7(pp|69i70) 

Curiously,  some  of  the  most  enthusiastic  advocates  of 
sectarian  systems  and  patent  medicines  were  clergy  whose 
names  graced  published  recommendations  in  religious 
newspapers,  magazines,  booklets,  circulars,  and  hand- 
bills.8 “I  have  often  attended  the  conferences  of  the  South- 
ern Methodist  Church  of  Kentucky,”  remarked  S.  J.  Har- 
ris, MD,  “and  I have  actually  seen  proprietary  and  patent 
medicines  all  around  the  steps,  piled  up  to  such  an  extent 
that  one  could  hardly  get  in  or  go  around  without  stepping 
on  them.”9(P275) 


The  System  Builders 
Just  as  orthodox  medicine  faced  a continuous  assault 
from  homeopaths,  the  botanico-medical  Thomsonians, 
eclectics,  and  other  sectarian  system-builders,  so,  too, 
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medicine  faced  a challenge  from  quackish  claims  to  re- 
place the  materia  medica  with  new  “secret”  formulae. 

Perhaps  the  most  famous  of  the  early  system  nostrums 
originated  with  Mithridates  VI,  King  of  Pontus  (132-63 
BC),  who  reputedly  compounded  54  substances  into  a uni- 
versal antidote  called  mithridate.  Brought  to  Rome,  it  was 
made  popular  by  Galen  of  Pergamon  who  passed  it  on  un- 
der the  name  theriaca,  containing  64  ingredients  beyond 
its  opium  base.  Eventually  produced  in  many  different 
countries,  theriaca  remained  a popular  panacea  well  into 
the  late  18th  century.  Based  on  the  philosophical  specula- 
tions of  humoral  pathology,  the  nostrum  was  formulated 
according  to  the  body’s  affinities  for  the  humors  and  ele- 
ments. 1Q(PP39-43) 

The  so-called  Morisonian  system  of  “vegetable  univer- 
sal medicines”  was  another  case  in  point.  James  Morison 
of  Bognie,  Aberdeenshire,  began  his  career  as  a broker  of 
medical  articles  in  Russia  and  the  West  Indies.  Later,  set- 
tling in  Bordeaux,  he  proceeded  to  establish  a therapeutic 
regime  consisting  mainly  of  cream  of  tartar  and  aloe 
which  he  sold  on  “puffs,  . . . pamphlets,  and  advertise- 
ments.” His  popular  # 1 pills  contained  equal  parts  of 
aloe  and  cream  of  tartar  made  into  a mass  with  either 
mucilage  or  syrup.  His  #2  pills  contained  colocynth, 
gamboge,  aloe,  and  cream  of  tartar,  also  made  into  a mass 
with  mucilage  or  syrup.  Morison’s  Aperient  Powders, 
made  with  equal  parts  of  cream  of  tartar  and  sugar  which 
he  flavored  with  powdered  cassia,  was  touted  as  “morning 
lemonade”  to  its  users.1  Hpp10-25) 

Morison  based  his  vegetable  universal  medicines  on  a 
simple  formula  which  he  trumpeted  in  countless  adver- 
tisements. 

All  animals  consist  of  fluids  and  solids. 

All  embryo  animals  consist  entirely  of  fluids. 

The  chief  fluid  is  the  blood,  from  which  all  others  are  derived. 
Blood  forms  the  body — air  gives  it  life. 

All  constitutions  are  radically  the  same. 

All  diseases  arise  from  impurity  of  the  blood. 

All  diseases  arise  from  one  source,  and  therefore  require  but  one 
medicine. 

Proper  purgation  by  vegetables  is  the  only  effectual  way  of  cur- 
ing all  diseases. 

This  vegetable  purgative  must  be  capable  of  being  digested,  and 
mixing  with  the  blood,  so  as  to  rid  the  body  of  all  superfluous 
humors  (disease). 

This  panacea  was  discovered  by  James  Morison  in  the  composi- 
tion of  his  vegetable  universal  medicine. 11  (p25) 

Morison  was  certainly  not  alone  in  his  claims  or  his  con- 
coctions. Thomas  Holloway’s  Pills  and  Ointment  were  ad- 
vertised in  seven  different  languages  and  Dr.  Locock’s 
Pulmonic  Wafers  promised  to  cure  a cough  in  ten  minutes 
and  asthma  or  consumption  in  a “proportionately  small 
space  of  time.”  Others  included  Dr.  Locock’s  Female  Wa- 
fers made  of  licorice  and  horehound  candy,  and  a host  of 
remedies  whose  chief  ingredient  was  aloe — Dr.  Baillie’s 
Dinner  Pills,  Dixon’s  Antibilious  Pills,  Hooper’s  Female 
Pills,  James’s  Analeptic  Pills,  Wyndham’s  Pills,  Peter’s 
Pills,  Dr.  Fothergill’s  Pills,  Lady  Crespigny’s  Pills,  Lady 
Webster’s  Dinner  Pills,  and  Fordyce’s  Pills. 

Parr’s  Life  Pills  (after  Thomas  Parr,  who  reputedly 
lived  to  the  age  of  1 52!)  consisted  of  aloe,  rhubarb,  jalap, 
extract  of  gentian,  soft  soap,  liquorice  powder,  treacle, 


moist  sugar,  oil  of  cloves,  and  oil  of  caraway.  The  claims 
made  by  Parr  tempted  one  critic  to  take  license  with  the 
manufacturer’s  testimonials1  '(p186); 

I hereby  certify  and  swear  to  it,  that  at  the  age  of  fifteen  years  I 
had  the  misfortune  to  fall  into  the  crater  of  Vesuvius,  and  was 
burned  to  a cinder;  but  on  taking  two  of  Parr’s  Life  Pills,  I com- 
pletely recovered.  At  Waterloo  I was  blown  to  atoms  by  a Con- 
greve rocket;  but  after  taking  one  box  and  a half  of  the  Pills  I 
speedily  got  well,  and  with  the  exception  of  occasional  shooting 
pains,  which  a single  pill  invariably  relieves,  I have  since  been  a 
better  man  than  ever.  In  1828  I was  cut  in  two  by  an  engine  and 
forty-five  ballast  waggons;  but  on  taking  one  box  of  those  life- 
renovating  pills,  I became  one  again.  Last  year,  I fell  from  the 
Monument,  and  my  head  was  driven  in;  but  on  taking  three  of  thy 
pills,  O Parr!  a new  head  was  observed  springing  up,  and  the  old 
one  sloughed  off. 

Mit  Hochachtung, 
Verbleibe  ich  u.s.w. 
Munchausen,  Ph.D. 

Langerbogenschussprofessor 

Soothing  syrups  containing  opium  or  morphine,  face 
preparations  consisting  of  arsenic  and  oxide  of  zinc,  stom- 
ach bitters  made  with  whiskey,  and  health  restorers  con- 
taining narcotics  were  but  a few  of  the  products  in  the 
quack’s  materia  medica. 3(p82)  One  popular  antineuralgic 
water  contained  inferior  brandy  soaked  in  tobacco  and 
colored  with  sulphate  of  indigo.  Similarly,  specifics  for 
rheumatism  contained  little  more  than  red  pepper,  lico- 
rice, and  sugar  yet  claimed  to  be  charged  “with  electricity 
in  combination  with  essential  oils!”12(P171)  Under  the  ru- 
bric of  aperient,  antibilious,  and  stomachic  were  the  popu- 
lar Abernethy’s  Pills,  containing  mercury  and  compound 
extract  of  colocynth;  Bath’s  Digestive  Pills,  containing 
rhubarb,  ipecac,  capsicum,  ginger,  and  gamboge;  and 
Norton’s  Chamomile  Pills,  containing  aloe,  gentian,  and 
oil  of  chamomile. 'Up406) 

Nostrums  which  sold  as  worm  lozenges,  worm  cakes, 
soothing  syrups,  carminatives,  cordials,  and  infants’  pre- 
servatives were  usually  narcotics  or  mineral  poisons  in  dis- 
guise. Ching’s  worm  lozenges,  containing  a large  quantity 
of  mercury,  combined  with  jalap  or  a similar  purgative, 
were  advertised  as  safe  for  children.  Mrs.  Winslow’s 
Soothing  Syrup  promised  a perfectly  safe  “natural  sleep” 
and  its  manufacturer  sold  it  as  a harmless  preparation  for 


FIGURE  2.  Chromolithographed  advertising  card  (189_?)  for  Mrs.  Wins- 
low's Soothing  Syrup  (from  the  National  Library  of  Medicine,  Bethesda, 
Md). 
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children.  However,  if  left  standing  uncorked,  the  prepara- 
tion evaporated,  leaving  a dangerously  concentrated  nar- 
cotic residue  of  opium  or  morphine  at  the  bottom  of  the 
bottle.  The  same  was  true  of  Godfrey’s  Cordial,  Holt’s 
Specific  for  Whooping  Cough,  Steedman’s  Teething  Pow- 
ders, and  Atkinson’s  Infants’  Preservative.  1(p107) 

Among  the  plasters  were  Baynton’s  Plaster,  Mahy’s 
American  Plaster,  Scott’s  Plaster,  Sterry’s  Poor  Man’s 
Plaster,  Ali  Ahmed’s  Plaster,  Roper’s  Royal  Bath  Plaster, 
and  Berg’s  AntiRheumatic  Plaster.  Most  of  these  nos- 
trums contained  a mixture  of  powdered  white  lead,  olive 
oil,  cantharides,  black  resin,  and  bees’  wax. 

In  America,  the  highly  touted  half  pint  bottles  of  Unit- 
ed States  Sarsaparilla,  United  States  Extract  of  Sarsapa- 
rilla, Mr.  Moat’s  Sarsaparilla,  and  Dr.  King’s  Sarsaparil- 
la Pills  flavored  with  guaiacum  contained  not  a particle  of 
sarsaparilla. 11(p227)  Repeated  examinations  of  these  nos- 
trums showed  that  iodides  and  mercurial  salts,  generally 
chlorides,  and  alcohol,  were  the  chief  agents. 12(pp167i68) 
Of  the  eleven  sarsaparillas  studied  by  the  Colorado  State 
Medical  Society,  the  smallest  amount  of  alcohol  in  any  of 
them  was  17%.i3(p246> 

Sexual  problems  were  cured  with  nostrums  sold  as  “si- 
lent friend,”  “cordial  balm  of  syriacum,”  “concentrated 
detersive  essence,”  “purifying  specific  pills,”  and  “preven- 
tative lotions.”  Promising  cure  for  “nervous  patients,” 
“barrenness,”  “deficiencies  of  natural  strength,”  “female 
complaints,”  “weakness,”  and  “turn  of  life,”  the  Cordial 
Balm  of  Syriacum  offered  a ready  and  complete  cure. 
Perry’s  Purifying  Specific  Pills  offered  an  effectual  reme- 
dy for  gonorrhoea,  gleets,  strictures,  irritation  of  the  blad- 
der, and  other  disorders  of  the  urinary  passages.  Perry’s 
Preventive  Lotion  guaranteed  that  its  users  could  have 
“connexion  with  the  fair  but  frail  Cyprians  who  perambu- 
late our  streets,  without  any  fear  or  reason  to  dread  the 
consequences  in  the  shape  of  the  venereal  disease.”  Simi- 
lar promises  existed  for  La’Mert’s  Self-Preservation, 
Curtis’s  Manhood,  and  Curtis’s  Anti-Venereal  Lo- 

tion. 1 ^ (PP284,362) 

Many  nostrums  were  concocted  to  restore  men  to 
“those  duties  which  are  among  the  most  sacred  to  human 
nature.”  Advertisements  warning  of  “premature  decline,” 
“decay,”  “early  excesses,”  “youth  chained  by  noxious  in- 
dolence and  complete  imbecility,”  “ruinous  practices,” 
“ebbing  energies,”  “losses  of  the  system’s  most  important 
fluid,”  “hereditary  debility,”  and  the  “consequences  of 
youthful  indiscretion”  fed  the  anxieties  of  Victorian  men 
who  feared  impotence  as  a result  of  either  masturbation  or 
nocturnal  emissions  (spermatorrhoea).  One  such  nos- 
trum, known  as  Sir  Astley  Cooper’s  Vital  Restorative, 
sold  during  the  1860s  and  guaranteed  a cure  for  those 
“special  ailments”  peculiar  to  the  male.  Each  drop  of  the 
Vital  Restorative’s  concentrated  powers  pervaded  the  en- 
tire system,  acting  directly  upon  the  brain  and  spinal  cord, 
strengthening  “the  whole  frame  work  of  man,  rendering  it 
strong,  and  fitted  to  suit  all  his  wants  and  desires.”  Ac- 
cording to  the  manufacturer,  its  precious  drops  re-invigo- 
rated  “God’s  favoured  masterpiece.”  When  taken  in  the 
prescribed  quantities  it  resulted  in  “reviving  nature’s  ex- 
hausted functions,  and  restoring  health,  nervous  and  mus- 
cular power,  and  manhood,  under  every  circumstance, 
and  at  every  age,  nourishing,  fertilizing,  and  developing 


FIGURE  3.  Chromolithographed  advertising  card  ( 1 89_?)  tor  Ayer's  Sar- 
saparilla (from  the  National  Library  of  Medicine,  Bethesda,  Md). 


every  part  of  the  human  organization,  thereby  insuring  to 
the  mind  and  heart  its  fondest  desires. ”14(pp28'30-31) 

Another  form  of  hucksterism  focused  on  pregnancy. 
Without  making  any  direct  insinuation,  advertisements 
for  pills  such  as  Sir  James  Clark’s  or  Periodical  Drops 
promised  to  correct  “female  irregularity;”  they  cautioned, 
however,  that  women  in  “a  delicate  situation”  should  not 
use  them.  In  effect,  manufacturers  promised  to  restore 
women  to  their  regular  menses  through  the  use  of  nos- 
trums containing  powdered  savin,  aloe,  hellebore,  ergot, 
and  the  solid  extracts  of  tansy  and  rue.  These  became  the 
main  ingredients  of  19th  century  abortifacients.15 

Probably  the  most  unethical  of  all  the  nostrums  were 
those  promising  to  relieve  the  horrors  of  opium  addiction. 
Advertising  for  these  remedies  assured  that  cure  was  pos- 
sible, and  for  a specified  sum  of  money,  payable  in  ad- 
vance each  month,  the  habitue  could  receive  a vial  of  pre- 


FIGURE  4.  Lithograph,  hand  colored,  1820,  by  Caroline  Naudet,  1775- 
1839. 
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cious  cure.  Without  an  examination  of  the  patient  and 
with  no  knowledge  of  the  circumstances  surrounding  the 
addiction,  the  vendor  provided  an  eight-ounce  vial  of  liq- 
uid which,  upon  analysis,  proved  to  be  little  more  than  a 
solution  of  morphine  with  coloring  matter  and  essence  to 
disguise  the  contents.  All  this  for  only  five  times  the  price 
of  opium  itself!  Actually,  this  amounted  to  shrewd  econo- 
my. In  effect,  vendors  sold  off  the  residue  of  the  manufac- 
ture of  morphine  as  a cure  for  the  victims  of  the  opium 
habit. 12(pp174_175) 

Typically,  nostrum  vendors  concealed  the  alcohol  con- 
tent of  their  products.  According  to  the  Massachusetts 
State  Board  Analyst,  the  amount  of  alcohol  by  volume  in 
the  most  popular  nostrums  was  significant  (Table  I).16 

Opposition 

Opponents  of  proprietary  medicines  argued  that  their 
popularity  discouraged  the  practice  of  scientific  pharma- 
cy, defrauded  the  sick,  and  obscured  the  distinction  be- 
tween quack  medicines  and  legitimate  prescriptions.  In 
addition,  they  gave  quackery  a degree  of  unwarranted  re- 
spectability, degraded  rational  therapeutics,  and  demor- 
alized the  medical  profession  by  tempting  the  retail  drug- 
gist to  prescribe  for  customers.  Equally  important,  the 
marketing  of  patent  medicines  rendered  scientific  nomen- 


TABLE  I.  Alcohol  Content  of  Nostrums,  190216 


Name 

Percent  of  Alcohol 
by  Volume 

Lydia  Pinkham’s  Vegetable  Compound 

20.6 

Paine’s  Celery  Compound 

21.0 

Dr.  Williams’s  Vegetable  Jaundice  Bitters 

18.5 

Whiskol,  “a  non-intoxicating  stimulant” 

28.2 

Colden’s  Liquid  Beef  Tonic,  “recommended  for 
treatment  of  alcohol  habit” 

26.5 

Ayer’s  Sarsaparilla 

26.2 

Thayer’s  Compound  Extract  of  Sarsaparilla 

21.5 

Hood’s  Sarsaparilla 

18.8 

Allen’s  Sarsaparilla 

13.5 

Dana’s  Sarsaparilla 

13.5 

Brown’s  Sarsaparilla 

13.5 

Peruna 

28.5 

Vinol,  Wine  of  Cod  Liver  oil 

18.8 

Dr.  Peters’  Kuriko 

14.0 

Carter’s  Physical  Extract 

22.0 

Hooker’s  Wigwam  Tonic 

20.7 

Hoofland’s  German  Tonic 

29.3 

Howe’s  Arabian  Tonic,  “not  a rum  drink” 

13.2 

Jackson’s  Golden  Seal  Tonic 

19.6 

Mensmen’s  Peptonized  Beef  Tonic 

16.5 

Parker’s  Tonic,  “purely  vegetable” 

41.6 

Schneck’s  Seaweed  Tonic,  “entirely  harmless” 

19.5 

Baxter’s  Mandrake  Bitters 

16.5 

Boker’s  Stomach  Bitters 

42.6 

Burdock  Blood  Bitters 

25.2 

Hoofland’s  German  Bitters,  “entirely  vegetable” 

25.6 

Hop  Bitters 

12.0 

Hostetter’s  Stomach  Bitters 

44.3 

Kaufman’s  Sulfer  Bitters,  “contains  no  alcohol” 

20.5 

Puritana 

22.0 

Richardson’s  Concentrated  Sherry  Wine  Bitters 

47.5 

Warner’s  Safe  Tonic  Bitters 

35.7 

Warren’s  Bilious  Bitters 

21.5 

Faith  Whitcomb’s  Nerve  Bitters 

20.3 

FIGURE  5.  Chromolithographed  advertising  card  (189_?)  for  Malt  Bitters 
(from  the  National  Library  of  Medicine,  Bethesda,  Md). 


clature  problematic.  After  reading  the  claims  of  such  in- 
ventive mixtures  as  Lactopeptine,  Maltine,  Vitalized- 
Phosphites,  Celerina,  Bromidia,  Iodia,  Petroleum  syrup, 
Soluble  Phenole,  Malto-cocoa,  Hydroleine,  Listerine, 
Caulocorea,  and  Viburnum  Compound  in  the  advertising 
pages  of  journals  and  newspapers,  it  was  difficult  for  both 
the  medical  profession  and  the  public  to  discern  their  dif- 
ference from  prescription  medicines.  When  prescriptive 
drugs  could  no  longer  be  distinguished  from  the  popular 
Jayne’s  Expectorant,  Hop  Bitters,  and  Swain’s  Panacea, 
the  relations  between  the  physician  and  pharmacist  could 
only  deteriorate.  Curing  dysmenorrhea  with  Hyden’s  Vi- 
burnum Compound  which  carried  the  testimonials  of  sev- 
eral prominent  physicians  and  which  women  could  pur- 
chase off  the  shelf  seemed  far  easier  and  less  expensive 
than  a visit  to  the  physician  for  an  examination  and  pre- 
scription, and  then  another  trip  to  the  pharmacist  for  a 
prescribed  cure. 

The  medical  profession  loudly  criticized  druggists  for 
defrauding  them  of  their  fees  by  prescribing  medicines 
across  the  counter.  In  response,  many  doctors  chose  to  dis- 
pense their  own  medicines,  thus  removing  both  the  phar- 
macist and  the  temptation  to  self-dose.  Naturally,  phar- 
macists accused  physicians  who  dispensed  their  own  drugs 
of  depriving  them  of  their  livelihood.  As  one  physician  ad- 
mitted, the  medical  profession  deliberately  and  without 
apology  had  defrauded  the  pharmacist  of  his  function. 

We  degrade  his  vocation  to  the  business  of  a storekeeper,  we 
compel  him  to  pay  the  profits  which  are  justly  his  to  other  manu- 
facturing pharmacists  of  distant  cities,  and  so  enhance  the  cost  of 
medicines  to  our  patients.  Having  in  this  way  hindered  the  culti- 
vation of  pharmacy  as  a science,  injured  our  local  pharmacist  in 
his  business,  and  increased  the  cost  to  our  patients,  it  is  not  aston- 
ishing that  we  are  still  so  blind  to  the  impropriety  of  the  whole 
thing  that  we  cannot  see  that  in  doing  so  we  have  also  provided 
the  most  direct,  effectual,  and  surest  means  of  injuring  ourselves, 
and  even  opened  up  another  serious  source  of  danger  to  the  pub- 
lic.17(p6) 

Opposition  to  the  patent  medicine  trade  also  contained 
elements  of  racism  and  nationalism.  In  A Bomb  in  the 
Camp  of  the  Enemy , Or  an  Exposure  of  Quackery  and 
“. Patent  Medicines,”  published  in  1845,  J.  P.  Epperson 
took  particular  issue  with  the  so-called  Indian  remedies. 
“What  a wretched  state  of  intelligence  must  that  be,”  he 
wrote, 
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which  venerates  and  cherishes  the  traditions  and  crude  notions  of 
that  absolutely  ignorant  and  stupid  race! — a race,  which,  in  re- 
spect to  all  proper  human  characteristics,  are  but  little  elevated 
above  the  stupid  beasts  which  they  hunt  and  slay!  What  sort  of 
intelligence  is  that  which  is  captivated  more  by  a remedy,  or  no- 
tion of  Indian  renown,  than  by  the  experiments  and  opinions  of 
the  most  enlightened  and  scientific  men?  The  venerators  of  Indi- 
an physic  should  be  consistent,  and  go  on  to  adopt  Indian  reli- 
gion, Indian  morals,  and  Indian  government;  or,  more  correctly 
speaking,  Indian  heathenism,  brutism,  and  barbarism;  or,  in  a 
word,  Indian  ignorance  and  stupidity. 5(pp45) 

Epperson,  who  lived  in  Pulaski,  Tennessee,  also  blamed 
much  of  America’s  interest  in  nostrums  on  “Northern 
quacks  with  Southern  pills.”  He  attributed  the  Yankee 
fondness  for  money  as  a catalyst  to  the  popularity  of  pa- 
tent medicines  in  America.  “It  is  equally  well  estab- 
lished,” he  wrote, 

that  many  of  them  [Yankees]  are  opposed  to  following  ordinary 
and  useful  occupations  to  gain  it.  Hence  they  invent  all  sorts  of 
notions.  It  is  also  certain  that  they  are  shrewd  enough  to  guess 
that,  as  the  people  are  generally  captivated  by  pompous  novelties 
from  a distance,  and  the  South  is  in  a state  of  commercial  depen- 
dency on  the  North,  they  can  conveniently  tack  on  a medical 
dependency  likewise. 

Given  that  northern  cities  were  “overstocked  with  physi- 
cians and  druggists,”  the  “inferior  members  of  both  clas- 
ses” chose  willingly  and  deceptively  to  avoid  “honorable 
competition”  and  engage  in  nostrum  selling.  For  Epper- 
son, northern  nostrums  contributed  no  small  amount  of 
the  “inconsiderable  channel  by  which  Southern  money  is 
drained  into  Northern  pockets. ”5(pp17~,8-22) 

Conclusion 

As  with  many  of  America’s  reform  efforts,  legislation 
covering  the  use  and  abuse  of  nostrums  did  not  occur  until 
late  in  the  19th  century.  Initial  attempts  by  city  and  state 
governments  to  register  dispensers  of  drugs  met  with  only 
limited  success.  Nevertheless,  city  governments  imple- 
mented regulations  as  early  as  1 804  in  New  Orleans,  1851 
in  Louisville,  1866  in  Williamsport,  and  between  1870 
and  1876  in  Baltimore,  San  Francisco,  Philadelphia,  St 
Louis,  Cincinnati,  and  Milwaukee.  These  legislative  ini- 
tiatives to  license  pharmacists  had  the  effect  of  reducing 
the  number  of  individuals  vending  drugs.  By  1870,  some 
25  states  had  passed  statutes  concerning  the  adulteration 
of  drugs.  Much  of  this  legislation  required  the  manufac- 
turer to  label  the  contents  of  dangerous  medicines.  Many 
of  these  same  states  had  passed  legislation  prohibiting  the 
sale  of  abortifacients  and  regulating  the  sale  of  alcohol. 

In  addition,  the  American  Pharmaceutical  Association, 
founded  in  1852,  presented  a model  law  on  the  regulation 
of  drugs  and  medicines  at  its  meeting  in  Chicago  in  1869. 
This  model  law  became  the  basis  of  some  30  state  laws 
adopted  in  the  1870s  and  1880s.  Although  this  legislation 


attempted  to  define  the  difference  between  pharmacists 
and  merchants  and  in  effect  establish  the  professional 
identity  of  the  pharmacist,  it  did  little  to  curb  the  prolifer- 
ation of  patent  and  proprietary  medicines.  Eventually,  the 
uneven  nature  of  this  social  legislation  resulted  in  a model 
food  and  drug  act  prepared  by  the  National  Board  of 
Trade,  and  efforts  by  the  Bureau  of  Chemistry  in  the  US 
Department  of  Agriculture  to  address  the  problems  of 
adulterated  foods  and  drugs. 

The  frustration  over  the  lack  of  consistent  regulatory 
legislation  across  state  lines  and  the  increased  level  of  so- 
cial concern  with  drug  adulteration  lent  impetus  to 
“progressive”  legislation  at  the  turn  of  the  century.  The 
Federal  Food  and  Drug  Act  of  1906,  although  initially 
responding  to  practices  in  the  meat-packing  industry,  also 
affected  patent  medicines.  This  legislative  act  superseded 
efforts  of  self-regulation  and  resulted  in  a more  compre- 
hensive interstate  control  of  food  and  drugs.  Within  a few 
years,  most  states  had  revised  their  own  legislation  to  ad- 
dress intrastate  violators  in  a manner  consistent  with  the 
federal  legislation.  Despite  the  best  intentions,  however, 
patent  and  proprietary  medicines  continued  to  flourish 
within  the  pervasive  language  of  the  statutes  and  were  not 
sufficiently  regulated  until  the  Harrison  Narcotic  Act  of 
1914,  the  Food,  Drug  and  Cosmetic  Act  of  1 938,  and  later 
amendments  which  insisted  on  more  exact  labeling  of  con- 
tents and  directions. 
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GUIDELINES 


Student  participation  in  mixed  gender  sports  competition 


Male  and  female  post-pubescent  youngsters  should  not 
participate  in  competition  with  each  other  in  those  sports 
in  which  the  frequency  and  severity  of  collision  forces  is 
substantial.  This  is  a medical  position  based  on  sound 
principles  of  anatomy  and  physiology.  The  concept  is  sup- 
ported by  the  American  Medical  Association,  the  Ameri- 
can Academy  of  Pediatrics,  and  the  New  York  State  Pub- 
lic High  School  Athletic  Association. 

Our  legal  system,  in  trying  to  conform  with  the  princi- 
ple of  equal  rights  for  the  sexes,  has  disregarded  the  poten- 
tial for  injury  in  favor  of  a legal  opinion.  If  this  principle 
holds,  certain  considerations  should  be  kept  in  mind  when 
approving  of  the  participation  in  sports  of  individuals  of 
one  sex  with  individuals  of  the  opposite  sex. 

Physical  Size.  There  are  growth  charts  which  allow  us 
to  determine  into  which  percentile  a given  individual  is 
placed.  There  are  separate  charts  for  males  and  females. 
The  size  of  the  individual  in  question  should  be  evaluated 
using  the  gender  of  those  on  the  team.  Therefore  if  a girl 
wishes  to  play  on  a boys’  team,  her  height  and  weight  per- 
centiles should  be  determined  using  the  chart  for  boys. 
Only  in  this  way  can  a determination  be  made  as  to  how 
the  individual  compares  with  his  or  her  teammates. 

Physical  Fitness.  This  is  best  determined  using  the 
New  York  State  Physical  Fitness  Screening  Test.  Again, 
no  matter  the  gender  of  the  individual  taking  the  test,  he 
or  she  is  compared  with  the  gender  of  those  individuals  on 
the  team.  In  this  way  one  can  determine  if  the  applicant’s 
ability  is  equal,  inferior,  or  superior  to  that  of  his  or  her 
peers. 

Past  Activity  and  Experience.  The  motivation  for  par- 
ticipation by  the  student  must  be  examined.  Is  this  a capri- 
cious whim  of  the  student  or  has  the  student  actively  par- 
ticipated in  the  sport  in  previous  years?  Is  this  a sincere 
endeavor  leading  to  a continuing  pursuit  or  a desire  for 
sensationalism?  Sincere  interests  and  goals  should  be  re- 
spected. 

Adequate  Locker  Room  Facilities.  Is  it  possible  to 
provide  adequate  locker  room  facilities  for  both  male  and 
female  students,  both  at  home  and  when  playing  at  other 
locations?  Facilities  should  be  similar  and  private. 


Attitude  of  the  Coach.  An  athlete  of  the  opposite  sex 
from  that  of  the  other  team  members  requires  equivalent 
amounts  of  training  and  coaching.  Playing  time  must  be 
based  on  athletic  ability  and  an  assessment  of  the  ways  in 
which  the  athlete  can  contribute  to  the  team’s  success.  A 
coach  who  admits  that  there  may  be  some  difficulty  in 
performing  as  described  will  consciously  or  subconscious- 
ly create  an  obstacle. 

Attitude  of  the  Team  Members.  Does  the  student 
wishing  to  join  the  team  have  the  respect  of  the  team 
members  as  an  athlete  and  as  an  individual?  For  success 
there  must  be  mutual  acceptance. 

Protective  Equipment.  We  readily  accept  the  differ- 
ences in  male  and  female  clothing.  Protective  equipment 
must  be  specifically  designed  for  the  person  it  is  to  protect. 
Available  equipment  may  not  fit  a person  of  the  opposite 
gender.  Some  of  the  areas  requiring  protection  may  vary 
between  the  sexes.  In  any  case,  proper  fitting,  well  de- 
signed, protective  equipment  should  be  available. 

Documentation  of  Increased  Risks.  Whenever  post- 
pubescent  students  of  opposite  sexes  participate  in  contact 
sports  there  is  an  increased  risk  of  injury.  If  a girl  wishes  to 
play  on  a boys’  football  team  she  is  at  risk.  A boy  playing 
on  a girls’  volleyball  team  places  the  team  members  at 
risk.  If  a boy  and  a girl  are  of  equal  size  and  weight,  the 
girl  has  less  lean  body  mass  which  produces  a difference  in 
the  ability  to  create  power.  Generating  a weaker  force, 
females  will  absorb  more  of  the  force  created  by  a colli- 
sion. These  risks  must  be  explained  to  the  individual  or 
team  and  be  documented  in  case  of  future  medical-legal 
problems. 

Increased  Risks  to  the  Opposing  Team  Members.  A 

member  of  the  opposite  sex  may  influence  or  put  at  risk 
the  participation  of  the  opposing  team  members.  Their 
views  should  be  sought. 

Trie  preceding  considerations  are  suggested  as  a guide 
in  reaching  approval  or  disapproval  decisions  concerning 
the  participation  of  an  individual  of  the  opposite  sex  as  a 
member  of  a team  designated  for  a particular  gender. 
There  are  many  local  variations  and  options.  Each  case 
must  be  considered  individually. 


These  guidelines  were  prepared  by  the  Committee  on  School  Health  and  Sports 
Medicine  and  approved  by  the  Council  of  the  Medical  Society  of  the  State  of  New 
York. 
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CASE  REPORTS 


The  clinical  value  of  fine  needle  aspiration  biopsy  in  a 
patient  with  medullary  thyroid  carcinoma  and 
pseudofollicular  carcinoma 

Arthur  Bauman,  md;  H.  T.  G.  Strawbridge,  md;  William  A.  Bauman,  md 


Since  the  recognition  of  medullary  thy- 
roid carcinoma  (MTC)  as  a distinct  en- 
tity in  1959,  it  has  been  viewed  as  an 
integral  part  of  multiple  endocrine  neo- 
plasia (MEN)-2a  (Sipple  syndrome), 
which  includes  pheochromocytoma, 
usually  bilateral,  and  hyperparathy- 
roidism due  to  hyperplasia  or  adenoma, 
and  MEN-2b,  which  includes  addition- 
al abnormalities  such  as  mucosal  neu- 
romas, hyperplastic  corneal  nerves,  and 
an  assortment  of  skeletal  anomalies.1  3 
In  the  case  reported  here,  a fine  needle 
aspiration  biopsy  (FNAB)  diagnosis  of 
MTC  required  preoperative  consider- 
ation of  the  syndrome  of  MEN-2  for 
the  patient  and  her  children,  who  were 
screened  for  elevated  plasma  calcito- 
nin, an  infallible  but  not  the  only  neuro- 
peptide marker  for  MTC. 

Since  its  reintroduction  in  recent 
years,4-8  fine  needle  aspiration  biopsy 
of  the  thyroid  has  become  widespread, 
and  its  usefulness  has  greatly  increased. 
It  is  especially  reliable  in  the  diagnosis 
of  benign  diseases  such  as  nodular  goi- 
ter and  Hashimoto  thyroiditis,  and  ma- 
lignant diseases  such  as  papillary  carci- 
noma, anaplastic  carcinoma,  and 
MTC.  Multiple  fine  needle  aspiration 
biopsy  from  different  sites  of  the  same 
lesion  minimizes  possible  diagnostic  er- 
rors. When  follicular  or  Hurthle  cells 
are  identified  in  the  aspirate,  excisional 
biopsy  with  careful  histologic  study  is 
required  to  differentiate  a benign  ade- 
noma from  carcinoma.  Evacuation  of 
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benign  thyroglossal  duct,  thyroid,  and 
parathyroid  cysts  can  be  performed 
easily  and  without  risk. 

Case  Report 

A 40-year-old  woman  was  referred  for 
evaluation  of  an  enlarged  thyroid  gland. 
There  were  no  signs  or  symptoms  of  hyper- 
thyroidism or  hypothyroidism,  and  no  histo- 
ry of  radiotherapy  to  the  head  or  neck.  A 
single  firm,  nontender  4 X 6-cm  mass  was 
felt  in  the  left  lobe  of  the  thyroid  gland.  A 
radioiodide  study  disclosed  an  uptake  of 
39% — the  nodule  did  not  concentrate  ra- 
dioiodide. A fine  needle  aspiration  biopsy 
was  performed.  The  initial  diagnosis  was 
that  of  a mixed  follicular  carcinoma  and 
MTC.  With  additional  evaluation,  the  ap- 
parent follicular  elements  were  more  accu- 
rately characterized  as  pseudofollicular  ele- 
ments of  the  MTC.  Further  study  disclosed 
an  extremely  cellular  aspirate  with  sheets  of 
polyhedral  cells;  some  cells  were  spindle- 
shaped  with  large  oval,  elongated  nuclei 
(Fig  1).  Both  types  of  cells  possessed  a dis- 
tinctly granular  cytoplasm.  Some  fragments 
of  material  suggested  colloid  production, 
and  on  restaining  the  tissue  with  Congo  red, 
the  characteristic  apple  green  birefringence 
of  amyloid  was  evident  when  examined  by 


FIGURE  1.  Fine  needle  aspiration  biopsy  of 
thyroid  demonstrates  both  spindle  and  polyhe- 
dral cells  with  very  fine  cytoplasmic  granules. 
Appearances  are  essentially  diagnostic  of  med- 
ullary carcinoma  of  thyroid  (Papanicolaou  stain; 
original  magnification  X 1,600. 


FIGURE  2.  Fine  needle  aspiration  biopsy  of 
thyroid  with  immunoperoxidase  staining  con- 
firms the  presence  of  calcitonin  in  the  cyto- 
plasm of  all  the  cells  (original  magnification  X 
1,600). 


polarized  light.  Restaining  of  other  slides  by 
the  immunoperoxidase  technique  confirmed 
the  presence  of  calcitonin  in  the  epithelial 
cells  with  a granular  cytoplasm  (Fig  2),  con- 
firming the  diagnosis  of  MTC.  Follicular  el- 
ements of  varying  size  with  large  and  varied 
nuclei  were  also  identified. 

Following  fine  needle  aspiration  biopsy, 
the  calcitonin  level  was  found  to  be  26,400 
pg/mL  (normal,  less  than  400  pg/mL). 
The  thyroxine  level  was  5.1  fig/dL  (normal, 
4.5  to  12.5  jig/dL).  The  hemogram,  choles- 
terol, electrolytes,  blood  urea  nitrogen,  cre- 
atinine, lactate  dehydrogenase,  and  serum 
glutamic-oxaloacetic  transaminase  levels 
were  all  within  normal  limits.  The  24-hour 
excretion  of  metanephrines  was  0.41  mg 
(normal,  0.3-0. 9 mg),  and  the  24-hour  ex- 
cretion of  vanillylmandelic  acid  was  3.71  mg 
(normal,  1-8  mg). 

The  patient’s  three  children,  ages  20,  19, 
and  16  years,  had  normal  baseline  levels  of 
calcitonin.  When  pentagastrin  was  adminis- 
tered to  the  patient’s  20-year-old  daughter, 
her  calcitonin  level  did  not  rise.  On  October 
1,  1982,  the  patient  underwent  a total  thy- 
roidectomy. A well-encapsulated  nodule 
was  present  in  the  lower  part  of  the  left  lobe. 
No  evidence  of  lymph  node  involvement  was 
seen,  and  no  other  suspicious  areas  were 
identified  within  the  rest  of  the  gland. 
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A well-circumscribed  tumor  5.5  cm  in  di- 
ameter occupied  the  lower  part  of  the  left 
lobe  of  the  thyroid,  compressing  the  adja- 
cent normal  thyroid  tissue. 

On  histologic  evaluation,  the  tumor  con- 
sisted of  follicular  and  medullary  compo- 
nents (Fig  3).  There  was  no  evidence  of  cap- 
sular invasion;  one  blood  vessel  contained 
tumor.  No  tumor  was  found  in  the  rest  of  the 
thyroid  gland.  Also,  no  C-cell  hyperplasia 
was  found.  Congo  red  staining  confirmed 
amyloid  stroma  within  the  medullary  areas. 
Electron  microscopy  demonstrated  neurose- 
cretory granules  in  the  tumor  cells  and  amy- 
loid fibrils  in  the  stroma  (Fig  4).  Immuno- 
peroxidase  staining  confirmed  the  presence 
of  calcitonin  (Fig  2).  Thyroglobulin  was  also 
present  in  the  pseudofollicular  and  other 
cells  (Fig  3). 

The  tumor  concentration  of  adrenocorti- 
cotropic hormone  (ACTH),  insulin,  and  va- 
soactive intestinal  peptides  was  determined 
by  radioimmunoassay,  according  to  meth- 
ods established  in  our  laboratory.9  11  The 
calcitonin  content  of  the  tumor  tissue  was 
255  Mg/gi  ACTH  content,  2.4  ng/g;  insulin 
content,  less  than  5 ng/g;  and  vasoactive  in- 
testinal peptide  content,  less  than  7.5  ng/g. 
The  ACTH  immunoreactivity  was  totally 
removed  from  the  water  extract  by  incuba- 
tion with  Quso,  suggesting  the  presence  of 
an  actual  hormonal  form  rather  than  arti- 
fact in  the  assay  system,  even  though  the 
concentration  noted  was  relatively  low. 

The  postoperative  course  was  uneventful. 
Within  87  hours,  the  calcitonin  level  re- 
turned to  normal  and  has  remained  so  (Ta- 
ble I).  Pentagastrin  did  not  induce  a signifi- 
cant elevation  of  calcitonin  in  February 
1984,  15  months  after  surgery. 

The  patient  was  placed  on  a regimen  of 
0.2  mg  of  levothyroxine  daily  and  has  since 
been  completely  well. 

Discussion 

Identification  of  MTC  requires  seri- 
ous consideration  of  possible  MEN-2  in 
the  patient  and  family,  since  these  syn- 
dromes are  inherited  as  autosomal 
dominant  traits.  No  other  clinical  or 
laboratory  data  revealed  skeletal  or 


FIGURE  3.  Immunoperoxidase  staining  for 
thyroglobulin  showing  both  follicular  or  pseudo- 
follicular elements.  The  dark  areas  confirm  the 
presence  of  thyroglobulin  throughout  the  tumor 
in  both  follicles  and  single  cells  or  groups  of 
cells  (original  magnification  X 400). 


FIGURE  4.  Electron  micrograph  revealing  am- 
yloid in  the  stroma.  Intracellular  neurosecretory 
granules  and  rough  endoplasmic  reticulum  are 
also  seen  (original  magnification  X 47,500). 

other  anomalies,  and  no  abnormal  uri- 
nary catecholamine  metabolites  of  hy- 
percalcemia were  found  in  this  patient. 
No  excess  calcitonin  was  detected  even 
after  pentagastrin  stimulation  in  her 
children.  Thus,  this  appeared  to  be  a 
case  of  sporadic  MTC  and  not  an 
MEN-2  syndrome. 

The  diagnosis  of  MTC  can  be  made 
based  on  a markedly  elevated  level  of 
calcitonin  in  the  serum  or  plasma,  but 
calcitonin  is  not  routinely  assayed  prior 
to  surgery,  with  the  exception  of  cases 
that  are  known  to  have  a history  of 
MEN-2.  In  nonfamilial  cases  of  MTC, 
the  diagnosis  has  usually  been  made  af- 
ter surgery.  In  the  patient  described 
here,  the  diagnosis  of  MTC  was  made 
before  surgery,  based  on  the  results  of 
fine  needle  aspiration  biopsy,  with  Con- 
go red  staining  and  immunoperoxidase, 
and  was  confirmed  by  a very  high  con- 
centration of  serum  calcitonin  levels. 

Serial  calcitonin  levels  within  87 
hours  after  surgery  decreased  to  normal 
levels  and  have  remained  normal  dur- 
ing a 44-month  follow-up  period  (Table 


I ).  Since  an  extremely  elevated  calcito- 
nin level  (25,600  ng/mL)  and  blood 
vessel  invasion  were  noted,  it  is  surpris- 
ing that  there  were  no  extrathyroidal 
metastases  of  the  carcinoma. 

Occasionally,  when  the  plasma  con- 
centration of  calcitonin  is  not  elevated 
in  small  MTC  or  C-cell  hyperplasia,12 
or  after  surgery  in  the  presence  of  resid- 
ual regional  or  metastatic  disease,  pro- 
vocative tests  using  infusions  of  penta- 
gastrin, calcium,  or  both13-14  can  be 
helpful.  Testing  family  members  is  im- 
portant, since  about  one  fifth  of  pa- 
tients without  any  familial  history  of 
MTC  may  actually  be  index  cases  for 
familial  MTC,  inherited  as  an  autoso- 
mal dominant  trait.1'3 

Although  bilateral  MTC  occurs  in 
90%  of  subjects  with  this  disease,  multi- 
centricity is  present  in  20%  of  nonfami- 
lial or  sporadic  cases.1-3  In  this  patient, 
the  calcitonin  concentration  in  the  tu- 
mor was  significantly  elevated  at  255 
ng/g.  ACTH  content,  present  in  a rela- 
tively low  concentration,  was  not  clini- 
cally significant.  No  insulin  or  vasoac- 
tive intestinal  peptide  was  found  in  the 
tumor. 

Criteria  for  the  diagnosis  of  MTC  in- 
clude stromal  amyloid,  the  occurrence 
of  cells  in  nests  or  solid  trabeculae,  and 
nuclei  that  are  small  and  uniform  with 
some  atypia.  Cystoplasmic  secretory 
granules  are  positive  for  a variety  of 
neuropeptides,  polypeptides,  and  in- 
variably calcitonin,  but  occasionally  for 
a variety  of  substances,  including 
ACTH,  vasoactive  intestinal  peptide, 
neurotensin,  somatostatin,  dopadecar- 
boxylase,  histamine,  histaminase,  cate- 
cholamines, carcinoembryonic  antigen, 
serotonin,  prostaglandin,  kallikrein, 


TABLE  I.  Serum  Calcitonin  Level  Before  and  After  Surgery 
(Normal,  <400  pg/mL) 


Date 

Time  from  Surgery 

Serum  Calcitonin  (pg/mL) 

5/18/82 

Baseline/before 

26,400* 

10/1/82 

5 h+ 

4,590 

10/2/82 

17  h 

1,650 

26  h 

1,150 

10/3/82 

40  h 

755 

10/3/82 

48  h 

660 

10/4/82 

64  h 

415 

10/5/82 

87  h 

348 

7/19/83 

9.5  mo 

9« 

11/10/83 

13  mo 

11 

2/2/84 

16  mo 

68§ 

3/18/85 

30  mo 

70 

5/5/86 

44  mo 

47 

* Upper  limit  of  normal  400  pg/mL  from  5/18/82-10/5/82. 
f h = hours,  mo  = months. 

1 Upper  limit  of  normal  100  pg/mL  since  7/9/83. 

§ Three  minutes  following  intravenous  injection  of  pentagastrin. 
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corticotropin  releasing  hormone,  and 
other  substances.2’3 

Follicular  carcinoma  is  character- 
ized by  the  arrangement  of  thyroid  epi- 
thelial cells  and  follicles  of  varying 
sizes,  nuclei  that  may  vary  from  uni- 
form to  atypia,  varying  ability  to  con- 
centrate radioiodide,  colloid,  and  the 
demonstration  of  intracellular  thyro- 
globulin. 

Ljunggren  et  al15  reported  that  some 
of  the  tumor  cells  in  one  case  contained 
both  thyroglobulin  and  neurotensin. 
Thyroglobulin  in  the  region  of  the  med- 
ullary carcinomatous  cells  may  merely 
represent  spillage  from  the  normal  fol- 
licular cells  or  follicular  carcinoma,  or 
may  be  due  to  the  incorporation  of  nor- 
mal thyroid  cells  in  the  tumor  tissue.16 
In  the  case  presented  here,  the  tumor 
contained  follicular  elements  with  col- 
loid that  were  immunoperoxidase-posi- 
tive  for  thyroglobulin;  however,  the  dis- 
tribution of  follicles  was  scattered 
throughout  the  trabecular  stroma  so  as 
to  suggest  that  they  were  pseudofollicu- 
lar  and  thus  an  integral  part  of  the 
MTC. 

There  is  controversy  regarding  the 
cellular  origin  of  each  of  these  tumor 
cells.  If  follicular  carcinoma  is  derived 
from  the  thyroglossal  duct,  and  MTC 
originates  from  the  C-cells  of  the  bran- 
chial pouches — ie,  neuropeptide  secre- 
tory cells  migrating  from  neuroecto- 
derm, as  proposed  by  Pearse17 — the 
occurrence  of  a mixed  tumor  would  be 
coincidental.  That  neuropeptide  pro- 
ducing cells  along  with  follicular  cells 
may  arise  from  the  endoderm  has  been 
suggested  by  the  occurrence  of  the  ap- 
pendocarcinoid  tumor  of  the  appendix 
and  colon,18’19  and  by  finding  mucus 
producing  cells  in  a case  of  MTC.20  In- 
sulin has  been  produced  in  chick  em- 
bryos from  which  the  ectoderm  has 
been  removed  prior  to  the  differentia- 
tion of  the  neural  crest,21  suggesting  an 


endodermal  origin  of  neuropeptide  se- 
creting cells  with  a common  precursor 
cell. 

Ljungberg  et  al22  presented  a group 
of  14  cases  with  features  of  a solid  tu- 
mor (MTC)  and  papillary  and/or  fol- 
licular patterns.  All  tumors  contained 
thyroglobulin,  and  12  of  the  14  con- 
tained neuropeptide,  calcitonin,  soma- 
tostatin, and/or  neurotensin.  In  the 
authors’  view,  there  is  a spectrum  of 
neoplasms.  At  one  end  there  are  the  sol- 
id tumors  capable  of  producing  identifi- 
able neuropeptides  and,  at  the  other, 
pure  follicular  and/or  papillary  tumors 
that  synthesize  and  secrete  thyroglobu- 
lin. Between  these  two  extremes,  an  as- 
sortment of  tumors  exists,  in  which  the 
cells  may  produce  thyroglobulin  or 
neuropeptides,  or  neither. 

These  data  also  tend  to  support  a com- 
mon stem  cell  origin,  further  undermin- 
ing the  APUD-neuroectodermal  origin 
for  peptide-producing  thyroid  tumors. 

This  case  illustrates  that  fine  needle 
aspiration  biopsy  is  a simple,  inexpen- 
sive, and  readily  available  technique 
that  can  provide  valuable  and  accurate 
information  promptly  concerning  a 
large  variety  of  both  benign  and  malig- 
nant thyroid  tumors. 
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Renal  arteriovenous  fistula  in  the  setting  of  subacute 

bacterial  endocarditis 
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Malur  R.  Balaji,  md;  Michael  J.  Feinstein,  md;  Revindra  Mehta,  md 


Mycotic  aneurysms  are  an  infrequent 
complication  of  subacute  bacterial  en- 
docarditis. Occurrences  in  the  cerebral, 
hepatic,  splenic,  mesenteric,  hypogas- 
tric, profunda  femoris,  and  renal  arter- 
ies have  been  reported.1-2  Development 
of  an  arteriovenous  fistula  secondary  to 
erosion  of  a mycotic  renal  artery  aneu- 
rysm into  a renal  vein  is  an  extremely 
rare  event.  Such  a case  is  the  subject  of 
this  report. 

Case  Report 

A 65-year-old  woman  was  admitted  to  the 
medical  service  with  a one-month  history  of 
back  pain.  The  patient  had  been  in  fairly 
good  health,  physically  quite  active,  and  liv- 
ing alone  in  her  own  home.  This  illness  be- 
gan four  weeks  prior  to  admission  on  a Ca- 
ribbean vacation  trip  when  she  awoke  in  the 
morning  with  pain  in  the  mid  and  upper 
back  radiating  bilaterally  below  the  scapula. 
She  saw  a local  physician  who  gave  her  some 
pain  medications.  Her  condition  improved, 
but  pain  developed  in  another  location  in  the 
back. 

Ten  days  after  returning  from  vacation 
the  patient  was  seen  by  her  regular  physi- 
cian, who  noted  marked  restriction  of  bend- 
ing and  pain  on  straight  leg  raising  at  60  de- 
grees bilaterally.  Radiographs  of  the 
lumbosacral  spine  showed  scoliosis  toward 
the  left  and  degenerative  changes  at  L3-L4. 
She  continued  to  have  back  pain  and,  on  re- 
examination a week  later,  findings  were  un- 
changed. However,  her  hematocrit  was  not- 
ed to  be  28.1%,  and  her  white  blood  cell 
count  was  9,500/mL.  Blood  urea  nitrogen 
and  creatinine  levels  were  1 8 mg/dL  and  0.6 
mg/dL,  respectively.  There  was  no  history 
of  bleeding.  The  stool  was  negative  for  oc- 
cult blood.  A repeat  hematocrit  three  days 
later  was  32%.  The  patient’s  symptoms 
showed  slow  improvement  over  the  next  five 
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days,  but  in  the  24  hours  prior  to  admission, 
she  experienced  excruciating  back  pain  and 
generalized  weakness. 

On  admission,  the  patient’s  pulse  was  90/ 
min;  blood  pressure,  140/80  mm  Hg;  and 
temperature,  36.8°C  orally.  A grade  2/6  sys- 
tolic ejection  murmur  was  heard  over  the  aor- 
tic area.  Extremities  showed  1+  edema  of 
both  lower  legs  below  the  knees.  The  white 
blood  cell  count  was  12,400/mL;  hematocrit, 
30.7%;  urinalysis  showed  1-5  red  blood  cells 
per  high  power  field  (HPF)  and  1-5  white 
blood  cells  per  HPF  with  no  casts;  blood  urea 
nitrogen,  12  mg/dL;  creatinine,  1.0  mg/dL. 

A computed  tomographic  (CT)  examina- 
tion of  the  L-S  spine  showed  only  central  disc 
bulging  at  L4-5  and  L5-S 1 . While  the  patient 
was  in  the  hospital,  a spiking  fever  to  38.6°C 
was  noted.  Her  white  blood  cell  count  had  in- 
creased to  15,300/mL.  Blood  cultures  were 
positive  for  Streptococcus  viridans.  At  this 
time,  a history  was  elicited  from  the  patient 
of  having  had  her  teeth  cleaned  and  a dental 
filling  performed  the  week  before  she  went  on 
vacation.  Cardiac  ultrasound  subsequently 
revealed  a bicuspid  aortic  valve  with  vegeta- 
tions. Numerous  splinter  hemorrhages  were 
noted  in  the  nail  beds  bilaterally.  The  patient 
was  treated  with  intravenous  penicillin-G 
and  gentamicin.  The  gentamicin  was  discon- 
tinued after  14  days.  After  the  first  week  in 
the  hospital  the  patient  was  noted  to  have  in- 
creased signs  of  congestive  heart  failure.  La- 
six was  started.  Her  condition  continued  to 
improve,  and  she  had  an  uneventful  course 


until  the  sudden  onset  of  severe  pain  over  the 
right  flank  on  the  17th  hospital  day.  A new 
loud  systolic  and  diastolic  bruit  was  heard 
over  the  whole  abdomen,  loudest  over  the 
right  upper  quadrant  where  a prominent 
thrill  was  palpable.  Deep  palpation  produced 
some  tenderness  over  the  right  upper  quad- 
rant. A voided  urine  at  that  time  was  amber 
with  1-2  red  blood  cells  per  high  power  field. 
The  blood  urea  nitrogen  was  16  mg/dL  and 
creatinine,  1.0  mg/dL. 

An  intra-arterial  digital  subtraction  angi- 
ography abdominal  aortogram  and  right  re- 
nal arteriogram  (Fig  1)  showed  a large  right 
renal  artery  with  a 7-mm  aneurysm,  distally 
from  which  there  was  rapid  filling  of  a renal 
vein  dilated  due  to  an  aneurysm.  Rapid  flow 
was  noted  on  the  serial  films,  with  contrast 
opacification  of  the  dilated  renal  vein,  infe- 
rior vena  cava,  and  right  atrium  during  the 
arterial  phase  of  the  injection.  The  mask  im- 
ages of  the  selective  right  renal  arteriogram 
showed  a grossly  normal  excretory  pyelo- 
gram  (Fig  1).  This  was  confirmed  by  dy- 
namic and  static  images  during  a Tc  99m 
DTPA  renogram.  The  dynamic  images  from 
the  renogram  also  showed  the  early  accumu- 
lation of  activity  in  the  renal  arteriovenous 
fistula  during  the  vascular  phase  of  the  reno- 
gram. The  patient  underwent  a right  ne- 
phrectomy. The  surgical  specimen  showed  a 
7-mm  arteriovenous  Fistula  with  granulation 
tissues  seen  in  the  wall.  There  was  no  evi- 
dence of  glomerulonephritis  or  other  abnor- 
mality. No  bacteria  were  cultured  from  the 


FIGURE  1.  A selective  right  renal  arteriogram  shows  a large  right  renal  artery  with  a 7-mm  aneu- 
rysm distally,  from  which  there  is  rapid  filling  of  a dilated  renal  vein.  The  mask  image  before  selective 
injection  but  following  the  abdominal  aortogram  shows  a grossly  normal  pyelogram  (image  on  left). 
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fistula  site.  Marked  aneurysmal  dilation  of 
the  adjacent  renal  vein  was  noted.  The  post- 
operative course  was  uneventful.  However,  a 
new  diastolic  aortic  murmur  was  detected 
during  an  office  follow-up  visit  after  dis- 
charge from  the  hospital.  Follow-up  exami- 
nation over  two  years  has  shown  a stable 
aortic  insufficiency  which  is  not  hemody- 
namically  significant. 

Discussion 

Despite  effective  antibiotic  treat- 
ment of  infective  endocarditis,  severe 
complications  are  not  uncommon  and 
are  increasingly  being  recognized.  This 
is  probably  related  to  the  increased  life 
span  of  these  patients  as  compared  to 
that  of  the  pre-antibiotic  era,  allowing 
for  more  time  for  serious  complications 
to  develop.3  In  addition  to  major  cardi- 
ac complications  such  as  cardiac  fail- 
ure, valvular  insufficiency,  myocardial 
abscesses,  and  pericarditis,  extracar- 
diac complications  can  occur.  These  are 
usually  felt  to  be  related  to  direct  arteri- 
al embolization  to  major  organs,  as  evi- 
denced by  autopsy  series,4,5  but  can  also 
result  from  other  mechanisms. 

Renal  involvement  in  bacterial  endo- 
carditis6 can  occur  in  several  ways,  in- 
cluding embolization  to  the  renal  ves- 
sels leading  to  infarction  and/or 
abscess  formation,  an  immune  complex 
glomerulonephritis  which  is  most  com- 
monly focal  proliferative  on  histologic 
analysis,  and  acute  renal  failure,  the 
causes  of  which  can  be  multifactorial. 
Renal  infarction  is  the  most  common 
renal  lesion7  and  probably  represents 
embolic  occlusion  of  the  renal  vascula- 
ture. Infarcts  usually  occur  early  in  the 
course  of  antibiotic  therapy  but  can  oc- 
cur as  a delayed  event  after  the  acute 
stage  of  the  disease  has  been  con- 
trolled.8 

A relatively  uncommon  complication 
in  the  renal  circulation  is  the  develop- 
ment of  a mycotic  aneurysm.  These  an- 
eurysms can  result  from  direct  bacteri- 
al invasion  of  the  arterial  wall  with 
subseqent  abscess  formation  and  rup- 
ture, septic  or  bland  embolic  occlusion 
of  the  vasa  vasorum,  a direct  extension 
from  a contiguous  infected  focus,  or 
trauma  to  an  arterial  wall  with  direct 
contamination.9  While  mycotic  aneu- 
rysms can  involve  any  artery,  vessels  in- 
volved in  descending  order  of  frequency 
include  the  aorta,  cerebral  circulation, 
visceral  arteries,  and  peripheral  ves- 
sels.10 Involvement  of  multiple  vessels  is 
common  and  was  found  in  49  of  217 
cases  reviewed  by  Stengel  and  Wol- 
ferth.10  These  patients  had  a total  of 
382  mycotic  aneurysms,  of  which  only 


five  were  in  the  renal  vasculature.  Sub- 
sequent series  describing  patients  with 
mycotic  aneurysms  have  also  rarely 
demonstrated  renal  involvement. 

Recently  DuBrow  and  Patel11  de- 
scribed three  cases  of  mycotic  aneu- 
rysm of  the  renal  artery,  all  of  which 
showed  evidence  of  focal  nephrogra- 
phic  defects  (renal  infarcts)  with  nor- 
mal visualization  of  the  collecting  sys- 
tem on  intravenous  pyelogram  and 
small  solitary  aneurysms  of  a branch 
artery.  All  of  these  patients  had  urogra- 
phy and  angiography  done  for  reasons 
other  than  a primary  suspicion  of  a re- 
nal artery  aneurysm,  highlighting  the 
fact  that  these  lesions  are  usually  silent 
and  may  go  unrecognized  unless  a com- 
plication develops. 

The  patient  described  here  provided 
an  unusual  presentation  of  this  compli- 
cation, in  that  the  sudden  appearance  of 
right  flank  pain  associated  with  the  de- 
velopment of  a new  systolic-diastolic 
bruit  and  thrill  over  the  right  upper 
quadrant  possibly  heralded  the  rupture 
of  an  aneurysm  into  the  adjacent  renal 
vein.  The  clinical  manifestation  of  a 
high-pitched  bruit,  both  in  systole  and 
diastole  and  accompanied  by  a thrill, 
suggested  the  presence  of  an  underlying 
arteriovenous  communication  and 
tended  to  exclude  other  causes  of 
bruit.1 1 Other  clinical  manifestations  of 
a vascular  fistula  including  cardiomeg- 
aly,  high  output  congestive  heart  fail- 
ure, diastolic  hypertension,  and  hema- 
turia12 were  not  present,  probably 
because  of  the  short  duration  in  this 
case. 

Renal  arteriovenous  communica- 
tions can  be  congenital  or  acquired;  the 
former  are  usually  cirsoid  in  structure 
and  represent  a truly  complex  lesion 
comprising  many  arteriovenous  con- 
nections. Acquired  fistulas  may  occur 
spontaneously  secondary  to  an  arterial 
wall  inflammation  with  the  formation 
of  a pseudoaneurysmal  connection  to 
the  venous  system.13  In  addition,  more 
common  causes  of  acquired  renal  arte- 
riovenous fistulas  include  needle  biop- 
sies of  the  kidney,  trauma,  renal  cell 
carcinoma,  and  renal  surgery.14  Most 
of  these  patients  present  with  promi- 
nent abdominal  bruits  or  evidence  of 
hemodynamic  compromise,  but  the  un- 
derlying cause  of  these  symptoms  can 
go  unrecognized. 

Urography  and  arteriography  are  the 
mainstay  of  diagnosis.  The  urographic 
appearance  may  vary  from  that  of  a 
nonfunctioning  kidney  to  that  of  irregu- 
lar filling  of  the  pelvis  and  calyces,12 
while  arteriography  demonstrates  an 


early  run-off  of  contrast  from  the  arte- 
rial injection  with  prompt  appearance 
in  the  venous  circulation,  as  was  seen  in 
this  patient.  In  addition,  the  Tc  99M 
DTPA  renogram  may  be  suggestive  of 
the  lesion,  as  in  this  patient.  The  pres- 
ence of  inflammatory  changes  in  the 
renal  arterial  wall  in  the  nephrectomy 
specimen  suggests  the  possibility  of  a 
mycotic  aneurysm  as  the  primary  le- 
sion. The  absence  of  a definite  abscess 
at  the  fistula  site  may  be  related  to  the 
prolonged  antibiotic  treatment  or  a 
bland  embolic  occlusion  of  the  vasa  va- 
sorum as  the  cause  of  the  developing 
aneurysm  and  arteriovenous  fistula. 
While  anticoagulant  therapy  may  de- 
crease the  incidence  of  such  bland  em- 
boli, the  increased  risk  of  bleeding  from 
mycotic  aneurysm  or  arteriovenous  fis- 
tula would  seem  to  preclude  their  use. 
Other  causes  of  renal  artery  inflamma- 
tion, including  polyarteritis  nodosa  and 
tuberculosis,14,15  would  be  unlikely  in 
this  clinical  setting.  The  presence  of  an 
aneurysmal  dilation  of  the  renal  vein  is 
also  consistent  with  the  finding  of  the 
arteriovenous  fistula  because  of  high 
arterial  pressures  in  the  venous  circula- 
tion. 

Although  most  mycotic  aneurysms 
and  arteriovenous  fistulas  do  not  re- 
quire surgical  treatment,  the  location  of 
the  fistula  in  this  patient  and  the  chance 
of  further  complications  including  rup- 
ture16,17 prompted  surgical  intervention 
and  nephrectomy.  While  noninfected 
arteriovenous  fistulae  and  congenital 
arteriovenous  malformations  may  be 
effectively  treated  by  primary  vascular 
repair,  embolotherapy,  or  balloon  oc- 
clusion, these  procedures  risk  the  possi- 
bility of  a smoldering  infection  in  a 
poorly  vascularized  area,  for  example 
in  the  case  of  mycotic  aneurysm. 

We  have  described  a patient  with  an 
unusual  complication  of  subacute 
Streptococcus  viridans  bacterial  endo- 
carditis, which  resulted  in  the  develop- 
ment of  a renal  arteriovenous  fistula, 
possibly  secondary  to  a ruptured  my- 
cotic aneurysm  of  the  renal  artery.  Al- 
though involvement  of  the  renal  vascu- 
lature secondary  to  embolization  in 
bacterial  endocarditis  is  not  uncom- 
mon, renal  mycotic  aneurysms  are  rare, 
and  development  of  renal  arteriovenous 
fistulas  is  distinctly  uncommon. 
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Ultrasound  diagnosis  of  jugular  venous  ectasia 

Christopher  Gribbin,  md;  B.  Nagesh  Raghavendra,  md;  Howard  B.  Ginsburg,  md 


Internal  jugular  venous  ectasia  is  a rare 
entity  that  is  generally  not  considered 
in  the  differential  diagnosis  of  pediatric 
neck  masses.1  It  is  a benign  vascular 
anomaly  which  presents  as  a lateral 
neck  mass  during  episodes  of  laughing 
or  crying,  and  once  correctly  diagnosed, 
requires  no  therapy  or  further  evalua- 
tion. Recognition  of  the  characteristic 
features  of  this  abnormality  will  pre- 
vent confusion  with  more  significant 
pathologic  processes.  The  purpose  of 
this  communication  is  to  present  the  so- 
nographic findings  in  a case  of  internal 
jugular  venous  ectasia  that  was  clinical- 
ly unsuspected. 

Case  Report 

A six-year-old  boy  presented  for  evalua- 
tion of  an  asymptomatic  left-sided  neck 
mass.  His  parents  noted  that  the  mass  ap- 
peared only  when  he  cried,  coughed,  or 
laughed.  He  had  no  other  medical  problems 
and  had  a normal  developmental  history. 
There  was  no  history  of  antecedent  trauma. 
At  rest,  no  mass  was  detectable.  When  he 
performed  a Valsalva  maneuver,  a soft,  dif- 
fuse bulge  was  noted  deep  to  the  inferior 
margin  of  the  left  sternocleidomastoid  mus- 
cle (Fig  1 ).  The  cardiovascular  examination 
was  unremarkable.  No  other  abnormalities 
were  detected. 

At  rest,  ultrasound  demonstrated  normal 
internal  carotid  arteries  and  internal  jugular 
veins  bilaterally.  No  mass  was  apparent  on 
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FIGURE  1.  Photograph  of  patient  with  left-sid- 
ed neck  mass  (arrow)  which  appears  with  a Val- 
salva maneuver. 


the  left  side  (Fig  2)  at  rest.  Following  a Val- 
salva maneuver,  a cystic  mass  measuring 
3 X 2 cm  became  evident  on  the  left  side  of 


FIGURE  2.  Transverse  scan  of  the  neck  at  rest 
showing  left  internal  carotid  artery  (arrowhead) 
and  normal  caliber  left  internal  jugular  vein  (ar- 
row). The  thyroid  gland  (Th),  the  tracheal  air  col- 
umn (Tr),  and  the  right  internal  carotid  artery 
(RC)  are  indicated. 


the  neck  (Fig  3).  The  mass  corresponded  in 
location  to  the  internal  jugular  vein  and  ex- 
hibited normal  venous  Doppler  signal.  The 
right  side  was  unchanged  following  Valsalva 
maneuver. 

No  further  studies  were  done.  Follow-up 
examination  at  one  year  showed  no  further 
change. 

Discussion 

Jugular  venous  ectasia  (also  referred 
to  as  jugular  venous  aneurysm  and  jug- 
ular phlebectasia)  usually  presents  in 
childhood2  4 and  appears  to  be  a con- 
genital anomaly,5  unlike  adult  venous 
aneurysms,  which  are  more  often  post- 
traumatic.  The  internal  jugular  vein,  on 
either  side,  is  by  far  the  most  commonly 
affected.2  9 The  external  jugular3  and 
the  anterior  jugular7  veins  have  also 


FIGURE  3.  Transverse  scan  of  the  neck  during 
Valsalva.  Note  marked  distension  of  the  left  in- 
ternal jugular  vein  (arrow),  with  no  change  in  the 
size  of  the  left  internal  carotid  artery  (arrow- 
head). The  thyroid  gland  (Th),  the  tracheal  air 
column  (Tr),  and  the  right  internal  carotid  artery 
(RC)  are  indicated. 
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been  reported  to  be  involved.  While  the 
mass  is  usually  noted  by  a parent,  chil- 
dren occasionally  will  complain  of  a 
“rumbling”  sensation  in  the  area.2  A 
venous  hum  is  sometimes  noted  on 
physical  examination.  Associated  car- 
diovascular abnormalities  have  not 
been  reported,  and  central  venous  pres- 
sure is  normal.  The  abnormality  is  usu- 
ally unilateral,  although  a case  with  bi- 
lateral ectasias  has  been  reported.6  The 
lesion  may  be  resected  in  cases  of  re- 
lentless “rumbling”  or  thrombosis  with 
possible  embolic  complications. 

Surgical  specimens2’3’7’8  have  had  the 
gross  appearance  of  dilated  internal 
jugular  veins.  Histopathologic  exami- 
nation in  one  report  showed  focal  loss  of 
elastic  fibers,  which  was  felt  to  repre- 
sent a primary  vessel  wall  abnormality 
predisposing  to  subsequent  dilation. 
Associated  intimal  thickening,  connec- 
tive tissue  proliferation,  and  endothelial 
cell  hyperplasia  were  attributed  to  the 
effects  of  longstanding  turbulence.2 
Other  reports  have  failed  to  duplicate 
this  finding,  showing  normal  venous 
wall  anatomy3-7  or  uniform  thinning.8 

Neck  masses  are  a common  pediatric 
clinical  problem.  The  determination 
must  first  be  made  as  to  whether  or  not 
the  mass  arises  from  the  thyroid.  Later- 
al neck  masses  that  do  not  appear  to  be 


related  to  the  thyroid  may  be  inflam- 
matory or  noninflammatory,  and  the 
latter  may  be  benign  or  malignant.1 
The  differential  diagnosis  of  neck 
masses  that  arise  in  the  thyroid  in  chil- 
dren includes  Hashimoto  thyroiditis, 
goiter,  abscess,  cyst,  and  adenoma. 
Cervical  adenitis  and  abscess  present  as 
extrathyroidal  inflammatory  neck 
masses.  Noninflammatory  extrathyroi- 
dal masses  are  generally  benign,  with 
the  rare  exception  of  lymphoma,  meta- 
static neuroblastoma,  and  teratoma. 
These  include  fibromatosis  coli  and  cys- 
tic masses  such  as  thyroglossal  duct 
cyst,  branchial  cleft  cyst,  dermoid  cyst, 
enterogenous  cyst,  laryngocele,  medias- 
tinal cyst,  cystic  hygroma,  lymphocele, 
hemangioma,  and  jugular  venous  ecta- 
sia. Of  these,  only  a laryngocele,  medi- 
astinal cyst,  or  a jugular  venous  ectasia 
will  distend  with  Valsalva  maneuver 
and  disappear  completely  at  rest.  Ultra- 
sound examination  with  Doppler  signal 
sampling  rapidly  distinguishes  jugular 
venous  ectasia  by  showing  the  identity 
of  the  mass  with  the  internal  jugular 
vein. 

Previously,  the  diagnosis  of  jugular 
venous  ectasia  in  children  was  estab- 
lished surgically2’7’8  or  angiographical- 
ly.3'7  The  first  published  case  of  sono- 
graphic diagnosis  demonstrated 


diagnostic  accuracy  by  confirmation 
with  angiography.4  Since  then,  comput- 
ed tomographic  (CT)  correlation  has 
been  obtained  as  well.5’9  Ultrasonogra- 
phy with  Doppler  before,  during,  and 
after  Valsalva  maneuver  is  now  the  pre- 
ferred method  for  diagnosing  this  enti- 
ty. Awareness  of  this  benign  abnormali- 
ty on  the  part  of  the  clinician  and 
radiologist  may  circumvent  further  un- 
necessary diagnostic  evaluation. 
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Malignant  lymphoma  presenting  with  severe  hypercalcemia 
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Deborah  Puckhaber,  md;  Terry  J.  Smith,  md 


Hypercalcemia  is  a serious,  sometimes 
life  threatening  complication  of  malig- 
nant disease.1  Malignant  lymphomas  of 
the  Hodgkin  and  non-Hodgkin  type  are 
not  often  associated  with  this  potential- 
ly fatal  complication.  However,  hyper- 
calcemia associated  with  malignant 
lymphoma  does  occur  and  has  been  re- 
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ported.2'7  For  example,  Canellos6 
found  only  four  of  217  patients  (1.8%) 
with  malignant  lymphoma  to  have  hy- 
percalcemia, while  in  another  series 
Stewart  and  coworkers7  found  that  two 
of  50  patients  with  hypercalcemia  of 
malignancy  had  lymphoma.  The  under- 
lying pathogenesis  of  hypercalcemia  in 
these  disorders  in  the  absence  of  osse- 
ous metastases  is  incompletely  under- 
stood. There  is  strong  experimental  and 
clinical  evidence  that  certain  bone  re- 
sorbing factors  such  as  parathyroid 
hormone-like  substances,  prostaglan- 
dins, vitamin  D metabolites,  and  osteo- 
clast activating  factor  (OAF)  may  be 


selectively  secreted  by  the  neoplastic 
cells  leading  to  the  development  of  hy- 
percalcemia.24’810 
The  purpose  of  the  present  communi- 
cation is  to  report  an  unusual  case  of  a 
patient  with  non-Hodgkin  lymphoma 
presenting  with  severe  hypercalcemia 
without  evidence  of  osseous  metastases. 
The  absence  of  a demonstrable  para- 
thyroid hormone  concentration  or  an 
elevated  1,25-dihydroxyvitamin  D lev- 
el suggests  that  humoral  factors  such  as 
OAF  or  prostaglandins  may  have  been 
responsible  for  bone  resorption,  causing 
the  severe  hypercalcemia  in  this  pa- 
tient. 
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Case  Report 

A 54-year-old  man  with  a history  of  alco- 
hol abuse  and  heavy  tobacco  use  (2-3 
packs/day)  for  many  years  was  brought  to 
the  emergency  room  because  of  a five-day 
history  of  increasing  confusion,  disorienta- 
tion, ataxia,  anorexia,  polydipsia,  and  poly- 
uria. His  last  alcohol  intake  was  approxi- 
mately five  days  prior  to  presentation. 

Physical  examination  disclosed  a dehy- 
drated, conscious  but  agitated  male  with 
stable  vital  signs.  There  was  no  palpable 
lymphadenopathy  or  splenomegaly,  but  the 
liver  was  enlarged.  The  patient  was  restless 
and  disoriented,  but  no  focal  neurologic  def- 
icits could  be  demonstrated.  Admission  lab- 
oratory data  revealed  a white  blood  cell 
count  of  12,000/mm3  and  a normal  differ- 
ential cell  count.  The  hemoglobin  was  12.6 
g/dL;  hematocrit,  38.2%;  platelet  count, 
134,000/mm3.  Normal  red  cell  and  white 
cell  morphology  were  observed.  The  eryth- 
rocyte sedimentation  rate  was  54  mm/h. 
Pertinent  blood  chemistry  values  on  admis- 
sion included  the  following:  urea  nitrogen, 
61  mg/dL;  creatinine,  3.3  mg/dL;  total  cal- 
cium, 19  mg/dL  (normal,  8.8-10  mg/dL); 
phosphorus,  4.7  mg/dL  (normal,  2. 5-4. 5 
mg/dL);  alkaline  phosphatase,  84  IU/L 
(normal,  30-115  IU/L);  lactate  dehydro- 
genase, 910  U/L  (normal,  100-225  U/L); 
glutamine-oxaloacetic  transaminase,  66  U/ 
L (normal,  7-50  U/L);  and  magnesium,  1.1 
mg/dL  (normal,  1 .8-2.6  mg/dL).  The  chest 
film  was  normal,  and  an  electrocardiogram 
showed  sinus  rhythm  with  a QT  interval  of 
0.46  sec  at  a rate  of  85  beats/min. 

The  patient’s  hospital  course  was  compli- 
cated by  refractory  hypercalcemia  unre- 
sponsive to  vigorous  intravenous  saline  rehy- 
dration and  calcitonin  administration.  This 
required  hemodialysis  one  day  after  admis- 
sion. Concomitantly,  the  patient  was  given 
one  dose  of  mithramycin  (25  jt/kg  of  body 
weight).  After  the  initial  dialysis,  the  calci- 
um decreased  to  15.9  mg/dL.  The  patient 
underwent  dialysis  again  on  the  second  day 
of  hospitalization  with  a further  reduction  in 
the  calcium  to  10.8  mg/dL.  However,  the 
patient  experienced  respiratory  failure  re- 
quiring intubation  and  mechanical  ventila- 
tion. 

Serum  protein  electrophoresis  and  serum 
immunoelectrophoresis  revealed  a relative 
increase  in  the  gamma  globulin  fraction 
consistent  with  a benign  polygammopathy. 
Thyroid  function  studies  were  unremark- 
able. An  intact  parathyroid  hormone  (PTH) 
level  obtained  on  admission  and  measured 
using  the  Allegro™  Intact  PTH  Immunoas- 
say system  revealed  an  undetectable  serum 
parathyroid  hormone  concentration.  Addi- 
tionally, a 1,25-dihydroxyvitamin  D level 
drawn  on  the  second  day  of  the  patient’s  hos- 
pital stay  was  14.2  pg/mL  (normal,  12.7  to 
32.2  pg/mL).  Human  T-cell  lymphotrophic 
virus  Type  1 (HTLV-I)  serology  was  also  re- 
ported as  negative  (Dr  Dugan,  Health  Sci- 
ence Center,  Syracuse  University,  Syracuse, 
NY).  A limited  skeletal  radiographic  survey 
was  unremarkable,  and  a bone  scan  showed 


only  abnormal  uptake  in  both  lungs,  kid- 
neys, and  stomach  consistent  with  calcium 
deposition  in  soft  tissue.  Although  some  ab- 
normal lymphocytes  were  identified  on  an 
initial  bone  marrow  aspiration  study,  a de- 
finitive diagnosis  could  not  be  made.  A com- 
puted tomographic  (CT)  scan  of  the  abdo- 
men revealed  two  hypodense  areas  in  the 
right  lobe  of  the  liver.  These  lesions  were 
biopsied  under  CT  guidance  and  interpreted 
as  non-Hodgkin  lymphoma,  mixed  small 
and  large  cell  type.  A repeat  bone  marrow 
aspiration  was  performed,  which  confirmed 
the  liver  biopsy  findings. 

Control  of  the  patient’s  hypercalcemia 
was  maintained  by  periodic  doses  of  mithra- 
mycin. This  resulted  in  a brief  period  of  clin- 
ical improvement,  allowing  for  successful 
extubation.  Subsequently,  however,  the  pa- 
tient’s condition  deteriorated,  characterized 
by  hypotension,  respiratory  distress,  and  E 
coli  septicemia.  This  required  re-intubation, 
the  use  of  vasopressors  to  maintain  an  ade- 
quate blood  pressure,  and  antibiotic  thera- 
py. Despite  this  therapy,  his  condition  con- 
tinued to  worsen,  and  he  died  after  22  days 
of  hospitalization. 

At  autopsy,  multiple  supradiaphragmatic 
lymph  nodes  were  enlarged,  measuring  up  to 
3.5  cm  and  having  a firm,  white  cut  surface. 
Nodular  and  diffuse  tumor  involvement  was 
found  in  the  liver  and  spleen.  Three  parathy- 
roid glands  were  examined,  each  one  having 
a normal  size  and  weight.  No  macroscopic 
involvement  of  bone  or  other  organs  was 
seen. 

Microscopic  examination  of  the  lymph 
nodes  revealed  a diffuse  malignant  lympho- 
ma, mixed  small  and  large  cell  type,1 1 which 
was  found  to  involve  extensively  the  liver, 
spleen,  and  bone  marrow,  and  to  a lesser  de- 
gree, to  involve  the  kidneys,  adrenals,  and 
lungs.  Histologic  bone  examination  showed 
increased  numbers  of  osteoclasts  with  accel- 
erated bone  resorption.  Soft  tissue  calcifica- 
tion was  generalized  and  involved  both  ves- 
sel walls  and  the  parenchyma  of  multiple 
organs.  Immunophenotyping  by  flow  cy- 
tometry of  the  bone  marrow  aspirate  and 
light  chain  staining  using  the  immunoperox- 
idase  technique  on  paraffin  embedded  tissue 
indicated  that  the  neoplasm  was  of  B-cell  or- 
igin. 

Discussion 

The  patient  described  in  this  case  re- 
port appears  to  have  had  hypercalcemia 
due  to  the  production  of  one  or  more 
humoral  bone  resorbing  factors.  His 
clinical  course,  laboratory  data,  and  au- 
topsy findings  are  consistent  with  this 
supposition. 

The  low  concentration  of  immunore- 
active  parathyroid  hormone  (PTH)  in 
the  serum,  the  presence  of  hyperphos- 
phatemia, and  the  lack  of  hyperchlore- 
mic acidosis12  provide  evidence  that 
PTH  or  PTH-related  peptides  were  not 
the  mediators  of  hypercalcemia  in  this 
patient.  The  normal-sized  parathyroid 


glands  also  suggest  that  the  duration  of 
hypercalcemia  was  relatively  brief. 

The  biologically  active  metabolites 
of  vitamin  D,  particularly  1,25-dihy- 
droxycholecalciferol,  have  been  impli- 
cated in  the  pathogenesis  of  hypercalce- 
mia in  patients  with  malignant 
lymphoma.1-10  The  low  level  of  this 
sterol  in  the  presence  of  marked  hyper- 
calcemia suggests  that  it  was  not  caus- 
ally related  to  the  hypercalcemia. 
Therefore,  an  unanswered  question  re- 
mains as  to  which  humoral  factor(s) 
might  have  been  responsible  for  the  de- 
velopment of  the  severe  hypercalcemia 
observed  in  this  patient.  Recent  evi- 
dence suggests  a role  for  other  known 
stimulators  of  bone  resorption  such  as 
prostaglandin  E2  or  OAF.1'2'4-9  For  in- 
stance, Rossi  et  al2  described  nine  cases 
of  hypercalcemia  and/or  lytic  bone  le- 
sions occurring  in  patients  with  B-cell 
malignancy,  including  non-Hodgkin 
lymphoma.  Their  findings  clearly  indi- 
cated that  B-cell  cancers  other  than 
multiple  myeloma  can  produce  signifi- 
cant bone  resorbing  activity  in  vivo  as 
well  as  in  primary  tumor  cell  cultures 
established  from  the  subjects.2  Based 
on  the  features  of  these  cases  common 
to  multiple  myeloma,  the  authors  em- 
phasized the  possible  role  of  OAF  as  the 
humoral  agent  responsible  for  bone  re- 
sorption. Although  bone  resorbing 
prostaglandins  have  not  been  as  exten- 
sively investigated  as  OAF,  their  role  as 
mediators  of  hypercalcemia  in  malig- 
nancy is  suspected  on  the  basis  of  re- 
sults obtained  in  tissue  culture13  as  well 
as  in  animal  and  human  tumor  stud- 
ies.9-14 

In  summary,  this  case  demonstrates 
that  malignant  lymphoma  is  a disease 
that  belongs  to  the  group  of  neoplasms 
associated  with  humorally  induced  hy- 
percalcemia, and  that  the  symptoms  re- 
lated to  hypercalcemia  may  prompt  the 
patient  to  seek  medical  attention.  The 
case  also  points  to  the  role  of  humoral 
factors  other  than  PTH-like  peptides 
and  vitamin  D metabolites  in  the  patho- 
genesis of  hypercalcemia  associated 
with  malignant  lymphoma. 
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FROM  THE  LIBRARY 


MEDICAL  EDUCATION  IN  THE  MID-NINETEENTH  CENTURY  FROM  A STUDENT’S 

POINT  OF  VIEW 

From  the  Private  Journal  of  the  Affairs  du  Vie  1842-1852  by  Henry  Darwin  Didama,  M.D. 

A Medical  Career  Begins.  On  a bright  sunny  day,  Sept.  1 st,  1 842,  in  the  village  of  Cazenovia,  whose 
streets  resound  with  the  lively  hum  of  business,  I find  myself  seated  in  the  office  of  Dr.  Moore  for  the 
professed  purpose  of  acquiring  the  art  of  healing  some  of  the  many  diseases  which  “flesh  is  heir  to.”  My 
name  was  entered  just  one  month  since  but  I did  not  commence  my  studies  till  the  22nd  ult.  I have  read 
as  far  as  Syndesmology  in  Wistar’s  Anatomy. 

Nineteen  long  years  have  rolled  their  rounds  over  my  head  and  never  till  now  have  I had  a settled 
object  at  which  to  aim.  I have  dwelt  in  the  regions  of  fancy.  . .today  forming  hopes  and  resolutions 
which  tomorrow  would  crash  and  break — existing  only  in  the  present  and  not  daring  to  raise  the  curtain 
which  veiled  the  future — passing  my  time  in  happy  communion  with  kindred  spirits  and  forming  friend- 
ships and  alliances  which  in  future  times  are  to  be  the  guardian  stars  of  my  feeble  bark  on  the  ocean  of 
life  or  the  false  lights  which  shall  lure  it  onward  only  to  shatter  it  on  the  rocks  of  disappointment — Now 
the  scene  is  changed.  I have  left  the  abode  of  fancy  and  the  home  of  romance  and  have  entered  my 
name  as  an  actor  in  that  great  drama  of  reality — human  life.  The  profession  which  I have  made  my 
choice  and  to  qualify  myself  for  which  I am  now  striving  is  one  requiring  all  the  energy,  all  the  persever- 
ance which  any  mortal  can  possess.  Three  long  years  of  severe  mental  labor  will  only  give  me  a slight 
knowledge  of  the  mechanism  of  the  human  system  and  if  I succeed  in  obtaining  a diploma  I must  expect 
to  encounter  the  black  waves  of  opposition — the  bold  and  open  attack  of  interested  rivals  and  the 
cowardly  and  concealed,  but  nevertheless  dangerous  and  often  fatal,  shafts  of  the  most  vile  of  all  God’s 
creatures — the  insinuating  slanderer. 

Yet  I hesitate  not,  I tremble  not.  With  the  motto  ‘‘Onward’’  (which  my  friend  Lansing  suggests) 
raised  to  the  breeze  I push  forward  resolved  to  act  my  part  manfully  and  if  I then  fail,  if  the  black  waters 
of  adversity  then  roll  over  me  I shall  find  some  consolation  in  the  thought  that  I have  done  my  best. 

COMPILED  BY  WILLIAM  A.  BRUMFIELD,  JR,  MD, 
(NY  State  J Med  1957;  57:595-596) 
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Address  correspondence  to  Editor , New  York  State  Journal  of  Medicine,  420  Lakeville  Road , Lake  Success,  NY  1 1042.  Letters  should 
be  typed  double-spaced  and  include  the  signature,  academic  degree,  professional  affiliation,  and  address  of  each  author.  Preference  is 
given  to  letters  not  exceeding  450  words,  and  every  effort  will  be  made  to  assure  prompt  publication  after  editorial  review.  All  letters 
are  personally  acknowledged  by  the  Editor. 


Buck  \ Bell 

TO  THE  EDITOR:  It  was  with  great  in- 

terest that  I read  the  reprinted  excerpt 
of  Lloyd  Paul  Stryker’s  1927  review  of 
the  Buck  v BelL  case  in  the  March  1 989 
issue  of  the  Journal.1  Lloyd  Paul 
Stryker  was  one  of  the  most  famous 
lawyers  of  his  time.  His  review  alone  of 
this  well-known  case  would  be  dramatic 
and  interesting  enough.  But  the  United 
States  Supreme  Court  was  represented 
in  this  case  by  the  great  Justice  Oliver 
Wendell  Holmes,  the  son  of  an  equally 
famous  father,  the  well-known  poet  and 
physician  of  the  same  name.  Justice 
Holmes  himself  waxed  poetic  when,  in 
justifying  a Virginia  statute  legalizing 
enforced  sterilization,  he  wrote,  “Three 
generations  of  imbeciles  are  enough.”1 
Holmes  was  referring  to  Carrie  Buck,  a 
retarded  state-institutionalized  individ- 
ual who  was  both  the  daughter  of  a re- 
tarded mother  and  the  mother  of  a re- 
tarded daughter. 

There  is  a certain  ring  to  that  line.  It 
is  always  interesting  to  see  the  surprised 
look  on  the  faces  of  lawyers  who  are  in- 
terested in  human  rights  and  who  feel 
secure  in  our  democratic  heritage  and 
personal  liberties  when  they  read  this 
case  for  the  first  time. 

In  Constitutional  Law,1  I covered 
this  very  interesting  case  under  the  title, 
“Equality  of  Treatment  Within  a 
Class.”  The  general  rule  is  that  all  per- 
sons affected  by  a particular  classifica- 
tion must  be  treated  equally.  They  are 
protected  by  the  Equal  Protection 
Clause  of  the  14th  Amendment  to  the 
United  States  Constitution,  which  is 
applicable  to  state  actions  only. 

In  Buck  v Bell}  a Virginia  statute 
provided  for  the  sterilization  of  feeble- 
minded persons  confined  to  state  insti- 
tutions. Feeble-minded  people  outside 
such  institutions  were  not  forced  to  be 
sterilized.  Although  there  is  an  obvious 
distinction  between  persons  confined  to 
institutions  and  persons  outside  institu- 
tions, the  Supreme  Court  nevertheless 
maintained  that  the  state  law  did  fulfill 
legally  necessary  requirements.  These 
requirements  dictated  that  all  persons 
affected  by  a particular  classification 
(here,  state-institutionalized  feeble- 
minded persons)  must  be  treated  equal- 


ly by  indicating  a policy  and  then  apply- 
ing the  policy  to  all  within  its  lines. 

The  year  1927  is  the  centerpiece 
here.  This  case  arose  before  Hitler’s 
laws  came  into  effect  as  well  as  the 
tragedies  and  chaos  that  were  to  follow 
the  dictator’s  insane  course. 

To  appreciate  Buck  v Bell  in  its  fuller 
historic  and  legal  aspects,  it  is  impor- 
tant to  examine  a case  called  Skinner  v 
Oklahoma ,4  in  which,  in  1942,  the  Su- 
preme Court  held  that  a statute  provid- 
ing for  the  sterilization  of  habitual 
criminals  was  in  violation  of  the  Equal 
Protection  Clause  of  the  14th  Amend- 
ment of  the  United  States  Constitution 
since  it  discriminated  against  certain 
members  of  a class.  For  example,  it  pro- 
vided for  the  sterilization  of  people  con- 
victed of  grand  larceny,  but  held  im- 
mune persons  who  were  convicted  of 
embezzling.  In  Skinner  v Oklahoma 
the  Court  held  this  to  be  invidious  dis- 
crimination. 

It  is  interesting  to  note  that  this 
World  War  II  Court,  while  not  specifi- 
cally overruling  Buck  v Bell,  apparently 
sought  to  legally  forget  it.  In  addition, 
Justice  Jackson  set  the  tone  of  the  prev- 
alent feeling  by  warning  in  a concurring 
opinion  that  “there  are  limits  to  the  ex- 
tent to  which  a legislatively  represented 
majority  may  conduct  biological  ex- 
periments at  the  expense  of  the  dignity 
and  personality  and  natural  powers  of  a 
minority.”  It  is  doubtful  whether  the 
Supreme  Court  would  have  held  the 
same  way  if  Buck  v Bell  had  arisen  af- 
ter Skinner  v Oklahoma,  especially  in 
light  of  the  historic  excesses  perpetrat- 
ed by  the  Nazis  in  their  frenzied  quest 
for  their  concept  of  racial  purity. 

Indeed,  there  remains  one  postscript 
to  Buck  v Bell  that  occurred  in  post- 
World  War  II  years.  During  the  Nu- 
remberg trials  of  the  Nazi  war  crimi- 
nals, Buck  v Bell  was  one  of  the  cases 
cited  by  the  defense  attorneys  as  a de- 
fense and  justification  for  some  of  the 
actions  of  Nazi  war  criminals  and  of  the 
“laws”  promulgated  and  passed  by 
them.  To  this  day,  Buck  v Bell  is  an  in- 
teresting, intriguing,  and  well  written 
case,  thanks  to  the  literary  skill  of  Jus- 
tice Holmes.  It  is  further  interesting  to 
see  it  “reported”  again  in  1989  in  a 


medical  journal  devoting  an  entire  issue 
to  human  abuse.  Hopefully  Buck  v Bell 
will  now  be  seen  in  its  proper  historical 
perspective. 

THEODORE  SCHUSSLER,  MD,  JD 
760  East  10th  St 
Brooklyn,  NY  1 1230 
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Physician  recredentialing 

TO  THE  EDITOR:  Drs  Gellhorn  and 

Cherkasky1  attempt  to  lay  out  the  con- 
ventional wisdom  on  recredentialing, 
but  as  in  many  other  instances  the  con- 
ventional wisdom  is  wrong.  Reassuring 
the  public  may  be  one  achievable  goal 
of  recredentialing,  but  benefits  limited 
to  the  public  relations  arena  hardly  jus- 
tify such  a large  effort. 

My  experience  during  30  years  of 
daily  hospital  practice  has  led  me  to 
conclude  that,  in  the  absence  of  physi- 
cal, psychiatric,  or  addictive  problems, 
physician  performance  remains  fairly 
constant  over  a working  lifetime.  The 
incompetents  were  that  way  when  they 
left  residency  training  (fully  and  fresh- 
ly credentialed,  of  course).  They  often 
remain  a burden  to  the  delivery  system 
and  their  patients  until  they  retire. 
Training  programs  will  have  to  develop 
a more  consistent  approach  to  deal  with 
trainees  unsuited  for  their  chosen  field 
by  either  temperament  or  poor  motor 
skills.  Senior  faculty  cite  an  unwilling- 
ness to  create  a gap  in  the  rotation,  fear 
of  lawsuits,  or  the  workload  involved  in 
a dismissal  as  inhibiting  such  action. 
Some  programs  defer  operative  experi- 
ence for  residents  until  the  last  year  so 
that  problems  only  come  to  light  when 
it  is  too  late  to  do  anything.  Polite  but 
deficient  residents  are  usually  promot- 
ed while  more  talented  but  difficult  res- 
idents may  be  at  risk  for  dismissal.  Res- 
idents whose  specialty  choice  may  be 
inappropriate  need  to  be  identified  ear- 
ly and  counseled  intensively. 
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Physicians  are  correct  to  be  negative 
about  recredentialing  while  accepting 
licensing  and  board  examinations.  The 
licensing  (or  national  board)  examina- 
tion documents  appropriate  prepara- 
tion for  initiating  the  residency  training 
experience.  Residency  completion  (or 
board  certification)  indicates  enough 
preparation  to  continue  learning  with- 
out supervision.  Cognitive  tests  are  in- 
deed hard  to  apply,  especially  for  the 
most  specialized,  ie,  who  tests  the  tes- 
ters? Who  will  test  Dr  David  Axelrod, 
the  Commissioner  of  Health  of  New 
York  State,  and  on  what  will  he  be  test- 
ed? Perhaps  this  explains  the  exemp- 
tions from  licensing  examinations  that 
are  sometimes  granted  to  recognized 
teachers. 

Recredentialing  (and  for  that  matter 
further  training)  has  little  to  offer  those 
whose  original  training  did  not  achieve 
the  desired  results.  Of  course  neither  is 
it  appropriate  for  a practitioner  with 
physical,  psychiatric,  or  substance 
abuse  problems. 

DAVID  I.  ATKINSON,  MD 
Department  of  Anesthesiology 
Cabrini  Medical  Center 
227  East  19th  St 
New  York,  NY  10003 

1.  Gellhorn  A,  Cherkasky  M:  Periodic  physician 
recredentialing  proposed  in  New  York  State.  NY 
State  J Med  1989;  89:209-213. 

In  reply.  Dr  Atkinson  feels  that  the 
only  purpose  of  physician  recredential- 
ing is  a public  relations  effort  but  then 
quickly  describes  the  varieties  of  poor 
performance  among  physicians  ranging 
from  the  physically,  mentally,  and  drug 
addicted  handicapped  through  the  doc- 
tors who  have  made  an  inappropriate 
choice  of  specialty  to  those  who  were 
unsuited  for  their  chosen  field.  This 
would  seem  to  include  a large  number 
of  physicians  who  should  be  identified 
for  educational  enhancement  at  the 
very  least. 

Contrary  to  Dr  Atkinson’s  under- 
standing, the  specialty  boards  do  not 
accept  that  certification  provides  a life- 
long assurance  of  continued  learning. 
This  is  why  16  of  the  23  specialty 
boards  have  initiated  plans  for  recertifi- 
cation. 

It  is  well  to  emphasize  to  Dr  Atkin- 
son and  other  specialists  that  a majority 
of  the  specialty  societies,  including  the 
American  Society  of  Anesthesiologists, 
are  developing  standards  of  practice, 
applications  of  which  will  be  one  of  the 
options  to  be  used  in  peer  review  of  spe- 
cialists for  recredentialing. 


Finally,  Dr  Atkinson  may  rest  as- 
sured that  no  one  is  to  be  exempted 
from  physician  recredentialing,  includ- 
ing the  Commissioner  or  the  under- 
signed. 

ALFRED  GELLHORN,  MD 
State  of  New  York  Department  of  Health 
Albany,  NY  12237 

MARTIN  CHERKASKY,  MD 
President  Emeritus 
Montefiore  Medical  Center 
Bronx,  NY  10467 


Complications  arising  from  the 
use  of  ophthalmologic  medications 
in  an  intensive  care  unit  patient 

TO  THE  EDITOR:  The  critical  care  spe- 

cialist is  frequently  confronted  with  de- 
terioration of  a patient’s  condition. 
Usually  this  can  be  ascribed  to  the  ex- 
acerbation of  an  existing  disease  pro- 
cess or  the  onset  of  a new  one.  This 
should  prompt  a search  for  the  inciting 
cause.  An  iatrogenic  cause  should  al- 
ways be  considered.  Because  of  the 
great  number  and  variety  of  pharmaco- 
logic compounds  used  in  the  treatment 
of  critically  ill  patients,  drugs  must  be 
considered  highly  suspect  as  a cause  for 
a patient’s  deterioration.  The  following 
case  demonstrates  the  point. 

Case  Report.  A 74-year-old  woman  was 
admitted  to  the  neurosurgical  intensive  care 
unit  with  a subarachnoid  hemorrhage.  The 
diagnosis  was  based  on  a history  of  severe 
headache  with  change  in  mental  status  and 
was  confirmed  by  a computed  tomographic 
scan  of  the  head.  The  patient’s  medical  his- 
tory was  initially  positive  only  for  hyperten- 
sion; there  was  no  history  of  smoking  or 
asthma.  The  physical  examination  was  posi- 
tive for  mild  confusion,  aphasia,  and  hyper- 
tension with  a blood  pressure  of  200/100 
mm  Hg.  Serum  chemistries,  hemogram,  and 
chest  x-ray  were  normal.  However,  the  elec- 
trocardiogram (ECG)  revealed  diffuse,  non- 
specific ST-T  wave  changes.  Subsequent 
ECGs  were  normal  and  a myocardial  infarc- 
tion was  ruled  out. 

The  patient’s  hypertension  was  initially 
controlled  with  5 mg  intravenous  doses  of  la- 
betalol.  Subsequently  she  was  maintained 
on  200  mg  of  oral  labetalol  twice  a day,  with 
control  of  her  blood  pressure  in  the  range  of 
120-150/80-90  mm  Hg.  Her  other  medica- 
tions included  intravenous  epsilon  amino  ca- 
proic  acid,  lorazepam  for  sedation,  and  sub- 
sequently vancomycin  for  catheter  related 
sepsis. 

Approximately  two  weeks  after  admission 
the  patient’s  family  informed  us  that  the  pa- 
tient was  taking  three  preparations  of  eye 
drops  for  control  of  glaucoma:  pilocarpine, 
propine,  and  ophthalmic  timolol.  That  eve- 
ning an  ophthalmologic  consultation  was 
obtained  and  the  patient  was  started  on  pro- 


pine 1%,  pilocarpine  2%,  and  betaxolol  0.5% 
one  drop  twice  daily  in  both  eyes,  though  her 
intraocular  pressure  was  not  elevated  at  the 
time.  A chest  x-ray  taken  the  morning  fol- 
lowing initiation  of  her  ophthalmologic 
medications  revealed  increased  vascular 
markings.  That  evening  tachypnea,  tachy- 
cardia, rales,  and  hypoxemia  developed. 
Congestive  heart  failure  (CHF)  was  diag- 
nosed and  furosemide  was  administered  in- 
travenously, with  resolution  of  symptoms  af- 
ter a 2.3  liter  diuresis.  Totals  of  input  and 
output  for  the  prior  days  revealed  an  excess 
of  2,500  cc  over  three  days  consistent  with 
insensitive  losses;  a perfusion  scan  was  nega- 
tive, as  was  an  ECG  for  evidence  of  ischemia 
or  infarction.  A review  of  the  preceding 
events  revealed  that  the  only  new  interven- 
tion in  an  otherwise  stable  patient  was  the  ad- 
dition of  the  ophthalmologic  preparations.  A 
third  dose  of  these  medications  was  followed 
within  a few  hours  by  the  abrupt  onset  of 
worsening  confusion,  wheezing,  and  hypox- 
emia, not  long  after  the  administration  of  the 
labetalol.  This  episode  quickly  resolved  after 
the  administration  of  nebulized  albuterol. 

In  light  of  the  prior  episode  of  congestive 
heart  failure,  the  question  of  recurrence  was 
raised  so  a pulmonary  artery  catheter  was 
inserted.  It  revealed  a central  venous  pres- 
sure of  0 mm  Hg,  pulmonary  artery  systol- 
ic/pulmonary artery  diastolic  pressure  of 
20/2  mm  Hg  and  pulmonary  capillary 
wedge  pressure  of  1 -3  mm  Hg.  Based  on  the 
clinical  picture  and  the  low  filling  pressures, 
congestive  heart  failure  was  ruled  out  and  a 
diagnosis  of  bronchospasm  was  made.  At 
this  point  the  labetalol  was  changed  to  cap- 
topril,  the  ophthalmologist  was  reconsulted, 
and  the  betaxolol  was  discontinued.  Subse- 
quently there  were  no  further  episodes  of 
CHF  or  bronchospasm  and  the  patient’s  in- 
traocular pressure  remained  controlled  with 
levels  in  the  mid  to  high  teens. 

Discussion.  In  a review  article  by 
Anad  and  Eschman,1  the  systemic  ef- 
fects of  ophthalmic  preparations  were 
enumerated.  Topically  applied  beta 
blockers  can  produce  congestive  heart 
failure  and  bronchospasm. 1-4  A small 
volume  containing  high  concentrations 
of  delivered  medication  is  being  in- 
stilled in  a location  where  absorption 
may  be  great,  causing  development  of 
significant  blood  levels  of  the  given 
compound.  These  blood  levels  may  be 
poorly  tolerated  by  a patient  and  mani- 
fested as  organ  dysfunction  as  in  this 
case,  where  bronchoconstriction  and 
congestive  heart  failure  were  seen.  This 
patient  had  no  history  of  adverse  effects 
from  her  glaucoma  medication  at 
home.  However,  she  also  was  not  re- 
ceiving additional  beta  blockade  at 
home.  It  would  appear  that  the  patient 
had  insufficient  beta  blockade  at  her 
pulmonary  and  myocardial  receptors  to 
cause  symptoms,  but  sufficient  to  make 
her  susceptible  to  the  added  effects  of 
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the  absorbed  ophthalmic  beta  blocker. 
Additionally,  the  role  of  a cholinergic 
medication  in  the  development  of  bron- 
chospasm  cannot  be  ignored.1  Whether 
the  discontinuation  of  one  of  the  medi- 
cations alone  would  have  been  suffi- 
cient is  a possibility.  However,  her  in- 
traocular pressure  did  not  require  a 
third  therapy  and  an  alternative  antihy- 
pertensive was  chosen,  so  a repetition  of 
this  combination  of  medications  would 
not  occur  upon  discharge  from  the  hos- 
pital. 

This  case  is  reported  to  increase 
awareness  of  the  possibility  that  oph- 
thalmologic medications  can  contribute 
to  adverse  effects  of  other  medications 
and  to  underscore  the  need  to  consider 
these  medications  as  a cause  for  sudden 
deterioration  of  a patient’s  condition. 

ZVI  HERSCHMAN,  MD 
BRIAN  KAUFMAN,  MD 
Department  of  Anesthesiology 
New  York  University  Medical  Center 
New  York,  NY  10016 


TABLE  I.  Clinical  Causes  of  Death  of  521  Elderly  Patients  in  a Long  Term  Health 


Care  Facility,  1984-1988 


Cause  of  Death 

Number  of 
Patients 

Myocardial  infarction 

71 

(14%) 

Primary  ventricular  fibrillation 

35 

(7%) 

Sudden  cardiac  death 

99 

(19%) 

Refractory  congestive  heart  failure 

24 

(5%) 

Thromboembolic  stroke 

55 

(11%) 

Cerebral  hemorrhage 

10 

(2%) 

Pulmonary  embolism 

13 

(2%) 

Mesenteric  vascular  infarction  at  surgery 

4 

(1%) 

All  cardiovascular  causes 

311 

(60%) 

Pneumonia 

75 

(14%) 

Urosepsis 

34 

(7%) 

Bacterial  endocarditis 

7 

(1%) 

Sepsis  from  gangrene  of  lower  extremity 

1 

(<1%) 

Sepsis  from  adominal  abscess 

1 

(<1%) 

All  infectious  causes 

118 

(23%) 

Cancer 

49 

(9%) 

Renal  failure 

20 

(4%) 

Gastrointestinal  or  liver  disease 

9 

(2%) 

Chronic  obstructive  pulmonary  disease 

7 

d%) 

Hematologic  disorders 

7 

d%) 

1.  Anand  KB,  Eschmann  E:  Systemic  effects  of 
ophthalmic  medication  in  the  elderly.  NY  Stale  J 
Med  1988;  88:134-136. 

2.  McMahon  CD,  Shaffer  RN,  Hoskins  HD  Jr, 
et  al:  Adverse  effects  experienced  by  patients  taking 
timolol.  Am  J Ophthalmol  1979;88:736-738. 

3.  Charan  NB,  Lakshminarayan  S:  Pulmonary 
effects  of  topical  timolol.  Arch  Intern  Med 
1980;  140:843-844. 

4.  Dunn  TL,  Gerber  MJ,  Shen  AS,  et  al:  The  ef- 
fect of  topical  ophthalmic  instillation  of  timolol  and 
betaxolol  on  lung  function  in  asthmatic  subjects.  Am 
Rev  Respir  Dis  1986;  133:264-268. 


Clinical  causes  of  death  of  elderly 
patients  in  a long  term  health  care 
facility 

TO  THE  EDITOR:  The  National  Heart, 

Lung,  and  Blood  Institute  noted  that  in 
1983,  51%  of  deaths  in  the  United 
States  were  due  to  cardiovascular  dis- 
ease.1 These  deaths  primarily  occurred 
in  patients  65  years  or  older.  Coronary 
heart  disease  was  the  commonest  cause 
of  mortality  due  to  cardiovascular  dis- 
ease. Rudman  et  al2  reported  that  the 
most  common  immediate  causes  of 
death  of  24  patients  (average  age  70 
years)  in  a Veterans  Administration 
nursing  home  were  infections  (67%) 
and  cardiac  disorders  (25%).  We  per- 
formed a prospective  study  to  investi- 
gate clinical  causes  of  death  of  elderly 
patients  in  a long  term  health  care  facil- 
ity. Follow-up  data  over  a 45-month  pe- 
riod are  presented. 

From  November  1,  1984,  through 
July  31,  1988,  1,040  patients  (290  men 
and  750  women)  between  the  ages  of  62 
and  103  years,  mean  age  82  ±8  years, 
resided  at  Hebrew  Hospital  for  Chronic 


Sick.  During  this  45-month  period,  521 
of  1,040  patients  (50%)  died  at  Hebrew 
Hospital  for  Chronic  Sick  or  at  a gener- 
al hospital  to  which  they  were  trans- 
ferred. The  major  clinical  cause  of 
death,  including  all  pertinent  data,  was 
reviewed  in  all  cases  by  the  author. 

Myocardial  infarction  was  docu- 
mented as  previously  described.3  Pri- 
mary ventricular  fibrillation  was  de- 
fined as  ventricular  fibrillation 
documented  by  electrocardiogram  in  a 
clinically  stable  patient  with  cardiac 
disease  unexpectedly  having  new  car- 
diovascular symptoms.  Sudden  cardiac 
death  was  diagnosed  when  a patient 
with  cardiac  disease  unexpectedly  was 
found  dead  within  one  hour  of  being 
clinically  stable.4  Some  patients  with 
sudden  cardiac  death  died  within  min- 
utes after  having  new  cardiovascular 
symptoms  before  an  electrocardiogram 
could  be  taken.  Chi-square  analysis  was 
used  to  analyze  data. 

One-hundred  and  fifty-three  of  290 
men  (53%)  and  368  of  750  women 
(49%)  (difference  not  significant)  died 
during  the  45-month  period.  Table  I 
presents  the  clinical  causes  of  death  of 
521  elderly  patients  in  a long  term 
health  care  facility. 

The  major  cause  of  death  in  the  el- 
derly population  under  study  was  car- 
diovascular disease.  The  prevalence  of 
coronary  heart  disease,5  systemic  hy- 
pertension,5 and  valvular  heart  dis- 
ease6-7 was  high  in  our  elderly  popula- 
tion. These  cardiac  disorders  often 
coexisted.  Primary  ventricular  fibrilla- 


tion, sudden  cardiac  death,  and  refrac- 
tory congestive  heart  failure  in  an  indi- 
vidual patient  may  have  been 
contributed  to  by  coexisting  coronary 
heart  disease  or  cardiomyopathy,  aortic 
and  mitral  valve  disease,  and  systemic 
hypertension. 

Infections  were  the  second  major 
cause  of  death  in  our  patients.  Pneumo- 
nia was  the  commonest  infectious  cause 
of  death.  Prior  stroke  contributed  to  as- 
piration pneumonia  in  some  of  these  pa- 
tients. 

Bacterial  endocarditis  was  docu- 
mented as  the  major  cause  of  death  in 
seven  of  our  patients.  Physicians  taking 
care  of  elderly  patients  should  keep  in 
mind  the  high  prevalence  of  valvular 
heart  disease  in  elderly  patients6-7  and 
use  prophylactic  antibiotics  in  patients 
with  valvular  heart  disease  according  to 
American  Heart  Association  guide- 
lines.8 

WILBERTS.  ARONOW,  MD 
Medical  Director 
Hebrew  Hospital  for  Chronic  Sick 
2200  Givan  Ave 
Bronx,  NY  10475 

1.  Smith  W:  A Profile  of  Health  and  Disease  in 
America.  Cardiovascular  Disease.  New  York,  Facts 
on  File  Publications,  1987. 

2.  Rudman  D,  Mattson  DE,  Nagraj  HS,  et  al: 
Antecedents  of  death  in  the  men  of  a Veterans  Ad- 
ministration nursing  home.  J Am  Geriatr  Soc 
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factors  for  coronary  artery  disease  in  persons  older 
than  62  years  in  a long-term  health  care  facility.  Am  J 
Cardiol  1986;  57:518-520. 

6.  Aronow  WS,  Schwartz  KS,  Koenigsberg  M: 
Correlation  of  aortic  cuspal  and  aortic  root  disease 
with  aortic  systolic  ejection  murmurs  and  with  mitral 
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long-term  health  care  facility.  Am  J Cardiol 
1986;  58:651-652. 
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Correlation  of  murmurs  of  mitral  stenosis  and  mitral 
regurgitation  with  presence  or  absence  of  mitral  anu- 
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8.  Shulman  ST,  Amren  DP,  Bisno  AL,  et  al:  Pre- 
vention of  bacterial  endocarditis.  A statement  for 
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FROM  THE  LIBRARY 


THE  FAMILY  PHYSICIAN 

It  is  the  new,  the  strange,  the  unusual  that  attracts  attention.  The  sun  in  its  apparent  ceaseless  round 
with  light  and  heat,  giving  life  and  growth,  hours  for  activity  and  for  rest,  has  scarcely  a thought.  Day 
and  night,  summer  and  winter  come  and  pass  as  a matter  of  course  and  attract  little  attention.  Let  a 
wandering  comet  flash  above  the  horizon  and  every  telescope  in  the  area  of  observation  is  pointed 
toward  it.  The  papers  discourse  daily  on  its  appearance,  distance  and  velocity.  For  the  time  being,  it  is 
all  there  is  of  the  celestial  hemisphere  in  the  minds  of  the  people. 

In  the  world  of  medical  literature  much  the  same  state  of  affairs  exists.  A daring,  novel  surgical 
operation,  successfully  performed,  the  discovery  of  a new  therapeutic  agent,  or  a new  application  of  one 
already  known,  fills  the  medical  journals  and  the  newspapers  with  columns  of  description,  admiration 
and  just  praise.  The  time  of  our  Society  meetings  is  largely  taken  up  by  the  reports  and  conclusions  of 
specialists,  while  the  duties,  needs  and  achievements  of  the  general  practitioner — the  family  physi- 
cian—receive  scant  attention. 

This  is  the  fact  to  such  an  extent  that  the  bright,  ambitious  young  man  graduating  in  medicine  to-day 
is  caused  to  think  that  he  must  embrace  and  practice  some  specialty  or  be  unknown  to  fame,  poor,  in  fact 
a nobody.  I would  not  detract  one  iota  from  the  mead  of  just  praise  that  is  due  to  men,  who  like 
McDowell  set  a pattern  in  abdominal  surgery,  which  being  well  followed  and  even  improved  upon,  has 
given  hope  and  life  to  thousands  who  were  formerly  despairing  invalids;  or  to  an  observer  like  Don 
Lopez  who  brought  into  use  Cinchona  for  the  treatment  of  malarial  poisoning;  or  to  the  bacteriologist, 
who  like  Koch,  proves  the  germ  cause  of  disease;  or  Laennec,  who  first  used  the  stethoscope;  or  physiolo- 
gists like  Harvey  and  Malpighi  who  discovered  and  demonstrated  the  circulation  of  the  blood;  or  Roent- 
gen who  brings  under  observation  the  covered  and  hidden  organs  of  the  interior  of  the  body.  These  and 
hundreds  of  others  who  have  followed  one  line  of  effort  and  investigation  have  accomplished  results 
which  are  of  inestimable  value  to  the  human  race.  Specialists  are  necessary.  Human  life  is  too  short,  the 
extent  of  human  effort  is  too  limited  to  allow  one  person,  or  one  school,  to  thoroughly  master  all  subjects 
pertaining  to  medical  science.  Fortunate  is  he  who  can  accept  the  results  and  most  effectively  apply  the 
precepts  of  those  who  spend  their  lives  in  perfecting  themselves  in  one  subject. 

We  cannot  all  be  specialists.  While  sickness  and  suffering  exist,  as  long  as  children  are  born,  families 
reared,  and  men  die;  while  respect  for  and  confidence  in  others  are  engendered  in  the  human  mind,  so 
long  will  the  afflicted  turn  to  some  one,  who  by  virtue  of  special  training,  is  considered  competent  to 
advise,  so  long  will  there  be  need  of,  and  a call  for,  the  family  physician.  . . . 


R.P.  BUSH,  MD 

( Trans  Med  Soc  State  of  NY  1905,  pp  291-294) 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  April  1989  issue  of  Epidemiology 
Notes  ( Vol.  4,  No.  4),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health,  Al- 
bany, NY. 


A public  health  perspective  on  alcohol 
abuse 

The  manner  in  which  alcohol  abuse  is  viewed  affects  the 
manner  in  which  government  and  society  are  likely  to  re- 
spond. In  New  York  State,  as  in  many  other  states,  the 
problem  has  not  been  widely  or  systematically  viewed 
from  the  public  health  perspective,  nor  has  the  public 
health  community  been  significantly  involved  in  preven- 
tive efforts.  The  societal  focus  has  been  on  the  control  of  a 
limited  number  of  behaviors  which  produce  specific  unac- 
ceptable outcomes.  A prominent  example  of  this  focus  is 
drunk  driving  behavior  which  leads  to  motor  vehicle  inju- 
ries and  fatalities.  When  the  problem  is  narrowly  defined, 
the  response  is  often  singular  in  nature;  closer  attention  is 
paid  to  DWI  laws  and  their  strict  enforcement.  These  re- 
sponses may  be  effective  within  a limited  time  frame  and 
among  a portion  of  the  alcohol-consuming  public.  Howev- 
er, it  is  unlikely  that  these  responses  achieve  a broad- 
based  and  long-term  effect  since  fundamental  factors  that 
underlie  the  targeted  unacceptable  behavior  are  not  ad- 
dressed. 

When  alcohol  has  been  viewed  as  a health  issue,  the 
response  has  largely  been  affected  by  a definition  of  the 
health  concern  as  a substance  abuse  problem,  with  an  em- 
phasis on  treatment  and  rehabilitation  of  those  afflicted 
with  the  disease  of  alcoholism.  Preventive  interventions 
often  deal  with  alcohol  and  illicit  drugs  jointly,  blurring 
important  distinctions  between  the  two.  Such  an  emphasis 
has  also  effectively  separated  the  problem  from  the  public 
health  sector  in  the  state. 

The  public  health  and  health  care  communities,  work- 
ing incrementally  to  influence  evolving  public  opinion,  can 
help  generate  a climate  in  which  targeted  interventions 
not  only  react  to  the  consequences  of  individual  drinking 
behavior.  An  appropriate  public  health  goal  is  to  increase 
awareness  of  the  importance  of  agent,  host  and  environ- 
mental factors  and  to  facilitate  a reduction  of  the  preva- 
lence of  the  risk  behavior,  alcohol  abuse. 

Agent 

The  properties  of  alcohol  are  related  to  the  health  con- 
sequences of  its  abuse.  In  sufficient  doses,  the  drug  alcohol 
is  intoxicating,  addictive  and  toxic.  Three  typical  alcohol- 
ic drinks  consumed  by  a 160-pound  person  within  a two- 
hour  period  are  generally  sufficient  to  result  in  legal  im- 
pairment and  a reduction  in  motor  skills;  five  drinks 
commonly  result  in  legal  intoxication.  Since  alcohol  acts 
as  a dehydrating  agent,  the  sensation  of  thirst  increases  as 


more  is  consumed,  providing  a physiological  basis  for  fa- 
cilitating drinking  to  intoxication.  There  is  considerable 
interpersonal  variation  on  behavior  and  motor  function. 

The  use  of  alcohol  can  also  be  addictive,  entailing  ha- 
bituation, tolerance,  physical  dependence  and  withdraw- 
al. Susceptibility  to  alcohol  dependence  is  not  uniform 
throughout  the  population  and  the  role  of  genetics  is  not 
yet  well  understood,  although  studies  of  separated  twin 
children  of  alcoholics  have  shown  them  to  have  an  in- 
creased risk  of  alcoholism.  Long-term  excessive  alcohol 
consumption  can  also  cause  tissue  and  cellular  damage, 
which  may  promote  disease  or  interfere  with  normal  or- 
gan functioning. 

Alcohol  has  also  been  shown  to  be  toxic  to  the  develop- 
ing fetus.  One  to  three  of  every  1 ,000  newborns  may  suffer 
from  fetal  alcohol  syndrome.  A baby  exposed  in  utero  may 
weigh  less  at  birth  and  suffer  from  mental  retardation  or 
chronic  learning  disabilities. 

Beginning  in  November  1989,  alcohol  beverage  con- 
tainers will  be  required  to  display  this  warning  label: 
“Government  warning:  1)  according  to  the  Surgeon  Gen- 
eral, women  should  not  drink  alcoholic  beverages  during 
pregnancy  because  of  the  risk  of  birth  defects;  2)  con- 
sumption of  alcoholic  beverages  impairs  your  ability  to 
drive  a car  or  operate  machinery  and  may  cause  health 
problems.” 

Alcoholic  beverages  are  relatively  inexpensive.  The  real 
cost  to  the  consumer  of  beverage  alcohol  has  actually  de- 
clined during  the  past  20  years  when  indexed  against  in- 
flationary trends.  Federal  excise  taxes  on  alcohol  have  in- 
creased little  since  1951,  and  reflect  an  unequal  taxing  of 
the  beverage  ethanol  content,  with  beer  taxed  at  one- 
fourth  and  wine  at  one-twentieth  the  rate  of  distilled  spir- 
its. 

Host 

Genetic  susceptibility  appears  to  be  a factor  in  predis- 
posing individuals  to  chronic  alcohol  abuse  and  to  alcohol- 
ism. Notwithstanding  the  variability  in  genetic  predispo- 
sition, however,  the  intrinsic  properties  of  alcohol  are  such 
that  all  individuals  who  consume  alcohol  are  potential 
hosts  for  an  adverse  alcohol-related  health  outcome.  The* 
near-term  health  consequences  of  intoxication  can  affect 
virtually  all  who  consume  to  excess,  not  only  those  with  a 
genetic  predisposition  to  chronic  dependence. 

There  is  a consistent  relationship  between  current 
heavy  adult  drinkers  who  drink  heavily  and  the  age  at 
which  drinking  was  initiated  and,  independently,  the  age 
at  first  intoxication.  For  example,  5%  of  New  York  State 
residents  35-49  years  of  age  who  started  drinking  at  21 
years  age  or  older  are  currently  heavy  drinkers.  Of  those 
who  started  drinking  at  age  16  or  younger,  25%  are  now 
heavy  drinkers.  Beer  and  wine  coolers  are  the  alcoholic 
beverages  of  choice  for  adolescents  and  young  adults.  Na- 
tionally, young  men  under  age  30  consume  70%  of  the 
beer.  A recent  state  survey  of  wine  cooler  consumption 
indicated  that  nearly  40%  of  wine  coolers  are  consumed  by 
adolescents  between  the  ages  of  14  and  20. 
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Environment 

Environmental  influences  that  promote  the  consump- 
tion of  alcohol  pervade  society.  Advertising,  especially 
television  commercials,  develops  and  reinforces  positive 
images  and  attitudes  about  alcohol  consumption.  Adver- 
tisements associate  drinking  with  good  times,  friendship, 
family,  romance,  manliness  and  a generally  more  exciting 
and  rewarding  life.  Each  year,  more  than  5,000  beer  com- 
mercials are  aired  on  network  television,  frequently  fea- 
turing athletes,  rock  music  stars  and  other  popular  person- 
alities. 

Alcohol  is  widely  available.  Virtually  every  grocery 
market  sells  beer  and  wine  coolers,  often  late  into  the 
night.  There  are  more  than  3,300  licensed  retail  package 
stores  and  more  than  24,000  bars,  clubs  and  restaurants 
licensed  to  serve  alcoholic  beverages.  Serving  can  contin- 
ue to  4 AM,  depending  on  local  ordinance.  Alcoholic  bev- 
erages are  heavily  advertised,  widely  available  and  widely 
accepted  as  an  intrinsic  element  of  social  interaction. 
House  parties,  club  and  professional  organization  gather- 
ings and  virtually  every  other  form  of  adult  interaction 
commonly  employ  alcohol  as  a social  lubricant.  “Social 
drinking”  is  the  term  used  to  describe  varied  patterns  of 
use.  The  advertising  message  conveyed  on  television  and 
within  other  media  that  alcohol  is  associated  with  social 
enjoyment  is  reinforced  daily  by  peers,  parents  and  orga- 
nizations. This  message  has  enjoyed  a largely  undisputed 
position  within  the  social  consciousness.  It  is  the  environ- 
ment in  which  adolescents  form  their  attitudes  and  beha- 
viors. 

Although  consumption  is  widely  condoned  or  encour- 
aged by  community  attitudes  and  opportunities  to  drink 
abound,  the  consequences  of  abuse  are  generally  deplored. 
For  example,  although  there  is  considerable  acceptance  of 
driving  after  drinking  (2 1 % of  adult  male  drivers  surveyed 
in  New  York  reported  having  driven  while  feeling  the  ef- 
fects of  alcohol  during  the  past  year),  there  is  distress 
about  the  consequences  of  drunk  driving,  especially  when 
the  victims  are  not  associated  with  the  drinking  episode. 


Cancer  incidence  among  Native 
Americans  in  New  York  State 

The  August  1988  issue  of  Epidemiology  Notes  high- 
lighted cancer  mortality  among  Native  Americans  in 
New  York  State.  It  is  important  to  also  consider  the  inci- 
dence of  cancer  when  studying  patterns  of  malignant  dis- 
ease among  selected  populations  because  all  individuals 
who  develop  cancer  do  not  die  of  the  disease. 

A retrospective  cohort  study  design  was  used  to  investi- 
gate patterns  of  cancer  incidence  among  the  Seneca  Na- 
tion of  Indians  (SNI)  between  1965  and  1984.  Incident 
cancers  were  identified  through  a computer  match  of  Sen- 
eca Nation  cohort  members  with  data  files  maintained  by 
the  New  York  State  Department  of  Health’s  Cancer  Reg- 
istry during  each  year  of  the  study  period.  Sex-,  age-  and 
calendar-year  specific  cancer  incidence  rates,  exclusive  of 
New  York  City,1’2  were  used  to  yield  expected  numbers  of 
incident  malignancies  during  the  study  period.  Sex  and 
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A = STANDARDIZED  INCIDENCE  RATIO  ((OBSERVED/EXPECTED)*100) 

M = 95%  CONFIDENCE  INTERVAL 

FIGURE  1.  Cancer  incidence  among  males,  Seneca  Nation  of  Indians, 
1965-1984. 

age  standardized  incidence  ratios  (SIRs)  were  calculated 
based  on  the  ratio  of  observed  to  expected  cancer  cases.  (If 
the  observed  number  of  cases  was  equal  to  the  expected 
number,  the  SIR  would  be  100.)  Published  tables  of  sig- 
nificance values3-4  were  used  to  calculate  95%  confidence 
intervals  around  each  SIR.  A point  estimate  of  cancer  in- 
cidence was  considered  to  be  significantly  different  from 
expected  if  its  95%  confidence  interval  did  not  include 
100. 

Figures  1 and  2 present  SIRs  for  cancer  among  SNI 
males  and  females.  Cancer  incidence  among  SNI  males 
between  1965  and  1984  was  significantly  reduced 
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FIGURE  2.  Cancer  incidence  among  females,  Seneca  Nation  of  Indians, 
1965-1984. 
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(SIR=70;  95%  confidence  interval  (CI)  = 55-88).  Among 
females,  a significant  deficit  of  cancer  incidence  was  also 
observed  for  all  sites  combined  (SIR= 51;  CI  = 39-65). 
Deficits  in  overall  cancer  incidence  have  been  previously 
reported  among  both  Native  males5  8 and  Native  fe- 
males.5’7’8 No  cancer  site  demonstrated  significantly  in- 
creased incidence.  As  illustrated  in  Figures  1 and  2,  point 
estimates  of  cancer  incidence  were  consistently  low 
among  males  and  females  for  most  cancer  sites. 

SNI  females  demonstrated  a significant  deficit  in  inci- 
dence for  cancer  of  the  pancreas  between  1965  and  1984 
(SIR=0;  CI=7-88).  A significant  deficit  in  pancreatic 
cancer  incidence  has  been  previously  reported  only  among 
Native  males  in  Canada.5 

Breast  cancer  incidence  among  SNI  females  was  ob- 
served to  be  one  third  of  the  expected  magnitude  between 
1965  and  1984  (SIR=32;  CI=  15-59).  Other  Native 
groups  have  exhibited  a low  incidence  of  breast  cancer.5  9 
Indian  mothers  are  twice  as  likely  as  white  mothers  to  give 
birth  before  20  years  of  age.10  Furthermore,  Indian  fe- 
males demonstrate  higher  fertility  than  white  females.10 
Up  until  age  30  years,  an  inverse  relationship  exists  be- 
tween age  at  first  pregnancy  and  a woman’s  risk  of  devel- 
oping breast  cancer.11 

SNI  females  exhibited  a low  incidence  of  colon  cancer 
(SIR= 38;  Cl  = 1 2-89),  however,  colon  cancer  among  SNI 
males  (SIR=62;  CI=25— 1 28)  was  unremarkable.  Obser- 
vations of  decreased  colon  cancer  among  the  SNI  are  con- 
sistent with  decreased  colon  cancer  risks  among  Natives 
in  New  Mexico7-8  and  in  Canada.5’6  Possible  explanations 
for  this  decreased  risk  include  dietary  factors,  however, 
dietary  data  for  the  SNI  are  unavailable. 

Between  1 965  and  1 984,  a deficit  of  bladder  cancer  was 
noted  among  SNI  males  (SIR=13;  Cl  = 1 —72),  while 
bladder  cancer  incidence  among  females  was  not  signifi- 
cantly different  from  expected  (SIR=0;  CI=0-105).  De- 
creased bladder  cancer  incidence  has  been  noted  among 
other  Native  populations.5’8’9’12  While  no  employment 
histories  were  available  for  SNI  males,  the  significant  def- 
icit of  bladder  cancers  among  males  may  be  due  to  a lack 
of  exposure  to  etiologic  agents  in  an  occupational  setting. 
Cigarette  smoking  is  probably  the  most  prevalent  risk  fac- 
tor for  bladder  cancer  among  the  SNI,  however,  informa- 
tion on  smoking  rates  was  not  available. 

While  excess  invasive  and  in  situ  cervical  cancer  inci- 
dence has  been  reported  among  Native  American  females 
in  New  Mexico,7’8  the  incidence  of  invasive  cervical  can- 
cer (SIR=43;  Cl =9- 126)  as  well  as  in  situ  cervical  cancer 
(SIR=78;  0=21-199)  among  SNI  females  did  not  differ 
from  expected. 

Previous  studies  have  suggested  a deficit  of  incident  leu- 
kemia cases  among  Native  groups.5-7’8’13  As  shown  in  Fig- 
ures 1 and  2,  the  incidence  of  leukemias  among  SNI  males 
(SIR=61;  0=7-220)  and  females  (SIR=71;  0=9-256) 
did  not  differ  from  expected.  A deficit  of  incident  lympho- 
ma cases  was  noted  only  among  SNI  females  (SIR=0; 
0=0-75)  over  the  20-year  study  period.  This  is  consis- 
tent with  observations  reported  among  Indian  females  in 
Manitoba,  Canada5  and  in  the  United  States.7-9’13 

Since  results  of  this  study  do  not  agree  entirely  with 
epidemiologic  studies  of  cancer  among  Native  Americans 
in  other  areas,  this  research  raises  additional  questions  re- 


garding the  interaction  of  genetics,  diet  and  environment 
on  cancer  incidence  among  Native  American  populations. 
All  Native  groups  are  thought  to  have  originated  from 
Asiatic  peoples  who  migrated  across  the  Bering  land  strait 
which  formerly  connected  Asia  and  North  America. 
However,  the  present  Native  American  population  is  het- 
erogenous, even  among  tribes  living  in  close  proximity. 
While  Native  Americans  often  share  similar  living  envi- 
ronments through  residence  on  rural  reservations,  the  in- 
teraction of  genetic  and  lifestyle  factors  in  observed  pat- 
terns of  cancer  incidence  remains  unclear. 

Decreased  cancer  incidence  for  all  sites  combined  was 
observed  among  the  SNI,  with  males  exhibiting  76%  of 
expected  incidence  and  females  51%.  Deficits  of  cancer 
mortality  among  Native  American  populations  in  the 
state  are  probably  not  solely  the  result  of  competing 
causes  of  death  in  this  population  and  instead  relate,  in 
part,  to  lower  cancer  incidence  in  this  population.  Results 
from  this  investigation  of  cancer  incidence  will  be  valu- 
able to  the  Seneca  Nation  to  direct  cancer  control  pro- 
grams and  services.  For  further  information  on  this  topic 
contact  Dr  Martin  C.  Mahoney,  Director,  Cancer  Sur- 
veillance Program,  Bureau  of  Cancer  Epidemiology  at 
(518)  473-7817. 
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Designated  care  programs  for  patients 
with  AIDS  and  HIV  related  illnesses  in 
designated  care  centers 

In  January  1986,  the  New  York  State  Hospital  Review 
and  Planning  Council  adopted  emergency  regulations  to 
designate  acute  care  centers  for  the  care  of  individuals 
with  AIDS  and  HIV  related  illnesses.  The  intent  of  the 
regulations  was  to  develop  centers  of  expertise  in  the  clini- 
cal care  and  case  management  of  AIDS  and  HIV  related 
illnesses,  and  to  increase  access  to  essential  services  for 
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people  with  AIDS.  As  of  January  1 989,  the  following  hos- 
pitals have  been  designated  as  AIDS  centers:  Albany 
Medical  Center;  Beth  Israel  Medical  Center;  Bronx  Leba- 
non Hospital  Center;  Montefiore  Medical  Center;  Nassau 
County  Medical  Center;  New  York  Hospital;  Presbyteri- 
an Hospital;  St  Clare’s  Hospital  and  Health  Center;  St 
Luke’s/Roosevelt  Hospital  Center;  Strong  Memorial 
Hospital;  St  Vincent’s  Hospital  and  Medical  Center;  Uni- 
versity Hospital;  Upstate  Medical  Center  and  North 
Shore  University  Hospital.  Eight  of  the  designated  AIDS 
hospitals  are  in  the  New  York  City  metropolitan  area, 
three  are  on  Long  Island  and  three  are  in  upstate  New 
York.  Thirteen  AIDS  centers  are  voluntary  hospitals;  one 
is  a public  facility.  Designated  AIDS  hospitals  accounted 
for  32.5%  of  1987  statewide  HIV  related  discharges  and 
30.7%  of  1987  HIV  related  days. 

To  date,  14  additional  facilities  throughout  the  state 
have  applied  for  designation.  Twelve  of  these  are  in  the 
New  York  City  metropolitan  area  and  two  are  in  upstate 
New  York.  Three  of  these  applicants  are  voluntary  hospi- 
tals; 1 1 are  public  hospitals.  Designated  AIDS  hospital 
applicants  account  for  29.9%  of  statewide  1 987  HI  V relat- 
ed discharges  and  34.5%  of  1987  HIV  related  days.  A to- 
tal of  25-30  hospitals  are  expected  to  be  designated  AIDS 
hospitals  in  1989,  providing  approximately  60%  of  New 
York’s  hospital  care  for  patients  with  AIDS  and  HIV  re- 
lated illnesses. 

Each  designated  AIDS  center  must  meet  13  program 
standards  which  address  services  provided  during  inpa- 
tient stays  and  use  of  ambulatory  and  community  services 
from  the  time  of  the  patient’s  entry  into  the  AIDS  center 
system,  until  withdrawal  or  death.  This  expectation  repre- 
sents a radical  change  in  hospital  care,  as  it  requires  AIDS 
centers  to  monitor  patients  and  assure  services  after  dis- 
charge. 

Inpatient  Care 

AIDS  centers  have  designated  discrete  inpatient  units 
or  scatter  beds  for  the  care  of  people  with  AIDS  and  HIV 
related  illnesses  in  order  to  concentrate  staff  expertise  and 
hospital  resources.  Specialized  diagnostic  and  therapeutic 
services  such  as  radiology  and  dialysis  are  provided  or  ar- 
ranged when  needed.  The  U.S.  Centers  for  Disease  Con- 
trol’s current  recommendations  concerning  infection  con- 
trol have  been  integrated  into  each  center’s  infection 
control  procedures.  To  assure  quality  inpatient  services, 
AIDS  specific  quality  assurance  programs  were  devel- 
oped in  addition  to  inservice  education  programs  delivered 
to  all  hospital  staff  who  care  for  people  with  AIDS  and 
HIV  related  illnesses.  Emergency  services  for  the  treat- 
ment of  patients  with  AIDS  and  HIV  related  illnesses  are 
available  24  hours  per  day. 

AIDS  centers  must  be  linked  with  state  of  the  art  clini- 
cal treatments  and  therapies.  AIDS  centers  currently  par- 
ticipate in  clinical  research  programs  as  approved  by  the 
institutional  review  board  of  each  center.  In  addition, 
health  services  research  is  also  underway  at  the  designated 
AIDS  hospitals. 


Outpatient  and  Community  Services 

An  important  objective  of  the  AIDS  center  program  is 
to  shift  the  primary  emphasis  of  AIDS  care  from  the  inpa- 
tient to  the  outpatient  service,  as  individuals  with  HIV 
infection  can  be  identified  early  in  the  course  of  the  dis- 
ease and  successfully  maintained  in  the  community. 
AIDS  specific  ambulatory  or  outpatient  services  for  early 
diagnosis  and  treatment  have  been  developed  at  each 
AIDS  center.  In  addition,  centers  provide  or  arrange  for 
the  provision  of  a full  range  of  home  health  services  as  well 
as  participate  in  efforts  to  expand  residential  options  such 
as  skilled  nursing  and  health  related  care. 

AIDS  centers  serve  their  local  communities  by  provid- 
ing information  and  educational  programs  to  the  public 
regarding  the  prevention  of  HIV  infection  and  treatment 
of  AIDS.  Many  AIDS  centers  have  established  strong  re- 
lationships with  community-based  organizations  involved 
in  HIV  prevention  efforts.  In  addition,  AIDS  centers  pro- 
vide or  coordinate  crisis  intervention  and  peer  counseling 
services  for  people  with  AIDS  or  HIV  related  illnesses, 
their  families  and  friends. 

Reimbursement 

Designated  AIDS  centers  may  choose  to  bill  Medicaid, 
when  appropriate,  under  the  standard  New  York  State 
diagnosis  related  groups  (DRGs)  for  AIDS  and  HIV  re- 
lated illnesses,  and  the  accompanying  alternate  level  of 
care  (ALC)  rate,  or  under  an  exempt  unit  AIDS  center 
per  diem  and  the  associated  ALC  rate.  The  discrete  reim- 
bursement rates  are  designated  to  support  enhanced  inpa- 
tient, outpatient  and  case  management  services  for  people 
with  AIDS  and  HIV  related  illnesses. 

In  addition,  the  Department  of  Health  has  developed  a 
seven  tier  outpatient  reimbursement  system  for  AIDS 
centers  that  have  eliminated  the  $60  maximum  Medicaid 
reimbursement  for  outpatient  care.  AIDS  centers  are  re- 
imbursed for  seven  types  of  visits.  Each  visit  type  repre- 
sents a different  range  and  intensity  of  clinical  services. 
Rates  for  AIDS  center  outpatient  visits  range  from 
$264.14  for  an  initial  visit,  which  includes  a comprehen- 
sive history  and  physical  examination,  billable  only  once 
in  a patient’s  lifetime,  to  $33.54  for  a therapeutic  visit,  at 
which  previously  determined  clinical  information  is  ex- 
plained to  the  patient.  Other  visit  types  are  the  compre- 
hensive visit,  which  includes  the  yearly  physical  examina- 
tion and  update  of  medical  history,  the  intermediate  visit, 
at  which  new  problems  or  marked  changes  in  existing 
problems  are  addressed,  and  routine  visits,  where  estab- 
lished patients  are  seen  for  follow-up.  The  final  two  visit 
types  involve  infusion  of  blood  or  chemotherapy. 

Current  analysis  suggests  that  AIDS  center  models  of 
care  may  be  associated  with  reductions  in  length  of  stay 
and  other  positive  patient  outcomes.  Continued  monitor- 
ing of  quality  of  care  and  analysis  of  the  effectiveness  of 
AIDS  care  models  will  be  critical  as  the  number  of  AIDS 
centers  increase  to  an  expected  25-30  centers  in  1989, 
providing  approximately  60%  of  New  York’s  hospital  care 
for  patients  with  AIDS  and  HIV  related  illnesses. 
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BOOK  REVIEWS 


SELLING  OR  BUYING  A MEDICAL 
PRACTICE 

By  Gary  R.  Shaub,  MBA.  250  pp,  illus- 
trated. Oradell,  NJ,  Medical  Econom- 
ics Books,  1988.  $31.95  (paperback) 

Although  recent  surveys  from  a vari- 
ety of  sources  fail  to  document  a mas- 
sive repudiation  of  medicine  by  sea- 
soned practitioners,  one  might  be 
forgiven  for  believing  that  doctors  ap- 
proaching the  end  of  their  professional 
careers  might  be  more  inclined  to  get 
out  while  the  getting  is  good  than  for- 
merly. Perhaps  this  is  what  motivated 
the  book,  Selling  or  Buying  a Medical 
Practice , by  Gary  R.  Schaub.  Schaub  is 
a health  care  management  consultant, 
who  has  appraised  and/or  sold  over 
$25,000,000  worth  of  practices,  by  his 
own  estimate.  He  has  written  the  classic 
“how-to”  book,  which  is  obviously  in- 
tended less  as  a “do-it-yourself’  man- 
ual than  a cautionary  tale  to  convince 
would-be  practice-sellers  not  to  be 
dumb  and  try  to  do  it  themselves.  After 
reading  this  step-by-step  consideration 
of  the  selling  process,  from  gleam  in  the 
eye  to  golf  course  in  Florida,  one  is 
tempted  to  arrive  at  that  very  conclu- 
sion. The  pitfalls  are  numerous,  the 
stakes  high,  and  the  details  tedious  and 
full  of  bear  traps. 

Although  repetitive,  over-long,  a bit 
paternalistically  preachy,  and  over- 
simplified, the  book  is  worth  reading. 
The  author  has  a sense  of  humor,  orga- 
nizes his  book  well,  formats  it  in  that 
inimitable  Medical  Economics  style  of 
publishing,  and  delivers  what  he  prom- 
ises. His  words  of  wisdom  are  sincere, 
make  sense,  and  do  not  challenge  the 
credibility  of  either  party.  He  ade- 
quately documents  the  paradox  of  con- 
fidentiality, in  which,  if  the  physician 
blabs  his  intent,  he  ruins  his  practice, 
but  without  which  he  may  not  sell  to  a 
likely  community  prospect.  He  reason- 
ably points  out  that  many  physicians 
foolishly  close  up  their  practices,  mak- 
ing no  effort  to  sell,  taking  for  granted 
much  that  they  have  worked  years  to 
build,  and  squandering  resources  never 
fully  reckoned  with.  He  gives  tips  for 
building  a practice,  rather  than  letting 
it  decline  as  the  golden  years  ap- 
proach— the  better  to  enhance  its  value 
to  a newcomer.  He  talks  about  the  emo- 
tional reasons  hampering  sensible  deci- 
sions by  physicians  who  should  be 


thinking  about  these  things  at  least  two 
years  in  advance  of  sale.  The  book 
would  have  been  enhanced  by  weightier 
considerations  of  the  emerging  note  of 
managed  care  when  practices  are 
bought  and  sold.  It  also  lacks  a discus- 
sion of  the  ethical  problems  and  proce- 
dures around  transfer  of  confidential 
material.  Finally,  no  information  is  giv- 
en on  how  to  find  the  appraisers  and 
brokers  the  author  recommends  (ex- 
cept, of  course,  himself).  These  are  eas- 
ily found  in  the  classified  advertising  of 
selected  reputable  journals.  All  in  all, 
however,  this  is  a useful,  helpful,  quick- 
read  book  for  any  practitioner  over  50. 
It’s  also  the  sort  of  book  one  would  wish 
to  pass  on  to  a friend  in  need,  rather 
than  retain  on  the  bookshelves  with  oth- 
er more  clinical  reading  material. 

NAOMI  R.  BLUESTONE,  MD 
Consulting  Editor 

INTERVENTIONAL  RADIOLOGY 

Edited  by  Wilfrido  R.  Castaneda-Zun- 
iga,  MD,  and  S.  Murthy  Tadavarthy, 
MD.  873  pp,  illustrated.  Baltimore,  Md, 
Williams  & Wilkins,  1988.  $149.95 
(hardcover) 

This  book  represents  the  newest  ad- 
dition to  the  excellent  Golden’s  Diag- 
nostic Radiology  series.  It  covers  the 
entire  gamut  of  interventional  radiolo- 
gy procedures  with  the  exclusion  of 
neuroradiology.  The  text  has  more  than 
50  authors  but  is  primarily  written  by 
interventional  radiologists  at  the  Uni- 
versity of  Minnesota.  As  a result,  there 
is  very  little  of  the  redundancy  com- 
monly seen  in  multiauthored  texts. 

The  book  begins  with  an  overview  of 
interventional  radiology  and  then  radi- 
ation protection.  Additional  topics  de- 
scribed include  embolotherapy,  the  di- 
agnosis and  management  of 
gastrointestinal  bleeding,  transluminal 
angioplasty,  management  of  vascular 
access,  fibrinolysis,  intravascular  for- 
eign body  removal,  inferior  vena  caval 
filters,  percutaneous  uroradiological 
and  biliary  procedures,  management  of 
enteric  strictures,  interventional  radiol- 
ogy procedures  in  the  chest,  percutane- 
ous biopsies,  and  drainage  of  abdomi- 
nal abscesses. 

Each  chapter  is  well  organized  with 
excellent  illustrations.  The  reference 
lists  are  extensive.  In  summary,  this 


book  should  become  the  reference  for 
interventional  radiology.  No  other  text 
is  as  up  to  date  and  comprehensive.  It 
should  be  of  value  to  all  radiologists 
performing  interventional  procedures, 
as  well  as  urologists,  gastroenterolo- 
gists, and  surgeons  who  commonly  refer 
their  patients  for  these  procedures.  In- 
terventional radiology  is  a rapidly 
evolving  field.  This  text  represents  the 
best  summary  of  the  field  as  it  stands 
today. 

DANIEL  PICUS,  MD 
Mallinckrodt  Institute  of  Radiology 
St  Louis,  MO  631 10 


RENEWING  THE  PROMISE:  MEDICARE 
AND  ITS  REFORM 

Edited  by  David  Blumenthal,  Mark 
Schlesinger,  and  Pamela  Brown  Drum- 
heller.  215  pp.  New  York,  Oxford  Uni- 
versity Press,  1988.  $29.95  (hardcover) 

In  1912  Theodore  Roosevelt  was 
campaigning  for  President  on  the  Pro- 
gressive Party  ticket.  His  political  party 
platform  proposed  the  adoption  of  a 
comprehensive  national  health  insur- 
ance program.  That  action  marked  the 
earliest  known  precursor  of  the  Medi- 
care program  in  this  country.  In  an 
anomaly  of  history  the  American  Medi- 
cal Association  actually  supported  the 
concept  of  a national  health  insurance 
plan  in  1916  and  1917. 

On  July  30,  1965,  after  a turbulent 
53  years  of  ups  and  downs,  Title  XVIII 
(Medicare)  was  legislatively  mandated 
and  signed  into  law  by  President  Lyn- 
don Johnson.  President  Johnson  flew  to 
Independence,  Missouri,  to  sign  the  law 
and  to  present  ex-President  Harry  Tru- 
man with  the  first  Medicare  card. 

A critical  history  of  the  inception,  de- 
velopment, and  future  of  the  Medicare 
program  is  presented  in  eight  of  the 
nine  chapters  of  this  edited  book  about 
renewing  the  sanguine  promise  held  out 
to  the  elderly  by  the  lofty  goals  of  the 
Medicare  legislation.  These  chapters 
explore  the  beginnings  of  Medicare,  the 
record  to  date,  beneficiary  cost  sharing, 
coverage  provided,  hospital  payments, 
physician  reimbursement,  managed 
health  care  plans,  and  the  government’s 
role  in  the  funding  of  the  program.  In 
the  last  chapter  all  the  recommenda- 
tions and  options  are  tied  together  in  a 
consideration  of  a comprehensive,  long 
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term  approach  to  the  future  of  Medi- 
care over  the  next  ten  to  1 5 years.  Ap- 
pendix 9-A  estimates  the  costs  and  sav- 
ings from  the  proposed  reform 
recommendations  cited  in  chapter  nine. 
An  index  helps  to  locate  specific  indi- 
viduals and  entities  for  those  concerned 
with  particular  events  in  the  political 
and  social  history  of  Medicare. 

This  book  evolved  from  a two-year 
study  of  the  program  by  the  Harvard 
Medicare  Project.  Interestingly,  the  au- 
thors avoided  an  overwhelming  empha- 
sis on  cost  containment  in  their  individ- 
ual analyses.  Instead,  all  the 
contributors  aimed  to  discover  how  to 
improve  the  Medicare  program  for  the 
benefit  of  the  elderly.  There  was  a focus 
on  potential  improvements  that  re- 
quired few,  if  any,  additional  expendi- 
tures. Additionally,  the  contributors 
were  able  to  avoid  the  temptation  of 
piecemeal  patching  of  the  Medicare 
program  and  to  take  a comprehensive 
view  of  the  ultimate  effort.  Participants 
in  the  project  and  contributing  authors 
are  identified  at  the  back  of  the  book. 

Each  of  the  initial  eight  chapters  pro- 
vides the  historic  background  as  well  as 
insights  into  the  specific  subject  matter 
being  discussed.  There  are  abundant 
references  at  the  end  of  each  chapter  as 
well  as  explanatory  notes  when  re- 
quired. Furthermore,  each  chapter  dis- 
cusses the  advantages  and  disadvan- 
tages of  the  programmatic  aspects  of 
Medicare  administration,  the  potential 
for  reform,  and  possible  reform  options. 

In  its  conclusion,  the  Harvard  Medi- 
care Project  opted  for  providing  for 
more  options  within  the  existing  Medi- 
care program  and  for  encouraging  pub- 
lic and  private  sectors  to  take  a coopera- 
tive approach.  Within  this  framework 
the  government  must  strive  to  achieve 
three  goals;  an  essential  containment  of 
Medicare  expenditures;  provision  of 
fairness  to  the  elderly,  to  health  care 
providers,  and  to  others  affected  by  the 
program;  and  administrative  simplifi- 
cation of  Medicare  so  that  the  elderly 
and  the  providers  can  understand  it. 

Reforms  directly  affecting  Medicare 
beneficiaries  included  a decrease  in  co- 
payments, an  increase  in  premiums,  ad- 
justing the  cost  burden  according  to 
ability  to  pay,  a public  supplementary 
insurance  policy  to  meet  gaps  in  Medi- 
care, expanded  coverage  of  long  term 
care  and  chronic  illness,  improved  pri- 
mary care,  and  administrative  simplifi- 
cation. 

Reforms  in  the  payment  of  providers 
encompassed  methods  for  paying  physi- 
cians, methods  for  reimbursing  hospi- 


tals, and  the  utilization  of  prepaid 
health  care  groups  such  as  health  main- 
tenance organizations  (HMOs). 

Implementation  activities  are  devel- 
oped in  three  phases  of  one  to  five  years; 
five  to  ten  years;  and  ten  to  15  years. 
Each  phased  movement  projects 
changes  in  each  reform  area:  cost  shar- 
ing; service  coverage;  simplification; 
physician  payment;  hospital  payment; 
prepaid  health  plans;  and  financing  of 
the  program.  For  example,  physician 
payment  begins  with  mandatory  as- 
signment of  inpatient  charges  to  the 
adoption  of  a relative  value  scale  to 
mandatory  assignment  of  all  charges. 

In  1985  dollars  the  Harvard  Medi- 
care Project  anticipates  that  by  the  year 
2000,  their  reform  proposals  could 
range  from  a net  savings  of  several  bil- 
lion dollars  to  a net  loss  of  about  $3  bil- 
lion. 

In  view  of  the  prominent  sponsorship 
of  the  Harvard  Medicare  Project  and 
the  obvious  critical  issue  of  providing 
comprehensive  health  care  for  a 
graying  America,  this  book  is  highly 
recommended.  In  one  location  readers 
can  find  the  oftimes  insightful  history 
of  a health  care  movement  as  well  as  the 
specifics  of  operational  activities. 

ALLEN  D.  SPIEGEL,  PhD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203 


CHINESE  MEDICINE:  ITS  HISTORY. 
PHILOSOPHY  & PRACTICE,  & WHY  IT 
MAY  ONE  DAY  DOMINATE  THE 
MEDICINE  OF  THE  WEST 

By  Manfred  Porkert,  MD,  with  Dr 
Christian  Ullmann.  318  pp.  New  York, 
William  Morrow  & Co,  1988.  $18.95 
(cloth) 

Modern  medicine  is  characterized  by 
specialization  and  subspecialization. 
Specialization  is  often  organ  based  and 
provides  effective  care  for  specific  or- 
gan diseases  through  high  technology. 
However,  specialization  increases  the 
cost  of  medical  care  and  often  results  in 
the  fragmentation  of  health  services.  In 
addition,  most  health  problems  encoun- 
tered in  the  community  do  not  require 
highly  specialized  care  and  many  pa- 
tients (30-40%)  visiting  physicians’  of- 
fices have  problems  that  are  of  func- 
tional origin  without  specific  organ 
pathology.  Chinese  medicine,  based  on 
the  functional  principle,  offers  an  alter- 
native health  care  approach  to  the  spe- 
cialization of  modern  Western  medi- 


cine. Its  emphasis  on  health 
maintenance,  humanism,  and  holistic 
integration  is  complementary  to  spe- 
cialization. The  authors  cite  acupunc- 
ture as  an  example  to  illustrate  the  use- 
fulness and  effectiveness  of  Chinese 
medicine  in  successfully  managing 
common  health  problems  in  the  com- 
munity. The  success  of  acupuncture 
therapy  has  attracted  many  Western 
physicians  and  scholars  to  study  Chi- 
nese medicine  in  recent  years.  Many 
Western  physicians  find  that  Chinese 
medicine  offers  different  approaches  to 
identifying  clinical  problems  and  man- 
aging them  in  its  own  highly  system- 
atized fashion,  often  as  effectively  as 
modern  medical  science. 

By  having  studied  Chinese  medicine 
for  more  than  20  years,  the  author, 
Manfred  Porkert,  MD,  recognizes  the 
difficulties  for  Western  physicians  in 
studying  Chinese  medicine.  Many  orig- 
inal articles  are  written  in  classical  Chi- 
nese and  even  Chinese  intellectuals  find 
them  difficult  to  understand.  Dr  Chris- 
tian Ullmann,  the  co-author  of  the 
book,  observes  that  Chinese  medicine  is 
deeply  rooted  in  Chinese  cultural  heri- 
tage through  its  2,000  years  of  history. 
Chinese  medicine  is  a reflection  of  Chi- 
nese philosophy,  which  is  interwoven 
with  the  daily  life  of  the  Chinese  people. 
Chinese  medicine  adopts  the  Yin-Yang 
theory  from  Chinese  philosophy  as  its 
fundamental  principle.  Health  is 
viewed  as  a state  of  equilibrium  be- 
tween the  two  opposite  yet  complemen- 
tary Yin-Yang  forces.  This  Yin-Yang 
theory  then  governs  the  diagnostic  and 
treatment  approaches  in  Chinese  medi- 
cine, which  certainly  is  difficult  for 
Western  physicians  or  scholars  to  com- 
prehend. However,  as  experienced  by 
the  authors,  once  these  theoretical 
backgrounds  are  understood,  the  study 
of  Chinese  medicine  soon  becomes  a 
fascinating,  intellectual  challenge  and  a 
rewarding  exercise. 

The  authors  introduce  the  interesting 
concept  of  the  language  barrier  which 
may  in  fact  prevent  many  Western 
scholars  from  studying  Chinese  medi- 
cine. They  observe  that  language,  like  a 
binding  force,  holds  us  captive  to  our 
own  cultural  heritage.  Consequently,  in 
contrast  to  their  Western  counterparts, 
practitioners  of  Chinese  medicine,  by 
using  different  language,  arrive  at 
somewhat  different  approaches 
through  observations  of  similar  symp- 
toms and  signs  in  their  patients.  To  help 
Western  scholars  and  physicians  in 
overcoming  language  barriers,  cultural 
differences,  and  historical  misunder- 
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standings,  the  authors  lucidly  present 
the  theoretical  fundamentals,  diagnos- 
tic approaches,  and  treatment  modal- 
ities of  Chinese  medicine.  New  termin- 
ology is  introduced.  Many  new  terms 
may  puzzle  veteran  readers  who  are  al- 
ready accustomed  to  the  established 
older  terms,  but  these  may  find  greater 
acceptability  with  readers  who  are  just 
starting  a career  in  Chinese  medicine. 
The  authors  claim  that  Chinese  medi- 
cine is  a full-fledged  scientific  discipline 
and  its  future  integration  into  modern 
medicine  is  in  order.  To  do  this,  further 
control  studies  are  needed  to  support  the 
theoretical  claims  which  are  developed 
largely  through  observation,  experience, 
induction,  and  synthesis. 

ERNEST  T.  T.  YEN,  MD 
University  of  Southern  California 
School  of  Medicine 
St  Francis  Medical  Center 
Lynwood,  CA  90262 


COLOUR  ATLAS  OF  SEXUALLY 
TRANSMITTED  DISEASES 

By  Professor  L.  K.  Bhutani.  160  pp,  il- 
lustrated. St  Louis,  Mo,  Ishiyaku  Eur- 
oAmerica,  Inc,  Publishers,  1988. 
$42.50  (hardcover) 

The  purpose  of  this  book  is  to  provide 
the  clinical  practitioner  of  venereology 
with  an  authoritative  collection  of  ex- 
cellent photographs  to  ease  the  task  of 
identifying  and  diagnosing  sexually 
transmitted  diseases.  The  author  is  Pro- 
fessor and  Head  of  the  Department  of 
Dermatology  and  Venereology  at  the 
All  India  Institute  of  Medical  Sciences 
in  New  Delhi,  India.  Atlases  of  venere- 
ology are  not  often  published,  and  few 
are  easily  available.  Consequently,  any 
new  addition  in  this  area  is  definitely 
welcome. 

Included  in  this  atlas  are  syphilis  (all 
stages),  gonorrhea,  nongonococcal  ure- 
thritis, and  nonspecific  genital  infec- 
tions, such  as  chancroid,  donovanosis, 
lymphogranuloma  venereum,  herpes 
progenitalis,  genital  warts,  pediculosis, 
scabies,  and  acquired  immunodeficien- 
cy syndrome.  A special  section  is  devot- 
ed to  nonvenereal  genital  conditions, 
such  as  lichen  sclerosis  and  atrophicus. 
Unfortunately,  this  section  also  in- 
cludes molloscum  contagiosum,  candi- 
diasis, and  tinea  versicolor,  which  are 
often,  if  not  usually,  sexually  transmit- 
ted in  adults. 

Most  of  the  photographs  in  this  atlas 
are  of  good  quality  and  representative 
of  what  the  clinician  is  likely  to  see  in 


actual  practice.  Some,  however,  suffer 
from  poor  resolution  and  definition 
(photo  12,  of  macular  syphilis,  photo 
40,  of  a palatal  gumma,  photo  51  of 
gonococeal  balanitis,  photo  53,  of  gono- 
coccal epididymo-orchitis,  and  others), 
and  are  consequently  of  little  value. 

An  even  more  serious  problem  for  the 
American  venereologist  stems  from  the 
treatment  regimens  recommended  by 
the  authors.  For  a book  published  in 
1988  to  vary  so  markedly  in  its  thera- 
peutic approach  to  sexually  transmitted 
diseases  from  the  recommendations  of 
the  Centers  for  Disease  Control  is  most 
distressing,  and  likely  to  be  a major 
source  of  confusion  to  its  readers.  For 
example,  although  spectinomycin  is 
mentioned  as  a treatment  for  infections 
“refractory  to  penicillin,”  the  phrase 
“penicillinase  producing  Neisseria 
gonorrheae"  is  not  even  mentioned,  nor 
is  the  place  of  cephalosporin  therapy  in 
resistant  gonorrhea.  Erythromycin,  the 
drug  of  choice  for  the  treatment  of 
chancroid  in  the  United  States,  is  not 
even  mentioned  in  the  chapter  on  chan- 
croid. Instead,  sulfonamides  are  recom- 
mended, with  tetracycline,  streptomy- 
cin, and  metronidazole  as  alternatives. 

The  section  on  nonvenereal  diseases 
of  the  genitals  is  uneven  and  poorly  se- 
lected, with  common  problems  such  as 
psoriasis  and  eczema  omitted.  As  most 
of  the  photos  are  excellent,  however, 
this  book  can  definitely  be  recommend- 
ed for  use  as  an  atlas. 

YEHUDI  FELMAN,  MD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  1 1203 


DRUG  INTERACTIONS  INDEX 

Second  Edition.  By  Robert  T.  Weibert, 
Pharm  d,  and  William  A.  Norcross,  MD. 
374  pp.  Oradell,  NJ,  Medical  Econom- 
ics Co,  Inc,  1988.  $27.95  (softcover) 

With  the  continuing  increase  in  the 
number  of  prescription  and  nonpre- 
scription medications,  it  is  difficult  for 
a clinician  to  keep  up  with  potential  in- 
teractions and  practical  approaches  to 
managing  them.  In  the  second  edition 
of  Drug  Interactions  Index , the  authors 
attempt  to  provide  a “quick,  practical 
guide  to  significant  adverse  interactions 
and  their  clinical  implications,”  with 
the  “emphasis  on  essential  information 
that  is  most  useful  for  actual  clinical 
practice.”  A limited  number  of  signifi- 
cant food-drug  interactions  are  also  in- 
cluded. 


The  book  contains  four  sections:  a 
name  index,  a number  index,  the  inter- 
action descriptions,  and  an  appendix  of 
generic  names  by  number.  These  sec- 
tions contain  3,980  names,  9,580  inter- 
action pairs,  and  434  interaction  mono- 
graphs. Using  the  book  requires  a series 
of  steps.  The  practitioner  must  first 
look  up  the  drugs  in  question  in  the 
name  index  to  identify  their  three-digit 
code  number  (an  arbitrarily  assigned 
even  number).  He  must  then  locate  one 
of  the  code  numbers  in  the  number  in- 
dex, and  scan  the  list  following  that 
number  for  the  number  of  the  second 
drug.  If  the  second  number  is  there, 
then  the  index  will  refer  to  an  interac- 
tion number  (an  arbitrarily  assigned 
odd  number  preceded  by  an  “I,”  eg,  I- 
195),  and  the  reader  can  then  locate  the 
interaction  in  the  interaction  descrip- 
tion section.  In  the  descriptions,  or 
monographs,  the  action  of  the  drug  list- 
ed on  the  left  side  of  the  title  is  altered 
by  the  drug(s)  listed  on  the  right  side. 
The  monograph  also  lists  the  code  num- 
bers of  all  the  drugs  that  react  as  de- 
scribed; to  identify  the  drug  names,  the 
appendix  must  be  used.  Included  in  the 
monograph  are  a brief  description  of 
the  interaction,  suggestions  for  treat- 
ing, minimizing,  and/or  preventing  ad- 
verse effects,  and  one  to  three  literature 
citations. 

The  preface  proclaims  that  the 
“computer-like  precision”  of  the 
“unique  numbering  system”  will  lead 
the  practitioner  to  any  specific  interac- 
tion (drug-drug  or  food-drug)  in  sec- 
onds. In  actual  use  this  unique  number- 
ing system  is  very  cumbersome; 
locating  an  interaction  in  this  book  gen- 
erally takes  longer  than  locating  the 
same  information  in  other  similar  refer- 
ences. The  numbering  system  in  this 
book  takes  up  a significant  portion  of 
the  375  pages:  the  name  index  is  104 
pages,  the  number  index  68  pages,  the 
interaction  section  184  pages,  and  the 
appendix  18  pages. 

The  positive  aspect  of  the  name  index 
is  its  extensiveness.  It  lists  a large  num- 
ber of  prescription  and  nonprescription 
medications,  and  it  also  includes  the  re- 
acting ingredients  in  combination  prod- 
ucts. A potential  drawback  is  the  inclu- 
sion of  products  that  have  not  been 
available  in  the  US  for  several  years 
(eg,  Coco-Quinine™,  Unitensin™, 
PAC™  [phenacetin,  aspirin,  and  caf- 
feine], and  Quinamm™  [ingredients 
listed  as  quinine  and  aminophylline]). 
There  are  also  several  editing  errors. 
The  most  obvious  one  is  the  incorrect 
food-drug  interaction  number  listed  for 
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every  theophylline  and  aminophylline 
product. 

The  number  index  contains  only  code 
numbers:  to  identify  the  drug  associat- 
ed with  a particular  code  number,  the 
appendix  must  be  used.  In  using  the 
number  index  it  should  not  matter 
which  of  the  two  (or  more)  code  num- 
bers is  located  first,  the  other  number 
should  be  listed  after  the  first  number  if 
there  is  an  interaction  description.  In  a 
few  of  the  cases  checked,  it  did  matter 
which  number  was  located  first.  With 
almost  9,600  interacting  pairs  in  the 
number  index,  it  was  not  feasible  to  ver- 
ify each  pair;  therefore,  the  extent  of 
this  problem  is  not  clear. 

Although  the  interaction  informa- 
tion occupies  only  half  of  the  book,  it  is 
the  most  important  section.  The  con- 
cept of  providing  practical  information 
to  practitioners  for  managing  drug  in- 
teractions is  a good  one;  however,  there 
are  a number  of  problems  (some  minor, 
some  major)  that  limit  the  authors’ 
achievement  of  this  goal.  For  instance, 
the  authors  have  included  the  interac- 
tions that  in  their  “best  judgment”  are 
of  the  “greatest  significance  for  the 
practitioner.”  Unlike  other  drug  inter- 
action books,  which  provide  a rating 
scale  or  definition  of  clinical  signifi- 
cance, this  book  does  not  provide  this 
information. 

Another  potential  problem  is  the 
over-generalization  of  some  manage- 
ment suggestions,  particularly  the  over- 
use of  “avoid  this  combination.”  While 
this  advice  is  appropriate  for  some  in- 
teractions, it  is  not  always  feasible.  The 
authors  could  have  included  additional 
practical  suggestions  for  monitoring  or 
dosage  adjustments.  Furthermore, 
some  monographs  are  not  as  complete 
as  they  should  be,  and  therefore  could 
be  misleading.  For  example,  the  mono- 
graph on  aminoglycosides  and  inhala- 
tion anesthetics  mentions  neuromuscu- 
lar blockade,  but  not  nephrotoxic 
effects;  the  monograph  on  nondepolar- 
izing muscle  relaxants  and  aminoglyco- 
sides suggests  observing  the  patient  for 
respiratory  depression,  but  does  not  dis- 
cuss management  of  the  respiratory  de- 
pression. 

There  are  a number  of  inconsisten- 
cies. The  term  “calcium  blockers”  is 
used,  but  so  is  “calcium  channel  block- 
ers.” Likewise,  “beta  blockers”  is  used, 
but  so  is  “beta-adrenergic  blockers.” 
Potential  alternative  agents  are  not 
consistently  suggested.  For  example, 
ranitidine  and  famotidine  are  suggested 
as  alternatives  to  cimetidine  for  pa- 
tients taking  oral  anticoagulants,  but 


neither  agent  is  suggested  as  a possible 
alternative  for  patients  taking  benzo- 
diazepines. Also,  the  reference  cited  is 
not  always  the  most  appropriate  or  sig- 
nificant article  dealing  with  a particu- 
lar interaction. 

Conceptually,  this  book  would  be 
useful  for  practitioners  who  need  gener- 
al practical  information  on  drug  inter- 
actions without  detailed  discussions  of 
the  pharmacology  or  mechanism.  Oth- 
er currently  available  drug  interaction 
references  (eg,  Drug  Interactions,  5th 
ed;  Evaluations  of  Drug  Interactions; 
Drug  Interaction  Facts)  could  then  be 
consulted  as  needed  for  more  detailed 
information.  It  should  also  be  pointed 
out  that  the  more  detailed  books  also 
suggest  practical  ways  to  manage  po- 
tential drug  interactions.  Unfortunate- 
ly for  Drug  Interactions  Index,  the 
cumbersome  numbering  system,  the 
various  inconsistencies,  and  over-gener- 
alizations minimize  its  usefulness. 

MAUREEN  E.  SAVITSKY.  Pharm  D 
Coordinator,  Clinical  and  Drug 
Information  Services 
Geisinger  Medical  Center 
Danville,  PA  17822 


WORSE  THAN  THE  DISEASE.  PITFALLS 
OF  MEDICAL  PROGRESS 

By  Diana  B.  Dutton.  528  pp.  New 
York,  Cambridge  University  Press, 
1988.  $29.95  (hardcover) 

Diana  Dutton’s  book  is  interesting, 
well  researched,  and  very  well  written. 
Although  not  at  all  complimentary  to 
physicians,  its  warning  message  is  im- 
portant and  worthy  of  documentation. 
Using  four  graphic  examples,  she  tells 
how  lax  some  research  laboratories, 
pharmaceutical  manufacturers,  and 
regulatory  agencies  can  be. 

The  diethylstilbestrol  (DES)  story  is 
well  known  but  still  shocking  to  read  in 
such  detail.  The  artificial  heart  experi- 
ment, the  swine  flu  fiasco,  and  the  dan- 
gers inherent  in  genetic  engineering  are 
strong  arguments  in  favor  of  her  pro- 
posal for  patient  and  public  involve- 
ment in  critical  medical  and  ethical  de- 
cisions on  new  products  and  techniques. 
The  reader  will  be  impressed  by  Dut- 
ton’s candor,  and  although  slanted 
against  physicians,  the  facts  are  diffi- 
cult to  refute  and  the  conclusions  are 
fair  and  realistic.  She  demonstrates  an 
excellent  understanding  of  the  com- 
plexity of  the  medical  dilemmas  de- 
scribed. 

Physicians  whose  careers  began  in 


the  1940s  lived  through  the  period  cov- 
ered in  this  book.  At  that  time,  for  ex- 
ample, penicillin  was  acclaimed  as  the 
new  “panacea.”  It  was  distributed  in  vi- 
als in  a wax-like  vehicle.  One  had  to 
heat  the  substance  by  rolling  the  vial  in 
the  palms  of  the  hands  in  order  to  be 
able  to  inject  it  intramuscularly.  It 
worked  miraculously  on  streptococcal 
infections  as  well  as  gonorrhea  and 
syphilis.  It  was  not  a cure-all  but  well 
worth  the  lumpy  buttocks  it  caused. 
Some  of  us  saw  and  heard  of  young 
women  with  peculiar  vaginal  cancers. 
They  had  been  delivered  by  mothers 
who  had  been  exposed  to  DES.  We 
were  witnesses  to  the  thalidomide  hor- 
ror, the  dramatic  but  short-lived  experi- 
ment with  the  artificial  heart,  the  swine 
flu  immunization  campaign,  the  pre- 
mature heart  transplants,  and  the  de- 
bate over  genetic  engineering.  The  lat- 
ter is  a current  issue.  Some  see  it  as  the 
creation  of  clones.  Others  yearn  for  the 
golden  opportunity  to  eliminate  con- 
genital defects  and  inherited  diseases. 

What  is  the  competent  and  ethical  in- 
vestigator to  do?  The  voices  against  an- 
imal experimentation  are  loud  and  per- 
sistent yet  dampened  by  the  clamor  for 
action  and  results  as,  for  example,  with 
the  acquired  immunodeficiency  syn- 
drome. Weigh  if  you  will  the  pressure  of 
one  against  the  other.  Patients  with  in- 
curable diseases  are  willing  to  try  any- 
thing. They  complain  that  government 
agencies  are  too  slow.  Others  feel  that 
pharmaceutical  companies  are  too  fast. 
Some  believe  that  double  blind  experi- 
ments are  unfair  to  the  placebo  group 
when  the  results  are  good,  but  insist 
that  the  procedure  be  followed  when 
the  results  are  bad. 

When  knowledge  is  available  but  ig- 
nored for  profit,  it  is  unconscionable 
and  deserving  of  severe  penalties.  How- 
ever, findings  are  frequently  neither 
black  nor  white  and  thousands  of  pa- 
tients may  be  exposed  before  unpredict- 
able adverse  reactions  occur.  Scientifi- 
cally controlled  experiments  on  animals 
with  prolonged  periods  of  observation 
using  adequate  numbers  outweighs  by 
far  the  rush  to  publish,  the  profit  mo- 
tive, and  the  pressures  mounted  by  an 
anxious  public  on  behalf  of  the  sick. 

Investigators,  physicians,  regulatory 
agents  and  students  should  read  this 
controversial  book.  It  will  certainly 
stimulate  your  thought  processes. 

JULIUS  E.  STOLFI.  MD 
Professor  Emeritus 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203 
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FDA  expands  testing  of  anti-AIDS  drugs 

In  preliminary  testing,  dideoxycytidine  (ddC)  has 
shown  promise  in  combatting  the  progression  of  AIDS. 
The  apparent  antiviral  activity  of  ddC  at  doses  low  enough 
to  avoid  toxic  side  effects  has  prompted  the  Food  and 
Drug  Administration  (FDA)  to  expand  clinical  trials  in 
several  patient  populations. 

Proposed  studies  include  comparing  ddC  to  zidovudine 
(AZT)  in  patients  with  AIDS  or  AIDS-related  complex 
(ARC),  evaluating  ddC  in  patients  with  AIDS  or  ad- 
vanced ARC  who  cannot  tolerate  AZT,  and  judging  the 
effectiveness  of  ddC  in  persons  with  AIDS  dementia.  Pos- 
sible future  studies  of  ddC  would  focus  on  babies  and 
young  children  with  AIDS  and  on  asymptomatic  carriers 
of  HIV  at  high  risk  of  progressing  to  AIDS. 

The  National  Institute  of  Allergy  and  Infectious  Dis- 
eases (NIAID)  is  cosponsoring  trials  with  Hoffmann-La 
Roche,  which  holds  exclusive  worldwide  rights  to  ddC,  to 
determine  the  safety  and  activity  of  alternating  therapy 
with  ddC  and  AZT.  Combination  regimens  of  ddC  with 
AZT  and  ddC  with  Roferon®-A  (recombinant  interferon 
alpha-2a)  are  in  the  planning  stages. 

These  expanded  trials  will  provide  more  information  on 
the  association  between  ddC  and  peripheral  neuropathy, 
an  adverse  effect  of  ddC  therapy  recognized  in  earlier 
studies.  Both  the  FDA  (800-874-2572)  and  Roche  (col- 
lect at  201-235-2355)  can  supply  details  on  all  current  and 
prospective  trials. 

Dideoxyinosine  (ddl;  Bristol  Myers  Co.)  is  another 
promising  experimental  AIDS  drug.  Phase  I clinical  trials 
to  determine  the  safety  of  ddl  have  been  completed,  and 
phase  II  studies  of  the  drug’s  efficacy  will  follow.  Because 
of  the  immediate  need  for  effective  antiviral  drugs  to  halt 
the  progression  of  AIDS  in  infected  individuals,  the  feder- 
al government  is  considering  making  ddl  available  to 
AIDS  patients  before  the  completion  of  clinical  testing. 

Pending  the  recommendations  of  an  FDA  advisory 
committee  concerning  the  structure,  management,  liabil- 
ity, and  other  issues  of  a parallel  track  distribution  pro- 
gram (in  which  a drug  is  available  for  use  after  phase  I 
safety  trials),  the  Department  of  Health  and  Human  Ser- 
vices, together  with  the  FDA,  National  Institute  of  Aller- 
gy and  Infectious  Diseases,  and  the  drug  manufacturer, 
will  determine  whether  ddl  will  be  available  under  a par- 
allel track  program  or  under  an  Investigational  New  Drug 
Program  (IND;  with  distribution  possible  after  phase  II 
efficacy  trials). 

Prophylactic  dentistry  can  help  reduce  oral  complications 
of  cancer  therapy 

Cancer  therapies,  including  radiation,  high-dose  che- 
motherapy, and  bone  marrow  transplantation,  can  pro- 
duce complications  of  the  oral  cavity  such  as  mucosal  in- 
flammation, chronic  dry  mouth,  disintegration  of  bone, 
and  septicemia  ( Dental  Products  Report , July/August 
1989,  p 12).  Prophylactic  dentistry  can  substantially  re- 
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duce  the  incidence  of  these  complications,  which  currently 
affect  about  400,000  patients  undergoing  cancer  therapy 
each  year. 

A National  Institutes  of  Health  consensus  panel  has 
recommended  screening  of  all  cancer  patients  to  evaluate 
the  need  for  root  planing  and  scaling  to  clear  away  bacte- 
ria that  could  play  a role  in  local  or  systemic  infection. 
Patients  should  allow  at  least  three  weeks  between  any 
needed  tooth  extractions  and  the  initiation  of  radiation 
therapy. 

Oral  complications  are  most  common  among  patients 
receiving  radiation  therapy  for  head  and  neck  cancers  or 
those  undergoing  high-dose  chemotherapy  for  leukemia, 
which  can  produce  immunosuppression  and  myelo- 
suppression. 

Children  and  sports:  What’s  healthy,  what’s  not 

As  another  school  year  begins,  students  will  renew  their 
participation  in  regular  school  physical  education  classes, 
and  many  students  will  opt  to  participate  on  school  sports 
teams  as  well  as  extracurricular  sports  activities.  Sports 
programs  offer  benefits  such  as  physical  activity  and  con- 
ditioning, the  opportunity  to  compete,  and  experience  in 
working  with  others  as  a team.  All  sports,  and  contact 
sports  in  particular,  carry  the  risk  of  injury  to  the  athlete. 

To  aid  physicians  in  advising  pediatric  patients  and 
their  parents  on  issues  of  pediatric  sports  medicine,  the 
American  Academy  of  Pediatrics  (AAP)  has,  over  the 
years,  formulated  policy  statements  regarding  such  as- 
pects of  sports  medicine  as  infant  exercise  programs,  ana- 
bolic steroids  and  the  adolescent  athlete,  sports  and  the 
child  with  epilepsy,  and  risks  in  long  distance  running  for 
children. 

Paul  G.  Dyment,  MD,  discusses  some  of  the  controver- 
sies in  pediatric  sports  medicine  in  light  of  AAP  view- 
points in  a recent  issue  of  The  Physician  and  Sportsmedi- 
cine  (1989;  17:57-71).  The  “industry”  of  infant  exercise 
programs  has  mushroomed  recently  to  include  a growing 
number  and  variety  of  exercise  classes  and  even  home  ex- 
ercise equipment  specifically  for  infants.  Much  of  the 
commercialization  of  the  infant  exercise  market  has  fo- 
cused on  extolling  the  benefits  of  exercise  products  and 
classes  for  an  infant’s  physical  fitness  and  rate  of  motor 
development.  Dyment  notes  that  most  infant  exercise  pro- 
grams consist  of  passive  exercises,  including  stretching 
and  massage,  that  “do  not  increase  muscle  strength  or  en- 
durance” and  are  unlikely  to  affect  the  rate  of  motor  de- 
velopment. Unless  shown  to  incorporate  potentially  injuri- 
ous practices,  infant  exercise  programs  should  not  be 
discouraged,  because  they  can  contribute  to  increased 
parent-child  interaction  and  positive  emotional  conse- 
quences. 

The  AAP  does  not  recommend  infant  swim  classes  be- 
cause of  the  risks  of  infectious  disease  transmission  and 
hyponatremia-induced  convulsions  that  can  occur  when  a 
child  swallows  excessive  amounts  of  water.  Infant  swim 
classes  should  adhere  to  YWCA  safety  guidelines,  which 
prohibit  total  submersion  of  the  infant.  Group  swimming 
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lessons  are  best  begun  when  a child  is  at  least  three  years 
old. 

The  increasing  number  of  catastrophic  neck  injuries  as- 
sociated with  use  of  a trampoline  led  the  AAP  in  1977  to 
recommend  against  trampoline  use  in  competitive  sports 
and  physical  education  classes — and  most  schools  heeded 
the  recommendation. 

Although  the  causes  of  amenorrhea  and  other  menstru- 
al irregularities  among  some  female  athletes  are  not 
known,  these  disorders  appear  to  be  caused  by  the  physio- 
logic stress  associated  with  sports  such  as  gymnastics,  long 
distance  running,  rowing,  and  ballet.  Nutrition  counseling 
and  increased  calorie  intake  may  prove  beneficial.  Men- 
strual dysfunction  attributed  to  intense  sports  activity 
does  not  appear  to  affect  the  female  athlete’s  fertility  once 
she  reduces  her  level  of  physical  activity. 

For  many  years,  it  was  the  AAP’s  view  that  “there  was 
no  reason  to  segregate  prepubertal  boys  and  girls  during 
athletic  competition,  but  that  after  the  onset  of  puberty 
sports  should  be  gender  specific  because  the  greater  size 
and  strength  of  the  average  boy  made  open  competition 
unfair  to  girls.”  Title  IX  of  the  1972  Education  Act  man- 
dated that  schools  provide  girls  and  boys  with  equal  ath- 
letic opportunities.  If  a school  has  one  football  team,  for 
example,  both  girls  and  boys  should  be  allowed  to  try  out 
for  a spot  on  the  team,  and,  when  tested,  this  right  has  held 
up  in  court.  Dyment  asserts  that,  “There  is  no  evidence 
that  a girl  is  any  more  susceptible  to  injury  than  a male 
teammate  of  similar  weight,  despite  her  relatively  smaller 
bones  and  muscle  mass.”  However,  because  boys  in  gener- 
al have  greater  strength  and  endurance,  they  would  have 
an  advantage,  particularly  when  competing  for  positions 
in  contact  sports.  Therefore,  he  supports  the  AAP  position 
of  equal  support  but  separate  teams  for  adolescents. 

Growing  controversy  on  safety  of  implants 

Medical  devices  and  materials  implanted  into  the  hu- 
man body  were  once  thought  of  as  inert  or  biocompatible. 
However,  there  is  now  a growing  body  of  evidence  to  sug- 
gest that  many  implants  “can  produce  chronic  and  poten- 
tially harmful  effects  on  human  tissue  in  some  patients” 
(New  York  Times,  July  25,  1989,  pp  Cl, 8). 

Although  the  level  of  risk  associated  with  implants  is 
not  yet  known,  the  benefits  of  implants  for  medical  pur- 
poses— primarily  prolonging  and  improving  the  quality  of 
life — would  appear  to  outweigh  any  potential,  long  term 
risks.  Persons  who  receive  implants  strictly  for  cosmetic 
purposes,  particularly  at  an  early  age,  should  consider  the 
medical  problems  they  may  face  in  the  future.  These  in- 
clude chronic  inflammation,  infection,  blood  clots,  bone 
loss,  connective  tissue  disorders,  and,  rarely,  cancer. 

Although  the  findings  are  still  speculative,  researchers 
are  expressing  concern  that  implant  materials  such  as  sili- 
cone, cobalt,  and  titanium  may  be  associated  with  tumor 
development.  Metals  cobalt  and  titanium,  commonly  used 
in  joint  implants,  can  corrode  and  release  small  particles 
of  metal  into  the  bloodstream  that  can  then  travel  to  other 
parts  of  the  body. 


The  American  Academy  of  Orthopedic  Surgeons  re- 
cently addressed  these  controversies,  documenting  only 
eight  reported  instances  of  tumors  near  the  site  of  joint 
implants  from  among  the  approximately  three  million 
joint  replacements  performed  during  the  past  ten  years. 
They  conclude  that  “some  concern  is  warranted,”  howev- 
er “the  risk  appears  to  be  minimal.” 

The  long  term  risks  of  implanted  materials  are  of  great- 
er concern  for  younger  recipients.  “Infants  are  now  being 
treated  with  teflon  implants  for  urinary  tract  disorders, 
and  the  average  age  of  women  receiving  breast  implants  is 
32  years.”  Complications  associated  with  silicone  breast 
implants  include  the  formation  of  hard  lumps,  leaking  of 
the  silicone,  difficulty  in  detecting  breast  cancer,  and  de- 
velopment of  connective  tissue  diseases. 

Perhaps  the  least  troublesome  implants  are  eye  lenses, 
because  some  of  the  immune  system  components  responsi- 
ble for  inflammation  are  not  present  in  the  eye. 

Little  known  hazard  of  drinking  beer 

For  one  36-year-old  man,  a bottle  of  beer  to  be  consumed 
while  watching  a baseball  game  led  instead  to  a visit  to  the 
emergency  room  (N  Engl  J Med  1989;  321:121-122).  The 
man’s  attempt  to  remove  the  bottle  cap  with  his  teeth  led  to 
esophageal  obstruction  when  the  compressed  gas  in  the  bot- 
tle forced  the  cap  down  his  oropharynx. 

Radiographs  depicted  the  cap  in  the  upper  third  of  his 
esophagus.  Use  of  a rigid  esophagoscope  was  unsuccessful 
because  the  serrations  were  lodged  in  the  mucosa.  “The 
patient  subsequently  underwent  a right  thoracotomy,  dur- 
ing which  the  bottle  cap,  measuring  2.7  cm  in  diameter 
and  bearing  the  words  ‘Miller  High  Life,’  was  found  at  the 
level  of  the  T4  vertebra  just  above  the  azygous  vein;  it  was 
removed  by  esophagotomy.” 

The  authors  stress  the  danger  of  removing  bottle  caps 
from  carbonated  beverages  with  one’s  teeth. 

Misuse  of  disposable  contact  lenses  increases  risk  of 
corneal  infections 

The  development  of  disposable  contact  lenses  offered 
lens  wearers  the  convenience  of  extended  wear  without  the 
need  for  periodic  cleaning  of  their  lenses.  However,  oph- 
thalmologists have  warned  that  exceeding  the  recom- 
mended lifetime  of  disposable  contact  lenses  will  increase 
the  wearer’s  risk  of  serious  corneal  infections  ( JAMA 
1989;261:3549-3550). 

Robert  M.  Kershner,  MD,  described  a patient  with  a 
corneal  ulcer  infected  with  Pseudomonas  sp  who  wore  dis- 
posable contact  lenses  for  2V2  weeks  at  a time.  The  patient 
had  been  wearing  disposable  lenses  comfortably  for  ten 
months,  at  which  time  he  began  gradually  to  increase  the 
wearing  time.  He  sought  treatment  for  symptoms  of  red- 
ness, pain,  and  loss  of  vision. 

Examination  revealed  a 1-mm  deep  corneal  ulcer,  and 
culture  of  the  lesion  grew  Pseudomonas  sp.  Topical  amin- 
oglycoside therapy  gradually  led  to  healing.  The  patient 
was  left  with  a small,  central  scar,  and  his  vision  was  not 
correctable  to  20/20. 
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OBITUARIES 


In  addition  to  these  listings,  the  Journal  will  publish 
obituaries  written  by  physician  readers.  Inquiries  should 
first  be  made  to  the  Editor. 


Francis  A.  Agrest,  MD,  Buchanan.  Died 
June  1,  1989;  age  81.  Dr  Agrest  was  a 
1934  graduate  of  the  State  University 
of  New  York  Health  Science  Center  at 
Brooklyn.  He  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine. 
He  was  a member  of  the  New  York 
Academy  of  Medicine,  the  Medical  So- 
ciety of  the  County  of  Westchester,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Leonard  J.  Barron,  MD,  Binghamton. 
Died  June  4,  1989;  age  76.  Dr  Barron 
was  a 1937  graduate  of  the  University 
of  Toronto  Faculty  of  Medicine.  He 
was  a Fellow  of  the  American  College 
of  Surgeons  and  a Diplomate  of  the 
American  Board  of  Orthopedic  Sur- 
gery. His  memberships  included  the 
American  Academy  of  Orthopaedic 
Surgeons,  the  Broome  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Hugh  D.  Black,  MD,  Naples,  Florida. 
Died  May  8,  1989;  age  69.  Dr  Black 
was  a 1945  graduate  of  the  State  Uni- 
versity of  New  York  Upstate  College  of 
Medicine,  Syracuse.  He  was  a Fellow  of 
the  American  College  of  Anesthesiolo- 
gists. He  was  a member  of  the  Medical 
Society  of  the  County  of  Chenango  and 
the  Medical  Society  of  the  State  of  New 
York. 

Arnold  G.  Blumberg,  MD,  Glen  Oaks. 
Died  June  18,  1989;  age  69.  Dr  Blum- 
berg was  a 1945  graduate  of  the  New 
York  University  School  of  Medicine. 
He  was  a Fellow  of  the  American  Col- 
lege of  Physicians  and  a Diplomate  of 
the  American  Board  of  Internal  Medi- 
cine. He  was  a member  of  the  Nassau 
County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Samuel  Herbert  Bumble,  MD,  Brooklyn. 
Died  February  15,  1989;  age  89.  Dr 
Bumble  was  a 1928  graduate  of  the 
New  York  University  College  of  Medi- 
cine. He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings  and  the 
Medical  Society  of  the  State  of  New 
York. 

Remo  Cancellieri,  MD,  Bronx.  Died 


June  11,  1989;  age  82.  Dr  Cancellieri 
was  a 1932  graduate  of  the  New  York 
University  School  of  Medicine.  He  was 
a Fellow  of  the  American  College  of 
Angiology  and  a Diplomate  of  the 
American  Board  of  Internal  Medicine. 
He  was  a member  of  the  Bronx  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Armando  H.  Cucchiarella,  MD,  Scars- 
dale.  Died  May  25,  1989;  age  65.  Dr 
Cucchiarella  was  a 1954  graduate  of 
the  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a 
member  of  the  Bronx  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Nabil  D.  El  Hassan,  MD,  Syracuse.  Died 
April  17,  1989;  age  46.  Dr  El  Hassan 
was  a 1970  graduate  of  the  Medical 
School,  American  University  of  Beirut, 
Beirut,  Lebanon.  He  was  a Fellow  of 
the  American  College  of  Obstetricians 
and  Gynecologists.  He  was  a member 
of  the  American  Fertility  Society,  the 
Onondaga  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Gerald  Jay  Epps,  MD,  Brooklyn.  Died 
June  15,  1989;  age  80.  Dr  Epps  was  a 
1938  graduate  of  the  Leopold  Franzens 
Universitaet  Medizinische  Fakultaet, 
Innsbruck,  Germany.  His  memberships 
included  the  American  Academy  of 
Family  Physicians,  the  American  Geri- 
atrics Society,  the  Medical  Society  of 
the  County  of  Kings,  and  the  Medical 
Society  of  the  State  of  New  York. 

Leo  Fahnrich,  MD,  Valley  Stream.  Died 
June  16, 1989;  age  75.  Dr  Fahnrich  was 
a 1943  graduate  of  the  Middlesex  Uni- 
versity School  of  Medicine,  Waltham, 
Massachusetts.  He  was  a member  of 
the  Nassau  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

Abraham  H.  Friedman,  MD,  New  York. 
Died  August  27,  1988;  age  85.  Dr 
Friedman  was  a 1930  graduate  of  the 
New  York  University  School  of  Medi- 
cine. He  was  a member  of  the  Clinical 
Society  of  the  New  York  Diabetes  As- 


sociation, the  New  York  Cardiological 
Society,  the  American  Geriatrics  Soci- 
ety, the  New  York  County  Medical  So- 
ciety, and  the  Medical  Society  of  the 
State  of  New  York. 

Sawnie  Renard  Gaston,  MD,  Piermont. 
Died  April  15,1 989;  age  80.  Dr  Gaston 
was  a 1935  graduate  of  Yale  University 
School  of  Medicine.  His  memberships 
included  the  New  York  Society  for 
Clinical  Ophthalmology,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

H.  Charles  Gerard,  MD,  New  York. 
Died  October  26,  1988;  age  92.  Dr  Ge- 
rard was  a 1922  graduate  of  the  State 
University  of  New  York  Upstate  Col- 
lege of  Medicine,  Syracuse.  He  was  a 
member  of  the  New  York  Society  for 
Clinical  Ophthalmology,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Barry  David  Gingell,  MD,  New  York. 
Died  April  29,  1989;  age  35.  Dr  Gingell 
was  a 1980  graduate  of  the  New  York 
University  School  of  Medicine.  He  was 
a member  of  the  New  York  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Charles  Glassman,  MD,  Southbury, 
Connecticut.  Died  June  8, 1989;  age  86. 
Dr  Glassman  was  a 1934  graduate  of 
the  Faculty  of  Medicine  University  of 
Aberdeen,  Scotland.  He  was  a member 
of  the  American  Academy  of  Family 
Physicians,  the  Medical  Society  of  the 
County  of  Kings,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Louis  Greenstein,  MD,  Newton,  Con- 
necticut. Died  April  19,  1989;  age  89. 
Dr  Greenstein  was  a 1924  graduate  of 
the  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology.  His  mem- 
berships included  the  New  York  Neu- 
rological Society,  the  American  Acade- 
my of  Neurology,  the  American 
Psychiatric  Association,  the  Medical 
Society  of  the  County  of  Kings,  and  the 
Medical  Society  of  the  State  of  New 
York. 
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Louis  E.  Itzkowitz,  MD,  Brooklyn.  Died 
June  1 0, 1 989;  age  79.  Dr  Itzkowitz  was 
a 1937  graduate  of  the  State  University 
of  New  York  Health  Science  Center  at 
Brooklyn.  He  was  a member  of  the 
American  Academy  of  Family  Physi- 
cians, the  Kings  County  Medical  Soci- 
ety, and  the  Medical  Society  of  the 
State  of  New  York. 

Leon  Kahan,  MD,  Flushing.  Died  June 

18,  1989;  age  82.  Dr  Kahan  was  a 1933 
graduate  of  the  New  York  Medical 
College.  He  was  a member  of  the 
American  Academy  of  Family  Physi- 
cians, the  Medical  Society  of  the  Coun- 
ty of  Queens,  and  the  Medical  Society 
of  the  State  of  New  York. 

Frances  Kardons,  MD,  New  York.  Died 
May  17,  1989;  age  91.  Dr  Kardons  was 
a 1921  graduate  of  the  New  York  Med- 
ical College.  She  was  a member  of  the 
Medical  Society  of  the  County  of  Kings 
and  the  Medical  Society  of  the  State  of 
New  York. 

Charles  Klepetar,  MD,  Delhi.  Died  June 
22,  1989;  age  79.  Dr  Klepetar  was  a 
1934  graduate  of  the  Charles  Univer- 
zita  Fakulta  of  Ped-Gen  Medicine,  Pra- 
ha, Czechoslovakia.  He  was  a member 
of  the  Delaware  County  Medical  Soci- 
ety and  the  Medical  Society  of  the 
State  of  New  York. 

Swen  L.  Larson,  MD,  Elmira.  Died  June 

19,  1989;  age  86.  Dr  Larson  was  a 1930 
graduate  of  the  Georgetown  University 
School  of  Medicine,  Washington,  DC. 
He  was  a Fellow  of  the  American  Col- 
lege of  Chest  Physicians  and  the  Amer- 
ican College  of  Surgeons.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Chemung  and  the  Medical 
Society  of  the  State  of  New  York. 

Samuel  Kantor  Levy,  MD,  Suffern.  Died 
June  11,  1989;  age  95.  Dr  Levy  was  a 
1916  graduate  of  the  State  University 
of  New  York  Health  Science  Center  at 
Brooklyn.  He  was  a Diplomate  of  the 
American  Board  of  Pediatrics.  He  was 
a member  of  the  Medical  Society  of  the 
County  of  Kings  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Frederick  M.  Margaretten,  MD,  Eliza- 
beth, New  Jersey.  Died  May  4,  1989; 
age  93.  Dr  Margaretten  was  a 1921 
graduate  of  the  New  York  Medical 
College.  He  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Kings  and 
the  Medical  Society  of  the  State  of  New 
York. 


Arthur  R.  Poole,  MD,  Far  Rockaway. 
Died  April  5,  1989;  age  59.  Dr  Poole 
was  a 1959  graduate  of  the  Facolta  di 
Medicina  e Chirurgia  delFUniversita  di 
Roma,  Rome,  Italy.  He  was  a Fellow  of 
the  American  College  of  Anesthesiolo- 
gists and  a Fellow  of  the  American  Col- 
lege of  Chest  Physicians.  His  member- 
ships included  the  New  York  State 
Society  of  Anesthesiologists,  the  Amer- 
ican Society  of  Anesthesiologists,  Inc, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Sylvester  H.  Pratt,  MD,  Lockport.  Died 
May  4,  1989;  age  61.  Dr  Pratt  was  a 
1957  graduate  of  the  Indiana  Universi- 
ty School  of  Medicine,  Indianapolis.  He 
was  a member  of  the  American  Acade- 
my of  Occupational  Medicine  and  the 
American  Academy  of  Family  Physi- 
cians. He  was  a member  of  the  Medical 
Society  of  the  County  of  Niagara  and 
the  Medical  Society  of  the  State  of  New 
York. 

Victor  H.  Raisman,  MD,  Kew  Gardens. 
Died  May  29,  1989;  age  84.  Dr  Rais- 
man was  a 1929  graduate  of  the  New 
York  University  School  of  Medicine. 
He  was  a Diplomate  of  the  American 
Board  of  Orthopedic  Surgery  and  a 
Qualified  Fellow  of  the  International 
College  of  Surgeons.  His  memberships 
included  the  American  Academy  of  Or- 
thopaedic Surgeons,  the  Pan  American 
Medical  Association,  the  Medical  Soci- 
ety of  the  County  of  Queens,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Arthur  Reich,  MD,  Crawfordville,  Flori- 
da. Died  July  23,  1988;  age  77.  He  was 
a Diplomate  of  the  American  Board  of 
Anesthesiology  and  a Fellow  of  the 
American  College  of  Anesthesiologists. 
His  memberships  included  the  New 
York  State  Society  of  Anesthesiolo- 
gists, the  American  Society  of  Anesthe- 
siologists, Inc,  the  Suffolk  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Ernest  Welton  Saward,  MD,  San  Jose, 
California.  Died  June  5,  1989;  age  75. 
Dr  Saward  was  a 1939  graduate  of  the 
University  of  Rochester  School  of 
Medicine-Dentistry.  He  was  a Diplo- 
mate of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American 
College  of  Preventive  Medicine.  He 
was  a member  of  the  Medical  Society  of 
the  County  of  Monroe  and  the  Medical 
Society  of  the  State  of  New  York. 


Francis  G.  Scheider,  MD,  North  Syra- 
cuse. Died  May  19,  1989;  age  58.  Dr 
Scheider  was  a 1958  graduate  of  the 
State  University  of  New  York  Upstate 
College  of  Medicine,  Syracuse.  He  was 
a Diplomate  of  the  American  Board  of 
Pediatrics.  He  was  a member  of  the  On- 
ondaga County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New 
York. 

Harry  Schwippert,  MD,  Eden.  Died 
May  13,  1989;  age  67.  Dr  Schwippert 
was  a 1948  graduate  of  the  University 
of  Rochester  School  of  Medicine-Den- 
tistry. He  was  a Diplomate  of  the 
American  Board  of  Surgery  and  the 
American  Board  of  Thoracic  Surgery 
and  a Fellow  of  the  American  College 
of  Surgeons  and  the  American  Board  of 
Surgery.  His  memberships  included  the 
American  Occupational  Medical  Asso- 
ciation, the  American  Academy  of  Oc- 
cupational Medicine,  the  Medical  Soci- 
ety of  the  County  of  Erie,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Michael  Slovak,  MD,  Schenectady. 
Died  May  8,  1989;  age  86.  Dr  Slovak 
was  a 1929  graduate  of  the  Albany 
Medical  College  of  Union  University. 
He  was  a Fellow  of  the  American  Col- 
lege of  Surgeons.  He  was  a member  of 
the  Medical  Society  of  the  County  of 
Schenectady  and  the  Medical  Society 
of  the  State  of  New  York. 

Abraham  Weber,  MD,  Middletown, 
New  Jersey.  Died  May  28,  1989;  age 
89.  Dr  Weber  was  a 1923  graduate  of 
the  State  University  of  New  York 
Health  Science  Center  at  Brooklyn.  He 
was  a Fellow  of  the  American  College 
of  Angiology.  His  memberships  includ- 
ed the  New  York  Cardiological  Soci- 
ety, the  Clinical  Society  of  the  New 
York  Diabetes  Association,  the  New 
York  State  Society  of  Internal  Medi- 
cine, the  American  Geriatrics  Society, 
the  Medical  Society  of  the  County  of 
Kings,  and  the  Medical  Society  of  the 
State  of  New  York. 

Saul  Weinstein,  MD,  Ft  Lauderdale, 
Florida.  Died  October  8,  1988;  age  80. 
Dr  Weinstein  was  a 1932  graduate  of 
the  University  of  Colorado  School  of 
Medicine,  Denver.  He  was  a member  of 
the  American  Academy  of  Family  Phy- 
sicians, the  Bronx  County  Medical  So- 
ciety, and  the  Medical  Society  of  the 
State  of  New  York. 

Irving  G.  Werner,  MD,  Binghamton. 
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Died  May  26,  1989;  age  85.  Dr  Werner 
was  a 1929  graduate  of  the  University 
of  Vermont  College  of  Medicine,  Bur- 
lington. He  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gy- 
necology and  a Fellow  of  the  American 
College  of  Surgeons  and  the  American 
College  of  Obstetricians  and  Gynecolo- 
gists. He  was  a member  of  the  New 


York  Academy  of  Medicine,  the 
Broome  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Jane  V.  Williams,  MD,  Yonkers.  Died 
April  2,  1989;  age  65.  Dr  Williams  was 
a 1949  graduate  of  Howard  University 
College  of  Medicine,  Washington,  DC. 


She  was  a Diplomate  of  the  American 
Board  of  Preventive  Medicine,  Inc,  and 
a Fellow  of  the  American  College  of 
Preventive  Medicine.  She  was  a mem- 
ber of  the  American  Public  Health  As- 
sociation, the  Medical  Society  of  the 
County  of  Westchester,  and  the  Medi- 
cal Society  of  the  State  of  New 
York. 


Stanley  L.  Wallace,  MD,  FACP 
1923-1989 

Dr  Stanley  L.  Wallace,  Professor  of  Medicine  and  Chief  of  the  Division  of  Internal  Medicine  at  the 
State  University  of  New  York  Health  Science  Center  at  Brooklyn,  died  June  20,  1989.  He  was  65  years 
old. 

Dr  Wallace  was  born  in  Jersey  City,  New  Jersey,  on  November  21,  1923.  In  1943  he  was  graduated 
magna  cum  laude  from  Duke  University,  where  he  was  elected  to  Phi  Beta  Kappa.  He  then  received  his 
medical  education  at  Bowman  Gray  Medical  College.  That  was  followed  by  an  internal  medicine  resi- 
dency at  Metropolitan  Hospital,  Goldwater  Memorial  Hospital,  Montefiore  Hospital,  and  Maimonides 
Hospital.  After  completing  a fellowship  in  rheumatology  at  Columbia  University  College  of  Physicians 
and  Surgeons  and  two  years  as  a captain  in  the  United  States  Air  Force,  Dr  Wallace  embarked  on  a 
flourishing  academic  career  at  the  State  University  of  New  York  Health  Science  Center  at  Brooklyn, 
where  he  became  Professor  of  Medicine  in  1968.  He  held  a number  of  leadership  positions  and,  at  the 
time  of  his  death,  was  Chief  of  the  Division  of  Internal  Medicine,  Chief  of  the  Division  of  Rheumatolo- 
gy, and  Director  of  Medicine. 

Dr  Wallace  was  a highly  regarded  teacher,  clinician,  and  research  scientist.  He  achieved  eminence  in 
his  chosen  specialty  of  rheumatology,  and  published  more  than  100  papers  on  gout,  purine  metabolism, 
rheumatoid  arthritis,  and  the  rheumatic  diseases  generally.  He  chaired  many  committees  of  the  Ameri- 
can Rheumatism  Association  and  was  President  of  the  New  York  Rheumatism  Association. 

Dr  Wallace’s  contributions  to  the  American  College  of  Physicians  (ACP)  included  30  years  of  partic- 
ipation in  advisory  committees  and  postgraduate  courses.  He  was  a founder  of  the  New  York  State 
Chapter  in  1982  and  was  its  President  in  1986-1987.  He  served  as  Governor  for  the  New  York  Down- 
state  II  Region  of  the  ACP  from  1984  to  1988.  In  March  1989,  Dr  Wallace  was  honored  at  the  Annual 
Meeting  of  the  New  York  State  Chapter  where  he  was  given  its  award  for  Service  to  Medicine. 

Throughout  his  years  as  an  academic  leader,  Dr  Wallace  remained  devoted  to  patients  and  students. 
He  is  remembered  by  many  as  a skilled,  wise,  and  humane  physician  who  enjoyed  encouraging  young 
people  to  enter  and  advance  in  the  profession  he  loved  so  much. 

Dr  Wallace  is  survived  by  his  wife,  Eleanor;  three  sons,  Jonathan,  Richard,  and  Joseph;  and  a grand- 
son. 

MARTIN  LIEBOWITZ,  MD,  FACP 
Vice  Chair,  Department  of  Medicine 
Health  Sciences  Center,  SUNY  at  Stony  Brook 

Governor,  Downstate  Region  II 
New  York  Chapter,  American  College  of  Physicians 
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Louis.  Contact:  Marion  Kenn,  Admin- 
istrative Director,  SCEH,  128A  Kings 
Park  Dr,  Liverpool,  NY  13090.  Tel: 
(315)  652-7299. 


YOCON 

YOHIMBINE  HCI 


NEBRASKA 

Oct  2-7.  Emergency  Medicine  Review. 
Omaha.  Oct  20-21.  Etiology  of  Breast 
Cancer.  Peter  Kiewit  Conference  Cen- 
ter, Omaha.  Contact:  Brenda  C.  Ram, 
Continuing  Education,  University  of 
Nebraska  Medical  Center,  42nd  & 
Dewey  Ave,  Omaha,  NE  68105.  Tel: 
(402)  559-4152. 

SOUTH  CAROLINA 

Oct  26-28.  Fall  Update  in  Geriatrics.  24 
Cat  I Credits.  Sheraton  Hotel,  Charles- 
ton. Contact:  Dawne  Ryals,  Ryals  & 
Associates,  PO  Box  1925,  Roswell,  GA 
30077-1925. 

TENNESSEE 

Oct  12-15.  Flexible  Fiberoptic  Sig- 
moidoscopy and  Naso-pharyngo-laryn- 
goscopy  in  the  Primary  Care  Physi- 
cian’s Office.  Opryland  Hotel, 
Nashville.  Contact:  Seminars  & Sym- 
posia, Inc,  132  E 70th  St,  New  York, 
NY  10021.  Tel:  (212)  517-7520. 

TEXAS 

Oct  15-18.  Medical  Oncology:  A Com- 
prehensive Review.  Houston.  Contact: 
Richard  Pazdur,  MD,  PO  Box  78,  1515 
Holcombe  Blvd,  Houston,  TX  77030. 
Tel:  (713)  792-2828. 


AROUND  THE  WORLD 


ITALY 


Oct  18-27.  Allergy  Abroad — Italy. 
Padua,  Florence,  & Rome.  Contact: 
Washington  University  School  of 
Medicine,  Office  of  Continuing  Educa- 
tion, 660  S Euclid,  Box  8063,  St  Louis, 
MO  63110.  Tel:  (800)  325-9862.  □ 

We’re  here  to  help. 


AMERICAN 
V CANCER 
? SOCIETY® 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon 8 is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1-2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 ■3  4 1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon?  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al.,  New  England  Journal  of  Medi- 

cine:  1221.  November  12, 1981 . jM 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed . , p . 176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  1 28: 

45-47, 1982. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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Extra  Strength  pain  relief 

WITHOUT  EXTRA 
PRESCRIBING  RESTRICTIONS 


Plus . . . Excellent  patient  acceptance 

• Few  reported  side  effects1 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  VICODIN 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America.2 


* (hydrocodone  bitartrate  7.5mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750  mg) 


Tablet  for  tablet , 

the  most  potent  analgesic  you  can  phone  in 
daytime,  nighttime,  weekends. 

** (hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming)  and  acetaminophen  500  mg) 

1.  Data  on  file,  Knoll  Pharmaceuticals 

2.  Standard  industry  new  prescription  audit.  Data  on  file,  Knoll  Pharmaceuticals 
Please  see  adjacent  page  for  brief  summary  of  prescribing  information 


ana  oceiammopnen  ouu  mgj 

"vicodin^S 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone. 

WARNINGS: 

Allergic-Type  Reactions:  VICODIN/VICODINES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people 

Respiratory  Depression:  At  hiqh  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression 
Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries 
Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions 
PRECAUTIONS: 

Special  Risk  Patients:  VICODIN/VICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease. prostatic  hypertrophy  or  urethral  stricture. 

Cougn  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C Hydrocodone  has  been 
shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the 
human  dose.  There  are  no  adequate  ana  well-controlled  studies  in 
pregnant  women  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS: 

The  most  frequently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes 

Gastrointestinal  System:  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  the  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE: 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics,  there 
fore,  VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  ana  sometimes  bradycardia  and  hypo- 
tension In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


THE  CONTINENTAL — Professional  Co-op  office 
space  for  sale.  70-20  108  St.  Premier;  presti- 
gious building  in  the  heart  of  Forest  Hills, 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A / C,  separate  professional  wing.  1 600 
sq.  ft.  will  subdivide.  Call:  Mr.  Marvin  Wein- 
gart,  (718)  793-1081. 


FREE  CONDOMINIUM  CONVERSION  CONSUL- 
TATION. Convert  your  professional  building 
to  commercial  condominium.  Maximize  your 
profit  potential!  Create  financial  flexibility!  For 
free  consultation  and  free  article  "Doctors  Go 
Condo",  contact:  Paul  Gellert,  President. 

Healthcare  Realty  Associates,  155  West  68th 
Street,  New  York,  NY  10023  Phone  (212) 
724-7900. 


OFFICE  SUITE  FOR  RENT:  Huntington,  Long 

Island,  New  York.  3 examining  rooms  plus  4th 
examining/business  office,  sterilization,  labora- 
tory, reception,  waiting  room,  doctors  consult- 
ing office  Centrally  located  near  hospital,  suite 
in  professional  office  building.  Call  (516)  271- 
4471. 


SUBTENANT  WANTED  to  share  space  in  fully 
equipped  medical  office.  Luxury  professional 
building  in  Lake  Success,  immediately  adjacent 
to  Long  Island  Jewish  Medical  Center.  Avail- 
able for  occupancy  October  1 , 1 989.  Call  5 1 6- 
354-2626  (days)  or  516-676-6609  (evenings). 


LONG  ISLAND— SPACIOUS  HOME  FOR  SALE— 

North  Hills,  Manhasset  Hills,  Roslyn,  Manhasset 
area.  Excellent  corner  location  for  profession- 
al. 10  plus  rooms,  3 bathrooms.  Close  to  hos- 
pitals and  major  highways.  Telephone  (516) 
627-2416. 


GREAT  NECK — Professional  space  for  sale  or 
rent  in  luxury  Co-Op  building  on  Middle  Neck 
Road.  1325  feet,  private  street  level  entrance. 
516-741-2024. 


MANHATTAN,  GREENWICH  VILLAGE— WEST. 

For  rent  approximately  650  sq.  ft.  at  Sheridan 
Square.  Entrance  thru  garden  gate  shared  with 
twin  medical  suite  occupied  by  distinguished  in- 
ternist. Will  renovate  to  suit.  Contact  owner 
(2 1 2)  627- 1 860.  Also  available  newly  renovat- 
ed apartment  in  the  same  building. 


BROOKLYN,  BAY  RIDGE,  beautiful  home/office, 
top  location.  Medical/dental,  2 treatment 
rooms,  central  air  conditioning,  modern,  4 bed- 
rooms, 3 baths,  driveway,  garage.  No  brokers. 
For  sale  by  owner.  Call  (718)  748-2818. 


PATCHOGUE  VILLAGE,  NEW  YORK— waterfront 
home,  lovely  South  Shore  of  Long  Island  Com- 
munity, magnificent  colonial  with  3 room  at- 
tached medical  suite.  1 10'  frontage  on  beauti- 
ful Patchogue  Lake.  Within  the  prestigious  Roe 
Blvd.  Area.  Walking  distance  to  houses  of  wor- 
ship, shopping  & transportation.  Classic 
Touch  R.  E.  516-289-1801,  Michael  DiMarco. 
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MEDICINE, 

PHYSICIANS, 

AND 
FLIGHT. 

Only  in  the 
Air  Force  is  this 
combination 
possible.  Air  Force 
medicine.  It's  probably 
just  what  you'd  like  your  medical  practice  to  be.  More  time 
to  practice  medicine.  More  time  with  your  family.  Talk  to 
a member  of  our  medical  placement  team  today.  Find  out 
how  you  can  be  an  Air  Force  Physician.  Call 


PHYSICIANS  RECRUITING 
1 -800-USA-USAF 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S. 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  110  E.  42nd 
Street,  NYC.  (212)  697-2950  or  evenings 
(914)  723-0799 

AVOID  IRS  PENSION  PENALTY  TAXES  on  Plan 
reversions  and  excess  accumulations.  Former 
IRS  pension  plan  specialist  and  revenue 
agent — Coordinate  pension  distributions  with 
estate  planning.  IRS  approval  for  plan  termina- 
tions, initial  IRS  qualifications  and  TRA  1986 
Amendments.  Annual  Administration  and  ac- 
tuarial certifications.  Professional  practice 
agreements,  dissolutions,  estate  planning  and 
probate.  No  insurance  required — References 
upon  request — Wachstock  & Dienstag  Attor- 
neys at  Law,  122  Cutter  Mill  Road,  Great  Neck, 
NY  11021  (516)  773-3322. 

THE  “MONTREAL  REFLEX  HAMMER”.  De 

signed,  patented  and  built  by  your  Neurology 
colleague.  Beautifully  simple,  soft,  spherical 
bright  red  head  with  distinguished  15"  white  fi- 
berglass handle.  Ideally  balanced  for  a perfect 
hit.  Conversation  piece.  Autographed  if 
wished.  Send  $7.00  to  F.  J.  Montreal,  M.D., 
4413  S.  Salina  Street,  Syracuse,  NY  13205  or 
call  (315)  469-1148. 


MISCELLANEOUS— CONT’D 


LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, defense  of  medicaid/medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician's  licenses  in  matrimonial  actions. 
Lifshutz  & Polland.  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue,  New  York,  N Y.  10010. 
212-213-8484. 

BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. ■ Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software,  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 

PHYSICIAN  WHO  ASSISTED  AT  SCENE  OF  AN 
ACCIDENT  AT  THE  TWISTER  RIDE  at 

Conneaut  Lake  Park  on  Saturday,  July  8th  at 
4:30  p.m.  urgent  that  you  contact  Kay  at  1-800- 
828-9619. 


MISCELLANEOUS— CONT’D 


FEBRUARY  5-9,  1990  GERIATRICS  BOARD  RE- 
VIEW: The  Mount  Sinai  Medical  Center,  N.Y., 
NY.  The  Ritter  Department  of  Geriatrics  and 
Adult  Development,  The  Page  and  William 
Black  Post-Graduate  School  of  Medicine  and 
The  American  Geriatrics  Society.  AMA  catego- 
ry I credit  offered. — Directors:  Robert  N.  But- 
ler, MD,  Barbara  Katzeff,  MD,  Leslie  S.  Libow, 
MD  and  Myron  Miller,  MD.  Contact:  The  Page 
and  William  Black  Post-Graduate  School  of 
Medicine:  (212)  241-6737. 


WRITERS’  SYMPOSIUM  FOR  PHYSICIANS. 

Communicating  with  the  lay  public  through 
books,  magazines,  and  other  media.  Saturday, 
October  28,  1989  at  NYU  Medical  Center.  Co- 
sponsored by  American  Society  of  Journalists 
and  Authors  (ASJA)  and  NYU  Medical  Center. 
How  to  find  and  work  with  agents,  editors,  co- 
authors. Tuition:  $95.  For  information,  con- 
tact: ASJA,  1501  Broadway,  Suite  1907,  New 
York,  N.Y.  10036.  (212)997-0947. 


WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Officers  for  the  Office  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings,  License  application /res- 
toration, Controlled  Drug  Proceedings,  Medic- 
aid/Medicare Proceedings,  Hospital  Privileges, 
Malpractice  Defense.  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  Butterfield 
8-9720. 
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MISCELLANEOUS— CONT’D 


HAVE  YOU  BEEN  CONTACTED  BY  THE  OFFICE 
OF  PROFESSIONAL  MEDICAL  CONDUCT?  If 

affirmative,  contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to  as- 
sisting. advising  and  defending  physicians  and 
professional  misconduct  processings,  issues  re- 
lating to  chemical  dependence  and  restoration 
of  medical  licenses — with  extensive  trial  and 
administrative  experience — formerly  Assistant 
Chief  of  Prosecution  and  Deputy  Director  of 
Prosecution  for  New  York  State's  Office  of  Pro- 
fessional Discipline  (the  state  agency  responsi- 
ble for  regulating  NYS’s  31  licensed  profes- 
sions), and  as  an  Assistant  District  Attorney  in 
Nassau  County  Susan  Kaplan.  Esq.,  165 
West  End  Avenue,  Suite  27P,  New  York,  NY 
10023. 

PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Servinq  MD's  for  over  10  years.  Toll-free  (800) 
241-6905 

PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General’s  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/  Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs  George  Weinbaum.  Esq.,  3 
Barker  Avenue,  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours,  (212)  621-7776-24  hours. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 


Doctor . . 


Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 

Telephone:  800-338-1833. 


Index  to 
Advertisers 


AMA  Advisers 7A 


ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  2 1 2-66 1 -8070. 


Capital  Seminars,  Inc 8A 

Classified  Advertising  6A,  8A,  12A,  13A,  14A 

Cliggott  Publishing 1A 

Knoll  Pharmaceuticals 10A,  11  A,  12A 


2V  ST  AT  STAT  ST  AT  ST  AT— Diagnostic  /thera- 
peutic software,  covering  69  specialties.  Up- 
dated medical  algorithms  at  your  fingertips!!!! 
Only  $5,962.00  for  complete  turnkey  system 
(software,  knowledge  base/ 69  specialties,  AT 
computer  w/80MB  FID,  EGA  monitor  and  card, 
printer  and  40MB  backup).  Add  volume  to 
your  practice  with  only  a $5,962.00  one-time  in- 
vestment for  2V  STAT,  computer,  managerial 
support,  and  brochures,  +/-  a one-day  teach- 
ing seminar.  2 V STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067.  1-800-22V- 

STAT. 


Eli  Lilly  and  Company  2nd  Cover 

Palisades  Pharmaceuticals 9A 

Roche  Laboratories 3rd  & 4th  Cover 

SK&F  Company 3A,  4A 

U.S.  Air  Force 13A 
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For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


Antianxiety 

Antisecretory 

Antispasmodic 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg 
clidinium  bromide. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
'‘Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCl  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg.,  operating 
machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Withdrawal  symptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated)  . Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such 


as  MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treating  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established.  Inform  patients  to  consult  physician 
before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide HCl  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoidable  in  most  cases 
by  proper  dosage  adjustment,  but  also  occasionally  observed  at 
lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  patterns 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occa- 
sionally with  chlordiazepoxide  HCl,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to 
those  noted  with  barbiturates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individuals  because  of  predisposition  to 
habituation  and  dependence. 

P I 0288 

Roche  Products  Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


Tb  insist  on 
the  brand, 
be  sure  to 
initial 
"d.a.w." 
in  the  box 
on  your 
prescription. 


n rv  IQ 


In  IBS,*  when  it's  brain  versus  bowel, 


IT'S  TIM II 
FORTH! 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


® 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Each  capsule  contains  5 mg  chlordiazepoxide 
HC1  and  2.5  mg  clidinium  bromide. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 
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Humulin  fl 


Humulin  U 


Hu  mu  I in  L Humulin  h 

CN4  ' ..  It-  - — G 


First  hundreds... 


Then  thousands... 


Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 

Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 

DIET.. .EXERCISE... 

Humulin 

human  insulin 
C recombinant  DNA  origin] 


Lilly  Leadership 

IN  DIABETES  CARE 


For  your  insulin-using  patients 


© 1987.  ELI  LILLY  ANO  COMPANY  HI-2907-B 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
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IF  YOU  RUN  A BUSINESS,  ONE  FINGER 
CAN  TELL  YOU  HOW  MUCH  ISON  HAND. 

Marine  Midland  is  proud  to  bnng  you  MARINELEADER^  the  innovative 
PC  package  that  puts  business  banking  at  your  fingertips. 

No  long  lines.  No  sitting  on  hold.  No  running  around.  No  bankers’  hours. 
With  MarineLeader,  you  get  convenient,  cost-effective  service, 

24  hours  a day  From  any  IBM  PC  or  compatible,  you  can  see  your  daily 
account  balances.  You  can  see  when  checks  have  cleared.  You  can  transfer 
funds.  And  that’s  just  the  beginning.  __ 

Call  us  for  a free  demonstration  at  | 

1-800-752-0552.  And  let  us  show  MIDLAND 

you  how  MarineLeader  can  give  your  BANK 

business  a hand.  Let’s  work  it  out  together. 
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VASOTEC 


(ENALAPRIL  MALE  ATE  MSD 

VASOTEC  is  available  in  2.5-mg,  5-mg.  10-mg,  and  20-mg  tablet  strengths 

Contraindications:  VASOTEC®  (Enalaprll  Maleate.  MSD)  is  contraindicated  in  patients  wtio  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 

Warnings:  Angioedema  Angioedema  ot  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patientstreatedwith  ACEinhibilors,  including  VASOTEC  In  such  cases.  VASOTEC  should  be  promptly  discontinued  and  the 
patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  lo  the  face  and  lips, 
[he  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e g. , subcutaneous  epinepnrine  solution 
1 :1000  (0.3  mL  to  0.5  mL),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS  ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  ot  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics,  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ot  any  etiology  It  may  be  advisable  lo  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initialing  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  the  lirst  two  weeks  ot  treatment  and  whenever  the  dose  ol  enalaprll 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  it  necessary,  receive  an  intrave- 
nous infusion  ot  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  turther  doses  ol  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ot  VASOTEC  or  concomitant  diuretic  may  be  necessary. 
Neutropema/Agranulocytosis  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment  especially  it  Ihey 
also  have  a collagen  vascular  disease  Available  data  Irom  clinical  trials  of  enalapnl  are  insufficient  to  snow  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a conseguence  ot  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  lunclion  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renm-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  tunction  should  be  monitored  during  the  First 
lew  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ot  renal 
tunction.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ot  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  ol  patients,  but  was  not  a cause  tor  discontinuation 

Risk  factors  tor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus.  and  the  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all,  with  VASOTEC  (See  Drug  Interactions ) 

Surgery/Anesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypofension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  lor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ol  enalapril 
Parents  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  face,  extremities,  eyes.  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  rfrug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  lirst  lew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ot  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

Tead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ot  infection  (e  g . sore  throat,  lever)  which  may  be 
a sign  ot  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  inlormation  is 
intended  to  aid  in  the  sale  and  effective  use  ot  this  medication  ft  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  after  initiation  ot  therapy  with 
enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  lo  initiation  ot  treatment  with  enalapril  It  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  ot  VASOTEC  is  augmented  by  antihypertensive  agents  thal 
cause  renin  release  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g . spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomitant  use  ol  these 
agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  trequent  monitor- 
in&ojfm™  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 

Lithium  A few  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ot  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  treguently 

Pregnancy - Category  C There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapri  I 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ot  enalapril  bul  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  al  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose) 


Radioactivity  was  found  to  cross  the  placenta  following  administration  ot  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adeguate  and  well-controlled  studies  ot  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta  Because  Ihe  risk  ot  letal  toxicity  with  the  use  ol  ACE  inhibitors  has  not  been  clearly 
defined.  VASOTEC®  (Enalapril  Maleate.  MSD)  should  be  used  during  pregnancy  only  it  the  potential  benelit  justities  the 
potential  risk  to  the  tetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  lirst  trimester  of  pregnancy  has  not  been  reported  to  affect  letal  outcome  adversely 
Fetal  exposure  during  Ihe  second  and  third  trimesters  ot  pregnancy  has  been  associated  with  tetal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  ol  hypotension  and  decreased 
renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  function  in  the  tetus  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed  tor  hypoten- 
sion, oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  ot  blood  pressure  and 
renal  perfusion  with  (he  administration  ot  tluids  and  pressorsas  appropriate  Problems  associated  with  prematurity  such 
as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ot  ACE  inhibitors,  but  it  is  not  clear  whether 
they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity. 

Nursing  Mothers  Milk  in  lactatmg  rals  contains  radioactivity  following  administration  ol  MC  enalapril  maleate  ll  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10.000  patients,  including  over  1000 
patients  treated  for  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  2987  patients 

HYPERTENSION  The  most  Ireguent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%),  dizziness 
(4  3%).  and  tatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%).  cough  (13%).  orthostatic  effects  (1.2%),  and  asthenia  (11%) 
HEART  FAILURE  The  most  trequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (79%),  hypotension  (6  7%),  orthostatic  effects  (22%).  syncope  (2  2%).  cough  (2.2%).  chest  pain  (2.1%).  and 
diarrhea  (2 1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  tatigue  (T 8%).  headache  (1 8%).  abdominal  pain  (1 6%).  asthenia  (1.6%),  orthostatic  hypo- 
tension (1 6%).  vertigo  (1 6%],  angina  pectoris  (1.5%),  nausea  (13%).  vomiting  (13%).  bronchitis  (1 3%).  dyspnea 
(1.3%),  urinary  trad  infection  (13%).  rash  (13%).  and  myocardial  infarction  (1.2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  to  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest:  pulmonary  embolism  and  infarction, 
rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  taundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
Nervous/Psychiatric.  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinotrhea.  asthma,  upper  respiratory  inlection 
Skin  Herpes  zoster,  pruritus,  alopecia,  Hushing,  photosensitivity 

Other  Vasculitis,  muscle  cramps,  hyperhidrosis.  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia;  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur.  These  symptoms  have  disap- 
peared alter  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (02%)  Angioedema  associated  with 
laryngeal  edema  may  be  latal  II  angioedema  of  Ihe  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0.5%  ol  patients 
following  ihe  initial  dose  or  during  exlended  therapy  Hypotension  or  syncope  was  a cause  tor  discontinuation  ol  therapy 
in  0 1%  of  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 
of  patients  Hypotension  or  syncope  was  a cause  tor  discontinuation  ot  therapy  in  19%  of  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  m patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  patients  with  near!  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  mlrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1 2%  ot  patients 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  trequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/ot  serum  bilirubin  have  occurred 


Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  betore  beginning  therapy  with  VASOTEC  to  reduce  Ihe  likelihood  ol  hypofension  (See 
WARNINGS ) It  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  atone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  tor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  tor  al  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions ) 


The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adiusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  the  end  ot  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered.  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ot  serum  potassium  (see  PRECAUTIONS). 


titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adiunclive  therapy  with  diuretics  and  digitalis  The  recommended  starting  dose  is 
2.5  mg  once  ot  twice  daily  After  the  initial  dose  ol  VASufEC,  the  patient  should  be  observed  under  medical  supervision 
tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS. Druglnteractions)  It  possible,  the  dose  ot  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
ol  hypotension  The  appearance  ol  hypotension  after  the  initial  dose  of  VASOTEC  does  not  preclude  subsequenl  careful 
dose  titration  with  the  drug,  following  effective  management  ol  the  hypotension  The  usual  therapeutic  dosing  range  tor 
Ihe  treatment  ol  heart  failure  is  5 to  20 mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  unce-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg.  the  maximum  rec- 

M ' j"  1 ‘ — — con- 

were 

■■M  H PHAR- 

MACOLOGY. Pharmacodynamics  and  Clinical  Effects ) Do'sage  may  be  adiusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 


CAUTIONS.  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg  b i d then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  ot  lour  days  or  more,  it  at  the  time  ot  dosage  adiusfment  there  is  not 
excessive  hypotension  ot  significant  deterioration  ot  renal  lunclion  The  maximum  daily  dose  is  40  mg 

For  more  detailed  inlormation  consult  your  MSD  Representative  or  see  Prescribing  Inlormation  Merck 
Sharp  & Dohme.  Division  ol  Merck  & Co.,  Inc , West  Point.  PA  T9486  j6vsi8R2i8i7| 


MSD 


MORE  SERVICES 
MORE  VISUALS 
MORE  VALUE 


More  information,  faster,  is  what 
today's  physician  demands 

In  response,  CONSULTANT  has  expanded  the  use  of  clinical  photographs  in 
our  articles  and  enlarged  our  popular  service  departments  Photoclinic  and 
Practical  Pointers. 

■ We've  added  "What's  Your  Diagnosis?",  a new  self-test  service  that  presents 
clinical  photos  that  test  your  diagnostic  skills. 

■ We've  expanded  our  Consultations  & Comments  service  to  get  more  of  your 
medical  quandaries  solved  for  FREE.  All  you  need  to  do  is  send  us  your  ques- 
tion and  we'll  get  an  expert  to  answer. 

More  information  in  less  time  = More  Value 

CONSULTANT  GIVES  YOU  THE  CLEAR  PICTURE 


Cliggott  Publishing  Co.  • 55  Holly  Hill  Lane  • Box  401 0 • Greenwich,  CT  06830  • (203)  661-0600  • (212)  993-0440 


PHYSICIANS  WANTED— CONT’D 


FOR 1989. 

WELL  DO  YOURS  FOR  FREE 


Using  a Shearson  Lehman  Hutton  prototype,  we 
can  update  most  plans  free  of  charge,  including  nearly  ( 
every  type  of  plan:  profit-sharing,  money  purchase 
pension,  defined  benefit  and  target  benefit  plans. 

Our  prototype  plans  are: 

• Approved  by  the  IRS.  ' ^ 

• Easy  to  understand. 

• Ready  for  your  signature.  LEHMAN 


For  more  information, 
call  Keith  B.  Wickes,  C.F.P. 

(800)  462-3400 


An  American  Express  company 


BC/BE  FAMILY  PHYSICIAN  wanted  to  join 
established  Family  Practice  in  Dutchess  Coun- 
ty, NY,  60  miles  from  New  York  City.  Excellent 
schools,  hospital  privileges,  no  O.B.  Write 
or  call:  Edward  K.  Schneider,  M.D.,  12  South 
Avenue,  Wappingers  Falls,  NY  12590,  (914) 
297-2100. 


INTERNIST — BC  vacancy  available  in  well  estab- 
lished, 4 man  group  due  to  departing  senior 
partner.  Excellent  opportunity  to  practice 
quality  medicine  and  assume  existing  practice 
in  Central  Adirondacks.  Subspecialists  consid- 
ered. CV  to  Adirondack  Internal  Medicine 
Group,  RFD  Box  410D,  Saranac  Lake,  NY 
12983,  (518)  891-3845. 


RADIOLOGIST — Excellent  opportunity  to  join 
new  Flushing  group  w/all  modalities  including 
MRI.  Must  have  following  in  area.  Call  516- 
487-8121. 


AUBURN,  NEW  YORK— Seeking  an  additional 
ED  Physician  to  join  a stable,  board  certified 
physician  team.  Board  certified/eligible  in 
emergency  medicine,  internal  medicine,  family 
practice,  and  ACLS,  ATLS  certification  re- 
quired. Located  in  the  Finger  Lakes,  Auburn 
Memorial  Hospital  is  a full  service  institution 
with  an  emergency  department  volume  of 
27,000  annually.  Excellent  compensation  and 
fringe  package  with  paid  malpractice.  Con- 
tact F.  P.  Lo  Turco,  D.O.,  FACEP,  Director 
Emergency  Department,  Auburn  Memorial 
Hospital,  17  Lansing  Street,  Auburn,  N.Y. 
13021. 


Member  SIPC  © 1989  Shearson  Lehman  Hutton  Inc 


Classified 

Advertising 


PHYSICIANS  WANTED 


PHYSICIANS,  Emergency  Room:  The  Queens 
Hospital  Center  Affiliation  of  Long  Island  Jewish 
Medical  Center,  the  Long  Island  Campus  for  the 
Albert  Einstein  College  of  Medicine,  has  imme- 
diate full  time  and  per  diem  positions  available 
in  the  surgical  subsection  of  the  Emergency 
Room.  Candidates  must  be  board  eligible  or 
board  certified  in  General  Surgery  or  Emergen- 
cy Medicine.  Positions  offer  the  opportunity  for 
supervision  and  teaching  of  residents  in  a high 
volume  emergency  department.  Salaries  are 
commensurate  with  training  and  certification. 
Excellent  benefits.  Send  curriculum  vitae  to: 
Dario  Gonzalez,  M.D.,  Physician-in-Charge, 
Emergency  Services,  Queens  Hospital  Center 
Affiliation,  Long  Island  Jewish  Medical  Center, 
82-68  164th  Street,  Queens,  NY  11432,  (718) 
990-2341.  Equal  Opportunity  Employer. 


PHYSICIANS  WANTED— CONT’D 


PRACTICE  OPPORTUNITIES  in  Virginia's  Tide- 
water Region.  We  currently  have  superior  job 
opportunities  for  General  Surgeons,  Internists, 
Radiologists,  Pediatricians  and  Family  Practitio- 
ners in  the  Tidewater  Region.  You  can  be  listed 
free  with  our  service.  The  Virginia  Health  Coun- 
cil, Inc.  is  a non-profit  agency  that  works  in  as- 
sociation with  the  Medical  Society  of  Virginia. 
For  over  43  years,  we  have  helped  thousands  of 
physicians  locate  practices  in  Virginia.  For 
more  information  call  Virginia  Health  Council, 
Inc.,  (804)  358-9944. 


INTERNIST  BE/BC:  North  Shore  Internal  Medi- 
cine, PC  is  seeking  an  energetic  general  inter- 
nist to  enjoy  the  benefits  of  a rapidly  expanding 
practice.  New  office  close  to  hospital.  Michi- 
gan State  Medical  School  Campus.  Send  re- 
sume to  2420  First  Avenue  South,  Escanaba, 
Ml  49829  (906)  786-1563. 


GASTROENTEROLOGIST  needed  for  100%  G.l. 
referral  practice  in  Suburban  Washington, 
D.C.,  BC/BE,  personable  with  outgoing  man- 
ner and  possessing  all  advance  endoscopic 
skills.  Send  CV  and  cover  letter  to:  Dept.  487 
c/o  NYSJM. 


INTERNIST  AND  FAMILY  PHYSICIAN:  Internist 
for  busy  practice  on  Staten  Island.  Opening 
available  immediately.  Salaried  job  leading  to 
partnership.  Please  submit  all  responses  to: 
Annette  Prestino,  Office  Manager,  80  Middle 
Loop  Road,  Staten  Island,  NY  10308. 


FULL  TIME  TRAVEL  REQUIRED  (one  year  mini- 
mum). Health  research  organization  needs 
Physicians  for  National  Health  and  Nutrition  Ex- 
amination Survey  sponsored  by  the  U.  S.  Public 
Health  Service.  Individuals  will  be  part  of  a 
large  medical  team  conducting  health  examina- 
tions in  government  examination  centers  travel- 
ing to  88  areas  of  the  U.  S.  through  1 993.  Phy- 
sicians must  be  licensed  in  one  state  and 
specialized  in  internal  or  family  medicine. 
Competitive  salaries,  paid  malpractice,  per 
diem,  car,  four  weeks  paid  vacation  per  year, 
holidays,  and  health,  life,  dental,  disability  insur- 
ance offered.  Call  Beverly  Geline  at  800-937- 
8281,  ext.  8248.  Westat,  Inc.,  Rockville,  Mary- 
land. EOE/M/F/V/H. 


EXCEPTIONAL  PRACTICE  OPPORTUNITY  for 

BC/BE  psychiatrist  in  thriving,  expanding  West- 
ern Massachusetts  medical  center.  Estab- 
lished, progressive,  interdisciplinary  adult  and 
adolescent  mental  health  programs.  Beautiful 
Pioneer  Valley  offers  fine  educational  and  cul- 
tural activities,  year-round  outdoor  sports  and  a 
clean  environment.  Excellent  salary  and  bene- 
fit package  includes  malpractice  insurance. 
Please  reply  to  Janet  Brodahl,  2265  Como  Ave- 
nue, Suite  203,  St.  Paul,  MN  55108. 
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Introducing 


Extra  Strength 

pain  REUEF 

WITHOUT 

EXTRA 

PRESCRIBING 
\ RESTRICTIONS 


. . . Excellent  patient  acceptance 

• Few  reported  side  effects1 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  VICODIN  ** 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America.2 


* (hydrocodone  bitartrate  7.5mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750  mg) 


i V ^ Tablet  for  tablet, 

% f the  most  potent  analgesic  you  can  phone  in 
daytime,  nighttime,  weekends. 


••(hydrocodone  bitartrate  5 mg  [Warning:  May  be  habit  forming)  and  acetaminophen  500  mg) 
1.  Data  on  file.  Knoll  Pharmaceuticals 


\ 


c 1989.  BASF  K&F  Corporation 
5825/5-89 


2.  Standard  industry  new  prescription  audit. 

Please  see  adjacent  page  for  brief  summary  of  prescribing  information. 


ana  oceiaminopnen  sju  mgj  

-vicodinlS 


(hydrocodone  brtofhate  7 5mg  [Warning  May  be  habrt  forming] 
and  ocetaminophen  750  mg) 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately 
severe  pain 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone 

WARNINGS: 

Allergic-Type  Reactions:  VICODIN/VICODIN  ES  Tablets  contain  sodium 
metaoisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression 
Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
m|ury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries 
Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions 
PRECAUTIONS: 

Special  Risk  Patients:  VICODIN/VICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture 
Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions : Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C Hydrocodone  has  been 
shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the 
human  dose  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever 

Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS: 

The  most  freouently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include: 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System:  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  tne  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride.  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE: 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms : In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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MEETINGS  AND 
LECTURES 

The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 

NOVEMBER  1989 
AROUND  THE  STATE 


COOPERSTOWN 

Nov  8.  Dermatology  Update.  3 Cat  I 

Credits.  Contact:  Charlotte  L.  Hoag, 
Medical  Education  Coordinator,  Of- 
fice of  Medical  Education,  The  Mary 
Imogene  Bassett  Hospital,  One  Atwell 
Rd,  Cooperstown,  NY  13326-1394. 
Tel:  (607)  547-3926. 

FOREST  HILLS 

Nov  5.  Child  Abuse  and  the  Abuser — A 
Double  Concern.  3 V2  Cat  I Credits. 
Academy  of  Medicine  of  Queens  Coun- 
ty. Contact:  Daniel  Chansky,  MD,  CME 
Committee,  Academy  of  Medicine  of 
Queens  County,  112-25  Queens  Blvd, 
Forest  Hills,  NY  11375.  Tel:  (718) 
268-7300. 

MANHATTAN 

Nov  3.  Sports  Medicine:  Protecting  the 
Young  Athlete.  6 Cat  I Credits.  Nov  4- 
5.  Teaching  Humanistic  Medicine:  An 
Exploration  of  Goals,  Techniques  and 
Experiences.  1 5 Cat  I Credits.  Nov  9- 
1 1 . Substance  Abuse:  The  Office  Man- 
agement of  the  Chemically  Dependent 
Patient.  1 5 V2  Cat  I Credits.  Nov  18-19. 
Review  of  GU  Pathology — Workshop 
for  Urologists.  16  Cat  I Credits.  Nov 
30-Dec  1.  Cooperative  Care:  The  Ten- 
Year  Success  Story  of  an  Innovative 
Hospital-Patient  Care  Delivery  System. 
1 1 Cat  I Credits.  NYU  Medical  Cen- 
ter. Contact:  NYU  Medical  Center, 
Post-Graduate  Medical  School,  550 
First  Ave,  New  York,  NY  10016.  Tel: 
(212)  340-5295. 

Nov  4-5.  27th  Annual  Bernard  H. 
Eliasberg  Symposium.  Management  of 
the  High  Risk  Cardiac  Patient:  Transi- 
tion into  the  Next  Decade.  8 Cat  I Cred- 
its. Mt  Sinai  Medical  Center.  Contact: 
Ms  Joan  D.  Esbri,  Dept  of  Anesthesiol- 
ogy, Box  1010,  Mt  Sinai  Medical  Cen- 


ter, 1 Gustave  L.  Levy  PI,  New  York, 
NY  10029.  Tel:  (212)  241-6426. 

Nov  17-19.  16th  Annual  Current  Criti- 
cal Problems  in  Vascular  Surgery.  22 

Cat  I Credits.  Waldorf-Astoria  Hotel. 
Contact:  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of 
Medicine/ Montefiore  Medical  Center, 
3301  Bainbridge  Ave,  Bronx,  NY 
10467.  Tel:  (212)  920-6674. 

Nov  18.  New  York  Society  for  Clinical 
Ophthalmology  Fall  Meeting.  Nov  30- 
Dec  2.  Aesthetic  Rhinoplasty  ’89- 
State  of  the  Art.  Waldorf  Astoria  Ho- 
tel. Contact:  Francine  Leinhardt, 
Course  Coordinator,  Manhattan  Eye, 
Ear  & Throat  Hospital,  210  E 64th  St, 
New  York,  NY  10021.  Tel:  (212)  838- 
9200,  ext  2776. 

NEW  HYDE  PARK 

Nov  18.  Third  Annual  Conference  on 
Common  Orthopaedic  Problems  in  Chil- 
dren. 8 Cat  I Credits.  Long  Island  Jew- 
ish Medical  Center.  Contact:  Ann  J. 
Boehme,  CMP,  Associate  Director  for 
Continuing  Education,  Schneider  Chil- 
dren’s Hospital  of  Long  Island  Jewish 
Medical  Center,  New  Hyde  Park,  NY 
11042.  Tel:  (718)  470-8650. 


AROUND  THE  NATION 

CALIFORNIA 

Nov  2-4.  The  San  Francisco  Otology 
Update:  1989.  22  Cat  I Credits.  Mark 
Hopkins  Hotel,  San  Francisco.  Nov  10- 
12.  35th  Annual  Group  Therapy  Sympo- 
sium: Focus  on  Leadership.  Sir  Francis 
Drake  Hotel,  San  Francisco.  Contact: 
Extended  Programs  in  Medical  Educa- 
tion, University  of  California,  Room  U- 
569,  San  Francisco,  CA  94143.  Tel: 
(415)  476-4151. 

Nov  3-5.  Ninth  Annual  Interventional 
and  Imaging  Radiology  Course.  1 8 Cat 
I Credits.  Hotel  del  Coronado,  San  Die- 
go. Nov  10-12.  Advanced  Seminars  in 
Diagnostic  Imaging.  18  Cat  I Credits. 
Ritz  Carlton  Resort  Hotel,  Laguna  Ni- 
guel. Contact:  Dawne  Ryals,  Ryals  & 
Associates,  PO  Box  1925,  Roswell,  GA 
30077-1925.  Tel:  (404)  641-9773. 

Nov  9-11.  AIDS  and  Other  Sexually 
Transmitted  Diseases.  16  Cat  I Credits. 
Universal  City.  Contact:  The  American 
{continued  on  p 11  A) 
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Current  challenges  to  the  practice  of  medicine 


In  January  of  1988,  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  (MSSNY)  adopted  a strategic 
plan  for  the  society.  One  of  the  key  objectives  of  the  plan  is 
to  have  the  society  become  a more  aggressive  advocate  for 
physicians’  interests  which  we  have  been  attempting  to 
pursue. 

The  following  are  some  of  the  issues  that  have  received 
a great  deal  of  attention  from  the  society  in  1989: 

• Mandatory  Medicare  assignment 

• The  state’s  health  care  crisis  resulting  from  under- 
reimbursement and  over-regulation 

• Medical  liability 

• The  section  405  Code  regulations  and  their  effect  on 
patient  care  and  graduate  medical  education 

• Relations  with  specialty  societies 

• Infectious  waste 

• Quality  of  care 

• Physician  recredentialing 

• Physician  reimbursement 

• Universal  health  insurance 

• Long  term  care 

The  Physician  Payment  Review  Commission  (PPRC) 
recently  reported  to  Congress  and  is  recommending  a na- 
tional fee  schedule  for  Medicare  based  on  a resource 
based  relative  value  scale  (RBRVS)  with  regional  differ- 
ences based  on  overhead  and  medical  liability  premiums. 
This  could  mean  increases  in  fees  for  most  primary  care 
physicians  and  reductions  for  surgeons.  Reductions  would 
average  about  20%  overall  and  would  be  phased  in  over  a 
two-year  period. 

Although  the  commission  has  rejected  mandatory  as- 
signment as  a general  rule,  it  does  support  it  for  the  1.5 
million  elderly  (3-5%)  living  below  the  federal  poverty 
line  (roughly  $6,000)  (cash  income  only).  Thus,  there  will 
be  limits  on  balance  billing. 

The  Physician  Payment  Review  Commission  is  also  rec- 
ommending expenditure  caps  for  part  B Medicare  spend- 
ing somewhat  similar  to  a formula  used  by  the  Canadian 


provinces.  This  is  being  opposed  by  the  American  Medical 
Association  (AMA)  as  outright  rationing  of  care  for 
which  the  American  people  will  not  stand.  Again,  it  is  sim- 
ply the  inevitable  result  of  policies  of  over-regulation  and 
under-reimbursement. 

The  first  signs  of  a hospital  crisis  in  our  state  emerged  in 
the  spring  of  1987  when  length  of  stay  and  occupancy  lev- 
els sharply  rose  in  New  York  City  hospitals.  The  current 
catastrophic  situation  results,  in  our  judgment,  from  short 
sighted  health  planning  policies.  Locally  based  health 
planning  does  not  exist  in  New  York  State,  but  rather  the 
current  health  planning  process  is  centered  in,  and  has  be- 
come dominated  by,  the  regulatory  process  of  the  New 
York  State  Department  of  Health  (DOH).  Objectivity 
and  independence  have  gone  by  the  wayside  because  fund- 
ing is  almost  exclusively  provided  by  the  DOH  and  em- 
phasis has  been  placed  on  the  elimination  of  thousands  of 
so-called  excess  beds. 

Unfortunately,  the  Health  Systems  Agencies  (HSAs) 
and  the  health  planning  process  itself  have  merely  become 
extensions  of  the  DOH.  What  has  become  even  more  of- 
fensive to  physicians  is  bureaucratic  intrusions  into  clini- 
cal decision  making  under  the  guise  of  quality  control. 
But,  we  should  not  be  too  surprised.  As  someone  once  said, 
“Only  in  politics  are  facts  negotiable.” 

A few  statistics  illustrate  the  severity  of  the  crisis.  It  is 
estimated  that  on  any  given  day,  there  are  more  than 

4.000  elderly  patients  waiting  for  nursing  home  beds  in 
the  state.  New  York  State  has  43  nursing  home  beds  per 

1.000  population  over  the  age  of  65.  The  US  average  is  59 
beds  per  1,000  population  and  New  York  ranks  43rd  out 
of  50  states  in  this  regard. 

Today,  the  average  length  of  stay  in  New  York  City 
hospitals  is  9.8  days,  compared  with  a nationwide  average 
of  six  days.  While  the  average  occupancy  rate  has  dropped 
to  60%  nationally,  the  state  DOH  data  show  that  the  aver- 
age occupancy  rate  at  New  York  City  hospitals  has 
climbed  10%  in  the  past  year  to  95.4%.  The  same  pattern 
prevails  throughout  the  state. 

There  are  disturbing  signs  all  around  us  that  the  health 
care  system  in  New  York  State  is  beginning  to  crumble. 
This  is  why  the  society  recently  wrote  to  Governor  Cuomo 
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recommending  the  creation  of  a blue  ribbon  commission 
comprising  experts  from  outside  New  York  State  to  look 
at  our  system.  We  have  also  asked  for  the  dismissal  of  the 
commissioner  of  health. 

Hospital  emergency  rooms  are  backed  up  with  patients 
who  are  suffering  the  effects  of  substance  abuse,  mental 
illness,  malnutrition,  homelessness,  and  acquired  immu- 
nodeficiency syndrome  (AIDS).  Meanwhile,  hospital 
beds  are  filled  with  frail  elderly  patients  who  cannot  be 
discharged  because  of  insufficient  nursing  home  beds. 
Faced  with  these  demands,  hospitals  at  the  same  time  are 
encountering  serious  shortages  of  health  care  profession- 
als and  a lack  of  adequate  funding  to  even  pay  for  them. 
And  the  new  section  405  regulations  which  became  effec- 
tive July  1,  1989,  will  cost  hospitals  an  additional  $300 
million  to  implement. 

Is  it  any  wonder,  then,  that  New  York  no  longer  seems 
to  be  the  center  of  medical  excellence,  teaching,  and  tech- 
nologic innovation?  Pioneering  research  and  new  proce- 
dures have  become  associated  with  places  like  Salt  Lake 
City,  Utah;  Louisville,  Kentucky;  Loma  Linda,  Califor- 
nia; etc. 

Moreover,  the  climate  for  the  practice  of  medicine  in 
New  York  State  is  becoming  less  attractive,  especially  to 
young  physicians.  Excessive  regulations,  coupled  with  a 
department  of  health  that  displays  a continuing  disdain 
for  the  profession,  the  AIDS  crisis,  and  unrealistic  reim- 
bursement policies  have  all  contributed  to  a deteriorating 
practice  environment.  The  quantity  and  quality  of  medi- 
cal school  applicants  have  dropped  significantly  to  the  ex- 
tent that  it  is  probably  the  easiest  time  in  many,  many 
years  to  gain  admission  to  most  medical  schools  in  New 
York.  I am  also  told  that  although  our  residencies  are 
filled,  the  quality  of  those  entering  residencies  in  New 
York  is  certainly  not  what  it  used  to  be  since  many  of  our 


top  students  are  going  out  of  state. 

The  news  from  the  national  level  is  not  any  better  ei- 
ther. Since  1984,  physicians’  charges  have  been  subjected 
to  both  fee  freezes  and  limitations  on  the  amount  Medi- 
care patients  can  be  billed,  known  as  the  maximum  al- 
lowable charge  (MAAC).  Therefore,  physicians  are  pro- 
hibited by  law  from  billing  Medicare  patients  above  the 
physician’s  individual  MAAC  which  is  generally  15-20% 
below  what  non-Medicare  patients  are  charged. 

In  1986,  spending  on  entitlement  programs,  such  as 
Medicare  and  Medicaid,  was  $466  billion — 47.1%  of  the 
entire  federal  budget,  compared  with  27.6%  for  defense 
and  16.3%  for  non-defense  discretionary  spending,  and 
only  15.1%  of  the  $466  billion  in  entitlement  spending  is 
means-tested. 

Entitlement  programs  hold  the  key  to  the  federal  bud- 
get deficit  and  the  future  viability  of  the  nation’s  econo- 
my. We  need  the  courage  to  forge  a new  social  welfare 
system  that  transcends  the  special  interests  of  the  entitle- 
ments lobby. 

Unless  the  nation  addresses  the  restructuring  of  our  en- 
titlement programs,  Medicare  faces  heavy  long  term  fi- 
nancing problems  which  threaten  to  produce  either  unten- 
able payroll  tax  burdens  for  workers  or  deep  benefit 
reductions  for  retirees.  Perhaps  Congress,  by  requiring 
the  elderly  to  pay  for  their  new  catastrophic  benefit,  is 
recognizing  the  need  to  reform  our  entitlement  programs. 
If  this  nation  does  not  move  from  age-based  programs  to 
need-based  (perhaps  merging  Medicare  and  Medicaid 
into  a single  program)  programs  in  the  near  future,  we  are 
likely  to  have  intergenerational  conflict. 

DONALD  F.  FOY 
Executive  Vice-President 
Medical  Society  of  the  State  of  New  York 
Lake  Success,  NY  11042 


The  medical  malpractice  mediation  panel 


In  the  early  1970s,  the  New  York  State  Supreme  Court  in 
New  York  County  organized  an  informal  medical  mal- 
practice panel  with  the  hope  that  this  would  help  to  dis- 
pose of  cases  before  they  actually  reached  trial.  The  gen- 
eral format  consisted  of  an  informal  presentation  by  all 
sides  before  a panel  consisting  of  a judge,  a physician,  and 
an  attorney.  After  the  presentation,  the  panel  would  have 
a private  discussion  and  report  a nonbinding  recommen- 
dation to  the  attorneys.  Some  cases  were  ultimately  set- 
tled under  this  format. 

With  the  recognition  of  the  “malpractice  crisis,”  legis- 
lation in  1975,  Judicial  Law  § 148-a,  formalized  the  con- 
cept of  a malpractice  mediation  panel  to  operate  state- 
wide. In  1985,  Judicial  Law  § 1 48-a(  1 ) was  amended  to 
exclude  Suffolk  County  and  the  Fifth  Judicial  District, 
consisting  of  the  counties  of  Herkimer,  Jefferson,  Lewis, 
Oneida,  Onondaga,  and  Oswego. 


Presumably,  it  was  the  purpose  of  the  legislation  that 
created  the  formal  panel  process  to  develop  an  atmosphere 
that  would  help  to  dispose  of  malpractice  cases  prior  to 
trial.  The  leverage  within  the  legislation  to  promote  dispo- 
sitions is  the  power  of  a panel  to  make  a unanimous  find- 
ing which  is  admissible  as  evidence  during  a trial.  A panel 
can  find  in  one  of  three  ways:  there  can  be  a unanimous 
finding  in  favor  of  the  physician;  there  can  be  a mixed  or 
no  finding;  or  there  can  be  a unanimous  finding  of  liability 
against  the  physician.  The  mixed  or  no  Finding  becomes 
meaningless.  A unanimous  Finding  for  or  against  the  de- 
fendant becomes  admissible  as  evidence  during  the  trial. 
It  is  similar  in  effect  to  an  expert  opinion.1  The  panel’s 
Finding  is  not  binding  on  the  jury,  but  it  is  a piece  of  evi- 
dence for  its  consideration.  Judicial  Law  § 148-a(8)  pro- 
vides that  in  the  event  that  a unanimous  panel  Finding  is 
submitted  to  the  jury,  the  attorney  and/or  physician 
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member  of  the  panel  may  be  called  as  a witness  at  the  trial 
by  any  party  to  testify  as  to  the  basis  of  the  panel’s  deci- 
sion. It  is  the  obvious  intent  of  the  legislation  to  pressure 
the  losing  party  at  a panel  into  negotiating  a disposition. 
Negotiations  are  part  of  the  entire  judicial  system;  conse- 
quently, the  aim  of  the  panel  is  quite  consistent  with  the 
aim  of  the  judicial  process,  which  is  to  resolve  disputes. 

The  creation  of  a formal  mediation  panel  was  accom- 
plished with  the  support  and  cooperation  of  the  Medical 
Society  of  the  State  of  New  York.  This  cooperation  has 
continued,  and  the  most  critical  contribution  by  county 
medical  societies  is  the  selection  of  physicians  to  serve  on 
the  panels. 

In  order  to  provide  a fair  panel  hearing,  the  court  noti- 
fies the  medical  society  in  the  county  of  the  need  for  a 
physician  in  a particular  specialty.  It  is  the  responsibility 
of  the  county  medical  society  to  select  and  provide  a physi- 
cian not  only  with  the  appropriate  medical  credentials, 
but  also  one  who  will  render  an  objective  opinion.  Physi- 
cians who  volunteer  for  this  very  important  role  must  ap- 
preciate that  this  unique  position  is  quasi-judicial.  Conse- 
quently, a physician  should  not  volunteer  for  or  accept  the 
position  of  a panel  member  unless  he  is  confident  that  he 
can  render  an  impartial  analysis  of  the  evidence. 

The  material  to  be  submitted  to  a panel  for  consider- 
ation has  been  standardized.  The  Bill  of  Particulars,  ap- 
propriate medical  and  hospital  records,  x-rays,  and  writ- 
ten contentions  of  the  various  parties  are  all  submitted  in 
advance  for  review  by  the  members  of  the  panel.  The  con- 
tention papers  are  not  exchanged  among  the  parties.  The 
procedure  does  not  provide  for  a transcript  because  the 
hearings  are  informally  conducted.  What  has  never  been 
clarified,  however,  is  what  rules  apply  in  order  for  panel 
members  to  determine  liability. 

Although  we  know  that  a panel  hearing  is  not  the  same 
as  a trial,  it  is  not  clear  by  what  standard  the  panel  is  to 
measure  the  information  or  evidence  it  receives.  How  is  a 
physician  panelist  to  make  a judgment?  At  the  end  of  a 
trial,  the  judge  gives  a “charge”  to  the  jury  which  careful- 
ly describes  the  law  that  covers  a malpractice  case.  How- 
ever, it  is  not  clear  that  the  panelist  physician  is  receiving 
the  same  sort  of  instruction. 

The  most  rudimentary  jury  charge  in  any  negligence 
case,  not  limited  to  medical  malpractice,  is  that  the  plain- 
tiff has  the  burden  of  proof.  The  quality  of  the  plaintiffs 
proof  must  be  superior  to  that  of  the  defendant.  In  the 
event  that  the  plaintiff  s proof  is  not  superior  to  or  is  equal 
to  that  of  the  defendant,  then  the  defendant  wins.  A tie 
goes  to  the  defendant.  That  is  the  law.  There  is  no  reason 
why  the  same  rule  should  not  apply  at  a panel.  Conse- 
quently, when  weighing  the  evidence  before  it,  a panel 
member  should  consider  whether  the  plaintiff  has  pre- 
vailed on  the  burden  of  proof. 

In  addition,  there  cannot  be  malpractice,  even  with  a 
departure  from  the  standard  of  practice,  unless  there  is 
“proximate  cause.”  That  is,  the  departure  must  be  a sub- 
stantial contributing  factor  to  some  injury  claimed  by  the 
plaintiff.  I have  been  stunned  to  hear  from  a panel  physi- 
cian after  a panel  hearing  that  it  was  his  presumption  that 
all  that  was  required  for  a finding  of  malpractice  was  that 
there  be  a finding  of  some  error  on  the  part  of  the  physi- 
cian. The  law  requires  that  any  error,  before  it  is  action- 


able, must  produce  an  injury.  Consequently,  if  a physician 
orders  an  inappropriate  medication,  but  the  order  pro- 
duces no  injury,  then  there  has  been  no  malpractice.  The 
plaintiff  has  the  burden  of  proof  on  both  the  issue  of  a 
departure  from  the  standard  of  care  and  the  issue  of  proxi- 
mate cause.  A 1 978  decision  held  that  a finding  of  liability 
by  a panel  must  include  both  a departure  from  practice 
and  proximate  cause.2 

A charge  at  the  end  of  a trial  will  also  instruct  a jury 
that  malpractice  consists  of  a physician’s  departing  from 
some  standard  of  practice  that  was  the  standard  at  the 
time  the  treatment  was  rendered.  Obviously,  if  the  treat- 
ment under  review  was  rendered  in  1980,  a 1987  standard 
of  practice  is  not  applied. 

On  one  occasion,  defending  a surgeon  before  a panel,  I 
was  very  disappointed  with  a unanimous  finding  of  liabil- 
ity. It  was  our  view  that  although  something  untoward 
had  occurred,  probably  as  the  result  of  anesthesia,  we  did 
not  believe  that  the  surgeon  was  responsible.  Subsequent- 
ly, I asked  the  physician  panelist  for  the  basis  of  his  find- 
ing. The  response  was,  “Well,  the  surgeon  was  the  captain 
of  the  ship.”  I then  explained,  too  late,  that  there  is  no 
legal  concept  in  New  York  of  liability  for  the  “captain  of 
the  ship,”  and  that  there  should  not  have  been  a finding  on 
that  basis. 

After  another  disappointing  panel  result,  the  panelist 
explained  that  the  adverse  finding  was  the  result  of  his 
assumption  that  the  poor  result  sustained  by  the  patient 
must  have  been  the  result  of  malpractice.  That  is,  the  pan- 
elist started  with  the  injury  and  worked  backward.  The 
law,  however,  requires  prospective  analysis  starting  with 
the  information  available  to  the  defendant  at  the  time  of 
the  treatment.  The  law  specifically  provides  that  the  inju- 
ry is  not  evidence  of  malpractice.  Retrospective  reasoning 
is  prohibited  at  the  trial;  it  should  not  be  permitted  at  a 
panel. 

It  is  not  uncommon  to  hear  a panelist  casually  mention 
after  a hearing  that  it  was  suggested  that  he  should  not 
insist  on  a unanimous  finding,  because  the  plaintiff 
“should  have  his  day  in  court.”  Every  panelist  should  un- 
derstand that  a finding  does  not  eliminate  anyone’s  right 
to  a full  trial.  Everyone  gets  his  day  in  court  no  matter 
what  is  done  by  a mediation  panel. 

Normally,  a copy  of  the  Bill  of  Particulars  is  submitted 
to  the  panel.  That  is  a document  which  the  plaintiff  is 
compelled  by  law  to  serve  on  the  defendant  early  in  the 
development  of  the  litigation.  Its  purpose,  among  other 
things,  is  to  give  notice  to  the  defendant  of  specific  allega- 
tions of  negligence. 

Although  the  legal  issues  at  a panel  would  normally  be 
in  the  province  of  the  judge  or  the  attorney,  the  physician 
should  review  the  allegations  in  the  Bill  of  Particulars. 
One  must  be  alert  to  whether  the  plaintiffs  claims  in  the 
contention  papers  are  consistent  with  the  claims  in  the  Bill 
of  Particulars.  If  some  new  theory  or  claim  has  been  raised 
in  the  contention  papers,  the  defendant  will  be  at  a severe 
disadvantage.  The  defendant  never  sees  the  plaintiffs 
contention  papers,  therefore  his  contention  papers  must 
be  in  response  to  the  Bill  of  Particulars.  Nothing  is  more 
frustrating  than  defending  a case  at  a panel  and  being  con- 
fronted with  a new  theory  of  the  case. 

As  a panelist,  one  must  be  prepared  to  ask  why  the  pan- 


OCTOBER  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  555 


el  would  consider  anything  except  what  is  claimed  in  the 
Bill  of  Particulars.  That  document  is  intended,  by  law,  to 
delineate  the  issues  a physician  must  defend  at  trial.  Why 
should  the  physician  have  a greater  burden  at  the  panel? 

The  malpractice  mediation  panel  is  now  part  of  the  ju- 
dicial process.  Physicians  must  make  a good  faith  effort  to 
participate  in  the  process.  There  will  be  occasions  when 
the  care  and  treatment  physicians  will  review  will  be  a 
disappointment,  and  one  has  an  obligation  to  say  that. 
One  also  has  a right  to  know  the  rules  before  one  casts  any 


judgment.  Panelists  should  insist  on  that  right  and  insist 
that  any  discussion  is  in  accord  with  the  rules. 

RICHARD  A.  YOUNG,  LLB 
Martin,  Clearwater  & Bell 
220  E 42nd  St 
New  York,  NY  10017 


1.  Lipsius  v White,  91  App  Div  2d  271  (2nd  Dept  1983). 

2.  Kletnieks  o Brookhaven  Mem  Assoc,  Inc,  68  App  Div  2d  994,  406  NYS  2d 
114  (2nd  Dept  1978). 
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Mortality  patterns  among  a Native  American  population  in 

New  York  State 

Arthur  M.  Michalek,  PhD;  Martin  C.  Mahoney,  phd;  K.  Michael  Cummings,  phd,  mph; 

John  Hanley,  mph,  mps:  Rae  Snyder,  bs 


ABSTRACT.  This  study  investigated  patterns  of  mortality 
among  a Native  American  tribe,  the  Seneca  Nation  of  Indians 
(SNI).  The  names  of  962  tribal  members  reported  to  have 
died  in  New  York  State  between  1955  and  the  end  of  1984 
were  identified  through  a review  of  tribal  roll  books  main- 
tained by  the  Seneca  Nation.  Positive  matches  were  ob- 
tained for  796  (83%)  of  these  Individuals  using  New  York 
State  mortality  files  for  the  period  under  investigation.  Stan- 
dardized Proportionate  Mortality  Ratios  (PMR)  were  comput- 
ed for  major  causes  of  death  based  on  cause-specific  mortal- 
ity patterns  in  the  New  York  State  population  for  each  sex 
during  the  same  time  period.  Significantly  elevated  risks  of 
mortality  were  observed  for  all  Infectious  diseases,  tubercu- 
losis, diabetes  mellitus,  cirrhosis,  and  accidents.  Depressed 
mortality  ratios  were  noted  for  deaths  due  to  all  cancers 
combined,  and  for  cancers  of  the  lung,  pancreas,  breast,  and 
lymphatic/hematopoietic  cancers.  Changes  in  mortality 
risks  over  time  were  also  observed. 

(NY  State  J Med  1989;  89:557-561) 

There  have  been  few  studies  concerning  mortality  patterns 
from  chronic  diseases  among  Native  populations.  Studies 
to  date  have  focused  on  populations  residing  in  the  south- 
western region  of  the  United  States,  Alaska,  and  Cana- 
da.1-4 The  majority  of  these  studies  reflect  changes  in 
mortality  patterns  over  time,  with  deaths  due  to  chronic 
diseases  outpacing  deaths  due  to  infectious  diseases  in  re- 
cent times.  The  current  study  focuses  on  mortality  pat- 
terns among  a northeastern  Native  American  tribe,  the 
Seneca  Nation  of  Indians  (SNI),  from  1955  through 
1984. 

The  present  study  not  only  reports  on  SNI  mortality 
patterns  for  an  entire  30-year  period,  but  also  highlights 
changes  in  mortality  over  this  period.  Proportionate  mor- 
tality studies  are  useful  in  the  generation  of  new  hypothe- 
ses and  in  the  conduct  of  preliminary  tests  of  etiology. 
They  also  are  a quick  and  cost-effective  means  not  only  of 
assessing  overall  mortality  patterns  in  a special  popula- 


From  the  Departments  of  Education  (Dr  Michalek)  and  Cancer  Control  and 
Epidemiology  (Dr  Cummings),  Roswell  Park  Memorial  Institute,  Buffalo,  NY, 
the  Bureau  of  Cancer  Epidemiology,  New  York  State  Department  of  Health  (Dr 
Mahoney),  Albany,  NY,  and  the  Seneca  Nation  Health  Department  (Mr  Hanley 
and  Ms  Snyder),  Salamanca,  NY. 

Address  correspondence  to  Dr  Michalek,  Assistant  Director  of  Education,  Ros- 
well Park  Memorial  Institute,  666  Elm  St,  Buffalo,  NY  14263. 


tion,  but  also  in  the  identification  of  newly  emerging 
causes  of  mortality  with  which  public  health  professionals 
must  be  concerned. 

Methods 

The  SNI  is  one  of  approximately  six  Iroquois  tribes  that  occu- 
py lands  in  New  York  State.  The  SNI  is  a matrilineal  society 
whose  members  primarily  reside  on  two  reservations  in  western 
New  York  State.  The  study  group  consisted  of  all  members  of  the 
Seneca  Nation  of  Indians  reported  to  have  died  in  New  York 
State  during  the  period  1955  through  1984.  Names  of  deceased 
tribal  members  were  identified  through  a review  of  annual  ne- 
crology listings  and  annuity  rolls  maintained  by  the  SNI. 
Through  these  means,  names  and  other  identifying  information 
were  obtained  for  962  members  reported  as  having  died  in  New 
York  State  during  the  period  under  investigation.  A computer- 
ized tape  containing  identifying  information  on  this  group  was 
submitted  to  the  New  York  State  Department  of  Health  for 
matching  against  state  mortality  files  for  the  period  under  inves- 
tigation. Positive  matches  were  obtained  for  796  (82.7%)  of  these 
individuals.  Death  certificate  information  was  abstracted  to  ob- 
tain data  on  name,  sex,  age  at  death,  and  underlying  cause  of 
death.  Cause  of  death  was  encoded  according  to  the  Internation- 
al Classification  of  Diseases.5 

Standardized  Proportionate  Mortality  Ratios  (PMR)  were 
calculated  for  the  entire  period  under  investigation  (1955-1984), 
as  well  as  for  the  three  ten-year  periods  comprising  the  overall 
period  of  study  (1955-1964,  1965-1974,  1975-1984).  Observed 
number  of  deaths  for  a particular  cause  were  divided  by  sex-, 
age-,  and  calendar-year-specific  expected  numbers  of  deaths.6 
Expected  numbers  of  deaths  are  based  on  the  ratio  of  each  cause 
to  all  causes  in  New  York  State  general  population  at  the  mid- 
point of  each  ten-year  period.  The  PMR  is  an  indirect  method  of 
age  adjustment;  in  this  study  age  was  stratified  into  20  five-year 
age-intervals  (eg,  0-4  yr,  5-9  yr,  etc)  for  males  and  females  sepa- 
rately. In  effect,  this  adjusts  for  any  differences  in  the  age  and 
sex  composition  between  the  study  group  and  the  comparison 
population.  While  PMRs  do  not  provide  information  on  the  total 
force  of  mortality,  they  are  thought  to  provide  as  good  approxi- 
mations of  cause-specific  risks  as  those  obtained  from  the  more 
sensitive  standardized  mortality  ratios.6 

In  addition  to  presenting  cause-specific  standardized  PMRs 
among  the  SNI  between  1955  and  1984,  comparisons  are  made 
in  this  paper  of  the  first  and  third  periods  to  highlight  major 
shifts  in  mortality  over  time.  Ratios  for  the  second  period  were 
mostly  intermediate  to  observations  in  each  of  the  two  other  peri- 
ods, and  by  themselves  do  not  provide  significant  contributions  to 
this  presentation.  The  statistical  significance  of  the  difference 
between  observed  and  expected  numbers  of  cases  was  determined 
with  reference  to  a Poisson  distribution.  Confidence  intervals 
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(95%)  were  constructed  on  the  basis  of  the  tables  constructed  by 

Bailar  and  Ederer7  and  Mantel.8 

Results 

A total  of  962  members  of  the  SNI  were  reported  to  have  died  in 
New  York  State  between  1955  and  1984.  The  cause  of  death  was 
ascertained  for  796  (82.7%)  of  these  individuals.  Repeated  submis- 
sions to  Vital  Statistics  utilizing  relaxed  matching  criteria  (ie,  de- 
cade of  death  rather  than  year  of  death)  failed  to  increase  apprecia- 
bly death  ascertainment.  Individuals  for  whom  cause  of  death  could 
not  be  secured  may  have  died  out  of  New  York  State.  Age  at  death 
by  sex  was  equivalent  with  the  exception  of  the  20-29  year  age  group 
in  which  males  ( 1 0. 1 %)  exhibited  a higher  proportion  of  deaths  than 
females  (3.9%).  The  median  age  at  death  among  SNI  members  dur- 
ing 1955-1964  was  55.9  years  (mean,  51 .9  yr);  while  for  1975-1984, 
the  median  age  at  death  was  64.6  years  (mean,  60.9  yr).  Median  age 
at  death  is  presented  since  it  is  a better  indicator  of  central  tendency 
than  an  arithmetic  mean,  which  is  affected  by  extremes  in  the  tails  of 
the  distribution.  The  distribution  of  deaths  among  the  study  popula- 
tion is  shown  in  Figure  1 . 

Table  I presents  data  on  cause-specific  PMRs  by  sex  for  the  entire 
study  period  (1955-1984).  Cause-specific  PMRs  for  sexes  com- 
bined reveal  statistically  significant  elevated  risks  of  mortality  from 
infectious  diseases,  tuberculosis,  diabetes  mellitus,  cirrhosis,  and  ac- 
cidents. Fewer  than  expected  deaths  were  observed  for  all  cancers 
combined  and,  specifically,  for  cancers  of  the  lung,  pancreas,  and 
breast,  and  lymphatic/hematopoietic  cancers. 

Male/Female  Differences.  Males  exhibited  significantly  elevat- 
ed risks  of  mortality  from  infectious  diseases,  tuberculosis,  diabetes 
mellitus,  cirrhosis,  and  accidents.  Significantly  depressed  levels  of 
mortality  were  observed  for  all  neoplasms  combined,  lymphatic/he- 
matopoietic cancers,  and  pneumonia. 

Females  exhibited  significantly  elevated  risks  of  mortality  from 
diabetes  mellitus  and  accidents.  Among  females,  deficits  of  mortal- 
ity were  observed  for  cancers  of  the  breast,  lymphatic/hematopoiet- 
ic system,  pancreas,  and  for  all  neoplasms  combined. 

Trends  Over  Time.  Table  II  presents  cause-specific  PMRs  by 
sex  for  the  first  (1955-1964)  and  third  (1975-1984)  ten-year  peri- 
ods of  the  investigation.  Standardized  PMRs  for  infectious  diseases 
increased  from  2.48  to  3.48.  Most  of  this  increase  is  attributable  to 
the  increase  in  the  PMR  for  male  deaths,  which  rose  from  2.06  to 
4.98.  The  risk  of  death  due  to  tuberculosis  increased  sharply  from 
the  first  to  third  period  for  both  sexes;  the  overall  PMR  increased 
from  1.86  in  the  first  period  to  10.34  in  the  last  period. 

Trends  in  Cancer  Mortality.  PMRs  for  all  neoplasms  combined 
rose  slightly  from  0.42  to  0.60,  for  the  first  and  third  ten-year  peri- 
ods, respectively,  but  remained  significantly  below  expected  levels. 
While  the  female  ratio  remained  relatively  stable  (0.42  and  0.47), 
the  male  ratio  increased  from  0.42  to  0.70.  PMRs  for  colorectal  can- 
cer increased  from  0.40  in  the  first  period  to  0.95  in  the  third  period. 
This  increase  is  largely  due  to  the  increase  in  the  male  ratio,  which 
increased  from  0.27  to  1.45.  While  no  lung  cancer  deaths  were  ob- 
served in  the  first  period,  17  were  observed  during  the  third  period, 
yielding  a ratio  of  0.97  for  males  and  0.54  for  females;  0.85  overall. 

PMRs  for  cervical  cancer  were  found  to  be  elevated  for  both  time 


FIGURE  1.  Causes  of  death  among  the  Seneca  Nation  of  Indians,  1955- 
1984. 


periods — 1.55  in  the  first  period  and  1.91  in  the  third.  PMRs  for 
female  breast  cancer  remained  significantly  depressed  for  both  peri- 
ods, although  to  a lesser  extent  for  the  last  period.  Ratios  of  0.15  for 
the  first  period  and  0.37  for  the  third  period  were  observed.  Remain- 
ing cancer  sites  exhibited  some  shifting  over  time,  but  the  numbers 
remain  too  small  to  draw  any  meaningful  conclusions. 

Other  Trends.  PMRs  for  diabetes  mellitus  remained  significant- 
ly elevated  over  time — 3.19  in  the  first  period  and  3.02  in  the  last. 
However,  female  ratios  declined  from  3.46  to  2.04,  while  male  ratios 
increased  from  2.84  to  4.09  over  time.  The  overall  tuberculosis  ratio 
increased  from  0.68  to  1.96;  females  exhibited  an  increased  ratio 
from  0.47  to  1.20,  while  the  male  ratio  dramatically  increased  from 
0.88  to  2.38. 

The  risk  of  death  from  all  accidents  combined  remained  signifi- 
cantly elevated  for  both  periods,  with  females  exhibiting  a greater 
risk  than  males  in  the  last  period  (1.73  vs  1.30).  When  the  accident 
category  was  further  subdivided,  it  was  interesting  to  note  that  while 
the  risk  of  death  due  to  motor  vehicle  accidents  decreased  for  males 
overtime  (1.70  vs  0.96),  female  risks  rose  from  1.20  to  1.81.  Regard- 
ing accidental  causes  of  death  other  than  those  related  to  motor  vehi- 
cles, female  ratios  decreased  slightly  from  1.71  to  1.58,  while  male 
ratios  increased  from  1 .56  to  1 .93  between  the  first  and  last  period. 

Discussion 

In  this  study,  several  significant  changes  in  mortality 
patterns  over  time  were  observed  among  the  SNI.  A sig- 
nificant change  was  observed  in  age  at  death  between 
1955  and  1984  (t-test;  p < 0.05).  In  the  first  period  under 
observation,  the  median  age  at  death  was  found  to  be  59.9 
years,  while  for  the  final  period  it  increased  to  64.6  years. 
By  comparison,  the  median  age  at  death  for  the  United 
States  population  in  1959-1961  was  74.3  years  and  77.6 
years  for  1979- 1981. 9 While  median  age  at  death  in  this 
study  population  increased  over  time,  it  still  remained 
substantially  lower  than  that  of  the  general  population. 

Standardized  Mortality  Ratios  (SMR)  from  the  New 
Mexico  Vital  Statistics  Report2  for  the  period  1979-1982 
demonstrated  that  Native  Americans  experienced  excess 
mortality  from  all  causes  of  death  combined 
(SMR=1.27),  all  accidents  (SMR=3.9),  diabetes  melli- 
tus (SMR=2.27),  influenza  and  pneumonia  (SMR=2.0), 
and  cirrhosis  of  the  liver  (SMR=2.5).  The  Standardized 
Mortality  Ratio  represents  the  ratio  of  the  number  of 
deaths  observed  among  a particular  group  followed  over 
time  to  the  number  of  deaths  that  would  have  been  expect- 
ed if  the  group  had  the  same  rate  of  death  as  the  compari- 
son population  experienced  over  that  period  of  time.  A 
deficit  of  deaths  due  to  malignant  neoplasms 
(SMR=0.58)  was  also  observed.  These  findings  are  con- 
sistent with  those  observed  in  this  study. 

Cregan  and  Fraumeni10  also  reported  lower  overall  can- 
cer mortality  rates  among  Native  Americans  relative  to 
rates  in  both  black  and  white  populations.  Increased  mor- 
tality was  observed  for  cancer  of  the  gallbladder 
(SMR=2.96).  Similar  results  were  reported  by  Gallagher 
and  Elwood11  in  a study  of  cancer  mortality  among  Indi- 
ans in  the  Canadian  province  of  British  Columbia.  This 
population  exhibited  lower  mortality  for  all  cancers  com- 
bined, and  for  cancers  of  the  stomach,  colon,  lung,  and 
prostate.  Excess  mortality  was  observed  among  females 
for  gallbladder  and  cervical  malignancies.  Young  and 
Frank12  reported  depressed  cancer  mortality  among  the 
Cree  and  Ojibwa  for  males  but  not  for  females.  Both  sexes 
exhibited  increased  mortality  due  to  kidney  cancer,  and  a 
deficit  of  deaths  due  to  lung  cancer.  Females  alone  exhib- 
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TABLE  I.  Cause-Specific  Proportionate  Mortality  Ratios*  by  Sex,  Seneca  Nation  of  Indians,  1955-1984 


Cause/Sex 

(ICD-9) 

Observed 
No.  of 
Deaths 

Proportionate 

Mortality 

Ratio 

(95%) 

Confidence 

Interval 

Cause/Sex 

(ICD-9) 

Observed 
No.  of 
Deaths 

Proportionate 

Mortality 

Ratio 

(95%) 

Confidence 

Interval 

Infectious  diseases 

Prostate 

(0010-1399) 

Male 

12 

2.82 

1.53-4.91 

(1850-1859) 

Male 

6 

1.02 

0.37-2.21 

Female 

7 

2.05 

0.82-4.23 

Kidney 

Combined 

19 

2.48 

1.49-3.87 

(1890-1899) 

Male 

1 

0.48 

0.01-2.66 

Tuberculosis 

Female 

1 

0.79 

0.02-4.40 

(0100-0189) 

Male 

5 

3.20 

1.03-7.48 

Combined 

2 

0.60 

0.07-2.15 

Female 

2 

2.20 

0.27-7.90 

Lymphatic/hematopoietic 

Combined 

7 

2.83 

1.14-5.84 

(2000-2089) 

Male 

4 

0.35 

0.09-0.89 

All  malignant  neoplasms 

Female 

4 

0.49 

0.13-1.25 

(1400-2089) 

Male 

57 

0.64 

0.49-0.82 

Combined 

8 

0.41 

0.18-0.80 

Female 

36 

0.44 

0.30-0.62 

Diabetes  mellitus 

Combined 

93 

0.54 

0.44-0.67 

(2500-2509) 

Male 

21 

3.37 

2.08-5.15 

Buccal 

Female 

21 

3.00 

1.85-4.58 

(1400-1499) 

Male 

2 

0.76 

0.09-2.73 

Combined 

42 

3.17 

2.26-4.70 

Female 

0 

0.00 

0.00-2.78 

Cerebrovascular 

Combined 

2 

0.54 

0.07-1.94 

(4300-4389) 

Male 

26 

0.95 

0.62-1.39 

Stomach 

Female 

25 

0.81 

0.52-1.19 

(1510-1519) 

Male 

1 

0.23 

0.01-1.26 

Combined 

51 

0.88 

0.65-1.15 

Female 

2 

0.69 

0.08-2.50 

Major  cardiovascular 

Combined 

3 

0.41 

0.09-1.20 

(3900-4599) 

Male 

177 

0.87 

0.75-1.00 

Colorectal  cancer 

Female 

139 

0.99 

0.83-1.16 

(1530-1549) 

Male 

13 

1.08 

0.57-1.85 

Combined 

316 

0.92 

0.82-1.03 

Female 

5 

0.43 

0.14-1.00 

Hypertension  with  heart 

Combined 

18 

0.76 

0.44-1.20 

disease 

Liver 

(4010-4059) 

Male 

7 

1.39 

0.56-2.86 

(1550-1559) 

Male 

1 

0.46 

0.01-2.53 

Female 

8 

1.34 

0.58-2.64 

Female 

2 

0.97 

0.12-3.50 

Combined 

15 

1.36 

0.76-2.24 

Combined 

3 

0.71 

0.14-2.06 

Cirrhosis 

Gallbladder 

(5710-5719) 

Male 

21 

2.03 

1.25-3.11 

(1560-1569) 

Male 

0 

0.00 

0.00-2.56 

Female 

9 

1.41 

0.65-2.67 

Female 

1 

0.59 

0.11-23.32 

Combined 

30 

1.80 

1.21-2.56 

Combined 

1 

0.35 

0.06-13.83 

All  accidents 

Pancreas 

(8000-9499) 

Male 

77 

1.41 

1.11-1.75 

(1570-1579) 

Male 

2 

0.45 

0.05-1.61 

Female 

33 

1.89 

1.29-2.67 

Female 

0 

0.00 

0.00-0.81 

Combined 

110 

1.52 

1.25-1.84 

Combined 

2 

0.25 

0.03-0.88 

Motor  vehicle 

Lung 

accidents 

(1620-1629) 

Male 

16 

0.63 

0.36-1.02 

(8100-8259) 

Male 

44 

1.31 

0.95-1.76 

Female 

5 

0.62 

0.20-1.44 

Female 

16 

1.64 

1.00-2.66 

Combined 

21 

0.63 

0.39-0.96 

Combined 

60 

1.39 

1.01-1.78 

Breast 

Other  accidents 

(1740-1749) 

Female 

4 

0.21 

0.06-0.53 

(8000-8079, 

Male 

33 

1.56 

1.07-2.18 

Cervix 

8260-9499) 

Female 

17 

2.20 

1.28-3.52 

(1800-1809) 

Female 

5 

1.33 

0.43-3.09 

Combined 

50 

1.73 

1.28-2.28 

* Indirect  age-adjusted,  five-year  age  intervals;  rates  based  on  New  York  State  residents,  excluding  New  York  City,  1955-1984. 


ited  increased  mortality  due  to  gallbladder  cancer. 

We  observed  that  the  SNI  experienced  similarly  low- 
ered mortality  due  to  malignancies.  Overall,  the  propor- 
tion of  SNI  female  deaths  from  cancer  was  less  than  one 
half  that  expected  compared  to  New  York  State  residents. 
The  proportion  of  SNI  male  deaths  due  to  malignant  neo- 
plasms was  only  64%  of  expected.  The  SNI  exhibited  a 
deficit  of  deaths  due  to  cancers  of  the  lung,  pancreas, 
breast,  and  lymphatic/hematopoietic  cancers.  While  no 
lung  cancers  were  observed  in  the  first  period,  1 7 lung  can- 
cer deaths  (PMR=0.85)  were  observed  in  the  last  period. 
The  deficit  of  lung  cancers  among  Native  populations  has 
been  attributed  to  the  low  prevalence  of  smoking  among 
these  groups.12’13  The  dramatic  increase  in  lung  cancer 


deaths  is  likely  reflective  of  later  adoption  of  cigarette 
smoking  and  possibly  a change  in  mortality  from  other 
competing  causes  of  death.  While  other  studies  of  Native 
populations13-15  demonstrated  heightened  mortality  due 
to  cancers  of  the  gallbladder,  we  failed  to  replicate  these 
findings.  In  the  entire  30-year  period,  only  one  death  from 
gallbladder  cancer  was  observed.  This  may  be  due  to  ge- 
netic and/or  behavioral  differences  between  the  SNI  and 
other  Native  populations. 

SNI  females  were  observed  to  have  a slight  excess  of 
deaths  due  to  cancer  of  the  cervix  and  a deficit  of  deaths 
due  to  breast  cancer.  Similar  excesses  in  cervical  cancer 
mortality  have  been  reported  among  other  American10 
and  Canadian11  Native  populations.  It  has  been  postulat- 
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TABLE  II.  Proportionate  Mortality  Ratios  for  Selected  Causes  of  Death  by  Sex  and  Time  Period 


Cause/Sex 

(ICD-9) 

Observed 
No.  of  Deaths 

1955-1964 

Proportionate 

Mortality 

Ratio 

95% 

Confidence 

Interval 

Observed 
No.  of  Deaths 

1975-1984 

Proportionate 

Mortality 

Ratio 

95% 

Confidence 

Interval 

Infectious  diseases 

(0010-1399) 

Male 

4 

2.06 

0.80-7.55 

7 

4.98 

2.40-12.4 

Female 

5 

2.95 

1.15-9.12 

2 

1.68 

0.47-13.9 

Combined 

9 

2.48 

1.30-5.40 

9 

3.47 

1.83-7.6 

Tuberculosis 

(0100-0189) 

Male 

2 

2.15 

0.59-17.78 

2 

10.09 

2.79-83.30 

Female 

1 

1.47 

0.26-58.06 

1 

10.89 

1.96-430.38 

Combined 

3 

1.86 

0.63-9.03 

3 

10.34 

3.54-50.17 

All  malignant  neoplasms 

(1400-2089) 

Male 

10 

0.42 

0.22-0.87 

31 

0.70 

0.49-0.95 

Female 

11 

0.42 

0.23-0.83 

17 

0.47 

0.29-0.80 

Combined 

21 

0.42 

0.27-0.87 

48 

0.60 

0.45-0.81 

Lung  cancer 

(1620-1629) 

Male 

0 

0.00 

0.00-0.58 

14 

0.97 

0.58-1.78 

Female 

0 

0.00 

0.00-3.33 

3 

0.54 

0.18-2.61 

Combined 

0 

0.00 

0.00-0.49 

17 

0.85 

0.53-1.47 

Diabetes  mellitus 

(2500-2509) 

Male 

5 

2.84 

1.21-8.78 

11 

1.09 

2.28-8.17 

Female 

8 

3.46 

1.76-8.03 

6 

2.04 

0.94-5.57 

Combined 

13 

3.19 

1.87-6.00 

17 

3.02 

1.89-5.19 

Major  cardiovascular  diseases 

(3900-4599) 

Male 

62 

1.04 

0.80-1.36 

70 

0.80 

0.63-1.03 

Female 

36 

0.95 

0.68-1.37 

67 

1.08 

0.85-1.39 

Combined 

98 

1.01 

0.82-1.23 

137 

0.92 

0.78-1.10 

Cirrhosis 

(5710-5719) 

Male 

2 

0.88 

0.24-7.25 

11 

2.38 

1.33-4.76 

Female 

1 

0.47 

0.08-18.40 

3 

1.20 

0.41-5.79 

Combined 

3 

0.68 

0.23-3.28 

14 

1.96 

1.17-3.59 

All  accidents 

(8000-9499) 

Male 

32 

1.64 

1.16-2.42 

29 

1.30 

0.90-1.94 

Female 

10 

1.46 

0.80-3.04 

12 

1.73 

1.00-3.35 

Combined 

42 

1.59 

1.18-2.22 

41 

1.40 

1.03-1.96 

ed  that  this  may  be  due  to  an  underutilization  of  cervical 
cytology  screening  programs.  Lowered  risk  of  breast  can- 
cer among  Native  populations  has  been  thought  to  be  par- 
tially attributable  to  an  earlier  age  at  first  birth.3  Recent 
data  indicate  that  Indian  mothers  are  twice  as  likely  as 
white  mothers  to  give  birth  before  age  20. 16 

Accidents  accounted  for  approximately  14%  of  all  SNI 
deaths  over  time,  yielding  a PMR  50%  higher  than  the 
reference  population.  Mao  et  al3  reported  an  SMR  of  2.9 
for  accidental  causes  of  death  in  Canadian  Indians.  An 
SMR  of  3.9  was  noted  for  accidental  deaths  among  Na- 
tive Americans  in  New  Mexico.2  It  should  be  pointed  out 
that  the  SNI  reside  primarily  on  reservations  located  in 
rural  areas.  Reasons  for  such  excesses  may  be  similar  to 
those  advanced  for  excesses  in  accident-related  mortality 
observed  among  residents  of  rural  areas  across  the  United 
States.18  These  include  poorly  paved  roads,  higher  speed 
limits,  use  of  utility  vehicles,  and  underutilization  of  seat 
belts. 

SNI  members  also  experienced  a greatly  increased  risk 
of  mortality  from  diabetes  mellitus.  A PMR  of  3.17  was 
observed  for  both  sexes  combined  (males=3.37  and  fe- 
males=3.00).  While  the  proportionate  excess  was  rela- 
tively stable  over  time,  there  was  variation  by  sex.  Male 


risks  increased  from  2.84  to  4.09  over  time,  while  female 
risks  decreased  from  3.46  to  2.04.  Increased  risk  of  mor- 
tality due  to  diabetes  has  also  been  observed  in  other  Na- 
tive populations.2-3  A health  survey  of  SNI  members  in 
1975  indicated  that  the  prevalence  of  diabetes  was  26%. 17 
While  diabetes  is  a controllable  disease,  it  is  obvious  that 
there  is  still  a great  need  to  screen  Native  populations  for 
diabetes  as  well  as  to  ensure  compliance  with  medical  rec- 
ommendations in  order  better  to  control  the  untoward 
health  sequelae  of  this  disease. 

Elevated  risks  of  mortality  from  infectious  diseases 
were  observed  for  the  entire  study  period  (PMR=2.48), 
increasing  from  2.48  to  3.47  over  time.  While  ratios  for 
males  and  females  were  similar  in  the  first  period,  ratios 
for  males  doubled  by  the  last  period  to  4.98  and  the  female 
ratio  decreased  to  1 .68.  Higher  risks  of  death  due  to  infec- 
tious diseases  have  also  been  observed  in  other  Native 
populations.2-3  Of  particular  interest  are  mortality  ratios 
observed  for  tuberculosis.  Overall  ratios  increased  from 
1 .86  to  10.34  over  time.  Three  deaths  were  observed  in  the 
most  recent  period,  while  only  0.29  were  expected.  This 
finding  is  in  stark  contrast  to  reported  observations  of  de- 
clining mortality  rates  from  tuberculosis.19  Mortality 
rates  from  tuberculosis  among  nonwhites  have  been  de- 
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dining  along  with  those  for  whites,  but  still  exhibit  a two- 
fold increased  risk.20 

Conclusions 

This  study  presents  results  of  a standardized  propor- 
tionate mortality  analysis  of  the  Seneca  Nation  of  Indi- 
ans. While  PMRs  may  not  be  as  sensitive  in  determining 
the  total  force  of  mortality  as  standardized  mortality  ra- 
tios resultant  from  cohort  studies,  they  are  useful  in  esti- 
mating cause-specific  mortality  and  highlighting  differ- 
ential patterns  over  time.  The  PMR  methodology  was 
employed  in  this  study  based  on  the  data  available  for 
study  and  an  interest  in  identifying  changes  in  SNI  mor- 
tality patterns  over  time  relative  to  the  experience  of  the 
general  New  York  State  population. 

It  is  obvious  from  the  data  presented  that  more  battles 
need  to  be  waged  successfully  to  combat  avoidable,  pre- 
mature mortality  in  this  Native  American  population. 
Based  on  this  study,  health  care  resources  should  continue 
to  be  directed  toward  programs  aimed  at  reducing  death 
and  disability  resulting  from  accidents,  diabetes,  tubercu- 
losis, cirrhosis,  and  infectious  diseases.  Where  possible, 
primary  preventive  efforts  should  be  established  and  edu- 
cational campaigns  mounted  to  develop  appropriate 
health  behaviors  among  tribal  members.  Additional  re- 
search needs  to  be  undertaken  to  investigate  accessibility, 
adequacy,  and  fuller  utilization  of  health  services  provid- 
ed to  Native  populations.  The  mere  offering  of  certain 
health  services  is  inadequate  and  mechanisms  need  to  be 
established  to  ensure  utilization  of  services  and  compli- 
ance with  medical  recommendations  resultant  from  such 
offerings. 
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The  awarding  of  honors  to  medical  clerks 

Results  of  a national  survey 

Fred  Rosner,  md;  Bernard  P.  Shagan,  md;  Eleanor  Z.  Wallace,  md 


ABSTRACT.  We  conducted  a national  survey  of  medical 
schools  to  determine  the  frequency  of  the  awarding  of  honors 
to  third-year  clinical  clerks  and  fourth-year  subinterns  in  in- 
ternal medicine.  Of  126  schools  surveyed,  86,5%  respond- 
ed. Of  those  responding,  66%  award  honors  to  their  junior 
clerks  and  47  % award  honors  to  their  fourth-year  students 
rotating  on  the  internal  medicine  service.  Consistent  criteria 
do  not  exist  among  programs  and  even  within  some  programs 
for  such  awards.  The  number  of  students  receiving  the 
awards  or  the  percentage  of  the  class  that  is  felt  to  qualify  for 
honors  is  also  highly  variable. 

The  attainment  of  honors  is  an  important  criterion  for  resi- 
dency selection  as  well  as  a positive  predictor  of  future  per- 
formance of  candidates.  The  writing  of  the  dean’s  letter,  resi- 
dency selection,  and  the  date  of  the  National  Residency 
Matching  Program  results  announcement  are  now  occurring 
later  in  the  academic  year  than  previously,  thus  making  the 
results  of  the  fourth-year  medicine  rotations  available  to  resi- 
dency selection  committees  by  the  time  choices  have  to  be 
made.  We  conclude,  therefore,  that  it  seems  useful  for  all 
medical  schools  to  award  honors  not  only  to  third-year  clerks 
but  also  to  senior  students. 

(NY  State  J Med  1989;  89:562-565) 

Identification  and  recognition  of  medical  student  merit 
during  clinical  rotations  by  the  awarding  of  honors  is  not 
universal  among  medical  schools.  In  the  process  of  decid- 
ing whether  to  recommend  instituting  the  awarding  of 
honors  to  fourth-year  students  in  internal  medicine,  we 
reviewed  the  placement  of  an  honors  designation  and  the 
frequency  with  which  medical  schools  use  such  a grade. 
The  process  of  resident  selection  and  the  factors  consid- 
ered in  such  selection  have  been  the  subjects  of  many  pub- 
lications over  the  last  several  years.1-8  Parameters  of  per- 
formance in  medical  schools  as  compared  with 
performance  during  residency  have  also  been  studied.9-11 
In  one  study,4  the  receipt  of  honors  by  a clinical  clerk  was 
highly  regarded  in  the  evaluation  of  the  clerk  as  a candi- 
date for  a residency  position.  Indeed,  program  directors 
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considered  a grade  of  honors  during  the  clerkship  of  far 
greater  importance  than  honors  awarded  during  the  pre- 
clinical  years. 

Methods 

At  a meeting  of  the  Executive  Committee  of  the  Department 
of  Medicine  of  the  Health  Sciences  Center,  State  University  of 
New  York  at  Stony  Brook,  the  question  was  raised  whether  the 
department  should  begin  to  award  honors  to  its  fourth-year  stu- 
dents, as  it  already  did  to  third-year  clinical  clerks  who  were  felt 
to  deserve  such  an  award.  In  response  to  this  question,  a commit- 
tee was  appointed  to  investigate  the  current  practices  of  award- 
ing honors  in  the  clinical  years  in  medical  schools  throughout  the 
country.  We  conducted  a national  survey  concerning  the  award- 
ing of  honors  in  both  the  third  and  fourth  years  and  surveyed  the 
literature  to  judge  the  importance  of  this  practice. 

A letter  was  sent  to  the  Chairman  of  the  Department  of  Medi- 
cine of  all  126  United  States  medical  schools,  inquiring  whether 
or  not  their  departmental  policies  provided  for  the  awarding  of 
honors  to  third-year  clinical  clerks  and/or  to  fourth-year  subin- 
terns. If  the  answer  was  yes,  chairmen  were  asked  whether  or  not 
there  was  a quota  and  whether  or  not  they  used  written  criteria  in 
their  evaluation  of  students  for  the  awarding  of  honors.  Chair- 
men were  also  asked  to  provide  a copy  of  the  written  criteria,  if 
available.  A follow-up  letter  was  sent  to  those  chairmen  who  did 
not  respond  to  the  original  request  for  information.  No  data  were 
collected  concerning  clinical  clerks  or  subinterns  in  any  disci- 
pline other  than  internal  medicine. 

Results 

Honors  for  Clinical  Clerks.  One  hundred  and  nine  responses 
were  received.  Seventy-two  of  the  responding  schools  award  honors 
to  third-year  clinical  clerks  and  37  do  not  (Table  I).  Of  the  72 
schools  that  award  honors,  at  least  19  also  give  grades  of  high  pass, 
near  honors,  or  just  short  of  honors.  The  percent  of  clinical  clerks 
awarded  honors  varies  from  “very  few”  to  25%.  No  school  said  that 
it  had  a fixed  quota,  but  most  schools  reported  that  only  5%  to  1 5%  of 
their  clinical  clerks  were  given  an  honors  grade.  In  some  schools  an 

TABLE  I.  The  Awarding  of  Honors  to  Third-year  Medical 
Clinical  Clerks  and  Fourth-year  Medical  Subinterns  in  126 
United  States  Medical  Schools 


Number  of  Medical  Schools 
Clinical  Clerks  Subinterns 


Honors  awarded 

72  (66%) 

51  (47%) 

No  honors  awarded 

37  (34%) 

44  (53%) 

Subtotal 

109 

95 

No  response 

17 

31 

Total 

126 

126 
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A or  A—  grade  or  a numerical  grade  ranging  from  83  to  96  automat- 
ically qualifies  the  clinical  clerk  for  honors.  In  other  schools,  the  top 
5%  to  20%  of  the  class  is  considered  for  honors.  Although  most 
schools  annually  give  honors  to  approximately  the  same  percentage 
of  their  clinical  clerks,  one  school  reported  that  in  some  years  no 
honors  are  awarded,  whereas  in  other  years  relatively  large  numbers 
of  honor  grades  are  given. 

Thirty-two  schools  submitted  copies  of  their  clerkship  evaluation 
forms,  and  many  more  sent  written  descriptions  of  their  grading  sys- 
tems. Very  few  schools,  however,  have  detailed  written  criteria  for 
the  awarding  of  honors,  a fact  readily  acknowledged  in  the  letters  by 
the  departmental  chairmen  or  their  designees  responding  to  our  re- 
quest for  such  criteria.  Some  schools  make  a general  statement  such 
as  “the  honors  grade  is  to  distinguish  students  who  excel  in  meeting 
the  course  objectives,”  or  “honors  are  awarded  to  the  exceptional 
student,  performing  far  superior  to  the  expected  level,”  or  “a  select 
few  can  be  given  a grade  of  honors  if  their  performance  is  substan- 
tially better  than  their  peers  and  they  exceed  the  objectives  of  the 
clerkship,”  or  “honors  grade  is  given  to  a student  whose  overall  per- 
formance has  been  sufficiently  strong  to  merit  special  recognition.” 

Some  schools  have  statements  a little  more  specific  than  the  afore- 
mentioned, such  as  “honors  grade  is  reserved  for  the  small  group  of 
students  (about  10%)  who  excel  in  almost  every  phase  of  the  clerk- 
ship and  are  clearly  of  outstanding  ability.  Such  students  should  be 
considered  candidates  for  AOA  and  for  graduate  training  in  highly 
competitive  university  programs.”  Alternatively,  “honors  grade  is 
reserved  for  that  small  percentage  of  students  (about  10%)  who  are 
clearly  superior  in  every  aspect  of  their  performance  during  a clerk- 
ship, subinternship,  or  elective.  These  students  possess  not  only  un- 
usual scholarship  and  industry,  but  will  also  have  strong  qualities  of 
leadership  and  excellence  in  interpersonal  relationships.”  Or,  “hon- 
ors are  reserved  for  outstanding  students  who  are  exceptional  in  all 
aspects:  knowledge,  clinical  skills,  performance  and  judgment;  and 
personal  and  humanistic  qualities.”  Another  approach  states  the  fol- 
lowing: “one  of  the  best  students  in  the  group;  has  achieved  predomi- 
nantly excellent  ratings  in  knowledge,  skills  (history  and  physical 
exam),  analytic  and/or  planning  ability  and  at  least  above  average 
in  presentations  and  participation.  There  are  no  problems  with  hon- 
esty, conscientiousness,  reliability  or  patient  relationship.” 

Some  schools  attempt  to  quantify  the  criteria  for  the  awarding  of 
honors  as  follows:  “9 1 .5%  final  grade  plus  a minimum  grade  of  B on 
the  written  exam  plus  a minimum  evaluation  of  very  good  on  the  oral 
exams”;  or  “above  average  to  superior  ratings  in  all  clinical  catego- 
ries, a mean  average  of  at  least  80%  on  objective  tests,  and  successful 
passing  the  oral  exam  and  patient  history  and  physical  examina- 
tion”; or  “clinical  grade  of  honors  and  a board  score  which  is  at  or 
greater  than  the  85th  percentile”;  or  “outstanding  ward  perfor- 
mance, outstanding  interpersonal  skills/professional  attitude,  out- 
standing written  records,  and  a National  Board  minimum  score  of 
1 00  points  above  the  mean  for  our  students  taking  the  examination”; 
or  “clinical  grade  of  honors  plus  very  good  to  outstanding  written 
examination  score”;  or  “more  than  half  honor  grades  and  more  than 
half  of  the  descriptors  must  be  in  the  excellent  column”;  or  “honors 
grade  in  each  clinical  rotation  and  written  examination  score  of  at 
least  median  for  the  group  or  honors  in  one  rotation  and  high  satis- 
factory in  the  other  with  an  examination  score  in  the  top  25  percent 
of  the  group.” 

Nearly  all  schools  use  evaluation  forms,  some  of  which  are  very 
simple  and  provide  for  one-page  “check-offs”  and/or  narrative, 
whereas  others  are  quite  elaborate  and  include  detailed  assessments 
of  the  students’  intellectual  capacity  and  ability  to  synthesize,  fund 
of  general  medical  knowledge,  growth  in  fund  of  knowledge  of  disci- 
pline, performance  level  (with  attention  to  consistency  and  perfor- 
mance at  the  level  expected),  quality  of  histories  and  physicals,  qual- 
ity of  presentations,  judgment,  professional  habits  and  attitudes 
(including  honesty,  industry,  initiative,  responsibility,  handling  of 
criticism),  and  relationships  with  patients  and  their  families,  peers, 
and  superiors. 

Most  clinical  clerkships  also  require  oral,  practical,  and  written 
examinations,  and  many  schools  use  the  National  Board  of  Medical 
Examiners’  test  as  an  additional  criterion  in  evaluating  the  assign- 


ment of  honors.  In  addition  to  awarding  honors  for  outstanding  clini- 
cal clerks,  a handful  of  schools  give  a best  student  award  for  the  top 
student  of  the  medical  clerkship  who  has  demonstrated  leadership 
qualities,  outstanding  scholastic  performance,  and  significant  re- 
search abilities  and  accomplishments. 

Departments  of  medicine  at  two  schools  have  a special  Honors  in 
Medicine  program  by  invitation  only  for  all  students  receiving  an  A 
or  A—  in  the  third-year  medicine  clerkship.  At  one  school,  students 
who  choose  to  participate  in  the  program  work  closely  with  a faculty 
preceptor  on  a project  of  their  choice.  Students  who  complete  their 
projects  and  submit  written  reports,  which  are  then  reviewed  by  the 
Honors  Committee,  are  recognized  at  the  time  of  graduation. 

One  school  formerly  awarded  honors  to  clinical  clerks  but  no  long- 
er does  so,  and  three  schools  that  formerly  did  not  grant  honors  to 
clinical  clerks  now  do  so.  At  least  seven  schools  assign  honors  to 
third-year  clinical  clerks  but  not  to  fourth-year  subinterns,  and  at 
least  three  schools  award  honors  to  subinterns  but  not  to  clinical 
clerks.  Several  schools  give  combined  third-  and  fourth-year  honors. 

Honors  for  Subinterns.  Only  eight  schools  have  written  criteria 
whereby  honors  are  awarded  to  fourth-year  subinterns.  Three 
schools  have  a policy  statement  such  as  an  honors  grade  is  awarded 
“in  recognition  of  a clearly  superior  mastery  by  the  student  of  the 
body  of  knowledge  and  skills  covered  in  a given  course  or  clerkship,” 
or  to  the  “exceptional  student,”  or  for  “performance  truly  exception- 
al; outstanding  in  all  or  nearly  all  respects.”  Two  schools  attempt  to 
quantify  the  assigning  of  honors  to  students  with  an  “overall  average 
of  4.5  or  better  [on  a scale  of  1 to  5]”  or  “average  score  greater  than 
4.0  and  the  majority  of  overall  evaluations  are  honors  with  at  least 
one  attending  honors  evaluation  and  test  score  greater  than  500.” 
One  school  states  that  “honors  grade  is  recommended  for  the  stu- 
dent who  demonstrates  outstanding  knowledge  and  clinical  judg- 
ment, technical  skills,  professional  initiative  as  well  as  professional 
maturity  as  student/physician.  In  some  cases  students  with  out- 
standing qualities  in  some  of  the  above  criteria  and  commendable 
performance  in  others  are  also  recommended  for  Honor  grades.” 
Another  school  asserts  that  for  honors  grade  “the  student  demon- 
strated a good  data  base  and  had  the  ability  to  integrate  it  in  the 
management  of  patients;  interacted  well  with  patients,  medical 
staff,  students,  and  nursing  staff;  showed  good  technical  skills;  as- 
sumed full  responsibility  for  patient  management  and  was  able  to 
function  independently.  Overall,  the  student  functioned  at  intern  le- 
vel.” 

Finally,  one  school’s  policy  is  that  an  honors  grade  “is  reserved  for 
those  who  are  clearly  superior  in  every  aspect  of  their  performance 
during  a subinternship,  or  elective.  It  should  be  given  to  subinterns 
who  perform  as  well  as  a good  intern  with  whom  they  are  paired.  The 
student  is  efficient  with  a typical  case  load  (four  patients)  and  can 
handle  a seriously  ill  patient  w'th  an  intern’s  level  of  skill.  Fund  of 
knowledge  should  be  good  in  all  t reas  and  outstanding  when  pertain- 
ing to  specific  problems  in  their  patients.  They  should  show  out- 
standing initiative  and  skill  in  identifying  the  important  questions/ 
issues  of  care  in  their  own  patients  and,  within  the  limits  of  their 
training,  be  guiding  care  rather  than  simply  following  directions. 
The  Honors  student  accepts  responsibility  for  the  education  of  oth- 
ers on  the  ward  team  and  is  consistently  motivated  by  high  standards 
of  scholarship  and  patient  care.” 

With  rare  exceptions,  honors  are  awarded  to  subinterns  without  a 
written  examination  and  are  based  solely  on  subjective  evaluations 
by  house  staff  and  attending  physicians. 

The  selection  of  students  who  will  receive  honors  both  for  third- 
year  clinical  clerkships  and/or  for  fourth-year  subinternships  is  usu- 
ally made  by  an  evaluation  committee  or  the  departmental  executive 
committee  following  the  completion  of  the  clerkships  and  subintern- 
ships. 

Reasons  for  Not  Awarding  Honors.  Among  the  36  schools  that 
stated  they  do  not  award  honors,  all  but  seven  did  not  offer  a reason. 
One  departmental  chairman  responded,  “we  don’t  have  honors  for 
anything  and  I doubt  that  we  ever  will.”  Another  chairman  said  that 
“I  can  speak  for  all  medical  students,  not  only  those  in  Internal 
Medicine,  since  we  have  a school  policy.  That  policy  is  that  we  do  not 
provide  grades  or  honors  to  our  students  at  any  level.  I must  admit 
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that  the  question  arises  every  several  years  about  whether  or  not  this 
policy  should  be  changed.  Nonetheless,  it  currently  stands  as  noted.” 
Another  respondent  asserted  that  their  university  “does  not  award 
honors  in  the  clinical  years.  This  is  a policy  of  the  institution  and, 
therefore,  there  can  be  no  written  criteria  for  such  an  evaluation.” 
Yet  another  chairman  said  “we  do  not  at  this  time  award  honors  to 
third-year  clerks  and  fourth-year  subinterns.  I think,  however,  that 
it  is  an  excellent  idea.” 

Another  response  was  the  following:  “Some  departments,  ie.  Neu- 
rology, Pediatrics,  give  awards  to  one  or  two  students  in  the  Junior 
and  Senior  classes.  The  faculty  of  the  Department  of  Medicine  has 
discussed  this  policy  on  numerous  occasions  and  decided  that  we 
would  not  give  such  awards.  We  usually  have  five,  ten  or  fifteen 
percent  of  any  given  class  who  do  an  outstanding  job.  We  have  felt 
that  it  was  perhaps  inappropriate  to  select  one  or  two  for  an  award. 
Therefore,  we  have  not  engaged  in  this  activity.” 

Yet  another  school  replied  that:  “We  do  not  give  honor  ratings  to 
either  our  third  or  fourth  year  medical  students.  The  third-year 
medical  students  receive  a letter  grade  (A,  B,  C,  etc.).  The  fourth- 
year  students  receive  either  a pass  or  fail  rating.  We  formerly  award- 
ed honor  ratings  to  the  fourth-year  clerks,  however,  it  was  felt  by  the 
general  faculty,  not  the  faculty  of  the  Department  of  Medicine,  that 
this  was  abused  and  the  procedure  was  discontinued.  I favor  the 
availability  of  an  honor's  rating  to  recognize  an  excellent  perfor- 
mance by  the  student.” 

Finally,  one  departmental  chairman  wrote:  “The  Department  of 
Medicine  at  our  University  does  not  award  Honors  to  third  year 
clinical  clerks  or  subinterns  in  recognition  of  excellence.  Indeed,  I 
am  opposed  to  this  practice,  since  it  potentially  causes  extra  compet- 
itiveness between  fellow  students  and  does  not  recognize  the  excel- 
lent contributions  of  medical  students  who  are  not  recipients  of 
awards.” 

Among  the  36  schools  that  do  not  award  honors  to  clinical  clerks 
or  subinterns,  at  least  seven  schools  give  a special  award  “for  excel- 
lence in  internal  medicine”  to  “the  best  overall  clinical  clerk,”  or 
“the  most  outstanding  student  on  the  clerkship,”  or  “the  student 
with  the  highest  grade  as  a third-year  clinical  clerk,”  or  “the  student 
who  has  most  distinguished  himself  or  herself  in  internal  medicine.” 
Some  schools  give  letters  of  commendation  in  addition  to  or  instead 
of  awarding  honors.  The  practice  of  not  awarding  honors  was  not 
less  common  in  newly  established  medical  schools  compared  to  the 
very  prestigious  schools,  which  might  consider  all  their  students  to 
be  excellent. 


Discussion 

Of  126  programs  surveyed,  86.5%  responded.  Of  those 
responding,  66%  award  honors  to  their  junior  clerks,  and 
47%  award  honors  to  their  fourth-year  students  rotating 
on  the  internal  medicine  service.  Consistent  criteria  do  not 
exist  among  programs  and  even  within  some  programs  for 
such  awards.  The  number  of  students  receiving  the  awards 
or  the  percentage  of  the  class  that  is  felt  to  qualify  for 
honors  is  also  highly  variable. 

Yet  several  authors  have  noted  that  the  attainment  of 
honors  is  an  important  criterion  for  being  selected  by  a 
residency  selection  committee  and  also  important  for  pre- 
dicting the  performance  of  the  resident  during  his  or  her 
first  year.  Young  et  al1  stated  that  the  use  of  the  “attain- 
ment of  an  honors  grade  in  clinical  medicine  seems  appro- 
priate as  a selection  criterion  since  the  clerkship  defines 
clinical  as  well  as  cognitive  skills.”  They  also  assert  that 
“performance  in  clinical  medicine  is  one  of  the  few  vari- 
ables that  has  been  shown  to  correlate  with  judgments  of 
clinical  performance  during  the  residency.”  Wagoner  et 
al3  also  indicate  that  class  rank  and  honors  grades  are  im- 
portant. In  another  study,  honors  in  the  clinical  clerkship 
ranked  fifth  in  importance  among  parameters  used  by 


program  directors  to  evaluate  candidates  for  residency.4 
Hughes,  Golmon,  and  Patterson6  indicate  that  their  facul- 
ty felt  that  the  student’s  grade  on  the  first  part  of  the  Na- 
tional Board  of  Medical  Examiners  examination,  the 
third-year  medicine  clerkship  grade,  and  academic  honors 
were,  in  that  order,  the  best  predictors  of  the  faculty’s  rat- 
ing of  students,  and  that  the  best  predictors  of  National 
Residency  Matching  Program  Rank  were  these  same  test 
scores  and  academic  honors  along  with  the  third-year 
medicine  clerkship  grade.  Weiss  et  al12  note  that  “the 
present  and  overwhelmingly  prevalent  system  categoriz- 
ing clerkship  performance  as  honors-pass-fail  is  capable 
of  predicting  performance  during  the  PGY-1  residency.” 
Keck  et  al10  point  out  that  the  fourth-year  internal  medi- 
cine clerkship  instructor’s  evaluation  of  students  was  sig- 
nificantly predictive  of  subsequent  internship  perfor- 
mance. Consistency  of  performance  in  medical  school  by 
the  student  was  felt  by  Gardner11  to  be  important  in  pre- 
dicting the  performance  of  that  student  in  his  first  year  of 
surgical  internship. 

Since  so  many  program  directors  and  residency  selec- 
tion committees  feel  that  the  achievement  of  an  honors 
grade  is  an  important  parameter  in  their  selection  of  can- 
didates for  residency  as  well  as  a positive  predictor  of  the 
future  performance  of  candidates,  it  seems  useful  for  all 
medical  schools  to  award  honors  in  the  third-year  clerk- 
ship. It  is  helpful  to  the  student  in  achieving  his  or  her 
optimum  placement  and  to  the  residency  program  direc- 
tor or  selection  committee  in  making  their  choices. 

Honors  at  the  fourth-year  level  are  considered  some- 
what less  important.  Part  of  the  reason  seems  to  be  that 
the  results  of  the  fourth-year  medicine  rotations  have  not 
been  generally  available  to  the  selection  committees  by 
the  time  choices  had  to  be  made.  Since  the  writing  of  the 
dean’s  letter,  residency  selection,  and  the  date  of  the  Na- 
tional Residency  Matching  Programs’  results  are  now  oc- 
curring later  in  the  academic  year  than  previously,  the 
awarding  of  honors  in  the  fourth-year  medicine  rotation 
may  assume  increasing  importance. 

We  therefore  conclude  that  it  is  reasonable,  whatever 
the  grading  preference  of  the  school,  to  have  parameters 
for  the  awarding  of  honors  at  both  the  third-  and  fourth- 
year  levels.  These  criteria  should,  however,  be  consistent 
within  the  medical  school  for  all  departments.  The  criteria 
and  parameters  should  clearly  reflect  the  overall  perfor- 
mance of  the  student  during  his  or  her  clerkship — aca- 
demically, in  patient  care  performance,  and  in  the  stu- 
dent’s attitudes  and  functioning  with  patients,  colleagues 
and  other  professionals  with  whom  he  or  she  works.  If 
awarded  in  this  manner,  a grade  of  honors,  especially  if 
achieved  in  both  the  third  and  the  fourth  years  of  clinical 
medicine  training,  can  accurately  predict  the  eventual 
functioning  of  the  student  during  the  first  year  of  post- 
graduate training,  whatever  the  specialty  of  that  training. 
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FROM  THE  LIBRARY 


AMERICAN  INDIANS:  NEW  OPPORTUNITY  FOR  HEALTH  CARE 

...  Of  great  interest  to  researchers  are  genetically  linked  conditions  common  to  Indians.  Gallbladder 
disease  occurs  more  than  twice  as  often  among  Indians  in  the  Southwest  as  among  non-Indian  popula- 
tions. Gallbladder  disease  among  these  Indians  is  associated  with  a low  average  age  for  cholecystecto- 
mies, a high  incidence  of  common  duct  stones,  and  a high  rate  of  cancer,  chiefly  gastric  and  biliary. 
Hepatitis  is  26  times  more  common  among  the  Navajos,  even  with  those  who  do  not  have  alcohol 
available,  than  among  the  general  population.  Diabetes  is  reported  commonly  in  many  tribes,  including 
the  Seneca.  Certain  blood  groups  are  characteristic  nationally;  type  O is  predominant  (83  percent  in 
Navajos),  and  almost  100  percent  are  Rh  positive.  Hemoglobinopathies  are  absent,  but  methemoglo- 
binemia is  quite  common.  Newborn  infants  tend  to  show  jaundice. 

There  is  no  good  evidence  to  show  that,  aside  from  diabetes,  any  of  these  conditions  are  common 
among  the  Seneca,  who  have  been  studied  by  Doeblin  and  his  co-workers.  In  their  genetic  studies  of 
Seneca  Indians,  they  have  reported  on  haptoglobins,  transferrins,  G-6-PD  deficiency  hemoglobinopa- 
thy, color  blindness,  blood  groups,  diabetes,  and  hyperglycemia.  Doeblin  et  al.  also  reviewed  different 
morphologic  traits,  such  as  clinodactyly,  mid-digital  hair,  ear-lobe  attachment,  hyperextensibility  of 
the  thumb,  and  dermatoglyphics. 

Otitis  media  is  a very  common  disorder  among  the  Seneca.  The  possibility  of  a genetic  variation 
which  makes  otitis  more  common  in  Indians  has  not  been  ruled  out.  But  most  authors  associate  the  high 
incidence  of  this  infection  with  nutritional  and  other  undefined  causes. 

. . . There  has  been  a tremendous  improvement  in  Indian  health  nationally  since  the  Indian  Health 
Service  took  over  responsibility  for  Indian  health  in  1955.  Average  life  expectancy  for  Indians  has 
increased  from  60  to  65  years,  compared  with  average  life  expectancy  for  whites,  which  has  increased 
from  68  to  71  years  (still  leaving  a marked  discrepancy).  Deaths  have  decreased  from  50  to  90  percent 
for  such  disorders  as  influenza,  pneumonia,  certain  diseases  of  early  infancy,  tuberculosis,  enteritis,  and 
other  diarrheal  diseases.  The  infant  death  rate  has  decreased  from  62.5  to  18.7  deaths  per  1,000  live 
births,  a 70  percent  decrease.  Maternal  mortality  rates  decreased  by  80  percent.16  There  is  still  a lower 
incidence  of  heart  disease,  cerebrovascular  accidents,  and  malignant  neoplasm  among  the  Indians  than 
among  the  rest  of  the  population.1  However,  there  has  been  no  reduction  in  the  number  one  cause  of 
death:  accidents.  Also,  the  incidence  of  cirrhosis  of  the  liver,  diabetes,  and  suicide  is  increasing.  . . . 

HENRY  P.  STAUB,  MD 

{NY State  J Med  1978;  78:1137-1141) 
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REVIEW  ARTICLE 


Lyme  disease:  A review  of  its  clinical  features 


Arthur  Weinstein,  md,  Danuta  I.  Bujak,  msn 


Lyme  disease  (LD)  is  a complex,  multisystemic  infectious 
disease  caused  by  the  spirochete  Borrelia  burgdorferi .x 
The  disease  affects  people  of  all  ages  and  both  sexes  and 
has  become  a major  tickborne  illness  in  the  United  States. 
Since  its  recognition  in  southern  Connecticut  in  1975,  it 
has  been  spreading  throughout  the  United  States,  and  in 
certain  regions,  including  Westchester  County  and  Long 
Island,  it  has  assumed  the  pattern  of  an  emerging  epidem- 
ic.2-3 The  true  incidence  is  unknown  due  to  underreport- 
ing. Cases  have  been  described  in  Europe,  Russia,  Cana- 
da, China,  Japan,  and  Australia.4-5 

This  paper  reviews  the  history,  epidemiology,  clinical 
manifestations,  laboratory  testing,  and  treatment  of  LD. 
In  addition,  recent  advances  in  the  understanding  of  dis- 
ease pathophysiology  are  presented. 

History 

Lyme  disease  was  first  described  in  1975  in  children 
and  adults  who  lived  in  the  Lyme,  Connecticut,  area, 
many  of  whom  were  initially  diagnosed  as  having  juvenile 
rheumatoid  arthritis.  This  unusual  clustering  of  the  dis- 
ease was  brought  to  the  attention  of  the  rheumatology  de- 
partment at  Yale  University  School  of  Medicine.  Subse- 
quent investigations  by  Dr  Allen  Steere  and  his  colleagues 
resulted  in  the  description  of  “Lyme”  arthritis.6  In  the 
first  report,  Steere  described  51  cases — 39  children  and 
12  adults — who  had  acute  episodes  of  an  intermittent 
mono-  or  oligoarthritis.  The  onset  of  the  arthritis  was  often 
preceded  by  an  expanding  red  rash,  later  recognized  as  ery- 
thema chronicum  migrans  (ECM),  which  sometimes  oc- 
curred after  an  arthropod  bite.  This  clinical  picture  and  the 
occurrence  of  the  rash  and  the  arthritis  predominately  in 
the  summer  and  fall  suggested  an  arthropod-borne  illness. 

The  ECM  rash,  pathognomonic  for  LD,  had  been  de- 
scribed in  Europe  in  1909  by  a Swedish  physician,  Afze- 
lius,7  who  observed  the  rash  in  one  of  his  patients  bitten  by  a 
tick  from  the  Ixodes  family.  In  1922,  Garin  and  Bujadoux8 
described  neurologic  sequela  following  an  ECM  rash.  Sub- 
sequently, numerous  cases  of  ECM  were  reported  in  Eu- 
rope and  were  noted  to  be  associated  with  the  bite  of  a sheep 
tick,  Ixodes  ricinus.9  In  1941,  Bannwarth10  described  an 
individual  with  an  ECM  rash  at  the  site  of  a tick  bite,  in 
whom  a radiculopathy,  paralysis  of  one  arm,  and  meningi- 
tis subsequently  developed.  The  clinical  picture  of  chronic 
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lymphocytic  meningitis  with  neuropathy  and  radiculopa- 
thy became  known  as  Bannwarth’s  syndrome."  Swedish 
physicians  Lennhoff  and  Hellerstrom12  postulated  a spiro- 
chetal etiology  for  ECM  and  meningitis.  This  led  to  the 
common  practice  of  treating  ECM  empirically  with  peni- 
cillin. The  first  case  of  ECM  in  the  United  States  was  re- 
ported by  Scrimenti13  in  1970  from  Wisconsin.  After  the 
description  of  LD  and  the  recognition  that  ECM  was  part 
of  the  clinical  picture,  it  was  suspected  that  ticks  were  im- 
portant in  the  transmission  of  the  illness.  The  tick  Ixodes 
dammini  was  subsequently  identified  as  the  vector  for  LD 
transmission  in  the  Northeast.14  The  exact  etiology  of  LD 
was  not  known  until  spirochetes  were  cultured  from  the 
ticks  by  Willy  Burgdorfer15  in  1982  and  later  from  the  skin, 
blood,  and  spinal  fluid  of  infected  patients.16-17  In  1984,  the 
newly  discovered  organism  was  named  Borrelia  burgdor- 
feri after  its  discoverer.  This  then  allowed  the  development 
of  diagnostic  tests  for  LD  and  the  recognition  of  an  expand- 
ed clinical  spectrum  of  the  disease.18 

Epidemiology 

Lyme  disease  occurs  predominately  in  three  areas  of  the 
United  States:  the  Northeast,  with  a clustering  of  cases  in 
southern  Connecticut  and  Rhode  Island,  Massachusetts, 
New  York  (Westchester  County  and  Long  Island),  and 
the  states  along  the  Atlantic  coast;  the  Midwest,  mainly 
Wisconsin  and  Minnesota;  and  the  West,  mainly  Wash- 
ington, Oregon,  and  northern  California.19  These  areas 
correspond  to  the  distribution  of  the  Ixodes  ticks.  The  tick 
vectors  vary  from  one  region  to  another,20  eg,  Ixodes 
dammini  in  the  East  and  Midwest  and  Ixodes  pacificus  in 
the  West.  Other  tick  vectors  include  Ixodes  scapularis  in 
the  Southwest  and  Ixodes  ricinus  in  Europe.  Dermacentor 
variabilis  (American  dog  tick)  is  not  involved  in  LD  trans- 
mission among  humans. 

Entomologic  surveys  in  Connecticut  have  also  demon- 
strated B burgdorferi  in  the  gut  tissues  of  deer  flies,  horse 
flies,  and  mosquitos,  although  any  role  in  the  transmission 
of  LD  by  these  vectors  is  unproven.  The  rapid  spread  in- 
land may  be  caused  by  migrating  birds. 

Ixodes  dammini , or  deer  tick,  the  vector  for  LD  in  the 
Northeast,  is  an  eight-legged,  wingless,  parasitic  arach- 
nid. It  has  different  hosts  in  its  adult,  nymphal,  and  larval 
stages.21  Adult  ticks  are  abundant  in  fall  and  spring.  They 
prefer  to  feed  on  larger  animals  such  as  the  white-tailed 
deer.  Man  is  only  an  incidental  host.  Nymphal  ticks, 
which  are  numerous  in  spring  and  summer,  parasitize 
small  and  medium-sized  mammals  such  as  the  white-foot- 
ed mouse  ( Peromyscus  leucopus),  squirrels,  and  occa- 
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sionally  man.  The  nymphal  ticks  are  no  larger  than  pencil 
tips.  Larvae,  abundant  in  the  late  summer  and  fall,  also 
commonly  feed  on  the  white-footed  mouse.  Animals  bit- 
ten by  an  infected  tick  become  a reservoir  of  B burgdorferi 
and  are  responsible  for  sustaining  the  spirochete  in  the 
environment.  The  immature  nymphal  ticks  are  highly  ag- 
gressive, and  it  is  this  form  that  is  most  responsible  for 
transmission  of  LD  to  man.  The  variable  prevalence  rates 
of  LD  from  one  geographic  area  to  another  are  explained 
in  part  by  differences  in  the  percentage  of  infected  Ixodes 
dammini  ticks  in  the  different  areas.21  The  LD  season  ex- 
tends from  early  spring  to  late  fall.  The  peak  incidence  in 
the  Northeast  is  in  the  summer,  which  correlates  with  the 
nymphal  stage  of  the  tick  life  cycle.  The  explosion  in  the 
deer  population  in  rural  and  suburban  areas  appears  to  be 
directly  related  to  the  increase  in  Ixodes  dammini  and 
focal  epidemics  of  LD. 

Microbiology 

B burgdorferi  is  a small,  unicellular  microorganism 
with  flagellae.16  The  spirochete  carries  various  plasmids 
(self-replicating  cytoplasmic  DNA  fragments)  and  grows 
in  modified  Kelly’s  medium.16-22  Antigenic  variation  in 
the  spirochete  may  occur  with  multiple  subpassages  in 
culture.23  This  might  account  for  some  of  the  differences 
observed  between  different  laboratories  in  testing  for  anti- 
Borrelial  antibodies  to  diagnose  LD. 

B burgdorferi  is  very  difficult  to  culture  from  human 
tissues  and  fluids.  Although  the  reason  for  this  is  not 
known,  some  researchers  postulate  that  this  may  be  due  to 
a scarcity  of  organisms  and  a predominately  intracellular 
location,  but  this  theory  lacks  definitive  proof.  Visualiza- 
tion of  the  spirochete  in  tissue  sections  is  also  difficult  and 
is  not  useful  for  routine  diagnosis.  The  microorganism 
stains  with  Dieterle  silver  or  can  be  detected  by  the  fluo- 
rescent antibody  technique.24-25 

Clinical  Features 

Early  Disease.  Soon  after  a tick  bite,  there  may  be  a 
local  reaction  caused  by  “mechanical  irritation,”  which 
can  last  for  2-3  days.  This  is  unrelated  to  borrelial  infec- 
tion. However,  with  infection,  a flu-like  illness  may  occur 
within  days  to  weeks.  This  may  be  associated  with  chills 
and  fever,  as  well  as  malaise,  fatigue,  backache,  headache, 
and  lethargy.  The  early  manifestations  and  the  frequency 
of  their  occurrence  are  described  in  Table  I.26 

Erythema  chronicum  migrans,  the  hallmark  of  LD, 
usually  begins  3-30  days  after  tick  exposure.  Benach  and 
Coleman27  in  a study  of  LD  in  New  York  State  found  that 
only  a minority  of  patients  with  ECM  recalled  a tick  bite. 
ECM  occurs  in  60-75%  of  all  patients  with  LD.  It  often 
occurs  in  the  thigh,  groin,  or  axilla.  It  begins  as  a red  mac- 
ule or  papule  and  expands  in  a circular  fashion  to  achieve 
varying  diameters,  occasionally  very  large  (60  cm).  The 
lesions  tend  to  have  bright  red  borders  with  central  clear- 
ing and  induration.  Vesiculation  or  necrosis  are  rare.  In 
almost  half  the  patients,  smaller,  multiple  annular  skin 
lesions  develop  soon  after  the  appearance  of  the  initial 
ECM  rash.26-28  ECM  usually  fades  without  scarring  with- 
in 3-4  weeks,  although  it  may  last  for  some  months.  His- 
tologic evaluation  reveals  a lymphoplasmacytic  infiltrate 
in  both  the  superficial  and  deep  dermis  around  dermal 


TABLE  I.  Early  Features  of  Lyme  Disease* 


Frequency 

Symptoms/Signs  (approx  %) 


Constitutional  symptoms 

80 

(malaise,  fever,  fatigue) 

Headache 

65 

Neck  stiffness 

50 

Arthralgia 

50 

Myalgia 

45 

Lymphadenopathy 

40 

Backache 

25 

Sore  throat 

15 

Malar  rash 

13 

Conjunctivitis 

10 

* The  frequency  of  these  features  was  based  on  a population  of  patients  who  had 
ECM  (adapted  from  Steere  et  al26). 


blood  vessels  and  appendages.29  Spirochetes  can  some- 
times be  demonstrated  in  skin  biopsies.30 

Additional  dermatologic  manifestations  include  malar 
rash  (13%),  diffuse  erythema,  urticaria,  and  rarely,  acute 
septal  panniculitis  (tender,  nodular  skin  lesions).31  Other 
early  clinical  findings  are  shown  in  Table  I. 

The  intensity  of  early  LD  can  be  mild,  with  ECM  and 
minor  constitutional  features,  or  very  severe,  with  multi- 
ple skin  lesions,  high  fever,  and  marked  fatigue,  arthral- 
gia, and  headache.  Symptoms  often  fluctuate  in  intensity 
over  time.  The  differential  diagnosis  at  this  time  includes 
viral  infections,  infectious  mononucleosis,  secondary 
syphilis,  systemic  lupus  erythematosus,  and  other  connec- 
tive tissue  diseases. 

Late  Disease.  Several  weeks  to  months  after  initial 
exposure  and  usually  many  weeks  after  ECM,  untreated 
patients  may  develop  symptoms  and  signs  of  more  serious 
organ  involvement.  The  major  problems  at  this  stage  may 
be  neurologic,  cardiac,  or  arthritic. 

Neurologic.  Approximately  10-15%  of  patients  de- 
velop frank  neurologic  abnormalities,  as  shown  in  Table 
II.32  Cranial  neuropathy,  especially  Bell’s  palsy,  is  a fre- 
quent neurologic  feature.  This  may  be  bilateral,  and  LD  is 
the  most  common  cause  of  bilateral  Bell’s  palsy  in  a Lyme 
disease-endemic  area.33  Even  without  frank  meningitis  or 
encephalitis,  patients  often  experience  moderate  to  severe 
headache  associated  with  sleep  disturbance  and  difficulty 
in  concentration.  Bannwarth’s  meningoradiculopathy 
may  be  partial  or  full  blown,  but  is  seen  more  frequently  in 
Europe  than  in  North  America.  Approximately  60%  of 
patients  will  have  multiple  neurologic  features  simulta- 
neously. The  neurologic  symptoms  are  often  migratory, 
and  typically  persist  for  months.32  The  cerebrospinal  fluid 


TABLE  II.  Neurologic  Features  of  Lyme  Disease* 


Feature 

Frequency  (%) 

Meningitis 

100 

Encephalitis 

29 

Cranial  neuritis  (Bell’s  palsy) 

50 

(bilateral  in  /j) 

Peripheral  neuritis 

29 

* Thirty-eight  patients,  all  with  meningitis  (adapted  from  Pachner  and 
Steere32). 


OCTOBER  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  567 


(CSF)  Findings  are  generally  consistent  with  an  aseptic 
meningitis  (lymphocytic  pleocytosis,  with  normal  to  ele- 
vated protein,  normal  glucose,  and  no  bacteria).  Both  an 
increased  IgG/albumin  ratio  and  oligoclonal  bands  are 
found  in  some  cases.34  Antibodies  to  B burgdorferi  may  be 
detected  in  the  serum  or  CSF  in  LD  with  neurological  in- 
volvement.35 The  neurologic  symptoms  gradually  remit, 
although  the  encephalitic  features  and  motor  radiculo- 
pathies may  persist  for  many  months. 

Cardiac.  In  approximately  8%  of  patients,  cardiac  in- 
volvement develops,  often  within  a few  weeks  to  months  of 
disease  onset.36  It  is  generally  brief  and  mild,  consisting  of 
varying  degrees  of  atrioventricular  block,  including  com- 
plete heart  block.  There  may  be  no  symptoms  with  milder 
involvement,  but  a temporary  pacemaker  may  be  required 
with  more  severe  degrees  of  block.  The  block  is  usually 
above  the  bundle  of  His.37  Some  patients  have  clinical  and 
investigative  evidence  of  diffuse  myopericarditis.36  The 
symptoms  in  these  patients  may  persist  longer  than  the 
few  weeks  usually  seen  with  milder  involvement,  and  a 
fatal  case  of  cardiac  involvement  in  LD  has  been  de- 
scribed.38 In  that  case,  a few  spirochetes  were  seen  in  the 
myocardium.  The  differential  diagnosis  of  cardiac  in- 
volvement in  LD  includes  rheumatic  fever,  viral  myocar- 
ditis, and  connective  tissue  diseases. 

Arthritic.  While  arthralgias  are  common  during  the 
early  stage  of  LD,  frank  arthritis  usually  does  not  begin 
until  after  a few  months  of  infection  and  may  be  delayed 
for  some  years.  Approximately  60%  of  untreated  patients 
will  develop  arthritis  within  two  years.39  The  arthritis  is 
often  abrupt  in  onset  and  usually  affects  only  one  or  a few 
joints  (mono-  or  oligoarticular),  primarily  the  knees  (Ta- 
ble III).  The  arthritis  is  characterized  by  remissions  and 
relapses,  each  cycle  lasting  from  days  to  months.  Low- 
grade  fever  and  fatigue  may  accompany  episodes  of  syno- 
vitis. Even  if  untreated,  the  arthritis  may  eventually  remit 
spontaneously.  Chronic  persistent  synovitis  may  develop 
in  10%  of  patients  with  untreated  Lyme  arthritis,  and  this 
can  result  in  erosive  damage.40  These  patients  may  not 
respond  well  to  antibiotic  therapy. 

The  synovial  fluid  is  inflammatory,  with  the  white 
blood  cell  count  usually  in  the  thousands  and  with  a pre- 
dominance of  polymorphonuclear  leukocytes.  On  patho- 
logic examination,  Lyme  synovitis  features  an  intense 
lymphoplasmacytic  infiltrate  similar  to  rheumatoid  ar- 
thritis.25 Scarce  spirochetes  or  spirochetal  antigens  have 
been  demonstrated  in  a perivascular  distribution  in  the 
synovium  using  Dieterle  silver  stain  or  monoclonal  anti- 
bodies.24-25 B burgdorferi  has  never  been  cultured  from 


TABLE  III.  Lyme  Arthritis* 


Joint  Involved 

Frequency  (%) 

Knee 

96 

Shoulder 

50 

Ankle 

43 

Elbow 

39 

Temporomandibular 

39 

Wrist 

32 

Hip 

29 

Small  joints 

14 

* Based  on  28  patients  with  frank  Lyme  arthritis  (adapted  from  Steere  et  al39). 


synovial  tissue  and  only  once  from  synovial  fluid.41  How- 
ever, patients  with  Lyme  arthritis  usually  have  antibodies 
to  B burgdorferi  in  both  blood  and  synovial  fluid.39  The 
differential  diagnosis  includes  other  causes  of  acute  and 
chronic  monoarthritis  or  oligoarthritis  in  children  and 
adults,  such  as  juvenile  rheumatoid  arthritis,  septic  arthri- 
tis, crystal-induced  arthritis  (gout,  pseudogout)  and  Rei- 
ter’s syndrome. 

Other  Features.  Panophthalmitis,  ischemic  optic  at- 
rophy, and  interstitial  keratitis  have  been  rarely  report- 
ed.42 In  addition,  myositis,  hepatitis,  and  adult  respiratory 
distress  syndrome  have  been  described.43-45  Chronic  cen- 
tral nervous  system  infection  with  B burgdorferi  has  been 
incriminated  as  a cause  of  some  cases  of  multiple  sclerosis, 
amyotrophic  lateral  sclerosis,  and  Alzheimer’s  dis- 
ease.46-47 However,  there  have  been  no  studies  to  confirm 
this,  and  we  have  been  unable  to  demonstrate  evidence  of 
borrelial  infection  in  a large  number  of  patients  with  Alz- 
heimer’s disease.48 

Babesiosis,  a tickborne  disease  resulting  in  hemolytic 
anemia,  has  been  described  in  a patient  with  coincident 
LD.38  Two  chronic  cutaneous  features  have  been  de- 
scribed extensively  in  Europe.49  Acrodermatitis  chronica 
atrophicans  usually  appears  as  a violaceous  plaque  or  nod- 
ule on  the  dorsum  of  hands  or  feet.  The  lesions  develop,  on 
average,  three  years  after  the  tick  bite  or  ECM.  It  will 
resolve  with  appropriate  antibiotic  therapy.  Lymphocy- 
toma  cutis,  which  resembles  a cutaneous  lymphoma,  is 
generally  seen  on  the  earlobe. 

Congenital  Infections.  Maternal  infection  with  B 
burgdorferi  during  early  pregnancy  may  result  in  adverse 
fetal  outcome.50-51  However,  preliminary  results  of  a con- 
trolled study  did  not  show  an  increased  prevalence  of  con- 
genital malformations  among  infants  with  detectable 
anti-borrelial  antibodies  in  cord  blood.52 

Pathogenesis 

The  widespread  tissue  distribution  of  B burgdorferi 
suggests  that  the  spirochete  spreads  hematogenously  and 
persists  in  affected  tissues.  During  the  first  few  weeks  of 
illness,  immunity  appears  to  be  suppressed  with  a poor 
response  of  mononuclear  cells  to  both  B burgdorferi  anti- 
gens and  to  mitogens.53  Also,  during  this  time,  there  may 
be  little  or  no  detectable  serum  antibody  response,  al- 
though serum  IgM  levels  may  be  elevated.54  After  the  first 
several  weeks  of  infection,  mononuclear  cells  begin  to  re- 
spond to  Lyme  spirochetal  antigens,  and  this  is  soon  fol- 
lowed by  a detectable  serum  antibody  to  B burgdorferi ,55 
Initial  antibody  response  is  mainly  IgM  and  is  restricted 
in  its  specificity,  but  with  continuous  infection,  IgG  anti- 
bodies directed  against  a large  number  of  borrelial  anti- 
gens appear.56  Both  cellular  and  humoral  antigen-specific 
responses  are  concentrated  at  the  sites  of  inflammation. 
That  is,  borrelial  reactive  lymphocytes  and  anti-borrelial 
antibodies  have  been  found  selectively  concentrated  in  the 
cerebrospinal  fluid  of  patients  with  neuroborreliosis  and 
in  the  synovial  fluid  of  patients  with  Lyme  arthritis.53-57 

In  addition  to  these  indicators  of  a local  immune  re- 
sponse to  the  spirochete,  patients  with  active  disease  have 
in  vivo  and  in  vitro  evidence  of  B-cell  hyperactivity  includ- 
ing the  presence  in  serum  of  high  IgM  levels,  cryoglobu- 
lins, and  immune  complexes.58-59  This  suggests  that  fac- 
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tors  in  addition  to  direct  spirochetal  invasion,  such  as 
immune  mechanisms,  may  be  important  in  disease  patho- 
genesis. This  may  be  especially  true  of  the  arthritis  in 
which,  as  previously  mentioned,  the  organism  has  not 
been  cultured  from  inflamed  synovial  tissue.  In  support  of 
this  hypothesis,  the  immune  response  gene  DR4  occurs 
with  increased  frequency  in  patients  with  chronic  Lyme 
arthritis.60 

A rat  model  of  LD  has  recently  been  described,  and  this 
might  lead  to  further  insights  into  the  pathogenesis  of  the 
organ  involvement  in  this  illness.61 

Diagnostic  Laboratory  Testing 

In  an  endemic  area,  LD  is  easily  diagnosed  on  clinical 
grounds  if  the  patient  has  ECM.  Patients  who  lack  a histo- 
ry of  tick  bite  and  ECM  present  more  diagnostic  difficul- 
ty. The  Centers  for  Disease  Control62  has  developed  crite- 
ria for  the  diagnosis  of  LD  that  are  different  in  endemic 
and  nonendemic  areas  (Table  IV).  However,  these  criteria 
were  devised  prior  to  the  development  of  newer  diagnostic 
tests  and  their  sensitivity,  specificity,  and  predictive  value 
have  not  been  thoroughly  tested.  Furthermore,  the  dis- 
tinction between  an  endemic  and  nonendemic  area  may  be 
a problem  and  is  constantly  changing.  For  instance,  LD  is 
highly  endemic  in  north-central  but  not  southern  West- 
chester County.63 

This  situation  and  the  difficulty  in  demonstrating  the 
organism  in  tissues  and  culturing  it  from  fluids  have  re- 
sulted in  dependence  on  serologic  testing  to  aid  in  the  di- 
agnosis of  LD.  Nonspecific  laboratory  abnormalities  that 
correlate  with  active  disease  include  a high  sedimentation 
rate  and  high  serum  IgM  levels.  The  most  specific  test  in 
common  use  is  the  measurement  of  the  antibody  response 
to  B burgdorferi  in  serum.  This  can  be  performed  by  a 
number  of  techniques  including  immunofluorescent  anti- 
body assay  (IFA),  enzyme  immunoassay  (ELISA),  and 
Western  blotting.64”66  The  ELISA  technique  is  currently 
accepted  as  the  preferable  way  to  test  for  LD  routinely, 
although  the  Western  blot  technique  may  be  more  sensi- 
tive and  specific.  However,  all  these  tests  suffer  from  a 
lack  of  standardization  of  reagents  and  quality  control  on 
a national  level  because  LD  testing  is  in  its  infancy. 

Since  measurement  of  an  antibody  response  is  an  indi- 
rect way  to  test  for  the  presence  of  active  infection,  there 
are  major  limitations  to  the  use  of  present  testing  for  LD. 
These  limitations  fall  into  four  categories:  1)  the  timing  of 
the  antibody  response;  2)  the  effect  of  treatment  on  the 
antibody  response;  3)  false  positive  and  false  negative  re- 
sults; 4)  the  diagnosis  of  active  versus  past  infection. 

Timing  of  Antibody  Response.  It  generally  takes  seven 

TABLE  IV.  Diagnostic  Criteria  for  Lyme  Disease,  Centers 
for  Disease  Control,  USPHS 

Endemic  area 

Erythema  chronicum  migrans  (ECM) 

Antibody  titre  > 1 :256  and  involvement  of  > 1 organ  system* 
Non-endemic  area 

ECM  with  antibody  titre  >1:256 

ECM  with  involvement  of  >2  organ  systems* 

Antibody  titre  >1:256  and  involvement  of  >1  organ  system 


* Either  musculoskeletal,  neurologic,  or  cardiac. 


to  ten  days  from  the  time  of  initial  infection  for  serum 
antibodies  to  B burgdorferi  to  develop,  and  by  two  to  three 
weeks  in  untreated  patients,  antibody  can  reliably  be  de- 
tected. Thus,  patients  with  early  symptoms,  including  flu- 
like illness,  arthralgias,  and  even  ECM,  may  test  nega- 
tive.55 Furthermore,  the  earliest  response  is  usually  IgM 
which  is  the  most  difficult  to  measure,  although  newly  de- 
veloped tests  may  prove  helpful.67  In  a patient  with  sys- 
temic symptoms  suggestive  of  early  LD  who  tests  nega- 
tive, it  is  advisable  to  perform  repeat  testing  some  weeks 
later  before  negating  the  diagnosis. 

Effect  of  Treatment  on  Antibody  Response.  Patients 
who  are  treated  early  with  antibiotic  therapy  may  never 
develop  a detectable  antibody  response.68  This  may  be 
analogous  to  syphilis,  in  which  early  antimicrobial  thera- 
py can  abort  development  of  a measurable  humoral  re- 
sponse. However,  some  of  the  treated  LD  patients  have 
continued  chronic  symptoms  including  severe  chronic  fa- 
tigue, numbness  of  the  extremities,  memory  loss,  and  joint 
pain.68  That  these  patients  had  early  Lyme  disease  is  not 
in  doubt,  since  they  had  ECM  and  many  had  demonstra- 
ble in  vitro  lymphocyte  response  to  B burgdorferi.  What  is 
less  clear  is  whether  ongoing  symptoms  of  this  nature  are 
truly  related  to  ongoing  borrelial  infection  in  the  absence 
of  an  antibody  response.  This  will  not  be  resolved  until 
methods  are  available  to  detect  reliably  the  presence  of 
active  B burgdorferi  infection.  In  contrast  to  this  situa- 
tion, untreated  patients  who  go  on  to  develop  more  serious 
organ  involvement  (cardiac,  neurologic,  arthritic)  uni- 
formly test  positive  for  antibody  and  often  in  very  high 
titers.35-39 

False  Positive/ False  Negative  Results.  False  positive 
results  have  been  described  in  patients  with  treponemal 
diseases  and  other  borrelial  infections,  eg,  syphilis  and  re- 
lapsing fever.69  The  ELISA  test  for  LD  is  usually  negative 
in  patients  with  viral  infections,  infectious  mononucleosis, 
and  connective  tissue  diseases.64-65  A problem  encoun- 
tered in  areas  highly  endemic  for  LD  is  the  existence  of 
asymptomatic  seroconverters  which  may  be  as  high  as  6- 
8%  of  the  population  at  risk.70  There  have  been  no  studies 
to  determine  whether  the  nature  of  the  antibody  response 
in  these  patients  differs  in  quality  or  quantity  from  those 
antibody-positive  patients  who  had  clinically  apparent 
LD.  The  frequency  of  false  negative  results  is  unclear, 
since  there  exists  no  reliable  test  for  ongoing  infection,  as 
previously  discussed. 

Diagnosis  of  Active  versus  Past  Infection.  In  patients 
who  have  had  LD  with  late  symptoms  and  a positive  IgG 
antibody  response,  the  antibodies  may  be  detectable  in 
high,  although  gradually  reducing,  titers  for  many  years 
(personal  observation).  It  is  uncertain  whether  or  not  high 
antibody  levels  protect  against  reinfection.  In  patients 
who  have  had  symptoms  suggestive  of  reinfection  or  re- 
lapse there  have  been  no  studies  of  the  nature  of  any 
changes  in  antibody  response  (ie,  titer,  IgM:IgG  ratio, 
repertoire  of  antigenic  reactivity).  Therefore,  the  diagno- 
sis of  reinfection  in  these  patients  must  of  necessity  be 
based  almost  exclusively  on  clinical  grounds. 

A strong,  specific  cellular  immune  response  to  B burg- 
dorferi occurs  early  in  LD  and  persists  for  years.71  This 
cellular  immunity  may  precede  the  development  of  a mea- 
surable antibody  response.  Therefore,  a lymphocyte  stim- 
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ulation  test  might  be  useful  to  document  past  exposure  to 
B burgdorferi  and  might  be  helpful  in  the  diagnosis  of  LD 
in  difficult  cases.  At  present,  this  test  is  performed  at  a 
limited  number  of  institutions  and  is  not  available  for  rou- 
tine clinical  use. 

Under  active  investigation  are  methods  to  detect  B 
burgdorferi  antigens,  using  monoclonal  antibodies,  in  the 
urine  and  other  fluids  of  patients  with  active  LD.  Poten- 
tially the  most  sensitive  test  might  be  the  detection  of  bor- 
relial-specific  DNA  or  RNA  in  the  white  blood  cells  of 
patients  with  LD  using  the  techniques  of  molecular  biolo- 
gy to  develop  the  appropriate  probes. 

Treatment 

The  optimal  treatment  of  LD  at  any  stage  is  not  uni- 
formly agreed  on  because  of  a lack  of  controlled  studies. 
On  the  other  hand,  knowledge  of  the  in  vitro  antibiotic 
susceptibility  of  the  organism  has  provided  guidelines  to 
therapy  that  have  proven  adequate  in  most  instances.72 
Also,  because  of  the  slow  replication  of  the  spirochete, 
high  and  sustained  antibiotic  levels  are  required  in  blood 
and  tissues  reliably  to  eradicate  the  infection.73  Our  treat- 
ment recommendations  are  based  on  an  analytical  review 
of  the  literature  and  our  personal  experience.74 

Early  Disease.  Appropriate  early  treatment  of  LD  is 
essential  to  prevent  late  complications.  Adults,  including 
nonpregnant  women,  and  children  more  than  eight  years 
old  should  be  treated  with  oral  tetracycline,  250  mg  four 
times  a day,  or  doxycycline,  1 00  mg  twice  a day,  for  two  to 
three  weeks.  The  duration  of  treatment  is  empirical,  al- 
though one  study  showed  no  difference  in  outcome  when 
patients  were  randomized  to  a 10-  or  20-day  course  of  tet- 
racycline.75 Treatment  failures  with  tetracycline,  howev- 
er, have  been  reported,  and  we  prefer  to  use  doxycycline 
for  three  weeks.76 

For  children  less  than  eight  years  old,  penicillin  V,  250 
to  500  mg  four  times  a day  or  50  mg/kg/day  in  four  doses, 
or  amoxicillin,  250  mg  three  times  a day  or  20  mg/kg/day 
in  three  doses,  each  given  for  two  to  three  weeks,  is  effec- 
tive.74 For  adults  or  children  allergic  to  tetracyclines  or 
penicillins,  erythromycin  can  be  used  in  a dosage  of  250 
mg  four  times  a day  or  30  mg/kg/day,  but  this  regimen 
appears  to  be  less  effective.  Because  of  this,  some  have 
advocated  desensitization  to  penicillin  or  the  use  of  vanco- 
mycin, but  studies  with  these  regimens  have  not  been  re- 
ported to  date. 

For  pregnant  women,  especially  in  the  first  trimester, 
oral  penicillin  or  amoxicillin  as  above  may  be  used,  but 
because  of  concern  about  transplacental  transmission  of 
the  infection,  many  would  treat  with  intravenous  penicil- 
lin or  ceftriaxone  as  described  below. 

Late  Disease.  Patients  with  mild  symptoms  (ie,  Bell’s 
palsy,  early  mild  arthritis)  may  be  treated  with  doxy- 
cycline in  the  same  dosage  as  for  early  disease,  but  this 
should  probably  be  given  for  a longer  time  (four  weeks). 
This  course  can  be  repeated  if  there  is  an  incomplete  re- 
sponse. For  patients  with  more  severe  neurologic,  cardiac, 
or  arthritic  involvement,  intravenous  penicillin  G,  20  mil- 
lion units  daily  for  14  days,  may  be  effective.77  However, 
because  of  occasional  treatment  failures  with  this  regi- 
men, many  are  using  ceftriaxone,  2 g intravenously  daily 
for  14  days,  as  first  line  therapy  for  serious  late  LD.78  This 


antibiotic  effectively  penetrates  synovial  tissue  and  the 
central  nervous  system.  Amoxicillin,  500  mg,  with  pro- 
benecid, 500  mg,  both  given  orally  three  times  a day,  has 
been  used  on  occasion  to  treat  patients  with  late  LD.  It  is 
not  advisable  to  use  this  in  patients  with  central  nervous 
system  involvement,  because  probenecid  theoretically  in- 
terferes with  the  accumulation  of  penicillins  in  brain  tis- 
sue.79 

Intra-articular  steroid  injections  are,  in  general,  con- 
traindicated, since  they  may  diminish  the  effectiveness  of 
antibiotics.77  Arthroscopic  synovectomy  may  sometimes 
be  useful  for  recalcitrant  Lyme  synovitis. 

Approximately  10%  of  patients  started  on  antibiotics 
may  experience  an  apparent  worsening  of  symptoms  dur- 
ing the  first  24  to  72  hours  of  treatment.75  TThis  is  similar 
to  the  Jarisch-Herxheimer  reaction  seen  in  the  treatment 
of  syphilis.  This  is  a transient  reaction  and  can  be  treated 
with  salicylates  or  acetaminophen. 

Reducing  the  Incidence  of  Lyme  Disease 

Because  Lyme  disease  is  a tickborne  illness,  elimination 
of  the  tick  or  its  reservoirs  should  be  the  best  approach  to 
prevention  or  eradication  of  the  disease.  Efforts  to  elimi- 
nate Ixodes  ticks  through  aerial  spraying  of  pesticide  or 
using  arcaricide  (Permanon)-impregnated  cotton  batting 
known  as  “Damminix”  have  achieved  only  small  success. 
Large-scale  reduction  in  the  deer  population  is  impracti- 
cal. Therefore,  major  preventive  measures  have  yet  to  be 
devised.  For  individuals  in  endemic  areas,  wearing  protec- 
tive clothing  and  the  use  of  tick-repellent  sprays,  such  as 
N,N-diethyl-meta-toluamide  (DEET),  may  offer  some 
protection.  At  present,  the  most  important  strategy  in  pre- 
vention is  public  and  professional  education  about  the  ar- 
eas that  are  endemic  for  LD  and  the  early  clinical  features 
of  the  disease,  so  that  treatment  can  be  given  early  in  its 
course.  A recent  study  does  not  support  the  use  of  prophy- 
lactic antibiotics  after  a tick  bite  even  in  an  endemic 
area.80  Newer  diagnostic  tests  for  active  B burgdorferi  in- 
fection, early  or  late,  will  lead  to  more  rational  therapy. 
New  treatment  regimens  are  currently  being  developed 
and  tested. 

In  summary,  LD  is  a complex,  multisystemic  illness 
caused  by  the  tickborne  spirochete,  Borrelia  burgdorferi. 
The  diagnosis  of  LD  should  be  entertained  in  any  patient 
with  a history  of  ECM  rash  and/or  symptoms  suggestive 
of  LD,  especially  in  endemic  areas.  Serologic  assays  for 
antibodies  to  B burgdorferi , although  neither  totally  sen- 
sitive nor  specific,  are  valuable  for  screening  for  past  expo- 
sure to  the  organism.  Early  treatment  with  recommended 
antibiotic  regimens  is  essential  to  prevent  late  sequelae. 
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SPECIAL  REPORT 


The  confidential  New  York  State  Department  of  Health 
Universal  New  York  Health  Care  (UNY*Care)  proposal 

Medical  Society  of  the  State  of  New  York  staff  observations 

Donald  F.  Foy,  Mario  V.  Menghini 


While  initial  review  of  the  confidential  Universal  New 
York  Health  Care  (UNY*Care)  draft  proposal  of  the 
New  York  State  Department  of  Health  (DOH)  (which 
came  into  the  possession  of  MSSNY  through  reliable 
sources)  identifies  health  insurance  elements  and  concepts 
meriting  some  consideration,  it  also  reveals  aspects  of  the 
program  that  conjure  the  ominous  specter  of  the  current 
state-controlled  Medical  Assistance  Program  (Medic- 
aid), with  its  obvious  ramifications.  Aside  from  the  De- 
partment of  Health’s  seemingly  gratuitous  references  in 
the  proposal  to  New  York  State  as  “a  leader  in  health 
policy,”  the  “evident  achievements”  of  its  current  system, 
its  “commitment  to  the  poor”  (who,  in  our  opinion,  do  not 
presently  have  reasonable  access  to  quality  health  care), 
and  its  assertion  that  the  state’s  Medicaid  program  of  the 
mid-1970s  was  “the  most  generous  Medicaid  program  in 
the  nation”  (benefits-wise,  possibly;  payment-wise,  cer- 
tainly not,  with  New  York  State  ranking  at  almost  the 
very  bottom  in  the  nation  in  terms  of  physician  payments), 
some  elements  of  the  proposal  are  interestingly  reminis- 
cent of  past  and  present  health  insurance  initiatives.  This 
would  include  the  Massachusetts  Universal  Health  Insur- 
ance Program  which  the  DOH  is  evidently  emulating  and 
upon  which  it  hopes  to  “improve.” 

The  UNY*Care  Proposal 

It  is  interesting  to  note  the  report’s  early  assertion  that 
while  a completely  tax-based  system  might  be  the  most 
effective  and  equitable  approach  to  achieving  UNY*Care 
goals,  such  an  approach  is  not  “ initially ” feasible,  thus 
leaving  one  to  ponder  possible  designs  of  the  state  for  fu- 
ture program  funding,  ie,  a greater  tax  burden  for  the  pub- 
lic at  large  and  an  insurance  program  that  is  public  in 
nature,  similar  to  the  Medicaid  and  Medicare  programs. 
However,  at  this  juncture,  the  report  espouses  “strength- 
ening” the  system  of  private  employer-based  insurance, 
expansion  of  public  programs  (eg,  Medicaid  and  Medi- 
care), and  restructuring  of  “certain”  health  programs  to 
include  such  coverage  as  long  term  care.  Furthermore,  the 
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proposal  indicates  that  this  “universal”  approach  is  in- 
tended to  replace  the  state’s  “current  fragmented  pay- 
ment system”  in  three  phases,  with  all  residents  eventually 
being  issued  a UNY*Care  enrollment  card,  ostensibly  in- 
cluding those  residents  participating  in  such  health  insur- 
ance programs  as  Blue  Cross/ Blue  Shield,  commercial 
health  insurance  plans,  Medicaid,  Medicare,  workers’ 
compensation,  no-fault,  etc,  whose  coverages  would  ap- 
parently be  enhanced  by  a state-required  “standard”  or 
“minimum”  level  of  benefits  package  yet  to  be  finalized. 

The  first  phase  of  the  program  would  begin  approxi- 
mately 18  months  following  the  enactment  of  pertinent 
legislation  and  would  address  coverage  for  the  more  needy 
population  of  New  York  State,  comprising  4.5  million 
people  (25%  of  the  state’s  total  population).  Phase  two 
would  occur  approximately  two  to  three  years  later  and 
would  encompass  enrollment  of  the  remainder  of  the 
state’s  population  (identified  through  tax  and  Social  Se- 
curity rolls).  The  third  and  final  phase  would  include  the 
provision  of  long  term  care.  The  proposal  indicates  that 
UNY*Care  will  lay  the  groundwork  for  achieving  an  ulti- 
mate goal  of  “a  single , standardized  set  of  prices  based  on 
a common  methodology  that  applies  to  all  payors  and  for 
all  New  York  State  residents.” 

UNY*Care  would  not  only  set  uniform  rates,  but  would 
also  be  the  central  payor  through  a limited  number  of 
health  insurers  contracted  by  the  state  as  fiscal  intermedi- 
aries on  a regional  basis  to  perform  claims  processing 
functions. 

The  proposal  asserts  that  the  primary  “virtue”  of  the 
UNY*Care  system  is  the  treatment  of  all  patients  in  a 
similar  manner,  as  well  as  the  development  of  a predict- 
able budget  permitting  elected  officials  and  program  ad- 
ministrators to  plan  for  needed  system  growth,  including 
increases  in  reimbursement,  premium  rates,  and  new  state 
revenues.  Consequently  the  new  system  would  be  in  the 
complete  control  of  the  state — presumably  the  DOH — 
regarding  benefit  structure,  payment  levels,  claims  pro- 
cessing operations,  medical  policy,  financing  require- 
ments, and  all  other  predictable  embellishments  including 
quality  and  utilization  review  activities.  This  would  pre- 
sumably include  audit,  sanctioning,  and  other  oversight 
processes  anticipated  to  be  objectionable  to  the  medical 
community  in  view  of  the  state’s  historic  performance. 
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More  specifically,  if  the  current  Medicaid  system  and  the 
activities  of  the  state  Department  of  Health  are  any  crite- 
ria, the  anticipated  bureaucratic  morass,  the  unilateral 
policy-making  and  reimbursement  rate-setting  processes, 
the  administrative  burdens,  and  the  constant  regulatory 
interference  in  the  practice  of  medicine  should  be  matters 
of  grave  concern  to  the  state’s  provider  community. 

Similarities  to  Medicredit 

Setting  aside  the  generally  ominous  prospect  of  a state 
controlled  UNY*Care  system,  the  current  proposal’s  re- 
quirement for  employer  involvement  in  the  provision  of 
health  insurance  coverage  does  have  conceptual  similar- 
ities in  some  respects  to  past  and  recently  suggested  AMA 
funding  proposals  for  insuring  employed  and  nonem- 
ployed  persons,  including  the  AMA’s  previously  intro- 
duced (1975)  Medicredit  Bill  on  the  federal  level.  For  ex- 
ample, while  the  UNY*Care  proposal  calls  for  a 
minimum  standard  package  of  health  care  benefits  to  all 
employees  and  their  dependents,  with  subsidies  to  those 
employers  not  able  to  offer  such  coverage,  the  Medicredit 
proposal  advocated  a comprehensive  benefits  package 
predicated  on  employer/employee  contributions  to  health 
insurance  coverage,  with  employers  experiencing  substan- 
tial payroll  cost  under  the  Medicredit  proposal  similarly 
entitled  to  federal  cash  assistance  or  a credit  against  in- 
come tax.  Theoretically,  UNY*Care’s  “minimum”  bene- 
fits package  approach  could  parallel  Medicredit’s  com- 
prehensive benefits  recommendation  in  scope  since  it 
advocates  a broad  Medicare-type  coverage  with  the  addi- 
tion of  preventive  care  services,  custodial  care  services 
(through  suggested  inclusion  under  Medicare),  and  possi- 
bly other  services  not  normally  covered  by  health  insurers 
under  basic  programs. 

Specific  Provisions  of  UNY*Care 

The  following  are  some  provisions  of  UNY*Care  that 
appear  laudable  on  the  surface,  at  least  as  stated  objectives: 

• expansion  of  public  programs  to  cover  all  children 
from  0 to  age  17,  cover  all  persons  under  100%  of 
poverty,  subsidize  persons  between  100%  and  200% 
of  poverty; 

• a basic  benefits  package  “likely”  paralleling  the 
Medicare  program  which  would  eliminate  current 
health  insurance  coverage  gaps,  thus  meeting  the 
needs  of  the  general  population; 

• primary  care  coverage  encompassing  prevention 
and  maintenance  health  care  services; 

• coverage  of  the  $540  Medicare  Part  A deductible 
for  beneficiaries  below  200%  of  poverty; 

• the  planned  provision  of  long  term  care  coverage; 

• Medicaid  physician  reimbursements  raised  “to  par- 
ity with  other  payors”  (NOTE:  This  is  tempered  by 
the  fact  that  UNY*Care  will  establish  the  uniform 
payment  rates  for  the  “other  payors”); 

• a UNY*Care  stop/loss  subsidy  provision  which  es- 
sentially limits  employers’  health  care  costs  to  basic 
annual  amounts  of  approximately  $25,000  each  for 
acute  and  major  medical  care.  (NOTE:  Services 
covered  beyond  the  stop/loss  provision  will  be  fi- 


nanced by  assessing  employers  a surcharge  on  the 
premiums  they  pay  for  the  first  $25,000  of  acute 
care  and  the  first  $25,000  of  major  medical  ex- 
penses.) 

• a uniform  “one-payor”  reimbursement  system  for 
all  medical  services  (while  this  element  of  the  plan 
appears  to  be  impressive,  factors  relevant  to  its  im- 
plementation may  become  controversial,  eg,  the  ex- 
tent to  which  UNY*Care  health  insurance  pay- 
ments may  be  negotiated  in  good  faith  with  the 
state;  the  expectation  of  increased  costs  to  health 
insurers,  the  business  sector,  and  employees  in  order 
to  adhere  to  state  minimum  benefits  requirements; 
the  possible  adverse  impact  of  the  revamped  system 
on  employment  within  the  health  insurance  indus- 
try, etc). 

Flaws  and  Deficiencies  of  UNY*Care 

Despite  the  lofty  espousals  of  UNY*Care  and  its  few 
basic  conceptual  similarities  to  the  AMA  proposals  cited, 
the  UNY*Care  approach  as  identified  in  the  January 
1989  confidential  draft  appears  to  be  a program  of  social- 
ized medicine  flawed  with  planning  deficiencies,  prohibi- 
tive costs,  nebulously  defined  provisions,  and  questionable 
bureaucratic  intentions,  primarily  as  follows: 

• It  is  extremely  disturbing  (but  not  surprising)  that 
no  input  has  been  sought  to  date  from  organized 
medicine  by  the  Department  of  Health  in  the  devel- 
opment of  the  UNY*Care  program,  despite  the  fact 
that  it  has  apparently  been  in  the  planning  and  for- 
mative stages  for  quite  some  time;  in  fact  no  official 
notification  to  the  physician  community  was  made 
concerning  this  proposal,  while  the  DOH  an- 
nounced the  program  earlier  this  year  through  the 
media  and  to  consumer  advocacy  groups,  eg,  the 
New  York  State  Health  Care  Campaign  consisting 
of  more  than  70  consumer-oriented  groups.  (In- 
stead, in  a seemingly  measured  manner  perceived  to 
infer  physician  philosophical  concurrence  with  state 
DOH  views,  the  draft  proposal  quotes  an  August 
1988  report  of  the  New  York  Academy  of  Medicine 
addressing  “the  central  failures  of  our  present  sys- 
tem” in  covering  the  uninsured,  thus  implying  a fur- 
ther justification  for  establishment  of  a state  univer- 
sal health  insurance  system.) 

• While  UNY*Care  will  develop  a statewide  schedule 
of  payments  for  medical  services,  enroll  providers, 
and  “negotiate  reimbursement,”  to  what  extent  and 
with  whom  this  negotiation  process  will  be  conduct- 
ed— hopefully  in  good  faith — is  not  actually  speci- 
fied; furthermore,  with  current  state  budget  con- 
straints projected  to  endure  for  the  next  three  years, 
ie,  $500  million  in  1990;  $600  million  a year  in  1991 
and  1992 — anticipated  employer  financial  contri- 
butions notwithstanding — the  viability  of  the 
UNY*Care  proposal  is  highly  questionable. 

• In  conjunction  with  the  foregoing,  the  proposal  does 
not  identify  whether  the  development  of  relative 
values  and  applicable  conversion  factors — as  well  as 
the  possible  eventual  inclusion  of  capitation  pay- 
ment and  managed  care  (“gatekeeper”)  methodolo- 
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gies  under  the  system — will  have  the  benefit  of  phy- 
sician input  despite  a “universal”  program  intended 
eventually  to  encompass  the  resident  community  of 
New  York  State  and  impact  on  all  providers  of 
health  care. 

• UNY*Care  will  specify  the  basic  benefits  package, 
with  no  indication  in  the  proposal  as  to  whether  the 
physician  community  or  the  health  insurance  indus- 
try, which  provide  and  cover  the  services  and  are  in 
sound  positions  to  offer  viable  suggestions  concern- 
ing adequate  medical  coverage,  will  have  meaning- 
ful input. 

• UNY*Care  will  employ  mandatory  assignment 
(for  a basic  set  of  services),  a concept  vehemently 
opposed  by  the  Medical  Society  of  the  State  of  New 
York  (MSSNY)  and  organized  medicine  through- 
out the  country. 

• The  state  will  be  the  sole  “actor,”  playing  a “larger 
role”  in  controlling  health  care  delivery  in  New 
York  State — a role  in  which  the  medical  communi- 
ty believes  the  state  has  not  demonstrated  proficien- 
cy, especially  in  providing  adequate  access  to  health 
care  for  the  needy  as  exemplified  by  its  costly  but 
deficient  Medical  Assistance  Program. 

• The  state  will  develop  a budget  for  UNY*Care  and 
determine  revenue  needs,  as  well  as  manage  pro- 
gram funding  and  expenditures;  again,  a role  for 
which,  in  our  opinion,  it  does  not  have  a proven  track 
record,  as  evidenced  by  a Medicaid  program  in  dis- 
array and  devoid  of  cost-effective  health  care  delivery. 

Sources  of  Opposition 

While  the  New  York  State  Department  of  Health’s 
UNY*Care  proposal  appears  enormously  ambitious  in  its 
design  to  cover  essentially  the  entire  state  population  in 
three  phases,  it  also  appears  to  be  presumptuous  and  con- 
troversial to  the  extent  that  it  may  face  serious  opposition 
from  the  following  sources: 

• New  York’s  health  insurance  industry  may  oppose 
state  interference  through  insurer-required  “stan- 
dard” or  “minimum”  benefits  coverage  resulting  in 
additional  costly  services  to  their  programs  and  in- 
creased expenditures — particularly  coverage  for 
preventive  care  services  currently  excluded  from 
most  policies,  as  well  as  any  ancillary  care  services 
often  covered  under  optionally  purchased  riders 
(usually  on  a group  coverage  basis)  because  of  the 
anticipated  high  utilization  of  such  services;  fur- 
thermore, the  draft  proposal  does  not  clearly  identi- 
fy the  role  of  the  health  insurance  industry  in  the 
UNY*Care  process,  including  any  input  relative  to 
the  setting  of  premium  incomes  sufficient  to  com- 
pensate for  the  enhanced  benefit  structures  (other 
than  the  indication  that  UNY*Care  policies  may  be 
purchased  from  “any  State-approved”  insurance 
company);  or  clearly  identify  whether  health  insur- 
ers will  have  appropriate  input  relative  to  fiscal  in- 
termediary claim  review  processes  impacting  on 
eventual  insurer  payouts; 

• organized  medicine  for  the  valid  concerns  previous- 


ly identified; 

• the  hospital  industry,  which  is  as  sensitive  as  the 
physician  community  to  state-controlled  health  care 
policy,  and  should  be  sensitive  to  proposed 
UNY*Care  cost-control  measures  affecting  the 
current  hospital  reimbursement  methodology  (hos- 
pital payments  would  be  based  upon  a single  all- 
payor DRG-based  rate  with  some  variations  by  re- 
gion, hospital  type,  etc,  as  compared  to  the  current 
DRG/case-based,  prospectively  negotiated  ar- 
rangement); 

• the  business  community  which  will  likely  be  re- 
quired to  assume  an  increased  economic  burden  to 
finance  a “minimum”  benefits  program  essentially 
comparable  to  the  broad  scope  of  the  Medicare  pro- 
gram, recast  to  include  even  more  costly  benefits, 
and  with  tax  penalties  imposed  on  those  employers 
that  do  not  offer  UNY*Care  coverage  to  their  em- 
ployees; 

• employees  whose  premium  cost-sharing  may  be  in- 
creased as  the  result  of  a state  “minimum”  benefits 
restructuring  requirement,  or  personnel  faced  with 
displacement  due  to  the  revamping  of  the  system 
(eg,  with  regional  intermediaries  managing  claims 
processing  operations,  employees  currently  han- 
dling such  claims  functions  for  health  insurers  could 
be  adversely  impacted); 

• the  US  Department  of  Health  and  Human  Services 
which  may  resist  state  overtures  relative  to  (a)  cost- 
ly expansion  of  Medicare  coverage;  (b)  state-estab- 
lished payment  levels  for  Medicare  Part  B services. 

Other  factions  may  join  in  resisting  this  proposal  as  the 
UNY*Care  movement  unfolds.  On  the  other  hand,  we 
should  be  cognizant  of  the  possibility  of  some  shortsighted 
UNY*Care  support  from  segments  of  the  foregoing 
sources: 

• health  insurers  that  may  anticipate  (a)  reduced  ad- 
ministrative expenses  resulting  from  diminished 
marketing  and  enrollment  functions,  and  (b)  re- 
duced labor  costs  resulting  from  state  delegation  of 
claims  processing  operations  to  fiscal  intermediar- 
ies; 

• employers  who  may  perceive  a “minimum”  benefits 
package  featuring  uniform  payments  as  a positive 
element  of  the  proposal  since  health  insurance  selec- 
tivity and  administration  would  be  simplified; 

• small  business  entities  who  may  welcome  state  sub- 
sidy of  UNY*Care  coverage  for  their  employees; 

• certain  segments  of  the  physician  and  hospital  com- 
munities who  may  perceive  UNY*Care  payments 
as  palatable — especially  with  regard  to  proposed 
enhancement  of  Medicaid  payments  “to  parity  with 
other  payors” — despite  state  establishment  of  the 
uniform  payment  rates  for  the  “other  payors.” 
(NOTE:  UNY*Care  plans  to  utilize  quality  control 
surveys  to  prevent  physicians  from  enjoying  the  im- 
proved Medicaid  fee  schedule  without  expanding 
access.) 
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Conclusions 

Despite  the  ambitious  pronouncements  and  embellish- 
ments contained  in  the  UNY*Care  proposal,  one  could 
preliminarily  assess  the  DOH  initiative  at  this  point  as  an 
expansion  of  the  Medicaid  concept,  ie,  a socialized  medi- 
cine program  designed  to  eventually  encompass  the  entire 
New  York  State  resident  community  within  a relatively 
brief  period  of  time. 

Once  again,  the  New  York  State  Department  of  Health 
is  demonstrating  its  lack  of  recognition  of  the  medical 
community  while  it  has  apparently  been  long  in  the  pro- 
cess of  a health  care  delivery  program  design  that  is  pro- 
jected to  have  enormous  and  lasting  impact  on  the  state’s 
patient  and  physician  communities  if  it  is  implemented — 
a plan  ostensibly  designed  by  the  DOH  to  essentially  be- 
come “the  only  health  insurance  system  in  town,”  with 
the  department  ultimately  attaining  greater  control  of  the 
state  provider  community  in  the  process. 

The  January  1989  UNY*Care  draft  proposal  (still 
maintained  by  the  DOH  as  confidential  in  nature)  ap- 
pears to  be  a cautiously  and  amorphously  worded  docu- 
ment that  could  conjure  many  different  interpretations. 
This  may  have  been  deliberate  on  the  part  of  the  DOH  so 
that  the  actual  intent  of  implementing  a socialized  medi- 
cal program  for  the  entire  state  would  not  be  clearly  evi- 
dent if  details  of  UNY*Care  became  prematurely  known; 
thus  forestalling  an  early  groundswell  of  opposition  from 
the  obvious  sources  until  the  plan  is  completed  and  ready 
for  public  and  legislative  consideration. 

If,  in  fact,  this  is  the  state  “game  plan,”  it  may  be  realis- 
tically envisioned  that  the  DOH  primarily  plans  to  sell  its 
UNY*Care  concept  directly  to  the  public  before  possibly 


expending  token  efforts  to  obtain  any  meaningful  input 
from  those  providers  most  affected  by  the  proposal,  ie, 
physicians,  hospitals,  and  health  insurers.  For  this  reason, 
UNY*Care  may  very  well  encounter  significant  opposi- 
tion to  its  implementation  from  these  provider  sources 
who  can  only  be  extremely  wary  of  an  imminent  DOH 
proposal  maintained  in  such  a confidential  manner.  We 
therefore  strongly  suggest  that  the  expertise  of  organized 
medicine  and  other  providers  of  health  care  is  essential  to 
the  formulation  of  an  initiative  of  this  magnitude — much 
in  the  same  manner  that  the  MSSNY  has  been  invited  to 
participate  actively  in  the  significant  deliberations  on  ac- 
cess to  care  of  the  State  Council  on  Health  Care  Financ- 
ing (chaired  by  Assemblyman  Richard  N.  Gottfried)  con- 
cerning planned  provision  of  health  care  coverage  for  the 
uninsured. 

In  the  meantime,  despite  MSSNY  desire  for  further  de- 
tails of  the  program,  the  information  contained  in  the  con- 
fidential draft  should  be  sufficient  to  arouse  deep  concerns 
among  all  providers  of  health  care  in  this  state.  Further- 
more, in  view  of  the  manner  in  which  this  proposal  has 
been  withheld  from  scrutiny  by  organized  medicine,  the 
physician  community  of  New  York  State  must  stand 
ready  to  mobilize  and  respond  in  appropriate,  profes- 
sional, and  timely  fashion  when  the  final  form  of  the 
UNY*Care  proposal  is  formally  unfolded. 

UNY*Care — a nice,  catchy  title.  But  the  Department 
of  Health  proposal  by  this,  or  any  other,  name  still 
signifies  state-controlled  medicine — thus  compounding 
the  current  highly  regulated  health  care  system  in 
New  York  State,  with  implications  for  the  rest  of  the 
country. 
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SPECIAL  ARTICLE 


A 91 -year-old  daughter’s  memoir  of  her  physician  father, 
Dr  Vacil  D.  Bozovsky  (1865-1933) 

Louise  Bozovsky  Daggett 


Few  immigrants  come  to  our  shores  from  Bulgaria.  My 
father,  Dr  Vacil  D.  Bozovsky,  did,  with  the  firm  intention 
of  permanently  returning  to  his  beloved  land,  where  he 
would  spend  his  days  as  doctor-missionary  to  the  needy  of 
his  country.  He  remained,  though,  in  Chautauqua  Coun- 
ty, New  York,  and  never  ceased  to  be  homesick.  “Home- 
sickness is  one  disease  that  cannot  be  cured,”  he  would 
say. 

He  was  born  in  Shiroka-Luka,  Bulgaria,  in  1865.  He 
was  awarded,  as  a teenager  of  age  14,  a special  medal  by 
the  Bulgarian  government  for  guarding  its  frontier 
against  the  Turks,  who  were  forever  trying  to  invade  for 
territory  gains.  My  father’s  brother,  Anton,  was  a general 
in  the  Bulgarian  army.  After  the  death  of  King  Alexan- 
der, Queen  Marie  invited  my  uncle  Anton  and  his  wife 
Evonka  to  reside  with  her  in  the  palace  in  Sofia.  They 
accepted.  Photographs  show  a gorgeous  structure,  cold 
and  uncomfortable  to  live  in,  I’d  surmise,  where  they  spent 
their  final  years.  Queen  Marie  planned  to  visit  the  United 
States  in  1913  in  order  to  seek  funds  for  her  country.  She 
was  to  stop  at  our  home  and  my  mother  worried  about 
what  to  feed  her.  Since  my  father  had  no  funds  to  give  her 
he  was  relieved  when  the  trip  was  cancelled. 

My  father,  newly  arrived  from  Bulgaria,  penniless,  and 
knowing  no  English,  took  a year  at  the  Fredonia  Normal 
School  in  Chautauqua  County  to  perfect  his  use  of  our 
language.  At  the  year’s  end,  he  was  asked  to  join  the  facul- 
ty there  as  an  English  teacher,  but  refused.  In  1894,  forti- 
fied with  his  MD  degree  from  the  University  of  Michigan, 
he  settled  in  Ohio.  He  later  briefly  joined  Dr  Park  Lewis 
of  Buffalo  as  a partner.  But  eventually,  to  please  my  moth- 
er, he  settled  in  Dunkirk,  Chautauqua  County,  where  he 
practiced  surgery. 

My  father’s  aim  and  purpose  in  life  was  never  personal 
wealth.  What  he  earned  by  lecturing,  mostly  throughout 
Ohio,  was  turned  over  to  the  Bulgarian  government  for 
charitable  uses.  His  sole,  all  encompassing  aim  was  the 
betterment  of  life  for  all  humanity. 

In  1905  he  acquired  the  friendship  of  the  then  US 
Health  Commissioner,  Dr  Harvey  Wiley.  Dr  Wiley  suc- 
ceeded in  obtaining  two  sessions  with  the  relevant  con- 
gressional committees  for  my  father,  with  the  idea  of  put- 
ting through  a reform  to  which  he  was  deeply  dedicated. 
This  resulted  in  the  Pure  Drugs  Act.  Three  years  later, 

Address  correspondence  to  Mrs  Daggett,  20  Lexington  Ave,  Canterbury  Ct, 
Buffalo,  NY  14222. 


through  the  efforts  of  President  Theodore  Roosevelt,  this 
became  the  Pure  Food  and  Drugs  Act. 

In  Dunkirk,  my  father  organized  the  city’s  first  Board 
of  Trade.  He  helped  start  the  recreational  Young  Men’s 
Association,  or  YMA.  The  word  “Christian”  was  omitted 
so  as  to  bar  no  race  or  creed  from  membership.  All  of  this 
highly  demanding,  energy  consuming  activity  went  right 
along  with  an  enormous  medical-surgical  practice — in 
Dunkirk,  Fredonia,  Westfield,  Silver  Creek,  and  even 


FIGURE  1.  Dr  Vacil  Demeter  Bozovsky. 
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FIGURE  2.  Home  of  Dr  Bozovsky  at  539  Washington  Ave,  Dunkirk,  New 
York,  1911-1933. 


Jamestown.  He  regularly  gave  health  education  talks  to 
the  high  school  students.  I remember  feeling  embarrassed 
when  I attended  these  talks  as  a student. 

Two  Fredonians,  having  been  out  at  the  Mayo  Clinic  in 
Rochester,  Minnesota,  came  back  home  all  agog  with 
what  Dr  Will  Mayo  had  suggested  to  them.  Said  Dr 
Mayo,  “Why  do  you  come  here — when  you  have  Dr  Bo- 
zovsky right  there  in  Dunkirk?”  (The  Mayos  had  been 
classmates  of  my  father  at  college;  hence  their  apprecia- 
tion of  him.) 

Here  is  an  illustration  of  the  hardships  some  doctors 
took  in  stride  in  the  early  part  of  this  century: 

It  is  winter,  sub-zero  weather,  in  the  middle  of  the 
night.  To  Van  Buren,  ten  miles  out  from  Dunkirk  on  Lake 
Erie,  my  father  is  called  and,  of  course,  responds  to  deliver 
a baby.  Mac,  our  driver,  has  taken  Dad  out  in  the  open 
sleigh,  with  Tom  and  Dan,  two  splendid  horses.  Finally, 
with  the  delivery  successfully  accomplished,  the  long,  te- 
dious ride  back  home  is  begun.  It  is  2 AM.  Van  Buren  has 
high  cliffs  at  Lake  Erie’s  edge,  with  abrupt  drops  down  to 
narrow,  stony  beaches,  18-foot  drops,  perhaps.  Suddenly, 
as  the  sleigh  is  being  yanked  and  roughly  hauled  through 
the  deep  snow,  the  horses  come  to  a dead  stop,  and  refuse 
to  budge.  Every  means  is  used  to  persuade  these  fine, 
strong  animals  to  keep  on  pulling.  No  use.  So  Mac  and  my 
father  spend  the  rest  of  the  pitch-black  hours,  huddled  fro- 
zen in  the  sleigh,  awaiting  blessed  daylight.  It  arrives  and 
reveals  that  they  are  parked  at  the  very  last  edge  of  a steep 
cliff.  One  step  by  Tom  and  Dan  would  have  hurtled  them 
all  to  their  destruction!  How  did  those  horses  realize  that 
in  the  total  blackness  of  the  night?  (He  who  “notices  even 
a sparrow’s  fall”?) 

Here  is  an  example  of  the  work  some  doctors  did  besides 
seeing  patients.  Sometime  about  1920,  a Mrs  Newton  of 
Fredonia,  NY,  willed  money  to  Chautauqua  County  for 
the  establishment  of  a tuberculosis  sanitarium  within  its 
confines.  At  once  a board  of  directors  was  organized  to 
carry  out  the  project  as  she  had  stipulated.  The  president 
was  Dr  Bozovsky,  the  vice-president  was  Dr  Charles  C. 
Goodell  of  Jamestown,  and  Judge  John  Lambert  was  a 
member. 

All  plans  completed,  and  the  site  chosen,  Dr  Bozovsky 
set  about  devoting  his  time  and  energies  to  overseeing  ev- 
ery detail  of  the  construction  of  the  hospital.  For  ten  years 
he  made  the  daily  run  to  Lily  Dale.  He  would  settle  for  no 
less  than  Newton  Memorial  Hospital’s  being  built  and  run 
on  the  highest  possible  level  of  efficiency.  He  took  pains  to 


FIGURE  3.  Dr  Bozovsky  in  1899  at  the  age  of  34  years  with  his  daughter 
Louise  at  the  age  of  2 years. 


find  out  who  was  one  of  the  foremost  authorities  in  the 
United  States  on  tuberculosis.  Then  he  started  the  chal- 
lenging job  of  persuading  Dr  Walter  Rathbun  to  come  out 
to  the  country  from  Yale  to  take  over  as  superintendent. 
As  the  hospital  was  completed  and  ready  for  occupancy. 
Dr  Rathbun  finally  gave  in,  I think  rather  against  his  will. 
He  was  its  very  successful  superintendent  for  many  years. 
It  was  indeed  a moment  of  triumph  for  my  father. 

Dr  Eugene  Jewett,  the  famous  orthopedic  surgeon,  who 
was  a quasi-cousin  of  ours,  told  me  that  my  father  was  the 
first  physician  to  use  animal  skins  for  grafting.  His  patient 
was  a woman  who  had  suffered  third  degree  burns  over 
80%  of  her  body.  It  took  him  all  summer,  but  he  cured  her. 
He  first  used  guinea  pigs;  then  when  the  hospital  could 
procure  no  more  of  those,  he  had  them  get  rabbits.  The 
Brooks  Hospital  in  Dunkirk  had  wide  lawns.  The  patient 
sat  out  there  all  summer,  waiting  for  the  next  skin  graft.  In 
a small  city  like  Dunkirk,  everyone  knew  who  she  was, 
what  had  happened  to  her,  why  she  was  there.  She  was  a 
charity  patient. 

My  dad  had  many  special  achievements  in  the  line  of  his 
profession.  His  was  a fascinating,  crowded  existence.  It 
came  to  an  end  in  June  of  1933,  Dr  Bozovsky  being  then 
68  years  of  age.  Upon  my  remark  to  him  earlier  that  age 
68  is  young,  “Look  what  I have  lived,”  he  said. 

After  my  father’s  death.  Miss  Catherine  Jones,  superin- 
tendent of  the  Dunkirk  Hospital,  called  on  us  girls  (my 
mother  had  died  some  years  before)  to  tell  us  that  never,  in 
all  the  long  time  my  father  had  operated,  had  he  operated 
on  a patient  who  did  not  have  what  he  had  diagnosed  be- 
forehand. This  was  a most  unusual  record  for  a surgeon  to 
have  in  those  days. 
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CASE  REPORTS 


Sarcoidosis  of  the  thyroid  clinically  mimicking  malignancy 

Irene  A.  Weiss,  md;  Anjali  Limaye,  md;  Victor  Tchertkoff,  md;  Jacob  L.  Brener,  md 


Sarcoidosis  is  a multisystemic  disease 
with  varied  manifestations,  but  thyroid 
involvement  is  unusual.  Previously  re- 
ported cases  of  sarcoidosis  of  the  thy- 
roid included  patients  who  had  either 
long-standing  sarcoidosis  or  other  evi- 
dence of  the  disease  at  presentation.1-2 
We  report  a case  of  an  enlarging  thy- 
roid mass  clinically  simulating  a malig- 
nancy and  presenting  as  the  sole  initial 
manifestation  of  sarcoidosis. 

Case  Report 

A 62-year-old  woman  was  referred  in  Oc- 
tober 1984  for  an  enlarging  neck  mass  of 
four  months’  duration,  associated  with  dys- 
phagia but  without  weight  loss.  In  February 
1983,  she  had  been  seen  by  the  Endocrinol- 
ogy Service  because  of  mild  dysphagia.  The 
physical  examination  at  that  time  revealed 
diffuse,  Firm,  nontender,  irregular  thyrome- 
galy  with  predominance  of  the  left  lobe.  She 
was  euthyroid  with  a thyroxine  (T4)  of  8.9 
mg/dL  (normal,  5.5-1 1.5  mg/dL);  T3  resin 
uptake  (T3RU)  of  35.5%  (normal,  35- 
45%);  and  thyroid  stimulating  hormone 
(TSH)  of  15.5  mlU/mL  (normal,  less  than 
7 mlU/mL).  A repeat  TSH  level  was  6.1 
mlU/mL.  Thyroid  antibodies  were  not  de- 
tected. The  thyroid  was  asymmetric  on  131- 
iodine  scan.  An  esophagogram  was  normal. 

The  history  was  remarkable  for  Type  2 di- 
abetes mellitus,  ideopathic  hypertrophic  sub- 
aortic stenosis,  positive  purified  protein  de- 
rivative test  in  July  1984  (without  clinically 
evident  tuberculosis),  and  partial  thyroidec- 
tomy in  the  remote  past.  No  information  re- 
garding this  surgery  could  be  obtained. 

Physical  examination  revealed  diffuse 
thyromegaly  with  ill-defined  borders.  With- 
in the  right  lobe  was  a tender  3 X 4-cm  mass 
Fixed  to  the  surrounding  tissues  and  skin. 
The  overlying  skin  was  erythematous,  with 
inflammation  of  the  previous  thyroidectomy 
scar.  There  was  no  cervical  lymphadenopa- 
thy.  The  liver  was  palpable  5 cm  below  the 


From  the  Section  of  Endocrinology  and  Metabo- 
lism (Drs  Weiss  and  Brener),  Department  of  Medi- 
cine, and  the  Department  of  Pathology  (Drs  Limaye 
and  Tchertkoff),  New  York  Medical  College,  Metro- 
politan Hospital  Center,  New  York,  NY. 
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tal Center,  1901  First  Ave,  New  York,  NY  10029. 


right  costal  margin  and  was  smooth  and 
nontender.  The  remainder  of  the  physical 
examination  was  unremarkable.  A complete 
blood  cell  count  with  differential,  erythro- 
cyte sedimentation  rate,  and  routine  blood 
chemistries  were  normal  except  for  a mini- 
mally elevated  alkaline  phosphatase  of  1 26 
U/L  (normal,  up  to  115  U/L),  and  a ran- 
dom blood  sugar  of  194  mg/dL.  The  T4  was 
8.9  mcg/dL;  T3RU,  36.9%;  and  TSH,  12.9 
mlU/mL.  The  thyroid  scan  was  similar  to 
that  of  February  1983,  except  that  a cold 
mass  was  outlined  over  the  right  lobe.  The 
chest  Film  was  normal;  however,  a chest  Film 
obtained  18  months  earlier  showed  diffuse 
interstitial  markings. 

A computed  tomographic  (CT)  scan  with 
contrast  of  the  neck  and  chest  revealed  bilat- 
eral thyromegaly  with  scattered  well-de- 
fined nodules  (Fig  1).  An  ill-defined  soft  tis- 
sue mass  was  noted  in  the  anterior  neck  with 
thickening  of  the  overlying  skin.  Several  me- 
diastinal lymph  nodes  were  enlarged.  Ultra- 
sound of  the  liver  showed  mildly  increased 
echogenicity. 

Due  to  a strong  clinical  suspicion  of  thy- 
roid cancer,  the  patient  was  subjected  to 
thyroidectomy.  At  surgery,  the  sternothy- 
roid and  sternohyoid  muscles  were  adherent 
to  the  thyroid,  scarred,  and  thickened;  the 
thyroid  was  multinodular  with  the  predomi- 
nant nodule  in  the  right  lobe.  There  was  no 
cervical  lymphadenopathy.  At  pathologic 
examination,  the  thyroid  was  soft,  reddish- 
brown,  multinodular,  weighed  30  g,  and 
measured  2 X 3.5  X 3.5  cm.  The  cut  surface 
showed  multiple  nodules  ranging  from  2 mm 
to  8 mm  in  diameter. 


FIGURE  1.  Contrast  enhanced  computed 
tomographic  scan  of  the  neck  showing  bilateral 
thyromegaly  with  scattered  nodules,  an  ill-de- 
fined anterior  neck  soft  tissue  mass,  and  thick- 
ening of  the  overlying  skin. 


FIGURE  2.  Noncaseating,  cohesive  epitheli- 
oid granulomata  entrapping  normal  thyroid  folli- 
cles (hematoxylin-eosin  stain;  original  magnifi- 
cation X 40). 

Microscopic  examination  revealed  areas 
of  confluent  noncaseating  granulomata  en- 
trapping and  replacing  thyroid  follicles,  ex- 
tending into  surrounding  strap  muscles  and 
adipose  tissue,  and  composed  of  epithelioid 
cells,  Langhans’  cells,  foreign  body  giant 
cells,  a few  lymphocytes,  and  plasma  cells 
(Figs  2,  3).  A few  giant  cells  contained  re- 
fractile,  needle-shaped  foreign  materials. 
Special  stains  and  cultures  were  negative  for 
mycobacterial  and  fungal  organisms.  The 


FIGURE  3.  Granulomata  infiltrating  skeletal 
muscle  (hematoxylin-eosin  stain;  original  mag- 
nification X 100). 
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remainder  of  the  thyroid  showed  follicles  of 
varying  sizes  lined  by  low  cuboidal  to  colum- 
nar cells  and  containing  varied  amounts  of 
colloid. 

After  surgery,  the  angiotensin  converting 
enzyme  level  was  19.9  U/mL  (normal,  11- 
29  U/mL).  Pulmonary  function  tests  (spi- 
rometry and  lung  volumes)  and  slit  lamp 
ophthalmologic  examination  were  normal. 
Two  weeks  after  surgery,  several  erythema- 
tous macular  lesions  developed  in  both  legs. 
Biopsy  of  one  of  these  lesions  revealed  con- 
fluent, noncaseating  epithelioid  granulo- 
mata  similar  to  those  seen  in  the  thyroid 
(Fig  4).  Special  stains  and  cultures  for  fungi 
and  acid-fast  bacilli  were  negative. 

Three  months  later,  similar  skin  lesions 
developed  on  the  patient’s  arms  at  sites  of 
insulin  injections.  When  she  changed  the  in- 
jection sites  to  her  thighs,  new  lesions  did  not 
appear.  She  was  last  seen  in  June  1 985  when 
she  had  an  increased  number  of  upper  ex- 
tremity skin  lesions  unrelated  to  insulin  in- 
jections. She  moved  to  Puerto  Rico  and  was 
lost  to  follow-up. 

Discussion 

The  patient  described  here  had  an 
enlarging  thyroid  mass  as  the  initial 
manifestation  of  sarcoidosis.  Thyroid 
involvement  in  systemic  sarcoidosis  is 
rare.  It  was  first  described  by  Spencer 
and  Warren,3  who  reported  the  autopsy 
findings  of  a patient  with  extensive  sar- 
coidosis and  microscopic  thyroid  in- 
volvement. Two  large  autopsy  series  of 
patients  with  sarcoidosis  were  reviewed 
by  Winnacker  et  al.4  In  these  series  the 
frequency  of  thyroid  involvement  with 
sarcoidosis  was  4.2%  and  4.6%.  Mayock 
et  al5  found  clinical  evidence  of  thyroid 
disorders  in  two  of  145  patients  with 


FIGURE  4.  Skin  with  intradermal  sarcoidal 
granulomata  (hematoxylin-eosin  stain;  original 
magnification  X 100). 


sarcoidosis.  In  both  these  patients, 
“thyroiditis”  developed  during  the  ac- 
tive phase  of  sarcoidosis.  There  was  no 
histologic  proof  of  sarcoid  involvement 
of  the  thyroid  in  these  cases.  Hugues  et 
al6  reported  50  patients  with  intratho- 
racic  sarcoidosis  and  found  that  18  of 
them  had  thyroid  disorders  that  were 
predominantly  diffuse  or  nodular  goi- 
ters. All  patients  were  euthyroid  except 
for  one  patient  with  Graves’  disease.  Of 
the  four  patients  subjected  to  thyroid- 
ectomy, three  showed  microscopic  infil- 
tration of  the  thyroid  by  sarcoidosis.  A 
recent  report7  described  a patient  who 
presented  with  a thyroid  nodule  that 
was  found  to  be  secondary  to  sarcoid- 
osis. In  that  case  the  chest  film  was  con- 
sistent with  pulmonary  sarcoidosis  with 
bilateral  hilar  lymphadenopathy  and 
pulmonary  opacities. 

Hyperthyroidism  may  be  associated 
with  sarcoidosis.811  Taillandier  et  al9 
summarized  the  findings  of  15  hyper- 
thyroid patients  with  sarcoidosis  who 
were  subjected  to  thyroidectomy.  In 
nine  of  these  cases  microscopy  revealed 
intrathyroidal  granulomata.  Whether 
the  granulomata  trigger  an  immune  re- 
sponse causing  the  hyperthyroidism  or 
represent  a coincidental  finding  is  not 
known.  Alternatively,  patients  with  sar- 
coidosis may  have  histologic  evidence 
of  Hashimoto’s  thyroiditis.  Karlish  and 
MacGregor11  reported  five  patients 
with  sarcoidosis  who  had  clinical  evi- 
dence of  Hashimoto’s  thyroiditis.  In  the 
three  who  underwent  thyroid  biopsy, 
the  histology  was  consistent  with  Ha- 
shimoto’s thyroiditis  without  mention 
of  intrathyroidal  granulomata.  In  a re- 
cent report,12  a patient  with  sarcoidosis 
developed  a goiter  that  was  clinically 
suspicious  for  malignancy.  On  biopsy, 
findings  were  consistent  with  sarcoid- 
osis of  the  thyroid  coexisting  with  Ha- 
shimoto’s thyroiditis.  We  know  of  only 
one  reported  case13  in  which  the  patient 
presented  with  mild  hypothyroidism 
and  a thyroid  mass  which,  on  biopsy, 
proved  to  be  due  to  sarcoidosis.  There- 
fore, hypothyroidism  due  to  sarcoidosis 
is  probably  rare.  The  patient  described 
here  had  mild  hypothyroidism  which 
may  have  been  due  to  previous  surgery 
or  sarcoidal  infiltration  or  both. 

The  lesions  of  sarcoidosis  may  be 
found  in  scars  and  vaccination  sites.14 
This  patient  had  biopsy-proven  sarcoi- 
dal involvement  of  skin  and,  subse- 
quently, clinically  similar  lesions  devel- 
oped at  sites  of  insulin  injections.  We 
hypothesize  that  disease  manifestations 
developed  in  the  area  of  her  previous 
thyroidectomy  scar  and  that  the  granu- 


lomatous process  subsequently  involved 
the  thyroid  gland.  Lofgren  et  al15  re- 
ported 1 1 patients  who  had  undergone 
surgery,  six  of  them  for  thyroidectomy. 
When  these  patients  later  developed 
pulmonary  sarcoidosis,  the  surgical 
scars  became  inflamed.  Biopsies  of 
scars  of  these  patients  revealed  foreign 
body  granulomata  with  a “marked  sar- 
coid tissue  reaction.”  Unfortunately, 
we  did  not  obtain  a biopsy  of  this  pa- 
tient’s previous  thyroidectomy  scar. 

There  is  a recent  report16  of  sarcoid- 
osis initially  presenting  as  a breast  mass 
in  two  patients.  In  both  cases  the  pa- 
tient had  previously  undergone  biopsy 
of  the  breast  in  which  the  mass  subse- 
quently developed.  In  these  cases  and  in 
the  one  presented  here,  the  previous 
surgery  may  have  helped  trigger  the 
sarcoid  tissue  reaction. 

Tuberculosis  is  a rare  cause  of  thy- 
roid nodules.17  In  this  patient,  the  gran- 
ulomata were  noncaseating.  Stains  for 
acid-fast  bacilli  were  negative,  as  were 
cultures  for  Mycobacterium  tuberculo- 
sis. A positive  PPD,  such  as  this  patient 
manifested,  may  be  seen  in  patients 
with  sarcoidosis.  In  a study  of  350  pa- 
tients with  sarcoidosis,18 14%  had  a pos- 
itive PPD  when  they  were  initially  seen. 
Therefore,  tuberculous  thyroiditis  is  ex- 
tremely unlikely  in  this  patient  despite 
the  positive  PPD. 

In  summary,  we  describe  a patient 
with  a history  of  a partial  thyroidecto- 
my who  subsequently  presented  with  an 
enlarging  thyroid  mass  which  was 
found  to  be  due  to  sarcoidosis.  This  case 
is  reported  because  of  the  unusual  pre- 
sentation of  sarcoidosis  as  a thyroid 
mass  simulating  malignancy. 
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Pulsed  Doppler-ultrasonic  diagnosis  of  carotid  body  tumor 

Dennis  P.  Tihansky,  md,  PhD;  Paul  S.  Porter,  rdms 


Carotid  body  tumors  are  uncommon 
and  may  simulate  thrombosed  aneu- 
rysms, enlarged  lymph  nodes,  or  cervi- 
cal cysts  on  physical  examination.  In 
the  past,  radiographic  alternatives  for 
their  detection  included  angiography, 
computerized  axial  tomography  (CT), 
and  radionuclide  scintiscanning.  We 
describe  a noninvasive  method  utilizing 
ultrasonography  and  Doppler  spectral 
analysis  of  these  hypervascular  masses. 
We  believe  this  is  the  first  published  re- 
port on  the  multiplicity  of  spectral 
waveforms  within  such  a tumor. 

The  study  was  performed  with  a 7.5- 
MHz  dynamic  Acuson  transducer  with 
simultaneous  Doppler  spectral  analysis. 
The  carotid  arteries  were  imaged  trans- 
versely and  longitudinally  along  their 
lengths,  while  duplex  spectrograms 
were  recorded  within  these  arteries  and 
throughout  the  neck  mass.  The  Doppler 
probe  angulation  was  also  varied 
obliquely,  in  order  to  enhance  sampled 
waveforms. 

Case  Report 

A 50-year-old  woman  presented  with  a 
two-year  history  of  an  asymptomatic,  slowly 
enlarging  6.0  X 3.0-cm  mass  in  the  left  ante- 
rior cervical  region  below  the  angle  of  the 
mandible.  The  family  history  was  unre- 
markable. However,  her  original  medical 
examination  revealed  a bruit  over  this  area, 
so  that  a carotid  or  jugular  venous  aneurysm 
was  initially  suspected. 

Based  on  this  early  discovery,  a computed 
tomographic  (CT)  scan  was  ordered  with  and 
without  intravenous  contrast  injection.  The 

From  the  Departments  of  Radiology,  New  York 
Medical  College  (Dr  Tihansky),  Valhalla,  NY,  and 
United  Hospital  Center  (Mr  Porter),  Clarksburg, 
WV. 

Address  correspondence  to  Dr  Tihansky,  Associate 
Professor,  Department  of  Radiology,  New  York 
Medical  College,  Valhalla,  NY  10595. 


latter  images  were  taken  during  drip  infu- 
sion after  bolus  injection,  and  showed  a ho- 
mogeneous, relatively  nonenhancing  lesion 
above  the  carotid  bifurcation  with  possible 
involvement  of  the  internal  carotid  artery. 
Consequently,  a partially  thrombosed  aneu- 
rysm of  the  internal  carotid  artery  was  con- 
sidered more  likely  than  a venous  abnormal- 
ity or  a tumor.  Follow-up  examination  with- 
out surgical  intervention  was  then  elected. 

During  the  patient’s  latest  follow-up  ex- 
amination, a duplex  scan  was  ordered  to  as- 
certain any  hemodynamic  compromise  in 
the  carotid  arteries.  Real-time  transverse 
scans  (Fig  1)  showed  the  mass  splaying  both 
internal  and  external  carotids,  with  greater 
narrowing  of  the  former  vessel.  However,  no 
significant  flow  disturbance  or  perturbation 
was  observed.  The  mass  was  hypoechoic  but 
not  completely  echo-free.  There  were  nu- 
merous tiny  irregular  anechoic  spaces  scat- 
tered throughout  the  mass,  thought  to  repre- 
sent small  vascular  conduits  or  spaces 
because  of  their  Doppler  shift  signals. 

Longitudinal  scanning  delineated  a pa- 
tent internal  carotid  arterial  lumen  near  its 
origin,  but  more  distally  the  artery  could  not 
be  separated  from  adjacent  soft  tissue. 
While  this  distal  finding  could  be  a partially 
thrombosed  vessel,  technical  difficulties  of 


FIGURE  1 . Hypoechoic  mass  abutting  internal 
(straight  arrow)  and  external  (curved  arrow)  ca- 
rotid arteries. 


scanning  in  the  upper  neck  precluded  an  ac- 
curate diagnosis. 

On  the  other  hand,  pulsed  Doppler  scans 
were  more  definitive  and  revealed  important 
tissue  characteristics.  Spectral  analysis 
identified  three  distinct  waveforms,  imply- 
ing that  the  mass  was  vascular  rather  than  a 
clot.  The  probe  gate  was  moved  randomly 
throughout  the  mass,  internally  and  along 
its  borders  and  throughout  the  tiny  anechoic 
or  vascular  spaces. 

The  most  frequent  waveform  (Fig  2)  was 
an  “arteriole  spectrum,”  in  which  the  systol- 
ic component  had  a sharp  peak  and  fast  de- 
crescendo without  flow  perturbation.  The 
dicrotic  notch  in  these  small  vessels  was  sim- 
ilar to  that  in  the  carotid  arteries.  Despite 
gain  adjustments,  these  waveforms  were 
weak  or  low-powered,  most  likely  due  to  the 
small  number  of  erythrocytes  flowing 
through  these  channels. 

A more  dampened  flow  pattern  (Fig  3) 
was  also  observed.  The  frequency  of  high 
amplitude  components  correlated  with  the 
respiratory  cycle.  Hence,  these  waveforms 
were  labelled  as  a “venule  spectrum,”  since 
they  depicted  venous  flow. 

The  third  waveform  (Fig  4)  had  a mixed 
pattern  of  both  arteriolar  and  venule  compo- 
nents. Its  frequency  followed  the  cardiac  cy- 
cle, but  systolic  flow  was  quite  dampened. 


FIGURE  2.  Arteriole  spectrum  with  weak  sys- 
tolic (s)  and  diastolic  (d)  components. 
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FIGURE  3.  Venule  spectrum  with  velocity  in- 
crease from  expiration  (exp)  to  inspiration 
(insp). 


Moreover,  the  spectrum  was  dense  with 
slight  pre-systolic  backflow  (eg,  negative  ve- 
locity component),  implying  some  perturba- 
tion and  increased  erythrocyte  pooling. 

From  these  Doppler  curves,  a pre-surgical 
diagnosis  of  carotid  body  tumor  rather  than 
thrombosis  was  reported.  Sonographic  evi- 
dence of  such  a hypervascular  mass  above 
the  carotid  bifurcation  is  virtually  diagnos- 
tic of  this  tumor.1  As  expected,  this  diagno- 
sis was  confirmed  at  surgery.  At  follow-up 
six  months  after  surgery,  the  patient  re- 
mained asymptomatic  without  tumor  recur- 
rence. 


Discussion 

The  carotid  body  tumor,  also  known 
as  a chemodectoma  or  nonchromaffin 
paraganglioma,  is  relatively  rare  and 
arises  from  chemoreceptive  tissue  at  the 
carotid  bifurcation.  It  grows  cephalad 
between  the  external  and  internal  ca- 
rotid arteries,  and  later  may  occasional- 
ly encircle  these  branches  or  the  carotid 
bulb.  The  tumor  is  typically  slow  grow- 
ing and  asymptomatic,  although  it 
sometimes  causes  dysphagia,  hoarse- 
ness, or  cough  due  to  pressure  on  the 
hypoglossal  or  vagus  nerves  or  the  sym- 
pathetic chain.  Bruits  are  sometimes 
heard  over  the  mass,  but  rarely  does  it 


FIGURE  4.  Intermediate  spectrum  in  vacuoles 
or  cystic  spaces  with  low  velocity  during  systole 
(s). 


interfere  with  intracerebral  blood 
flow.2 

On  histologic  evaluation,  carotid 
body  tumors  are  highly  vascular  with 
clusters  of  epithelioid  or  supporting 
cells  between  blood  vessels.  Although 
catecholamines,  including  epinephrine, 
norepinephrine,  and  serotonin,  are  found 
in  these  cells,  reports  of  functioning  tu- 
mors inducing  hypertension  or  tachy- 
cardia are  unusual.3  Tissue  alterations 
such  as  necrosis,  hemorrhage,  or  small 
vessel  thrombosis  are  also  uncommon. 

The  vast  majority  (95%)  of  these  che- 
modectomas  are  benign,  but  can  locally 
invade  or  recur  after  surgery.  Among 
the  malignant  variety,  metastases  usu- 
ally occur  to  adjacent  neck  structures 
such  as  cervical  lymph  nodes  or  the  thy- 
roid gland,  although  distant  organs  can 
be  affected  via  hematogenous  spread.1 
Bilateral  tumors  have  a high  heredofa- 
milial incidence  of  26%,  but  otherwise 
are  observed  in  only  3%  of  cases.4 

Prior  to  therapy,  the  hypervascular- 
ity of  the  tumor  and  its  abutment  of  ca- 
rotid arteries  make  open  neck  biopsy 
too  risky.  In  addition,  percutaneous  as- 
piration biopsy  is  seldom  helpful,5  thus 
making  radiologic  evaluation  essential 
for  the  diagnosis. 

The  treatment  of  choice  is  surgical 
excision,  since  the  tumor,  even  if  dor- 
mant for  years,  may  grow  insidiously 
and  eventually  cause  pain  or  nerve  pal- 
sies. Most  carotid  body  tumors  are  easi- 
ly treated  by  extirpation  via  subadven- 
titial  dissection,  but  advanced  growth 
may  require  reconstruction  of  the  ca- 
rotid artery  with  the  risk  of  hemipare- 
sis.6  In  a few  cases,  surgery  is  contrain- 
dicated, wherein  radiotherapy  may  be 
useful  to  prevent  intracranial  spread  or 
to  treat  residual  tumor,  even  though 
chemodectomas  are  generally  radiore- 
sistant. Given  any  therapeutic  ap- 
proach, however,  lifetime  follow-up  is 
recommended  because  of  the  possibility 
of  malignancy,  multicentricity,  or  de- 
layed tumor  recurrence,  especially 
among  patients  with  a positive  family 
history.7 

Among  radiologic  procedures,  angi- 
ography remains  the  most  definitive 
technique,  short  of  biopsy,  for  the  diag- 
nosis and  delineation  of  carotid  body 
tumors.2  The  angiographic  pattern  is 
relatively  consistent,  with  the  vascular 
tumor  usually  fed  by  branches  of  the 
external  carotid  artery,  although  in 
some  cases  additional  feeders  may  orig- 
inate from  the  internal  carotid  artery  or 
even  the  vertebral  artery.8  Circulation 
times  reveal  a rapid  and  short  arterial 
phase  (lasting  under  1.5  sec),  immedi- 


ately followed  by  a more  uniform  tissue 
accumulation  or  parenchymatous 
phase  (1.5-6  sec  duration).  Early  ve- 
nous (or  arteriovenous)  shunting  is  ob- 
served in  almost  half  of  these  tumors,8 
while  prominent  tissue  opacification  in 
small  “vascular  channels”  occurs  after 
contrast  enhancement.9 

Ancillary  techniques  to  angiography 
include  CT  scans,  which  can  determine 
tumor  extent  and  metastases.9  Howev- 
er, because  contrast  enhancement  is  so 
rapid  within  this  tumor,  the  scans  must 
be  performed  immediately  after  bolus 
injection.  The  lack  of  rapid  imaging 
may  account  for  negative  results  in  our 
earlier  CT  examination.  Another  tech- 
nique involves  technetium-99m  radio- 
nuclide scintigraphy,10  which  can  be  ef- 
fective as  a screening  technique  to  limit 
more  invasive  angiographic  procedures 
to  abnormal  cases. 

Only  in  recent  years  has  ultrasound 
been  used  for  the  evaluation  of  cervical 
chemodectomas.2  Several  reports  on 
gray-scale  imaging  demonstrated  its 
utility  in  detecting  the  hypervascularity 
of  such  tumors.11’12  In  a few  cases, 
Doppler  analysis  revealed  single  wave- 
forms within  each  tumor,  ranging  from 
a prevalently  venous  flow  to  a combined 
arteriovenous  signal  with  a high-grade 
diastolic  component.13’14  Until  now,  no 
study  has  demonstrated  a variety  of 
waveforms  within  any  paraganglioma. 
Other  neck  masses,  including  thyro- 
glossal  cysts,  cystic  hygromas,  heman- 
giomas, and  some  metastatic  nodes, 
have  been  diagnosed  by  real-time  so- 
nography.15’16 However,  Doppler  scan- 
ning has  been  limited  to  the  analysis  of 
high  frequency  signals  in  some  thyroid 
carcinomas  or  overactive  goiters.17 

In  summary,  duplex  ultrasonography 
is  useful  in  the  identification  of  tiny  vas- 
cular flow  patterns,  and  can  also  be 
used  as  a reliable  screening  test  and  di- 
agnostic modality  for  carotid  body  tu- 
mors. Compared  to  CT,  it  is  less  costly 
and  lacks  radiation.  It  also  avoids  the 
pitfall  of  false-negative  results  from  CT 
scans  obtained  after  contrast  infusion. 
In  contrast  to  nuclear  scans,  sonogra- 
phy yields  better  resolution  of  both  in- 
tra-  and  extra-tumoral  vascularity.  It 
can  be  performed  prior  to,  or  as  an  ad- 
junct to,  angiography,  in  order  to  screen 
patients  who  do  not  require  surgery  and 
thus  avoid  significant  radiation  and 
risks  from  angiography. 
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Late  onset  post-pneumonectomy  empyema 

Kaushik  A.  Shastri,  md,  Monica  B.  Spaulding,  md 


In  a patient  with  a history  of  lung  can- 
cer, the  symptoms  of  fatigue,  malaise, 
and  weight  loss  are  highly  suggestive  of 
recurrence.  When  the  symptoms  in- 
clude an  elevated  alkaline  phosphatase 
level,  the  diagnosis  of  recurrent  tumor 
seems  certain.  However,  a similar  clini- 
cal presentation  can  occur  in  patients 
who  develop  late  onset  post-pneumo- 
nectomy  empyema. 

Empyema  in  the  post-pneumonecto- 
my  space  occurring  months  or  years  af- 
ter pneumonectomy  may  be  difficult  to 
diagnose.  We  have  recently  seen  a pa- 
tient in  whom  empyema  occurred  four 
years  after  pneumonectomy.  The  symp- 
toms of  weight  loss  and  abnormal  lab- 
oratory tests  strongly  suggested  recur- 
rent malignancy.  An  early  consideration 
of  late  onset  post-pneumonectomy  em- 
pyema in  the  patient  would  have  saved 
the  patient  much  anxiety  and  an  exten- 
sive diagnostic  work-up.  We  are  pre- 
senting this  case  in  order  to  alert  clini- 
cians to  this  entity. 

Case  Report 

A 60-year-old  man  was  admitted  to  the 
Buffalo  Veterans  Administration  Medical 
Center  with  complaints  of  easy  fatigability, 
night  sweats,  and  a 7-kg  weight  loss  (10%  of 
patient’s  body  weight)  over  a six-month  pe- 
riod prior  to  admission.  Four  days  prior  to 
admission  he  experienced  the  onset  of  dif- 
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fuse  pain  in  the  right  lateral  aspect  of  his 
chest  on  coughing.  One  day  prior  to  admis- 
sion he  noticed  a swelling  on  the  right  lateral 
aspect  of  his  chest. 

Five  years  prior  to  this  admission,  the  pa- 
tient was  found  to  have  moderately  well-dif- 
ferentiated squamous  cell  carcinoma  of  the 
right  lung.  The  work-up  at  that  time  demon- 
strated a T3NOMO  lesion  with  the  tumor 
less  than  1 cm  distal  to  the  carina.  He  re- 
ceived five  months  of  chemotherapy  fol- 
lowed by  mediastinal  radiation.  Repeat 
bronchoscopy  showed  significant  regression 
of  the  previously  noted  mass.  After  a nega- 
tive mediastinoscopy,  the  patient  underwent 
a right  pneumonectomy.  No  tumor  was 
identified  in  the  resected  specimen.  A post- 
operative chest  film  revealed  complete  opa- 
cification of  the  right  hemithorax  with  some 
shift  of  the  mediastinum  to  the  right. 

Nine  months  prior  to  the  present  hospital 
admission  the  patient  had  a bilateral  ingui- 
nal herniorrhaphy  at  another  hospital  with- 
out any  complications.  One  month  later  he 
noted  general  weakness,  fatigue,  anorexia, 
and  night  sweats.  Four  months  prior  to  the 
current  admission,  he  was  admitted  to  the 
Buffalo  Veterans  Administration  Medical 
Center  due  to  continuation  of  these  symp- 
toms, and  underwent  an  extensive  evalua- 
tion. Physical  examination  was  remarkable 
only  for  thoracotomy  scar  and  findings  con- 
sistent with  a pneumonectomy  on  the  right 
side.  He  was  afebrile  throughout  his  hospital 
course.  He  had  a mild  normochromic  nor- 
mocytic  anemia  with  an  elevated  platelet 
count  in  the  range  of  500,000/mm3.  His  al- 
kaline phosphatase  level  was  450  U/L  (nor- 
mal range,  30-115  U/L),  but  the  remainder 
of  the  serum  chemistries  were  normal.  A 
bone  scan  was  normal.  The  rest  of  the  work- 
up included  ear,  nose,  and  throat  evaluation, 
serum  protein  electrophoresis,  liver  spleen 
scan,  thyroid  and  adrenal  function  tests,  se- 


rum acid  phosphatase,  and  computed  to- 
mography of  the  chest,  abdomen,  and  head. 
All  of  these  studies  were  negative.  The  inter- 
mediate strength  purified  protein  derivative 
was  positive.  Repeated  sputum  samples 
were,  however,  negative  for  acid-fast  bacil- 
lus staining  and  culture.  The  patient  was  dis- 
charged from  the  hospital  without  a diagno- 
sis, only  to  be  readmitted  this  time  with  new 
onset  of  swelling  on  the  right  side  of  the 
chest  wall. 

Physical  examination  during  the  current 
admission  revealed  a soft,  10  X 12-cm  fluc- 
tuant mass  along  the  right  lateral  chest  wall 
below  the  previous  thoracotomy  scar.  The 
patient  was  afebrile.  There  was  no  lymphad- 
enopathy,  spinal  deformity,  or  tenderness. 
There  was  dullness  and  absent  air  entry  on 
the  right  side  of  the  chest,  which  was  un- 
changed since  the  previous  admission.  The 
remainder  of  the  examination  was  normal. 

The  patient’s  admission  blood  count 
showed  a white  blood  cell  count  of  14,800/ 
mm3  with  a moderate  left  shift;  hemoglobin, 
11.5  g/dL;  hematocrit,  35.4%.  The  chest 
film  showed  complete  opacification  of  the 
right  side  of  the  chest  and  was  unchanged 
from  the  previous  examination.  The  serum 
alkaline  phosphatase  level  was  540  U/L. 
The  gamma  glutamyl  transferase  was  363 
U/L  (normal  range,  8-43  U/L).  A needle 
aspirate  of  the  fluctuant  thoracic  mass  re- 
vealed greenish  yellow  pus  which  grew  mi- 
croaerophilic  streptococci  on  anaerobic  cul- 
tures. The  cultures  for  acid-fast  bacilli  on 
the  aspirate  specimen  were  negative.  The 
patient  underwent  a rib  resection  and  open 
drainage  of  his  empyema.  After  surgery,  the 
alkaline  phosphatase  level  declined  on  serial 
determinations  and  returned  to  normal,  and 
the  patient  returned  to  his  original  weight. 
On  subsequent  followup  of  three  years’  du- 
ration, there  has  been  no  evidence  of  recur- 
rent tumors. 
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Discussion 

Post-pneumonectomy  empyema  usu- 
ally occurs  within  three  months  of  the 
pneumonectomy.  An  empyema  that 
first  produces  symptoms  or  signs  three 
months  after  resection  in  a patient  with 
a benign  postoperative  course  is  unusu- 
al but  has  been  reported.  The  longest 
reported  interval  between  pneumonec- 
tomy and  empyema  in  the  literature  has 
been  33  years.1  In  most  cases,  the  diag- 
nosis was  established  either  because 
empyema  necessitatis  developed  or  a 
bronchopleural  or  esophagopleural  fis- 
tula developed  revealing  a new  or  al- 
tered air  fluid  level  on  chest  radio- 
graph.2 Kutty  et  al3  reported  a case  in 
which  a Gallium  67  scan  was  positive  in 
a patient  who  had  empyema  seven  years 
after  pneumonectomy  and  suggested 
that  such  a scan  might  be  a valuable  di- 
agnostic tool  in  a patient  in  whom  there 
is  a suspicion  of  empyema. 

There  have  been  many  questions 
about  the  fate  of  the  pleural  space  fol- 
lowing pneumonectomy.  Suarez  et  al4 
studied  autopsy  material  in  37  patients 
who  had  undergone  pneumonectomy 
during  their  lifetime  and  found  that  in 
27  of  these  patients  there  was  a fluid- 
filled  space  regardless  of  the  time  inter- 
val between  the  pneumonectomy  and 
the  autopsy.  The  amount  and  character 
of  the  fluid  in  such  cases  was  not  related 
to  the  interval  between  the  surgery  and 
death.  It  has  been  suggested  that  this 
fluid  may  become  the  nidus  for  hemato- 


genously seeded  bacteria.  Holden  and 
Woller5  described  a patient  who  had  a 
bacteroides  empyema  of  the  post-pneu- 
monectomy space  which  occurred  three 
weeks  after  a perforated  appendix  and 
bacteroides  peritonitis,  presumably  due 
to  hematogenous  spread,  as  there  was 
no  evidence  of  a subphrenic  abscess  on 
clinical  or  postmortem  examination.  It 
is  possible  that  the  microaerophilic 
streptococci  in  the  pleural  space  in  our 
patient  might  have  been  seeded  from 
the  blood  stream  either  during  the  bari- 
um enema  performed  prior  to  his  her- 
niorrhaphy or  at  the  time  of  intubation 
for  anesthesia  at  the  time  of  the  her- 
niorrhaphy. However,  definitive  proof 
for  these  possibilities  is  lacking. 

The  microorganisms  responsible  for 
late  onset  post-pneumonectomy  empy- 
ema are  varied  and  include  both  aerobic 
and  anaerobic  organisms.  It  is  postulat- 
ed that  in  addition  to  hematogenous 
seeding,  the  organisms  can  also  be  im- 
planted at  the  time  of  original  surgery 
and  can  smoulder  in  the  bronchial 
stump  or  a chest  wall  suture  until  empy- 
ema takes  place.  For  instance,  Asper- 
gillus empyema  resulting  from  the  ni- 
dus of  exposed  silk  bronchial  suture 
material  has  been  reported.6 

The  most  interesting  laboratory  find- 
ing in  this  patient,  and  the  one  that  led 
to  the  suspicion  of  recurrent  malignan- 
cy, was  the  elevated  alkaline  phospha- 
tase level.  The  serum  enzyme  increased 
with  the  development  of  empyema  and 


declined  after  drainage.  The  simulta- 
neous elevation  of  gamma  glutamyl 
transferase  in  this  patient  led  us  to  be- 
lieve that  the  elevated  alkaline  phos- 
phatase activity  was  probably  of  hepat- 
ic origin  and  related  to  his  chest 
infection.  Fang  et  al7  have  described 
similar  occurrences  of  marked  eleva- 
tion in  serum  alkaline  phosphatase  ac- 
tivity with  minimal  or  no  elevation  in 
serum  bilirubin  due  to  intrahepatic  cho- 
lestasis as  a result  of  systemic  infection. 

It  should  be  emphasized  that  a strong 
index  of  suspicion  is  needed  to  diagnose 
late  onset  post-pneumonectomy  empy- 
ema, and  that  whenever  the  possibility 
is  entertained,  diagnostic  needle  aspira- 
tion should  be  carried  out. 
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Scrotal  ischemia  after  intravenous  vasopressin  therapy  for 

hemorrhagic  esophageal  varices 

Full-Young  Chang,  md;  Jiunn-Tarng  Cheng,  md;  Kwok-Hung  Lai,  md; 
Shou-Dong  Lee,  md;  Yang-Te  Tsai,  md 


Hemorrhagic  esophageal  varices  are  as- 
sociated with  a high  mortality.  The  con- 
trol of  hemorrhage  may  be  achieved  by 
vasopressin  infusion,  and  a potent  vaso- 
constrictor can  reduce  splenic  blood 
flow  and  portal  venous  pressure.1  How- 
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ever,  several  undesirable  complications, 
in  addition  to  cardiac  damage,  have 
been  reported  during  such  infusions.2-5 
We  report  two  rare  cases  of  scrotal  ische- 
mia following  intravenous  vasopressin 
infusion. 

Case  Report 

Case  1.  A 74-year-old  man  was  admitted 
with  hematemesis.  He  had  a history  of  biop- 
sy-proven cirrhosis  with  many  episodes  of 
ascites  and  hepatic  encephalopathy  in  the 


preceding  five  years.  On  admission,  he  was 
jaundiced  and  somnolent.  Spider  angio- 
mata, ascites,  pitting  edema,  and  asterixis 
were  present;  the  testes  and  scrotum  were 
not  unusual.  Upper  gastrointestinal  endos- 
copy disclosed  four  esophageal  varices  with 
cherry-red  spots  indicating  recent  hemor- 
rhage. Treatment  included  blood  transfu- 
sion and  intravenous  vasopressin  infusion  at 
a rate  of  0.66  U/min  for  the  first  hour  and 
0.4  U/min  thereafter.  Bleeding  ceased  24 
hours  later,  and  the  medication  was  then  dis- 
continued. Bleeding  recurred  1 2 hours  later. 
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FIGURE  1.  The  scrotum  of  the  patient  in  case 
2 showing  several  patches  of  ischemic  discol- 
oration; photograph  was  taken  ten  hours  after 
the  occurrence  of  ischemia. 

and  the  patient  received  a continuous  infu- 
sion again  with  doses  ranging  between  0.2 
and  0.4  U/min.  On  the  fourth  day,  he  be- 
came comatose,  though  vital  signs  were  sta- 
ble. The  bleeding  continued  at  this  time,  and 
the  entire  scrotum  was  noted  to  be  black  and 
purple  in  color.  Because  the  significance  of 
this  discoloration  was  not  recognized,  the  in- 
fusion was  not  discontinued.  On  the  sixth 
day,  multiple  erosions  developed  in  this  ische- 
mic scrotum.  A comatose  state  persisted  de- 
spite vigorous  management  of  hepatic  en- 
cephalopathy. The  patient  died  on  the 
eighth  day. 

Case  2.  A 63-year-old  man  was  admitted 
with  hematemesis.  One  month  prior  to  the 
admission,  he  was  found  to  have  cirrhosis 
and  hepatoma.  On  admission,  he  was  alert 
with  positive  findings  including  icteric 
sclera,  anemic  conjunctiva,  hepatomegaly, 
and  ascites.  The  scrotum  and  its  contents 
were  not  remarkable.  Upper  gastrointesti- 
nal endoscopy  disclosed  four  esophageal 
varices  and  oozing  blood.  Hemorrhage  did 
not  stop  in  spite  of  the  use  of  a Sengstaken- 
Blakemore  tube  for  24  hours.  Vasopressin 
was  then  infused  intravenously  at  a rate  0.6 
U/min.  Six  hours  later,  the  patient  com- 
plained of  severe  abdominal  pain,  particu- 
larly in  the  umbilical  area,  with  radiation  to 
the  scrotum.  On  physical  examination,  there 
was  local  tenderness  of  the  abdomen  without 
other  significant  signs.  The  dose  was  tapered 
to  0.3  U /min,  and  sharp  scrotal  pain  persist- 
ed despite  subsidence  of  the  abdominal  pain. 
Twenty  hours  after  the  infusion  began,  sev- 
eral patches  of  black-purple  mottling  of  the 
skin  of  the  scrotum  developed.  Their  sizes 
varied  from  0.5  cm  to  2 cm  (Fig  1).  Vaso- 
pressin was  discontinued  immediately. 
Bleeding  did  not  return;  there  was  no  further 
painful  sensation,  ischemia,  or  erosion  of  the 
scrotum.  All  discoloration  disappeared  one 


week  later  without  any  specific  treatment. 

Discussion 

Although  the  ultimate  improvement 
in  mortality  for  lethal  hemorrhagic 
esophageal  varices  by  vasopressin  infu- 
sion is  controversial,  its  initial  efficacy 
for  the  cessation  of  hemorrhage  can 
reach  50%.'  Moreover,  intra-arterial 
therapy  has  not  been  proven  superior  to 
the  intravenous  route.6  Therefore,  in 
order  to  stop  hemorrhage,  intravenous 
vasopressin  infusion  is  commonly  pre- 
scribed. As  a vasoconstrictor,  vasopres- 
sin’s cardiac  side  effects  are  well  known 
and  occur  frequently.1  They  were  ab- 
sent in  these  two  cases.  Several  other 
unusual  complications  such  as  nipple 
necrosis,2  tongue  necrosis,3  cutaneous 
necrosis,4  7 ischemic  colitis,8  and  even 
lethal  portal  vein  and  superior  mesen- 
teric vein  thrombosis5  have  been  report- 
ed. These  conditions  have  developed 
with  doses  ranging  from  0.2  U/min  to 
1.0  U/min,  through  either  intravenous 
or  intra-arterial  routes.  The  elapsed 
time  of  noticed  complications  ranges 
between  one  hour  and  five  days  follow- 
ing the  start  of  infusion. 

Scrotal  ischemia  or  necrosis  associat- 
ed with  vasopressin  infusion  is  very 
rare.  We  failed  to  recognize  this  signifi- 
cant complication  in  case  1 . By  review- 
ing the  first  published  report  of  vaso- 
pressin-induced scrotal  damage, 
however,  we  were  alerted  to  this  possi- 
bility.9 Half  a year  later,  the  patient  in 
case  2 developed  the  same  side  effect, 
but  recovered  quickly  after  prompt  dis- 
continuation of  vasopressin  therapy. 

This  kind  of  complication  has  not 
been  reported  in  any  language  to  our 
knowledge  in  the  past  20  years,  except 
for  the  two  cases  in  the  report  by  Gogel 
et  al.9  Does  continuous  infusion  of  vaso- 
pressin for  the  treatment  of  hemorrhag- 
ic esophageal  varices  really  cause  scro- 
tal ischemia?  A comparison  of  the  four 
cases  of  vasopressin-induced  scrotal 
ischemia,  including  two  cases  of  Gogel 
et  al9  and  two  of  ours,  revealed  that  the 
ischemic  lesions  developed  in  patients 
without  any  underlying  vascular  factors 
such  as  diabetes  or  shock  that  would  in- 
crease the  patients’  vulnerability  to 
ischemia.  None  of  the  patients  had  any 
history  of  vascular  occlusive  disease. 
Despite  the  differences  in  the  regimen, 
dosage,  and  duration  of  the  infusion  of 
vasopressin  in  these  cases,  all  the  lesions 
were  characterized  by  black  and  purple 
mottling  or  discoloration  of  the  entire 
skin  of  the  scrotum,  with  presence  of 
erosions  or  ulcerations  in  the  more  se- 
vere cases.  Edema  of  the  scrotum,  al- 


though reported  in  case  1 of  the  report 
by  Gogel  et  al,9  seemed  not  an  absolute 
sign  of  ischemic  changes  of  the  scro- 
tum, since  the  other  three  cases  were 
free  of  edema. 

The  above  comparison  indirectly 
suggests  the  possibility  that  the  scrotal 
ischemia  is  due  to  the  infusion  of  vaso- 
pressin. It  is  our  opinion  that  this  side 
effect  may  not  be  rare,  since  many  vic- 
tims of  hemorrhagic  esophageal  varices 
experience  severe  illness  and  are  kept 
covered  with  blankets.  If  any  cutaneous 
or  scrotal  ischemia  related  to  the  vaso- 
pressin infusion  develops,  it  would  easi- 
ly be  missed,  particularly  in  non-report- 
ing and/or  unconscious  subjects. 
However,  sharp  pain  over  the  scrotum 
may  be  an  early  warning  sign  prior  to 
the  occurrence  of  ischemia,  as  was 
manifested  by  the  patient  in  case  2 in 
this  report.  If  this  sharp  pain  occurs,  the 
prompt  discontinuation  of  infused  vaso- 
pressin may  be  considered. 

Why  vasopressin  has  selective  ische- 
mic effects  on  organs  of  some  individ- 
uals is  unknown.  However,  we  believe 
that  the  ischemic  effect  may  not  be  re- 
lated to  the  dosage  of  infused  vasopres- 
sin, because  many  victims  of  hemor- 
rhagic esophageal  varices  never  develop 
either  scrotal  or  cutaneous  damage 
even  with  high  dosages.1  In  view  of  the 
possibility  of  these  undesirable  compli- 
cations, any  patients  with  hemorrhagic 
esophageal  varices  receiving  vasopres- 
sin infusion  should  be  monitored  for  vi- 
tal signs,  undergo  electrocardiographic 
scanning,  and  be  inspected  over  the  en- 
tire body  for  cutaneous  complications. 
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Confidential  Tay-Sachs  carrier 
screening 

TO  THE  EDITOR:  Shapiro  and  Sha- 

piro1 point  out  that  Tay-Sachs  carrier 
detection  testing  prior  to  pregnancy  is 
more  desirable  than  intra-pregnancy 
testing  “because  it  is  technically  easier, 
less  expensive,  and  associated  with  less 
anxiety  and  less  urgency.  However, 
more  than  80%  of  individuals  referred 
for  testing  were  pregnant  women  and/ 
or  their  partners.” 

A much  better  time  to  screen  for  the 
Tay-Sachs  carrier  state  is  prior  to  mar- 
riage. Yet,  how  does  one  eliminate  the 
psychic  burden  on  young  men  and 
women  discovered  to  be  heterozy- 
gotes?2 What  are  the  psychological 
problems  created  by  the  information 
that  one  is  a carrier  for  a fatal  genetic 
disease?  Should  a known  carrier  refuse 
to  marry  a mate  who  has  not  been  test- 
ed? Should  two  carriers  break  up  an  en- 
gagement or  a marriage  if  they  learn 
they  are  both  carriers  as  a result  of  a 
screening  program?  Should  a young 
person  inquire  about  the  Tay-Sachs  sta- 
tus of  a member  of  the  opposite  sex  pri- 
or to  meeting  that  individual  on  a social 
level?  When  should  a person  who 
knows  he  or  she  is  a carrier  tell  this  fact 
to  an  intended  spouse?  Should  one  sac- 
rifice primary  prevention  of  Tay-Sachs 
disease  by  mate  selection  to  avoid  psy- 
chosocial consequences?  Is  this  method 
of  disease  prevention  an  attractive  as- 
pect of  genetic  screening  for  recessives? 

One  must  remember  that  29  of  30 
Jewish  people  tested  for  the  carrier 
state  are  found  to  be  free  of  the  Tay- 
Sachs  gene.3  It  is  certainly  desirable  for 
these  29  of  each  30  tested  to  have  peace 
of  mind.  Is  the  anxiety  of  the  30th  per- 
son on  learning  that  he  or  she  is  a carri- 
er sufficiently  great  to  warrant  not  test- 
ing at  all?  Obviously  not!  However,  one 
cannot  minimize  the  possible  psychoso- 
cial trauma  to  such  an  individual.4-5 
The  social  stigma  of  being  a carrier 
of  the  Tay-Sachs  gene  is  not  fully  ap- 
preciated. Misinformed  and/or  unin- 
formed people  may  look  at  carriers  in 
the  same  manner  as  patients  with  epi- 
lepsy and  leprosy  were  looked  at  half  a 
century  ago,  ie,  as  individuals  afflicted 


with  a “taboo”  disease,  to  be  shunned 
and  ostracized  from  normal  social  con- 
tact. Discrimination  against  carriers  of 
Tay-Sachs  disease  may  also  occur  in  a 
variety  of  areas,  if  the  experience  of 
sickle  cell  screening  is  repeated.  Indi- 
viduals found  to  have  sickle  cell  trait 
were  dismissed  from  their  jobs.6  Sever- 
al life  insurance  companies  charged 
higher  premiums  for  individuals  with 
sickle  cell  trait  or  refused  to  insure 
them  at  all.7  Several  airlines  rejected 
flight  attendants  from  employment  in 
that  capacity  if  they  had  sickle  cell 
trait.  The  United  States  Air  Force,  un- 
til recently,  did  not  train  black  recruits 
with  sickle  cell  trait  to  become  pilots.8 
Job  seeking  was  thus  made  more  diffi- 
cult for  carriers  of  this  hemoglobinopa- 
thy. Is  this  fate  also  to  be  suffered  by 
people  who,  on  screening,  are  found  to 
be  carriers  of  the  Tay-Sachs  gene?  To- 
tal confidentiality  in  screening  might 
avoid  such  problems  and  should  be  an 
essential  part  of  all  such  programs. 

Such  total  confidentiality  and  ano- 
nymity is  provided  by  the  Dor  Ye- 
shorim Tay-Sachs  Screening  Program. 
The  cornerstone  of  the  program  is  to 
prevent  the  birth  of  homozygous  Tay- 
Sachs  babies  by  testing  boys  and  girls  of 
marriageable  age  in  total  anonymity, 
enabling  all  those  tested  to  be  guaran- 
teed that  marriage  with  any  prospective 
mate  who  was  also  tested  would  pro- 
duce offspring  free  of  this  dreaded  dis- 
ease. 

To  be  tested,  one  calls  the  Dor  Ye- 
shorim  office  for  an  appointment  for  a 
blood  test  at  one  of  a number  of  cooper- 
ating laboratories.  No  names  are  asked, 
nor  recorded  during  the  entire  process. 
The  clients  are  given  a card  with  a num- 
ber which  is  the  only  form  of  identifica- 
tion used.  No  test  results  are  divulged 
at  this  time. 

When  a marriage  match  is  suggest- 
ed, the  clients  or  their  parents  ask  for 
the  test  identification  number  of  the 
other  party  just  as  naturally  as  they 
would  ask  for  details  about  education, 
income,  etc.  They  then  call  a special 
telephone  number  mentioning  only  the 
identification  numbers  of  the  prospec- 
tive mates.  If  neither  one,  or  if  only  one, 


is  a carrier  of  the  Tay-Sachs  gene,  the 
caller  is  told  that  there  is  no  reason  why 
the  proposed  match  should  not  go  for- 
ward. If,  however,  both  prospective 
mates  are  diagnosed  as  carriers,  the 
caller  is  advised  that  the  match  is  not 
appropriate  and  that  another  match 
should  be  sought  to  avoid  tragedy. 

The  Dor  Yeshorim  program  has  test- 
ed many  thousands  of  Jewish  men  and 
women  since  its  inception  in  1984  and 
has  prevented  several  dozen  marriages 
with  potentially  catastrophic  outcomes. 
The  program  is  provided  as  a public  ser- 
vice and  should  be  made  widely  known 
not  only  to  obstetrician/gynecologists 
but  to  all  physicians  in  New  York  State 
and  across  the  country.  For  further  in- 
formation, write  or  call  Dor  Yeshorim, 
160  Wilson  St,  1-B,  Brooklyn,  NY 
11211;  hotline:  (718)  384-6060. 

FRED  ROSNER,  MD 
Director  of  Medicine 

Queens  Hospital  Center  Affiliation  of  the 
Long  Island  Jewish  Medical  Center 
Jamaica,  NY  1 1432 
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Kashin-Beck  disease 

TO  THE  EDITOR:  I read  with  interest 

the  June  1989  issue  of  the  Journal,  es- 
pecially the  articles  on  tickborne  infec- 
tions and  that  on  Kashin-Beck  dis- 
ease.N3  The  latter  disease  is  reported  in 
the  article  to  be  an  osteoarticular  disor- 
der that  incapacitates'some  two  million 
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people  in  a mainly  rural,  mountainous, 
forested  geographical  area  of  northern 
China  including  Manchuria,  adjacent 
Siberia,  and  northern  Korea.  The  etiol- 
ogy of  this  disease,  according  to  the  ar- 
ticle, is  an  “enigma”  and  is  thought  to 
be  of  environmental  origin.  Various 
possible  causes  mentioned  in  the  article 
included  impure  water,  poorly  ventilat- 
ed housing,  lack  of  sunlight,  deficiency 
states,  and  moldy  grain  (mycotoxins). 

Having  read  this  article  on  Kashin- 
Beck  disease  in  juxtaposition  to  those 
concerning  Lyme  disease,  it  seems  quite 
reasonable  to  me  that  perhaps  Kashin- 
Beck  disease  is  also  a spirochetal- 
caused  illness  similar  to  Lyme  disease. 
The  endemic  geographical  area  would 
almost  certainly  harbor  ticks.  Arthritis 
is  a late  effect  of  Lyme  disease  and, 
thus,  could  also  conceivably  be  a late  ef- 
fect of  a prior  or  continuing  infection  in 
Kashin-Beck  disease.  This  seems  to  be  a 
plausible  hypothesis  which  could  be 
tested  by  those  in  the  geographical  area 
involved. 

ALLAN  J.  SOBIN,  MD 
2136  Ocean  Ave 
Brooklyn,  NY  1 1229 
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TO  THE  EDITOR:  I read  with  great  in- 

terest the  excellent  review  article  on  the 
history  of  Kaschin-Beck  disease  by  So- 
koloff1 in  the  June  1989  issue  of  the 
Journal.  It  was  the  Chinese  who  ex- 
plored the  causal  relation  between  sele- 
nium deficiency  and  the  pathogenesis 
of  Keshan  disease  and  Kaschin-Beck 
disease.2  Since  Dr  Sokoloff  is  a patholo- 
gist himself,  I thought  he  might  like  to 
add  another  reference  on  the  pathologic 
study  of  metacarpo-interphalangeal 
joints  in  Kaschin-Beck  disease,  the  re- 
port by  Chu  and  Tsui,3  to  his  otherwise 
very  extensive  list  of  references. 
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In  reply.  I thank  Drs  Sobin  and 
Cheng  for  their  letters. 

There  is  no  clinical  or  anatomical  evi- 
dence for  an  inflammatory  process  in 
Kashin-Beck  disease.  This  is  in  contrast 
to  Lyme  disease,  in  which  chronic  syno- 
vitis has  been  clearly  documented.1 

The  paper  by  Chu  and  Tsui  has  been 
cited  by  me  in  another  review  that  deals 
more  directly  with  the  pathology  of  Ka- 
shin-Beck disease.2 

LEON  SOKOLOFF,  MD 
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Medical  malpractice 

TO  THE  EDITOR:  The  Medical  Society 

of  the  State  of  New  York  (MSSNY) 
has  been  a cohesive,  stabilizing  force 
for  the  physicians  of  New  York  State. 
The  Medical  Society  through  its  mem- 
bership has  enhanced  quality  care  for 
patients  and  improved  medical  educa- 
tion. It  is  an  honor  and  a privilege  to 
belong  to  it. 

To  continue  its  preeminence  in  the 
field  of  socioeconomic  medicine  and  in 
the  political  arena  into  the  next  genera- 
tion, the  MSSNY  must  reexamine  and 
reevaluate  the  following  critical  prob- 
lems. 

The  medical  malpractice  crisis  that 
began  in  1974  has  not  improved  but  has 
escalated.  From  the  unavailability  of 
malpractice  insurance  in  the  early 
1970s  to  the  tort  reforms  of  the  1980s, 
the  number  of  medical  liability  cases 
has  increased,  as  has  the  cost  of  mal- 
practice insurance  for  physicians. 

Attempts  to  reduce  medical  mal- 
practice through  tort  reforms,  arbitra- 
tion, no  fault  insurance,  contracts,  and 
mediation  have  not  succeeded.  The  no 
fault  insurance  system  has  not  worked 
in  either  New  Zealand  or  Sweden.1 
Malpractice  premiums  keep  going  up 
every  year.  In  1988,  the  rate  increase  in 
premiums  was  5%;  however,  there  may 
be  yearly  surcharges  of  8%  beginning  in 
1989,  to  be  followed  by  25%  surcharges 
in  1991  if  deemed  necessary  by  the  Su- 
perintendent of  Insurance. 

The  malpractice  system  today  works 
for  the  benefit  of  the  plaintiffs’  lawyers 
and  defense  lawyers.  (Only  27%  of  ev- 
ery dollar  goes  to  the  plaintiff.2) 


Some  critics  have  said  that  improv- 
ing the  skills,  improving  the  quality  of 
care,  more  consultations,  more  supervi- 
sion by  professional  review  organiza- 
tions, better  communication  between 
physicians  and  patients,  and  even  work- 
ing in  health  maintenance  organiza- 
tions3 will  dramatically  decrease  mal- 
practice claims.  However,  none  of  these 
techniques  have  diminished  the  number 
of  malpractice  claims,  and  premiums 
keep  escalating. 

In  1985  the  Urban  Institute  spon- 
sored a symposium  on  the  malpractice 
crisis.  Yet  no  clear-cut  answers  were  of- 
fered to  ameliorate  the  crisis  for  physi- 
cians. Does  the  present  malpractice  sys- 
tem serve  its  goal  of  injury  prevention, 
compensation,  or  retribution?  In  my 
view  it  only  serves  the  financial  inter- 
ests of  lawyers.  There  needs  to  be  a 
change  in  our  thinking.  The  negligence 
system  needs  to  be  replaced  with  anoth- 
er system.  Or  is  this  malpractice  crisis 
an  insoluble  problem? 

Since  the  malpractice  crisis  is  a na- 
tional problem,  perhaps  it  should  be  re- 
solved at  the  federal  level,  rather  than 
by  individual  states.  Perhaps  the  mal- 
practice premiums  should  be  broad- 
based,  with  the  federal  and  state  gov- 
ernment, the  health  care  industry,  the 
pharmaceutical  industry,  and  physi- 
cians proportionally  funding  the  premi- 
ums. This  would  be  equitable  to  all 
groups. 

The  New  York  Medical  Political  Ac- 
tion Committee  (NYMPAC)  needs  to 
be  strengthened  as  a political  and  lob- 
bying organization.  For  the  millions  of 
dollars  that  NYMPAC  has  spent,  it  has 
not  achieved  its  goals  with  state  legisla- 
tors or  with  the  governor.  Yet,  the  chi- 
ropractors have  spent  far  fewer  dollars, 
and  every  year,  through  lobbying  ef- 
forts in  the  state  legislature,  have  had  at 
least  one  bill  passed  favorable  to 
them. 

When  I was  secretary-treasurer  of 
the  Empire  Medical  Political  Action 
Committee  (EMPAC)  some  years 
back,  I urged  and  recommended  that 
the  money  spent  in  political  lobbying 
could  be  well  spent  by  encouraging  po- 
litically active  physicians  in  various 
parts  of  the  state  to  run  for  office.  The 
expenditure  of  these  political  monies 
should  be  strongly  encouraged.  Suc- 
cessful candidates  would  have  a needed 
voice  in  the  state  legislature,  especially 
with  regard  to  the  malpractice  and 
health  laws. 

The  bulk  of  membership  of  the 
MSSNY  comes  from  fee  for  service 
practitioners.  There  is  room  for  all 
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types  of  practice  in  the  state  but 
MSSNY  should  actively  encourage  pri- 
vate practice  and  support  it. 

MSSNY  has  been  in  the  forefront  of 
discussions  with  third  party  payers  con- 
cerning medical  problems  associated 
with  the  Omnibus  Budget  Reconcilia- 
tion Act  of  1986  (PL  99-509).  MSSNY 
and  the  county  medical  societies  are 
available  to  help  physicians  with  Medi- 
care problems.  However,  many  physi- 
cians are  not  aware  of  these  services. 
MSSNY  and  the  county  medical  soci- 
eties should  periodically  advise  physi- 
cians of  these  available  services,  espe- 


cially with  respect  to  PL  99-509,  which 
establishes  limits  on  charges  to  Medi- 
care beneficiaries  by  nonparticipating 
physicians.  Under  Section  933-2(c) 
(PL  99-509),  nonparticipating  physi- 
cians who  do  not  accept  assignment 
must  refund  to  beneficiaries  any 
amount  collected  for  services  which  are 
determined  medically  unnecessary  by 
third  party  payers.  Physicians  are  con- 
fused, intimidated,  and  overwhelmed 
by  the  intricacies  of  Public  Law  99-509. 

Physicians  need  help.  They  need  the 
help  of  the  MSSNY  to  advise  them  and 
possibly  represent  them  with  their 


problems  in  dealing  with  third  party 
payers.  Physicians  would  then  feel  that 
their  yearly  dues  have  been  well  spent, 
and  that  the  medical  society  has  an  in- 
terest in  their  medical  practices  and 
their  self-preservation. 

JOSEPH  R.  FONTANETTA,  MD 

57-16  Catalpa  Ave 
New  York,  NY  11385 


1.  Williams  PC:  Abandoning  medical  malprac- 
tice. J Legal  Med  1984:  5:549-594. 

2.  Myles  ZJ,  Francis  WM:  There  is  no  answer  to 
medical  malpractice.  J Legal  Med  1985;  6:268-269. 

3.  Fontanetta  JR:  The  HMO  illusion.  NY  State  J 
Med  1981;81:403-405. 


FROM  THE  LIBRARY 


MALPRACTICE  SUITS 

Three  members  of  the  Association  have  had  the  misfortune  in  being  attacked  by  the  blackmailing 
litigant,  which  in  two  of  the  cases  immediately  followed  attempts  to  compel  payment  of  bills. 

It  is  with  great  interest  that  we  are  able  to  note  that  in  every  case  the  doctor  has  had  the  courage  of  his 
conviction  and  will  compel  these  libelers  to  pay  in  the  end.  In  one  case  the  attorney  for  the  plaintiff  was 
called  upon  to  pay  $20  costs  of  a motion  and  he  has  not  made  a move  since. 

The  counsel  for  the  Association  has  been  somewhat  hampered  by  members  coming  after  having  other 
counsel  in  the  case.  There  can  be  but  one  “attorney  of  record”  and  he  is  apt  to  demur  to  Mr.  Lewis 
coming  into  the  case  after  the  case  is  well  started,  and  our  counsel  cannot  take  part  unless  asked  to  do  so. 
It  is  far  better  if  the  member  go  direct  to  the  president  of  the  Association  and  thereby  save  himself  the 
expense  of  an  attorney. 

It  will  take  a little  time  for  the  lay  public  to  learn  that  members  of  the  New  York  State  Association 
are  poor  subjects  to  attempt  to  frighten,  as  their  legal  defense  is  furnished  gratis,  but  as  soon  as  they 
learn  it  through  the  publicity  given  to  a suit  or  two,  the  blackmailing  variety  of  malpractice  suits  will 
cease.  This  class  constitutes  97  percent  of  all  of  such  suits  brought. 

It  seems  almost  incredible  that  after  all  has  been  said  and  done,  many  of  the  members  of  the  Associa- 
tion are  not  aware  of  this  medical  defense.  If  it  were  thoroughly  known  the  membership  would  double 
within  the  year. 

EDITORIAL 
{NY  State  J Med  1903;  3:78) 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  May  1989  issue  of  Epidemiology 
Notes  ( Vol.  4,  No.  5),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health , Al- 
bany, NY. 


Alcohol  abuse:  Opportunities  for 
prevention 

Alcohol  abuse  prevention  efforts  are  often  categorized 
as  neo-prohibitionist  and  thus  perceived  to  reflect  a futile 
moralistic  attempt  to  regulate  personal  human  behavior. 
However,  prevention  has  been  shown  to  be  effective.  The 
increase  in  the  legal  purchase  age,  for  example,  from  1 8 to 
19  and  subsequently  to  21,  has  resulted  in  a reported  50% 
decrease  in  alcohol  purchases  by  16-20-year-olds,  as  well 
as  a 33%  reduction  in  drinking  to  intoxication  and  a 21% 
decrease  in  self-reported  driving  after  drinking  in  that  age 
group.  Groups  such  as  Mothers  Against  Drunk  Driving 
(MADD),  Students  Against  Driving  Drunk  (SADD)  and 
Remove  Intoxicated  Drivers  (RID)  have  focused  atten- 
tion on  the  consequences  of  alcohol  abuse  on  the  highways 
and  have  been  effective  in  raising  awareness  of  control 
strategies  that  exist  within  the  criminal  justice  system. 

The  New  York  State  Department  of  Health,  in  con- 
junction with  the  State  Division  of  Alcoholism  and  Alco- 
hol Abuse,  is  planning  a strategy  to  intensify  prevention 
efforts  throughout  the  state.  Plans  to  develop  cooperative 
initiatives  with  professional  organizations  and  local  health 
units  are  part  of  the  overall  approach.  One  element  of  the 
plan  calls  for  the  department  to  more  fully  take  advantage 
of  interactions  with  clients  it  currently  serves  to  assess 
their  alcohol  abuse  awareness  and  behavior  and  to  provide 
personal  information  or  referral  as  appropriate.  The  fol- 
lowing are  potential  complements  to  this  approach  which 
may  be  undertaken  by  health  care  providers  in  private, 
institutional  or  public  settings. 

Opportunities  within  the  Patient  Management  Setting* 

Routine  Screening — Patient  Interview 

a.  Ask  questions  about  the  patient’s  drinking  prac- 
tices, ie,  average  number  of  drinks  per  day;  fre- 
quency of  “binge”  drinking.  Avoid  nondescriptive 
characterization  of  drinking  behavior  such  as  “so- 
cial drinking.” 

b.  Ask  questions  about  behavioral  and  social  conse- 
quences of  drinking  (which  are  often  the  precursors 
of  clinical  evidence).  For  example,  ask  if  the  patient 
has  lost  any  work  or  school  time  as  a result  of  alco- 
hol; or  has  had  accidents  or  injuries  following  alco- 
hol consumption;  or  has  experienced  problems  with 


‘Many  of  these  recommendations  are  excerpted  or  adapted  from  the  federal 
Office  of  Substance  Abuse  Prevention  publication.  The  Busy  Physician's  Five- 
Minute  Guide  to  the  Management  of  Alcohol  Problems. 


friends  or  family  that  are  related  to  alcohol  use. 

c.  Include  the  four  CAGE  questions.  Have  you  ever: 

1.  Thought  about  Cutting  down  on  your  drinking? 

2.  Felt  Annoyed  when  others  criticize  your  drinking? 

3.  Felt  Guilty  about  drinking? 

4.  Used  alcohol  as  an  Eye  opener? 

A positive  response  to  two  or  more  of  these  ques- 
tions is  suggestive  of  alcohol  problems  and  merits 
further  discussion  with  the  patient. 

d.  Record  drinking  history  and  consequence  informa- 
tion in  the  medical  record  to  serve  as  a baseline  to 
evaluate  future  consumption  and  behavior. 

Intervention  Strategies 

a.  Provide  basic  information  about  the  drug  alcohol 
and  its  ability  to  impair  judgment  and  motor  skills, 
its  association  with  adverse  behavioral  and  social 
consequences  and  its  relationship  to  injuries  and 
chronic  disease.  Cite  relevant  statistical  informa- 
tion. 

b.  Use  a number  of  drinks/body  weight  chart  to  de- 
pict the  typical  dosage  necessary  for  impairment 
and  intoxication. 

c.  Use  medical  authority  in  discussing  the  health  im- 
plications of  alcohol  abuse.  Pregnant  women  and 
women  planning  pregnancy  should  be  advised  to 
avoid  alcohol.  Those  whose  consumption  behavior 
is  indicative  of  dependence  should  be  advised  that 
their  condition  represents  an  illness  deserving  of  ap- 
propriate professional  attention. 

d.  Provide  referral  to  community  resources  for  alco- 
holism and  alcohol  abuse  prevention  and  treat- 
ment. Make  the  patient,  and  his/her  family  as  ap- 
propriate, aware  of  the  types  of  available  resources. 
Whenever  possible,  do  not  just  give  an  agency 
name  and  phone  number.  Have  your  office  set  up  a 
specific  appointment  time. 

e.  Consult  colleagues,  local  hospitals,  alcohol  treat- 
ment specialists  or  the  State  Division  of  Alcoholism 
and  Alcohol  Abuse  about  the  types  and  locations  of 
services  available  in  your  area. 

f.  Follow-up  on  referrals  both  with  the  treatment  pro- 
vider and  with  the  patient  to  monitor  status.  Provide 
reinforcement  as  necessary. 

This  three-part  series  on  alcohol  abuse  (the  first  and 
second  parts  to  the  series  appeared  in  the  March  and  April 
issues  of  Epidemiology  Notes ) has  been  adapted  from  a 
Health  Department  report,  Alcohol  and  Public  Health: 
Implications  for  New  York  State.  To  receive  a copy  of  the 
full  report,  contact  the  New  York  State  Department  of 
Health,  Division  of  Epidemiology,  Corning  Tower,  Room 
503,  Empire  State  Plaza,  Albany,  NY  12237,  (518)  474- 
1055.  Comments  and  suggestions  on  alcohol  abuse  pre- 
vention are  especially  welcome. 

Other  background  resources  include: 
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1)  Moore  MH,  Gerstein  DR,  eds.:  Alcohol  and  Public  Policy:  Beyond  the 
Shadow  of  Prohibition.  Washington,  DC,  National  Academy  Press,  1981. 

2)  Olson  S and  Gerstein  DR:  Alcohol  in  America , Taking  Action  to  Prevent 
Abuse.  Washington,  DC,  National  Academy  Press,  1985. 

3)  Public  Health  Service:  Alcohol  and  Health.  Sixth  Special  Report  to  the 
United  States  Congress,  DHHS  Publication  No.  (ADM)  87-1519,  Washington, 
DC,  Government  Printing  Office,  1987. 

4)  Prevention  File,  Community  Responses  to  Alcohol  Problems,  University  of 
California,  San  Diego,  Extension  Program  on  Alcohol  Issues  (quarterly  publica- 
tion). 


AIDS  in  New  York  State:  An  update 

AIDS  has  exacted  a heavy  toll  of  illness,  suffering  and 
death  in  New  York  State.  Through  December  1988,  more 
than  20,000  residents  have  been  stricken  with  AIDS  and 
over  11,000  have  died  prematurely  as  a result.  In  New 
York  City,  AIDS  is  now  the  leading  cause  of  death  for 
males  ages  30-59  and  for  females  ages  1-9  and  30-39. 

New  York  State  continues  to  have  the  highest  number 
of  reported  cases,  comprising  almost  25%  of  the  United 
States  total.  Compared  with  national  statistics,  New  York 
State  has  a higher  proportion  of  cases  among  intravenous 
drug  users  (IVDUs),  minorities,  women  and  children.  The 
annual  incidence  of  AIDS  in  the  state  has  risen  from  less 
than  500  in  1982  to  nearly  7,000  new  cases  in  1988. 

Geographic  Distribution 

Figure  1 shows  the  cumulative  incidence  of  AIDS  by 
county  of  residence.  Of  all  AIDS  cases  reported  in  the 
state  (excluding  cases  diagnosed  among  state  prison  in- 
mates), 85%  have  been  residents  of  New  York  City  and 
11%  residents  of  other  parts  of  the  state.  Within  New 
York  City,  the  cumulative  incidence  rates  per  100,000 
range  from  578.1  in  Manhattan  to  78.8  on  Staten  Island. 
The  overall  case  rate  for  New  York  City  is  241.4  per 
100,000.  In  contrast,  the  rest  of  the  state  experienced  a 
cumulative  incidence  rate  of  20.5,  with  a range  of  0 to  5 1 .0 
per  100,000  among  counties.  AIDS  cases  outside  New 
York  City  have  clustered  in  the  downstate  area  and  in  ma- 
jor metropolitan  areas. 

Risk  Factors 

The  majority  of  AIDS  cases  have  occurred  among  ho- 
mosexual/bisexual males  (9,666)(Table  I),  however,  the 
percent  of  total  cases  among  this  population  has  declined 
from  60%  prior  to  1986  to  47.2%.  A slowing  of  the  rate  of 
increase  of  new  cases  has  been  observed  among  homosex- 
ual/bisexual males  which  may  be  associated  with  the 
adoption  of  risk  reduction  practices  within  this  group. 
White  males  accounted  for  63%  of  the  homosexual/bisex- 
ual cases,  with  19%  among  blacks  and  16%  among  His- 
panic men.  The  highest  percentage  of  cases  has  occurred 
in  men  30-50  years  old  who  live  in  Manhattan. 

AIDS  among  IVDUs  in  the  state  has  consistently  repre- 
sented a higher  proportion  of  cases  than  the  national  aver- 
age. Thirty-six  percent  of  the  total  cases  were  IVDUs 
compared  to  less  than  20%  nationally.  Surveillance  data 
indicate  a dramatic  acceleration  in  the  number  of  AIDS 
cases  among  IVDUs.  In  1988,  the  number  of  AIDS  cases 
diagnosed  among  IVDUs  ( 1 ,928)  exceeded  the  number  of 
reported  homosexual/bisexual  cases  (1,670)  for  the  first 


FIGURE  1 . Cumulative  incidence  of  AIDS  by  county  of  residence  at  diag- 
nosis, New  York  State,  December  31,  1988  (excludes  cases  among  New 
York  State  prison  inmates).  Rates  are  based  on  1985  NYS  Department  of 
Commerce  Official  Population  Projections. 

time.  The  emergence  of  intravenous  drug  use  as  the  pre- 
dominant risk  factor  has  major  implications  for  the  course 
of  the  epidemic  and  for  potential  spread  to  heterosexual 
partners  and  offspring  of  drug  users. 

Although  the  annual  number  of  cases  attributed  to  het- 
erosexual contact  has  increased  steadily,  the  number  of 
cases  that  fall  into  this  category  is  less  than  5%  of  the  total 
AIDS  cases.  A total  of  623  heterosexually  transmitted 
cases  were  reported  through  December  1988,  596  (95%) 
of  whom  were  female  sex  partners  of  people  at  risk  for 
AIDS.  The  most  common  risk  group  of  the  sexual  part- 
ners was  intravenous  drug  use  accounting  for  500  cases 
(84%);  bisexual  males  accounted  for  55  cases  (9%).  There 
were  380  individuals  with  AIDS  for  whom  no  risk  catego- 
ry has  been  established  other  than  that  they  were  born  in 
countries  where  heterosexual  HIV  transmission  is  be- 
lieved to  be  common. 

The  percentage  of  cases  attributed  to  transmission  by 
blood  transfusions  or  the  use  of  blood  products  has  re- 
mained low.  A total  of  218  cases  (1.1%)  have  been  associ- 
ated with  blood  transfusion,  and  52  cases  (0.3%)  with  the 
use  of  anti-hemophilia  factor  concentrates  and  other 
blood  products. 

Age 

The  diagnosis  of  AIDS  has  occurred  primarily  in  young 
and  middle-aged  adults  (Figure  2).  Approximately  48%  of 
all  AIDS  cases  have  occurred  among  people  ages  30-39, 
22%  among  ages  40-49  and  18%  among  ages  20-29.  Over 
77%  of  new  cases  diagnosed  in  1988  were  in  those  ages  25- 
44.  Since  AIDS  typically  strikes  in  the  prime  of  life,  it  also 
affects  women  primarily  during  their  reproductive  years; 
83%  of  women  with  AIDS  have  been  between  the  ages  of 
20  and  45. 

Race/Ethnicity 

Within  New  York  State,  blacks  and  Hispanics  have 
borne  a disproportionate  share  of  the  AIDS  burden. 
Blacks  represented  33%  (6,776  cases)  of  all  AIDS  cases 
through  December  1988,  even  though  only  13%  of  the  to- 
tal population  is  black.  Approximately  26%  (5,312  cases) 
were  identified  as  Hispanic,  while  only  10%  of  the  popula- 
tion is  Hispanic.  Whites  comprise  40%  (8,178  cases)  of 
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TABLE  I.  AIDS  Cases  by  Race/Ethnicity  and  Risk  Group,  New  York  State,  December  31,  1988 


White 

No.  % 

Black 

No.  % 

Hispanic 
No.  % 

Other 
No.  % 

Missing/ 
Unknown 
No.  % 

Total 

No.  % 

Homosexual/bisexual  males 

6,097 

63.1 

1,864 

19.3 

1,571 

16.3 

86 

0.9 

48 

0.5 

9,666 

100.0 

IV  drug  users 

1,223 

16.5 

3,328 

45.0 

2,803 

38.0 

10 

0.1 

30 

0.4 

7,394 

100.0 

Homosexual/bisexual  IVDU  males 

331 

35.7 

330 

35.6 

260 

28.0 

3 

0.3 

3 

0.3 

927 

100.0 

Hemophiliac 

41 

78.8 

5 

9.6 

6 

11.5 

— 

— 

— 

— 

52 

100.0 

Heterosexual  contacts 

114 

18.3 

250 

40.1 

254 

40.8 

3 

0.5 

2 

0.3 

623 

100.0 

Foreign  born-NIR* 

— 

— 

379 

99.7 

0 

— 

1 

0.3 

— 

— 

380 

100.0 

Transfusion 

138 

63.3 

51 

23.4 

26 

12.0 

3 

1.4 

— 

— 

218 

100.0 

Undetermined 

191 

24.1 

332 

41.8 

251 

31.6 

11 

1.4 

9 

1.1 

794 

100.0 

Pediatric 

43 

10.2 

237 

56.2 

141 

33.4 

0 

0.2 

1 

0.2 

422 

100.0 

Total 

8,178 

39.9 

6,776 

33.1 

5,312 

25.9 

117 

0.6 

93 

0.5 

20,476 

100.0 

Individuals  born  in  countries  where  the  major  mode  of  transmission  is  believed  to  be  through  heterosexual  contact  and  for  whom  there  is  no  identified  risk  otherwise. 


the  AIDS  cases  and  75%  of  the  state  population.  In  1988, 
for  the  first  time  during  the  AIDS  epidemic,  the  number 
of  new  cases  diagnosed  among  blacks  exceeded  new  cases 
among  whites. 

As  AIDS  has  increasingly  affected  IVDUs  as  well  as 
their  heterosexual  contacts  and  offspring,  there  has  been  a 
corresponding  increase  in  the  number  and  proportion  of 
black  and  Hispanic  cases.  Blacks  and  Hispanics  comprise 
59%  of  all  AIDS  cases  attributed  to  IV  drug  use.  More 
than  80%  of  all  females  with  AIDS  are  black  or  Hispanic, 
as  are  90%  of  all  pediatric  AIDS  cases. 

Pediatric  Cases 

A total  of  422  pediatric  AIDS  cases  (<  1 3 years)  have 
been  reported  through  December  1988  (Table  II);  375 
(89%)  were  infected  perinatally.  Only  18  (4%)  were  in- 
fected through  contaminated  blood  products.  Among  all 
children  with  AIDS,  378  (89%)  had  onset  of  illness  by  age 
four.  Male  and  female  infants  are  affected  nearly  equally. 
However,  there  is  a wide  discrepancy  by  race.  Only  43 
(10%)  of  pediatric  cases  have  occurred  among  whites. 
Blacks  account  for  237  (56%)  of  the  pediatric  cases  and 
Hispanics  account  for  141  (33%)  of  the  cases.  This  racial 
pattern  reflects  the  increasing  number  of  AIDS  cases  oc- 


curring among  black  and  Hispanic  women,  especially  IV- 
DUs. 

State  Prison  Populations 

More  than  40,000  individuals  are  housed  in  the  New 
York  State  prison  system;  blacks,  Hispanics,  residents  of 
New  York  City  and  those  with  a history  of  drug  use  are 
overrepresented.  Through  December  1988,  838  inmates 
have  been  diagnosed  with  AIDS;  791  (95%)  of  these  cases 
have  drug  use  identified  as  the  risk  factor.  More  than  400 
state  inmates  have  died  from  AIDS  which  now  accounts 
for  over  70%  of  inmate  deaths. 

Of  all  prisoners  diagnosed  with  AIDS,  396  (47%)  are 
Hispanic,  318  (38%)  black  and  1 16  (14%)  white.  Ninety- 
six  percent  of  all  inmates  diagnosed  with  AIDS  are  male. 
The  annual  incidence  of  AIDS  among  prisoners  has  re- 
flected the  increasing  incidence  among  IVDUs  in  the  gen- 
eral population.  The  number  of  cases  has  increased  each 
year  since  1981  with  an  incidence  greater  than  400  per 
100,000  inmates  per  year  over  the  last  three  years. 

Associated  Diagnoses 

Pneumocystis  carinii  pneumonia  (PCP)  is  the  most 
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FIGURE  2.  AIDS  cases  by  age  and  race,  New  York  State,  December  3 1 , 
1988. 


TABLE  II.  Pediatric  Cases  by  Race/Ethnicity,  Sex,  and 
Risk  Factor,  New  York  State,  December  31,  1988 


Number 

Percent 

Race/Ethnicity 

Black 

237 

56.2 

Hispanic 

141 

33.4 

White 

43 

10.2 

Unknown 

1 

0.2 

Total 

422 

100.0 

Sex 

Male 

216 

48.8 

Female 

206 

51.2 

Total 

422 

100.0 

Risk  Factor 

Hemophilia /Coagulation 

3 

0.7 

disorder 

Maternal  transmission 

375 

88.8 

Transfusions 

15 

3.6 

Undetermined/other 

29 

6.9 

Total 

422 

100.0 
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common  HIV-related  diagnosis,  affecting  more  than  62% 
of  all  patients.  Kaposi’s  sarcoma  (KS),  a rare  form  of  can- 
cer, has  been  observed  in  26.6%  of  homosexual/bisexual 
males  with  AIDS.  However,  in  IVDUs,  KS  was  found  in 
only  2.75%  of  these  cases.  The  prevalence  of  KS  has  de- 
clined in  homosexual/bisexual  cases  from  50%  in  1982  to 
less  than  15%  of  those  diagnosed  in  1987  and  1988.  Op- 
portunistic infections  that  attack  IVDU  AIDS  patients 
about  twice  as  frequently  as  homosexual/bisexual  cases 
include  Candidiasis  esophageal  and  cryptococcosis.  Tu- 
berculosis and  syphilis  (including  congenital  syphilis) 
have  increased  significantly  in  New  York  City  during  the 
last  few  years.  Some  evidence  suggests  that  HIV  infection 


can  activate  a pre-existing  latent  tuberculosis  infection. 
The  increase  in  syphilis  has  not  been  directly  linked  with 
HIV  infection,  but  evidence  suggests  that  individuals  with 
sexually  transmitted  diseases  are  more  susceptible  to  in- 
fection with  HIV  through  sexual  contact. 

This  article  was  adapted  from  the  second  edition  of 
AIDS  in  New  York  State.  This  report  summarizes  AIDS 
surveillance  and  HIV  seroprevalence  data,  projects  AIDS 
trends  through  1994  and  estimates  present  and  future 
health  care  resource  requirements  and  costs.  Limited  copies 
of  the  report  are  available  from  New  York  State  Depart- 
ment of  Health  Public  Affairs  Group,  Corning  Tower, 
Room  1455,  Empire  State  Plaza,  Albany,  NY  12237. 


FROM  THE  LIBRARY 


PHYSIOLOGIC  AND  THERAPEUTIC  ACTIONS  OF  ALCOHOL 

When  the  painstaking  researches  of  modern  scientific  work  bring  out  new  facts  on  old  subjects  it  is 
worth  our  while  to  reconsider  our  ideas  and,  if  necessary,  to  rearrange  them.  . . . The  use  of  alcohol  in 
medicine  is  so  widespread  that  the  subject  will  be  of  interest  to  all,  and  an  accurate  idea  of  the  physiolog- 
ic effects  will  be  of  use  to  us  in  considering  how  and  when  to  use  it  in  our  daily  work.  I think  that  most  of 
us  were  taught  that  alcohol  in  moderate  doses  was  a cardiac  and  arterial  stimulant,  increasing  the  force 
and  frequency  of  the  heart’s  action,  and  simultaneously  by  dilating  the  capillaries  increased  the  flow  of 
blood  through  them;  that  it  was  a cerebral  stimulant;  a stomachic;  by  many  considered  a tonic;  that  it 
was  a food,  supplying  energy  though  not  stored  up  in  the  body;  that  it  was  a retarder  of  tissue  changes, 
restricting  waste  and  checking  the  secretion  of  nitrogen.  There  have  recently  appeared  some  new  ex- 
periments and  critical  reviews  of  the  whole  subject  which  I think  must  force  us  to  change  some  of  these 
views. . . . 

...  It  is  in  the  infectious  diseases  that  many  of  our  best  clinicians  hold  that  alcohol  is  a benefit  and 
cannot  be  replaced  by  any  other  substitute.  Osier  expresses  it  in  saying:  “We  are  still  without  the  agent 
which  can  counteract  the  gradual  influence  of  poisons  which  develop  in  the  course  of  acute  febrile 
diseases,  such  as  typhoid  and  pneumonia,  * * * the  chief  effect  of  which  is  exercised  on  the  circulation, 
increasing  the  rapidity  of  the  pulse  and  inducing  a progressive  heart  failure.  To  meet  this  indication  the 
general  experience  of  physicians  still  points  to  alcohol  as  the  most  trustworthy  remedy.  Although  some 
hold  that  alcohol  in  this  condition  is  not  indicated,  I believe  that  it  is,  in  many  instances,  the  only  remedy 
capable  of  tiding  the  patient  over  the  most  dangerous  period.” 

. . . My  personal  belief  is  that  many  patients  suffering  from  infectious  diseases  do  not  need  alcohol, 
and  are  better  without  it;  certain  patients  need  it  under  certain  conditions,  and  are  benefited  by  it.  It  is 
also  my  belief,  founded  on  clinical  experience,  that  because  a patient  has  been  accustomed  to  alcohol  is 
not  a sufficient  reason  for  its  administration  in  infectious  diseases.  Many  alcoholics  suffering  from 
pneumonia  will  do  better  and  recover  quicker  if  deprived  of  alcohol  than  if  given  it. 

When  all  is  said  concerning  the  value  under  certain  circumstances  of  alcohol  as  a food,  its  use  as  such 
certainly  belongs  to  its  therapeutic  place  in  medicine  and  not  to  its  use  in  every-day  life.  Atwater 
correctly  says  that  its  place  as  a nutrient  is  where  the  user  is  unable,  because  of  either  debility  or  disease, 
to  otherwise  obtain  fitting  and  sufficient  nourishment  from  ordinary  food  materials. 

Clinical  experience  is  the  final  proof  of  the  value  of  alcohol  in  disease,  and  though  this  experience  has 
caused  a lessening  in  its  employment,  compared  with  former  times,  and  scientific  research  has  proved 
its  field  of  usefulness  to  be  more  restricted  than  was  formerly  accredited  to  it,  alcohol  remains  a useful 
and  beneficial  drug.  Like  all  our  best  remedies,  it  is  a poison,  and  in  its  therapeutic  use  this  fact  should 
never  be  forgotten. . . . 


ALEXANDER  LAMBERT,  MD 
(NY  state  J MED  1903;  3:436-443) 
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BOOK  REVIEWS 


PEDIATRIC  HEAD  INJURIES:  A 
HANDBOOK 

By  A.  Loren  Amacher,  MD.  129  pp,  il- 
lustrated. St  Louis,  Mo,  Warren  H. 
Green,  Inc,  1988,  $24.50  (softcover) 

This  book’s  intended  audience  is  the 
allied  health  professional.  The  author, 
A.  Loren  Amacher,  reviews  his  15-year 
experience  as  a pediatric  neurosurgeon. 
The  first  half  of  the  monograph  reviews 
the  salient  points  of  the  neurosciences 
(anatomy,  physiology,  and  pathophysi- 
ology), while  the  other  half  deals  with 
their  clinical  aspects,  including  preven- 
tion and  rehabilitation.  Although  the 
handbook  makes  many  good  points,  it  is 
too  brief  for  consideration  by  neurolo- 
gists and  neurosurgeons. 

The  author  emphasizes  several  points 
important  to  the  care  and  treatment  of 
the  head  injured  child.  A head  injury 
that  produces  unconsciousness  must 
not  be  considered  trivial.  In  severe  head 
injuries,  young  children,  in  contrast  to 
adults,  often  can  recover  function.  The 
brain  must  have  a steady  flow  of  glu- 
cose and  oxygen.  Recent  memory,  and 
therefore  learning,  is  frequently  affect- 
ed in  even  trivial  concussions.  Superfi- 
cial events  like  scalp  lacerations  and 
linear  skull  fractures  often  dissipate  the 
traumatic  force,  and  in  doing  so,  can 
decrease  brain  injury. 

In  his  handbook,  Amacher  discusses 
the  treatment  of  multiple  trauma  and 
its  importance  to  head  injured  patients. 
Intracranial  pressure  monitoring  and 
its  treatment  with  hyperventilation,  hy- 
perosmolar agents,  and  various  drugs 
are  discussed.  The  author  also  dispels 
many  misconceptions  regarding  head 
injuries,  including  the  fact  that  steroids 
have  not  been  proven  to  be  beneficial  in 
the  treatment  of  cerebral  edema,  post- 
traumatic  seizures  frequently  are  not 
an  indicator  of  future  epilepsy,  and 
most  linear  skull  fractures  are  of  little 
or  no  consequence. 

There  are  several  controversial  issues 
about  which  the  author  tends  to  be 
opinionated.  For  example,  he  is  against 
the  use  of  prophylactic  antibiotics  in 
patients  with  basal  skull  fractures  and 
cerebrospinal  fluid  leaks.  He  strongly 
favors  the  use  of  the  Glasgow  Coma 
Scale,  which  excludes  many  important 
parameters  such  as  pupillary  responses, 
breathing  patterns,  and  oculomotor  and 
brainstem  reflexes.  Later  in  the  chap- 
ter, however,  even  the  author  talks 


about  the  importance  of  a skilled  ob- 
server in  picking  up  minor  changes  in 
alertness,  breathing  patterns  and  pupil- 
lary size  as  the  first  sign  of  an  expand- 
ing intracranial  hemorrhage.  The  Glas- 
gow Coma  Scale  is  of  value  in 
monitoring  comatose  patients,  but  not 
to  the  exclusion  of  the  other  parameters 
which  have  stood  the  test  of  time. 

Amacher  has  successfully  expressed 
the  most  important  aspects  of  pediatric 
head  injuries.  He  discusses  several  neu- 
rologic residuals,  including  behavioral 
and  learning  disabilities,  and  the  im- 
portance of  prevention  and  rehabilita- 
tion centers  for  head  injured  patients. 
He  covers  the  gamut  of  pediatric  head 
injuries  in  a clear  and  concise  manner. 
The  handbook  can  be  read  and  under- 
stood in  a matter  of  a few  hours  and 
would  benefit  most  allied  health  profes- 
sionals as  well  as  emergency  room  phy- 
sicians in  the  care  and  treatment  of  pe- 
diatric head  injuries. 

H.  ROY  SILVERS,  MD 
Our  Lady  of  Victory  & Mercy  Hospital 
Buffalo,  NY  14220 

TRAUMA 

Edited  by  Kenneth  L.  Mattox,  MD,  Er- 
nest Eugene  Moore,  MD,  and  David  V. 
Feliciano,  MD.  960  pp,  illustrated.  East 
Norwalk,  Conn,  Appleton  & Lange, 
1988.  $125.00  (clothcover) 

This  is  a multi-authored  volume  pro- 
viding not  only  the  latest  innovations  in 
the  care  of  the  injured  patient,  but  a 
scholarly  review  of  the  developmental 
history  of  current  surgical  practice.  The 
editors  wisely  begin  with  an  overview  of 
the  current  magnitude  of  the  trauma 
problem,  an  authoritative  history  of 
trauma  care,  and  recent  developments 
in  prehospital  management  and  trauma 
center  design.  Especially  noteworthy  is 
the  chapter  on  the  medicolegal  aspects 
of  trauma  care,  stressing  the  responsi- 
bilities of  all  members  of  the  treatment 
team  in  maintaining  an  evidentiary 
trail. 

Separate  chapters  stress  trauma 
scoring  and  the  importance  of  regis- 
tries, the  general  assessment  of  the 
trauma  patient,  and  the  steps  in  manag- 
ing the  patient  during  the  resuscitative 
and  operative  phase.  The  specific  chap- 
ters on  system  and  organ  injuries  are 
complete  and  current  up  to  the  begin- 
ning of  the  current  year,  and  each  is  ac- 


companied by  an  extensive  bibliogra- 
phy worthy  of  a collective  review.  In  the 
last  part  of  this  enormous  compendium, 
1 1 chapters  treat  special  problems  in 
trauma  ranging  from  pediatric  trauma, 
through  military  considerations  about 
injured  patients,  to  trauma  in  the  geri- 
atric age  group.  Finally,  complications 
in  trauma  care  are  discussed  in  an  au- 
thoritative series  of  monographs. 

This  is  a superb  volume.  Each  of  the 
authors  is  recognized  both  nationally 
and  internationally  as  an  expert  in  his 
respective  field.  The  currency  of  the  in- 
formation contained  in  this  volume,  as 
well  as  the  exhaustive  references,  make 
this  the  premier  choice  of  textbooks  in 
this  newly  recognized  field  of  surgical 
practice. 

GERALD  W.  SHAFTAN,  MD 
Brookdale  Hospital  Medical  Center 
Brooklyn,  NY  11212 

CURRENT  TRENDS  IN  UROLOGY 

Volume  4.  Edited  by  Martin  I.  Resnick, 
MD.  190  pp,  illustrated.  Baltimore,  Md, 
Williams  & Wilkins,  1988.  $48.50 
(hardcover) 

This  book  is  authored  by  17  widely 
recognized  authorities  in  the  field  of 
urology  and  represents  an  important 
contribution  to  the  literature.  The  au- 
thors represent  ten  institutions  which 
are  currently  among  the  leading  urolog- 
ical centers  in  the  United  States.  The 
book  contains  ten  chapters,  all  dedicat- 
ed to  treatment  of  urological  diseases. 
Five  chapters  deal  exclusively  with  the 
treatment  of  urological  malignancies, 
including  radical  retropubic  prostatec- 
tomy, systemic  and  local  treatment  for 
genitourinary  malignancies,  radiation 
for  prostatic  cancer,  and  recent  ad- 
vances in  the  treatment  of  testicular 
cancer.  The  remaining  five  chapters 
cover  new  concepts  in  treating  impo- 
tence, the  use  of  the  laser,  urological 
management  of  spinal  cord  injury  pa- 
tients, female  incontinence,  and  blad- 
der substitution. 

Despite  a great  number  of  contribut- 
ing authors  the  book  is  evenly  written, 
which  gives  great  credit  to  the  editor. 
Most  of  the  chapters  not  only  review 
current  knowledge  in  the  field,  but  also 
eloquently  elaborate  controversial 
points,  especially  those  chapters  dedi- 
cated to  neoplasms.  This  book  is  not 
only  required  reading  for  urologists  but 
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informative  for  general  practitioners, 
medical  oncologists,  gynecologists,  ra- 
diologists, radiotherapists,  and  others 
interested  in  new  advances  in  urologic 
medicine.  All  chapters  are  concisely 
written.  It  is  hoped  that  Dr  Resnick  will 
continue  with  his  outstanding  contribu- 
tions to  the  urological  literature. 

CYRIL  J.  GODEC,  MD 
Director 
Department  of  Urology 
Long  Island  College  Hospital 
340  Henry  St 
Brooklyn,  NY  11201 


THE  ESSENTIAL  BOOK  OF 
TRADITIONAL  CHINESE  MEDICINE. 
VOLUME  I:  THEORY 

By  Liu  Yanchi.  305  pp,  illustrated. 
New  York,  Columbia  University  Press, 
1988.  $40.00  (hardcover) 

THE  ESSENTIAL  BOOK  OF 
TRADITIONAL  CHINESE  MEDICINE. 
VOLUME  II:  CLINICAL  PRACTICE 

By  Liu  Yanchi.  479  pp,  illustrated. 
New  York,  Columbia  University  Press, 
1988.  $80.00  (hardcover) 

Volume  I.  There  are  several  reasons 
to  recommend  this  volume  for  begin- 
ners in  traditional  Chinese  medicine. 
Many  English  books  on  this  subject  are 
specialized  texts  on  acupuncture,  which 
can  cause  some  readers  to  equate  the 
two.  The  present  volume  is  a compre- 
hensive introduction,  covering  all  as- 
pects of  traditional  Chinese  medicine. 
Compared  to  other  books  on  traditional 
Chinese  medicine,  this  volume  is  easily 
readable  and  understandable,  reflect- 
ing a successful  collaboration  between 
the  author  and  his  English  translators. 

There  have  been  a number  of  recur- 
rent problems  with  previous  books  on 
this  subject.  Numerous  books  in  En- 
glish introduce  readers  to  concepts  and 
theories  as  well  as  to  treatment  modal- 
ities (mostly  only  on  acupuncture), 
without  making  an  attempt  to  link  the 
treatment  modalities  with  basic  con- 
cepts and  theories.  Many  books  omit  di- 
agnostic approaches  altogether,  even 
though  diagnosis  is  the  cornerstone 
linking  the  basic  concepts  and  theories 
to  treatment  approaches.  A few  books 
have  attempted  to  link  the  fundamental 
theories  with  practice,  without  logical 
explanations. 

This  volume  is  devoted  to  the  theory 
of  traditional  Chinese  medicine,  which 
is  often  difficult  for  Western  beginners 
to  comprehend.  The  author  attacks  this 


issue  by  writing  in  a lecture-note  style, 
whereby  beginners  are  guided  in  a step- 
by-step  fashion  in  grasping  the  meaning 
of  fundamental  theories.  Each  subject 
is  described  in  a succinct  and  deductive 
manner.  This  book  also  details  methods 
of  examination  and  the  differentiation 
of  symptom  complexes.  In  short,  the 
author,  Dr  Liu  Yanchi,  associate  pro- 
fessor at  the  Beijing  college  of  tradi- 
tional Chinese  medicine,  has  done  a su- 
perior job  in  explaining  the  fundamen- 
tals and  their  logical  extensions  into  the 
formulation  of  diagnostic  approaches 
and  management  decisions. 

The  sponsorship  of  this  book  by  the 
Chinese  Ministry  of  Public  Health  does 
not  automatically  grant  it  authoritative 
status  in  the  field.  However,  it  does 
mean  that  the  content  of  this  book 
meets  the  official  standards  and  re- 
quirements of  the  training  curriculum 
in  traditional  Chinese  medicine  in  Chi- 
na. This  book  can  be  viewed  as  the  mini- 
curriculum in  traditional  Chinese 
medicine,  and  will  be  helpful  in  prepar- 
ing those  who  are  interested  in  pursuing 
a career  in  it. 

Since  the  introduction  of  Western 
medicine  in  China,  there  has  been  a call 
for  integrating  Western  with  tradition- 
al Chinese  medicine.  The  latter  views 
the  patient  as  a whole;  it  adopts  a holis- 
tic approach  with  particular  attention 
to  demographic,  social,  emotional,  en- 
vironmental, occupational,  and  situa- 
tional characteristics  to  assess  the  pa- 
tient’s health  status  in  order  to  map 
management  plans  in  restoring  or  im- 
proving it.  Epidemiological  and  obser- 
vational approaches  are  employed  for 
differentiation  of  symptom  complexes. 
These  theoretical  approaches  are  not 
much  different  from  their  Western 
counterparts. 

The  author  recognizes  the  difference 
in  explaining  the  interrelationships  of 
internal  organs  (ie,  the  Zangs  and  Fus) 
among  physicians  who  are  trained  in 
Western  medicine,  and  those  who  are 
trained  in  traditional  medicine.  He  de- 
scribes the  Chinese  version  of  five  ele- 
ments in  a highly  professional  fashion. 
The  five  elements  are  wood  (liver  and 
gall  bladder),  fire  (heart  and  small  in- 
testine), earth  (spleen  and  stomach), 
metal  (lungs  and  large  intestine),  and 
water  (kidneys  and  urinary  bladder). 

Future  scientific  research  is  needed 
to  uncover  new  knowledge  derived  from 
the  theory  of  traditional  Chinese  medi- 
cine, and  to  facilitate  its  possible  inte- 
gration with  Western  medical  sciences. 

Although  many  physicians  trained  in 
Western  medicine  may  not  appreciate 


the  physiological  basis  of  the  channel 
system,  they  usually  do  recognize  the 
acupuncture  points  in  relieving  pain. 
Several  studies  are  currently  underway 
to  identify  the  mechanism  of  action  of 
these  acupuncture  points.  Future  stud- 
ies may  be  able  to  identify  those  effec- 
tive points  in  which  physiologic  expla- 
nations are  available,  and  a 
reconciliation  of  the  theories  of  tradi- 
tional Chinese  medicine  and  Western 
medicine  may  be  possible. 

Volume  II.  This  volume  is  devoted 
to  the  clinical  practice  of  traditional 
Chinese  medicine.  The  scope  as  defined 
by  the  author  includes  common  ail- 
ments frequently  encountered  in  a com- 
munity setting.  The  diagnosis  of  these  is 
based  on  the  theory  of  traditional  Chi- 
nese medicine  which  is  described  in  vol- 
ume I.  As  illustrated  by  case  histories, 
there  exists  an  astonishingly  high  prob- 
ability of  establishing  the  diagnosis  of 
these  common  medical  problems  by 
employing  the  theory  of  traditional 
Chinese  medicine,  and  by  methods  used 
in  modern  Western  medicine.  The  simi- 
larity in  diagnosis  may  in  part  represent 
the  adoption  of  similar  epidemiological 
and  statistical  models  in  the  diagnostic 
approach  by  physicians  trained  in  both 
systems.  Certainly,  further  study  is 
warranted  to  determine  whether  the 
similarities  are,  indeed,  statistically  sig- 
nificant. Such  studies  could  be  conduct- 
ed in  China  or  Taiwan  where  physicians 
who  are  trained  in  both  systems  are 
available.  There  are  Western  and  tradi- 
tional Chinese  practitioners  working 
side  by  side  at  the  Min  An  Health  Cen- 
ter, which  is  located  in  San  Francisco’s 
Chinatown. 

The  common  conditions  discussed  in 
this  volume  include  32  disease  entities: 
the  common  cold,  fever  due  to  internal 
injury,  pneumonia,  pleurisy,  acute  gas- 
troenteritis, diarrhea,  primary  hyper- 
tension, coronary  atherosclerotic  heart 
disease,  cerebrovascular  accidents,  ne- 
phritis, low  back  pain,  seminal  emis- 
sion, impotence,  insomnia,  syncope,  vi- 
ral hepatitis,  Japanese  B encephalitis, 
epidemic  parotitis  (mumps),  ascariasis, 
amenorrhea,  uterine  hemorrhage,  dys- 
menorrhea, threatened  abortion,  aga- 
lactia, salpingitis,  menopause,  acute 
cholecystitis  and  cholelithiasis,  acute 
appendicitis,  thromboangitis  obliter- 
ans, burns,  urticaria,  and  Meniere’s 
disease.  For  each  condition,  manage- 
ment regimens  for  both  herbal  medi- 
cines and  acupuncture  therapy  are  dis- 
cussed. The  author  does  not  present  his 
preference  or  indicate  the  superiority 
of  one  method  against  another.  Clini- 
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cal  trials  comparing  the  effectiveness 
of  the  herbal  medicines  against  acu- 
puncture therapy  for  the  same  condi- 
tion have  not  been  performed.  More- 
over, clinical  trials  to  compare  the 
effectiveness  of  the  standard  Western 
therapy  against  the  method  of  choice  in 
traditional  Chinese  medicine  are  to 
date  lacking.  Case  histories  are  provid- 
ed for  the  following  conditions  which  il- 
lustrate the  effectiveness  of  treatment 
by  traditional  Chinese  medicine:  the 
common  cold,  fever  due  to  internal  in- 
jury, pneumonia,  acute  gastroenteritis, 
primary  hypertension,  coronary  athero- 
sclerotic heart  disease,  cerebrovascular 
accidents,  nephritis,  impotence,  synco- 
pe, viral  hepatitis,  Japanese  B encepha- 
litis, epidemic  parotitis,  ascariasis, 
amenorrhea,  uterine  hemorrhage, 
threatened  abortion,  cholecystitis  and 
cholelithiasis,  appendicitis,  and  throm- 
boangitis  obliterans.  These  case  histor- 
ies are  very  useful  for  beginners  in  tra- 
ditional Chinese  medicine  to 
familiarize  themselves  with  diagnosis 
and  treatment  approaches  of  the  above 
conditions.  It  is  hoped  that  case  histor- 
ies will  be  available  for  all  conditions 
listed  in  this  volume  in  the  subsequent 
editions. 

The  use  of  medicinal  herbs  is  de- 
scribed in  detail,  with  a table  which 
compiles  250  commonly  prescribed  me- 
dicinal herbs.  These  include  plants,  ani- 
mals, and  minerals.  Although  indica- 
tions are  listed,  it  would  be  interesting 
to  conduct  a controlled  study  to  docu- 
ment the  effectiveness  of  each  herb  for 
specific  disease  entities.  Traditional 
Chinese  medicine  is  noted  for  its  pre- 
scriptions and  the  present  volume  con- 
tains a table  which  lists  1 50  of  the  most 
commonly  used. 

ERNEST  Y.  T.  YEN,  MD 
University  of  Southern  California 
School  of  Medicine 
Department  of  Family  Medicine 
St  Francis  Medical  Center 
Lynwood,  CA  90262 


TRANSCENDENCE  OF  LOSS  OVER  THE 
LIFE  SPAN 

By  Patricia  Weenolsen,  PhD.  559  pp. 
New  York,  Hemisphere  Publishing 
Corp,  1988.  $70.00  (cloth) 

This  book  attempts  to  examine  how 
the  individual  overcomes  a sense  of  loss 
and  how  one  tries  to  continue  on  with 
life  through  the  aging  process.  It  sets 
forth  its  assertions  based  on  a study  that 
followed  a group  of  women,  aged  25  to 


67,  for  an  extended  period  of  time.  The 
women  participating  in  this  study  were 
randomly  selected  by  telephone  from 
the  Santa  Cruz,  California,  area. 

The  book’s  author,  Patricia  Weenol- 
sen, is  a research  associate  and  lecturer 
at  the  University  of  California  at  Santa 
Cruz.  She  received  an  Outstanding 
Faculty  of  the  Year  Award  in  1986 
from  Seattle  University,  and  has  been 
involved  in  the  Field  of  death  and  dying 
through  university  teaching. 

Reading  about  death  and  dying  is  not 
an  easy  task.  Yet  it  is  an  extremely  im- 
portant one.  This  type  of  book  may  be 
of  help  by  bringing  forth  ways  in  which 
loss  has  been  dealt  with  by  a group  of 
women. 

The  book  is  divided  into  12  chapters, 
and  in  addition  there  are  four  appendi- 
ces and  an  extensive  list  of  references. 
All  of  the  chapters  include  a substantial 
number  of  case  discussions  which  add 
to  the  clarity  of  the  individual  chapters. 
Definitions  are  reasonably  clear,  and 
the  chapters  are  presented  in  a readable 
manner.  Most  deal  with  the  various  ar- 
eas of  loss.  There  are  also  two  impor- 
tant chapters  on  life  meaning  and  on 
time  of  death. 

This  book  would  be  of  interest  to 
those  in  the  health  care  field  who  feel 
that  they  need  to  be  more  knowledge- 
able about  this  area  of  the  life  cycle — 
death. 

ALAN  B.  HERTZ,  MD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203 


COMPREHENSIVE  REVIEW  IN 
TOXICOLOGY 

Second  Edition.  By  Peter  D.  Bryson, 
MD.  696  pp,  illustrated.  Rockville,  Md, 
Aspen  Publishers,  Inc.  1989.  $137.00 
(hardcover) 

This  textbook  represents  a second 
edition  by  Peter  Bryson,  a well-known 
medical  toxicologist  who  offers  clinical 
toxicology  seminars  throughout  the 
country.  Without  the  assistance  of  col- 
laborators, he  presents  an  effort  of  al- 
most 700  pages  including  54  chapters 
and  a 60-page  index.  The  tables  which 
he  provides  are  concise  and  very  read- 
able. 

Comprehensive  Review  in  Toxicol- 
ogy also  contains  many  mnemonics 
which  are  of  invaluable  assistance  to 
the  student  of  clinical  toxicology.  Other 
notable  features  in  this  book  are  two  ap- 
pendices. One  presents  the  therapeutic 


blood  concentrations  of  selected  drugs, 
while  the  second  offers  the  volume  of 
distribution  of  selected  drugs.  The  lat- 
ter is  particularly  helpful  when  one  is 
investigating  the  pharmacologic  fea- 
tures of  a toxin  and  potential  therapeu- 
tic interventions  (eg,  hemodialysis). 

The  textbook,  however,  does  have 
some  shortcomings.  There  are  minor 
factual  errors.  While  there  are  many 
references,  a large  number  are  review 
articles  or  very  old.  The  book  leaves  out 
many  toxins  which  are  common  (de- 
pending on  geography)  and  essential  to 
the  teaching  of  clinical  toxicology. 
Thus  the  discussions  of  toxic  plants  and 
marine  toxicology  are  brief.  There  is  lit- 
tle discussion  of  such  toxins  as  fluoride, 
bromide,  copper,  and  boric  acid.  Final- 
ly, little  attention  is  devoted  to  occupa- 
tional/environmental toxicology,  and 
many  toxic  pesticides  are  incompletely 
discussed. 

This  book  is  best  suited  for  nonphysi- 
cians and  emergency  department  physi- 
cians with  a budding  interest  in  clinical 
toxicology.  It  will  make  a valuable  ad- 
dition to  their  libraries. 

MICHAEL  SHANNON,  MD 
Massachusetts  Poison  Center 
Boston,  MA  02115 


PSYCHIATRY  AND  MENTAL  HEALTH 
SCIENCE  HANDBOOK 

Co-edited  by  Claudewell  S.  Thomas, 
MD,  and  Jacob  Jay  Lindenthal,  PhD, 
267  pp.  St  Louis,  Mo,  Warren  H. 
Green,  Inc,  1988.  $29.50  (paperback) 

The  biopsychosocial  model  of  illness 
continues  to  gain  acceptance  and  appli- 
cability. Psychiatry  and  Mental  Health 
Science  Handbook  differs  from  many 
publications  in  this  pharmacologically 
dominated  era  by  focusing  on  the  social 
context  in  which  the  major  psychiatric 
illnesses  develop.  This  emphasis  on  the 
sociocultural  forces  which  shape  behav- 
ior and  influence  the  treatment  of  men- 
tal illness  is  the  common  denominator 
of  the  various  chapters  in  this  recently 
published  book. 

The  book  is  divided  into  two  major 
sections.  The  first,  entitled  “Clinico- 
pathological  Issues,”  summarizes  the 
recent  literature  on  a number  of  clinical 
entities,  such  as  schizophrenia,  organic 
mental  disorders,  substance  abuse,  and 
sleep  disorders.  A long  chapter  devoted 
to  childhood  psychiatric  disorders  is 
particularly  well  written  and  presents  in 
a concise  fashion  a lot  of  interesting  and 
relevant  information.  Most  of  the  diag- 
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nostic  categories  are  discussed  from  a 
sociocultural  point  of  view,  with  the 
chapter  on  schizophrenia,  for  example, 
providing  a nice  overview  of  deinstitu- 
tionalization and  changing  community 
treatment  approaches.  The  chapter  on 
brain  disorders  concludes  with  a frank- 
ly poignant  section  entitled  “Who  Is 
Left  When  the  Experts  Leave?”  in 
which  mental  health  professionals  are 
reminded  of  the  emotional  pain  suf- 
fered by  brain-diseased  patients  and 
their  families.  An  unfortunate  conse- 
quence of  our  advances  in  laboratory 
and  imaging  techniques  may  be  a ten- 
dency to  focus  on  tests  and  “making  a 
diagnosis,”  while  ignoring  the  ways  in 
which  these  disorders  affect  the  lives  of 
our  patients. 

The  second  section,  entitled  “Psycho- 
social Issues,”  examines  topics  often 
omitted  or  shortchanged  in  other  texts. 
These  include  homicide,  rape,  the 
changing  role  of  privacy  and  confiden- 
tiality, and  even  the  growing  use  of 
computers  in  mental  health.  The  final 
chapter  of  the  book,  using  the  example 
of  Bernard  Goetz,  examines  how  social 
norms  of  what  is  and  what  is  not  accept- 
able behavior  both  influenced  and  were 
influenced  by  the  Goetz  case. 

Obviously,  these  are  wide-ranging  is- 
sues and  constitute  both  the  strength 
and  the  weakness  of  this  book.  Those 
readers  seeking  a concise  diagnostic 
and  treatment  manual  suggested  by  the 
word  “handbook”  in  the  title  may  be 
disappointed  with  the  broad,  somewhat 
unwieldy  subject  matter  and  the  socio- 
cultural perspective.  Other  readers, 
however,  may  be  delighted  to  find  a 
book  which  “stands  back”  and  takes  a 
fresh  look  at  our  patients  and  their  dis- 
orders in  the  context  of  our  society  and 
treatment  delivery  systems. 

The  book  is  a little  wordy  and  editori- 
alizing for  a so-called  “handbook,”  and 
typographical  and  even  grammatical 
errors  occur  with  irritating  frequency. 
Despite  these  drawbacks,  the  book  suc- 
ceeds in  reminding  us  that  even  though 
behavior  has  important  biologic  and  in- 
trapsychic substrates,  it  also  is  firmly 
rooted  in  the  values,  norms,  and  dy- 
namics of  society  and  culture.  From 
that  perspective,  this  book  is  unique  and 
differs  from  most  other  currently  avail- 
able synopses. 

CHARLES  K.  BILLINGS,  MD 
Associate  Chairman 
Department  of  Psychiatry 
Ochsner  Clinic 
Director  of  Psychiatry  Residency  Training 
Ochsner  Medical  Foundation 
New  Orleans,  LA  70121 


THE  RESPONSIBLE  PHYSICIAN: 
STANDARDS  OF  EXCELLENCE  AND 
THE  CRITICALLY  ILL  PATIENT 

Edited  by  Stewart  G.  Wolf,  Jr,  MD, 
Milton  W.  Hamolsky,  MD,  Austin  H. 
Kutscher,  MD,  and  Karin  Muraszko, 
MD.  102  pp.  Brooklyn,  NY,  The  Center 
for  Thanatology  Research,  1989. 
$14.95  (paperback) 

This  small  softcover  book  (102 
pages)  is  one  of  a series  regularly  pro- 
duced by  the  Foundation  of  Thanato- 
logy. Founded  in  1976,  and  operated  by 
a small  staff  in  New  York  City,  this 
foundation  has  as  its  goal  “scientific 
humanistic  inquiries  into  death,  loss, 
grief,  and  bereavement.”  It  produces 
Advances  in  Thanatology  (quarterly), 
Archives  of  the  Foundation  of  Thana- 
tology (quarterly),  and  Thanatology 
Abstracts  (annual).  The  foundation 
also  publishes  books  on  this  subject. 

The  editors  of  the  current  volume  in- 
clude Stewart  G.  Wolf,  Jr,  Milton  W. 
Hamolsky,  Austin  H.  Kutscher,  and 
Karin  Muraszko.  There  are  three  sec- 
tions to  the  book:  “Responsible  Physi- 
cian: Standards  of  Excellence,”  “Per- 
spectives on  the  Care  of  the  Patient,” 
and  “Philosophical  Overview  of  the 
Nature  of  Man.”  There  are  six  essays 
in  section  I,  four  in  section  II,  and  two 
in  the  final  section.  The  contributors  of 
the  essays  appear  to  be  practicing  phy- 
sicians with  few  exceptions,  and  they 
include  pediatricians,  oncologists,  a 
nursing  instructor,  psychiatrists,  pro- 
fessors of  medicine,  a neurosurgical  res- 
ident, a gerontologist,  and  two  emeritus 
professors. 

The  organization  and  presentation  of 
the  topics  are  logical.  Communication, 
physician  responsibility,  training,  the 
principles  of  thanatology,  and  a physi- 
cian’s thoughts  on  dying  comprise  sec- 
tion I.  Section  II  has  essays  on  terminal 
versus  critical  illnesses,  goals  and  man- 
agement, hospital  harassment,  an  ex- 
cellent section  on  pediatric  care,  which 
differs  considerably  from  adult  care, 
and  an  essay  on  the  place  of  high  tech- 
nology with  regard  to  its  use  in  the  care 
of  the  elderly.  Finally,  section  III 
speaks  about  death  and  the  nature  of 
man  and  disease  and  the  role  of  the  phy- 
sician. 

I found  the  book  more  practical  than  I 
expected  it  to  be  and  cannot  think  of  ar- 
eas which  were  not  addressed.  The  spiri- 
tual aspect  of  the  care  of  critically  and 
terminally  ill  patients  was  not  directly 
addressed,  but  was  mentioned  in  the  pe- 
diatric essay.  It  may  have  been  of  value 


to  have  had  some  theological  insights, 
although  the  tone  and  purpose  of  the 
book  were  primarily  designed  for  and 
specifically  addressed  to  the  medical 
and  ethical  aspects  of  the  seriously 
ill. 

This  volume  is  small,  easy  to  read, 
and  may  well  be  worth  possessing  for 
more  than  a single  reading,  as  we  en- 
counter, far  more  commonly  than  pre- 
viously, areas  where  our  scientific  tech- 
nology has  gotten  ahead  of  our  artful 
applications  in  medical  patient  care.  Ig- 
noring this  area  is  no  longer  acceptable, 
and  all  of  us  face  these  types  of  dilem- 
mas nearly  every  day  in  clinical  prac- 
tice. It  is  important  that  we  continue  to 
search  for  practical  and  applicable  so- 
lutions to  these  ethical  problems. 

Modest  cost  and  easy  readability 
make  this  an  attractive  and  worthwhile 
addition  to  the  practitioner’s  library. 

J.  MOSTYN  DAVIS,  MD 
Geisinger  Medical  Center 
Danville,  PA  17822 


RATIONING  OF  MEDICAL  CARE  FOR 
THE  CRITICALLY  ILL 

Edited  by  Martin  A.  Strosberg,  I.  Alan 
Fein,  and  James  D.  Carroll.  97  pp. 
Washington,  DC,  Brookings  Books, 
1989.  $11.95  (paperback) 

This  book  is  a conference  dialogue  on 
public  policy  by  administrators,  econo- 
mists, ethicists,  lawyers,  philosophers, 
physicians,  politicians,  and  third  party 
payers.  Essentially,  two  sensitive  and 
emotionally  laden  questions  are  ad- 
dressed: Can  cost-containment  and  ef- 
ficiency measures  obviate  the  need  to 
ration  medical  care  for  the  critically  ill? 
Must  or  should  physicians  act  as  “socie- 
ty’s gatekeepers”? 

From  his  background  as  an  econo- 
mist, Henry  J.  Aaron  readily  disposes 
of  the  first  question,  stating  that  effi- 
ciency is  not  the  answer.  It  is  estimated 
that  $ 1 5— $20  billion  out  of  the  annual 
$450  billion  national  health  expendi- 
tures are  wasted  on  unneeded  services. 
Even  squeezing  out  all  the  inefficiency, 
expenditures  will  still  rise  1%  of  the 
Gross  National  Product  every  three  or 
four  years.  Citing  the  British  experi- 
ence, Aaron  notes  that  there  is  ten  times 
more  coronary  artery  surgery  in  the 
US;  three  times  more  renal  dialysis, 
and  much  less  chemotherapy  for  pa- 
tients with  cancer.  In  fact,  it  is  standard 
policy  there  not  to  provide  dialysis  to 
people  older  than  55  experiencing  renal 
failure.  A British  physician  puts  the  ra- 
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tionale  bluntly,  even  if  unpalatably: 
“Oh,  but  you  have  to  understand — ev- 
erybody over  the  age  of  fifty-five  is  a bit 
crumbly.” 

Ethicist  Robert  Veatch  thinks  that 
the  physician  is  the  most  likely  person 
to  do  the  rationing.  He  proposes  replac- 
ing the  Hippocratic  Oath  with  the  fol- 
lowing warning:  “I  will  generally  work 
for  your  interests,  but  in  the  case  of 
marginally  beneficial  expensive  care,  I 
will  abandon  you  in  order  to  serve  soci- 
ety as  their  cost-containment  agent.” 

Max  Arie  Weil  suggests  an  alterna- 
tive to  rationing  that  considers  the  three 
Rs:  Is  care  Rational,  Redeeming,  and 
Respectful?  He  ponders  whether  to 
treat  a 65-year-old  man  with  a 95% 
body  burn,  or  to  attempt  to  sustain  a 
250  gram  infant  fetus.  In  both  situa- 
tions, a patient  has  never  survived.  Risk 
benefit  analysis  is  the  decision  pathway 
which  leads  to  Weil’s  conclusion:  “. . . if 
it  is  rational,  redeeming,  and  respectful, 
the  resources  that  we  presently  have 
will  be  aplenty.” 

Congressman  Willis  D.  Gradison,  Jr 
(R-OH),  clarifies  the  “hot  potato”  con- 
cept of  legislative  sociopolitical  cultural 
decisions.  “Members  of  Congress  will 
be  the  last  people  in  the  country  to  have 
their  fingerprints  on  any  policy  that 
even  appears  to  deal  with  the  rationing 
of  health  care.”  Obviously,  Congress 
will  be  happy  to  have  the  physicians 
make  those  decisions. 

Anesthesiologist  Michael  A.  Rie 
comments  that  the  conference  avoided 
the  issue  of  when  and  how  our  society 


creates  a public  allocation  policy.  In- 
stead, Rie  and  ethicist  H.  Tristam  Eng- 
lehardt  opt  for  a formula:  Intensive 
Care  Unit  Entitlement  Index  (ICUEI) 
= PQL/c.  P is  the  probability  of  a success- 
ful outcome;  Q is  the  quality  of  success; 
L is  the  length  of  life  remaining  to  a pa- 
tient; and  C the  costs  required  to 
achieve  therapeutic  success.  Interest- 
ingly, Lindsay  Robinson,  a third  party 
payer  executive,  pointed  out  the  default 
of  policy  makers  to  cost  containment 
goals:  “Reimbursement  incentives 

should  serve  as  a tool  to  implement  so- 
cial policy  and  never  as  a replacement 
for  it.” 

After  the  conference,  Robert  Baker, 
I.  Alan  Fein,  Martin  A.  Strosberg,  and 
Weil  came  up  with  proposals  and  subse- 
quent actions  to  reform  the  health  care 
system.  Possibly,  the  reforms  could 
forestall  or  even  preempt  the  need  for 
explicit  rationing  of  intensive  care 
medicine. 

They  first  suggest  that  admission  cri- 
teria should  be  tightened  to  restrict  care 
to  patients  likely  to  benefit  while  ex- 
cluding those  for  whom  no  ultimate 
benefit  can  be  predicted,  where  survival 
is  extremely  improbable,  and  where  iat- 
rogenic risks  exceed  potential  benefits. 
Second,  it  is  proposed  that  consent  pro- 
cedures be  reformed,  allowing  for  ad- 
vance directives  in  specific  situations;  a 
living  will  measure.  Third,  the  authors 
urge  the  medical  community  to  provide 
leadership  regarding  the  legal  aspects 
of  defining  concepts  of  acceptable  med- 
ical practice  to  yield  societal  consensus. 


As  lawyer  Barbara  R.  Grumet  com- 
mented during  the  conference,  the  legal 
system  relies  upon  medical  peer  group 
standards  for  acceptable  care.  Finally, 
the  authors  call  upon  a number  of  medi- 
cal organizations  to  adopt  the  concept 
of  prognostic  admissions  policies. 
Those  prognostic  estimates  could  be 
used  to  develop  criteria  on  admissions. 

In  addition  to  all  of  the  above,  John 
S.  Morris  discusses  the  cultural  issues, 
William  A.  Knaus  reviews  explicit  in- 
tensive care  unit  (ICU)  allocation  poli- 
cies, Baker  reviews  the  background  of 
do-not-resuscitate  orders,  and  Daniel 
Teres  looks  at  ICU  triage  and  antici- 
pates that  civilian  triage  will  be  com- 
mon in  the  future. 

While  the  arguments  about  the  ra- 
tioning of  medical  care  for  the  critically 
ill  are  not  new,  this  97-page  book  does 
focus  in  on  the  ICU  utilization  issue.  In 
easily  comprehensible  language,  the 
points  are  made  for  the  reader’s  consid- 
eration. Some  of  the  quotes  and  con- 
cepts may  not  sit  easily  with  health  care 
providers,  especially  physicians.  Real- 
izing that  these  rationing  decisions  may 
actually  come  to  fruition  provides  a 
compelling  reason  for  physicians  to  pre- 
pare themselves  for  the  social,  econom- 
ic, and  political  debates  that  are  sure  to 
continue.  Reading  this  compact  book  is 
a solid  beginning. 

ALLEN  D.  SPIEGEL,  PhD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203 
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NEWS  BRIEFS 


Sustained-release  nicotinic  acid  carries  increased  risk  of 
hepatic  failure 

Nicotinic  acid  is  a common  and  effective  treatment  for 
hypercholesterolemia.  It  is  widely  available  without  a pre- 
scription, making  it  important  for  both  physicians  and 
laypersons  to  be  aware  of  the  associated  risks.  Doses  of 
greater  than  3 g/day  increase  the  risk  of  hepatotoxic  com- 
plications. Mullin  et  al  described  a patient  who  had  taken 
nicotinic  acid  for  more  than  a year  without  side  effects;  on 
switching  to  sustained-release  nicotinic  acid,  he  experi- 
enced fulminant  hepatic  failure  ( Ann  Intern  Med 
1989;  111:253-255). 

After  undergoing  coronary  angioplasty,  a 44-year-old 
man  began  therapy  with  crystalline  nicotinic  acid  for  hy- 
percholesterolemia. He  tolerated  well  a dose  of  6 g/day, 
and  more  than  a year  later,  his  liver  enzyme  levels  were 
within  normal  limits.  Shortly  thereafter,  the  patient 
switched  to  6 g/day  of  sustained-release  nicotinic  acid, 
which  he  had  bought  from  a health  food  store.  Within 
three  days,  symptoms  including  nausea,  vomiting,  abdom- 
inal pain,  low-grade  fever,  dark  urine,  and  gingival  bleed- 
ing developed. 

Within  a 24-hour  period,  hepatic  failure  developed,  at 
which  time  the  patient  was  comatose  and  unresponsive  to 
deep  pain.  He  recovered  following  successful  liver  trans- 
plantation. 

The  authors  presumed  that  the  “fulminant  hepatic  fail- 
ure resulted  from  use  of  sustained-release  nicotinic  acid.” 
They  based  this  conclusion  on  the  patient’s  lack  of  liver 
dysfunction  while  taking  crystalline  nicotinic  acid,  the 
short  amount  of  time  between  his  first  taking  sustained- 
release  nicotinic  acid  and  the  onset  of  hepatic  failure,  and 
the  lack  of  findings  to  substantiate  a viral  or  toxicologic 
cause. 

Other  authors  have  reported  “a  higher  frequency  and 
degree  of  hepatocellular  injury  with  sustained-release 
forms  of  nicotinic  acid  without  additional  therapeutic  ad- 
vantage, compared  with  crystalline  preparations.”  Mul- 
lin and  colleagues  suggested  close  monitoring  of  patients 
taking  sustained-release  forms  of  nicotinic  acid. 

Metastatic  Crohn’s  disease 

Crohn’s  disease,  primarily  a gastrointestinal  disorder, 
can  produce  extraintestinal  involvement.  “Metastatic” 
Crohn’s  disease  is  a term  used  to  describe  “extraintestinal 
involvement  not  due  to  direct  extension  of  the  disease” 
(West  J Med  1989;  151:203-205).  The  clinical  and  histo- 
logic presentation  of  the  skin  in  metastatic  Crohn’s  dis- 
ease is  similar  to  that  seen  in  sarcoidosis.  McGillis  and 
Huntley  described  a patient  with  granulomatous  lesions  of 
the  skin  initially  diagnosed  as  sarcoidosis,  but  later  deter- 
mined to  be  metastatic  Crohn’s  disease. 

The  62-year-old  patient  presented  with  an  erythema- 
tous, scaly,  nummular  patch  on  his  left  lower  leg.  Six 
months  previously,  symptoms  of  malaise,  diarrhea,  vomit- 
ing, and  a 20-lb  weight  loss  led  to  a diagnosis  of  Crohn’s 
disease,  based  on  the  finding  of  noncaseating  granulomata 
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on  endoscopic  biopsy.  Therapy  at  that  time  with  predni- 
sone, 30  mg/day,  led  to  complete  resolution  of  all  gastro- 
intestinal symptoms. 

Mid-strength  topical  steroid  therapy  for  the  skin  lesions 
that  developed  later  was  ineffective.  The  lesions  pro- 
gressed, thickened,  and  ultimately  formed  ulcerations  and 
crusting.  Skin  biopsies  led  to  a finding  of  sarcoidal  granu- 
lomas, based  on  which  an  initial  diagnosis  of  sarcoidosis 
was  made.  However,  no  systemic  sarcoidal  involvement 
was  found,  and  the  patient  exhibited  no  adenopathy  and 
no  evidence  of  tuberculosis.  “Because  of  the  established 
diagnosis  of  Crohn’s  disease  involving  his  bowel  and  the 
lack  of  involvement  in  other  target  organs  typical  for  sar- 
coidosis, his  cutaneous  reaction  seemed  to  best  fit  into  the 
category  of ‘metastatic’  Crohn’s  disease.”  The  skin  lesions 
cleared  with  oral  prednisone. 

Differentiating  between  sarcoidosis  and  metastatic 
Crohn’s  disease  requires  an  evaluation  of  extracutaneous 
involvement.  Target  tissues  for  sarcoidal  infiltration  in- 
clude the  lungs,  skin,  lymph  nodes,  and  eyes;  whereas  gas- 
trointestinal involvement  is  uncommon  in  sarcoidosis.  The 
authors  note  that  about  44%  of  patients  with  Crohn’s  dis- 
ease exhibit  skin  disorders,  and  these  are  most  prevalent  in 
patients  with  large  bowel  and  colon  involvement. 

Dose-response  relationship  demonstrated  between 
cigarette  smoking  and  histologic  changes  in  the  urinary 
bladder 

Auerbach  and  Garfinkel  analyzed  urinary  bladder  epi- 
thelium isolated  from  autopsy  samples  (Cancer 
1989;64:983-987).  They  documented  all  histologic  ab- 
normalities suggestive  of  preneoplastic  alterations,  and 
compared  these  findings  to  the  smoking  habits  and  artifi- 
cial sweetener  use  of  the  patients.  Evidence  of  a dose-re- 
sponse relationship  of  cigarette  smoking  and  histologic 
changes  in  the  urinary  bladder  supports  a similar  relation- 
ship previously  reported  for  smoking  and  cancer  of  the 
urinary  bladder. 

The  predominant  histopathologic  finding  was  atypical 
nuclei  in  the  epithelial  cells;  the  number  of  cell  rows  in  the 
epithelium  was  another  common  alteration. 

The  authors  found  that  85.3%  of  tissue  sections  from 
nonsmokers  had  no  cells  with  atypical  nuclei.  “The  per- 
centage of  sections  having  cells  with  50%  or  more  atypical 
nuclei  increased  from  4.3%  in  those  who  never  smoked  to 
88.4%  in  subjects  who  smoked  40  or  more  cigarettes  per 
day.”  The  percentage  increased  in  direct  proportion  to  the 
number  of  cigarettes  smoked  per  day.  Eighty-three  per- 
cent of  sections  from  persons  who  had  never  smoked  had  a 
normal  number  of  basal  cells  in  the  urinary  bladder  epi- 
thelium. “The  number  of  cell  rows  increased  with  the 
number  of  cigarettes  smoked  per  day.”  In  cigarette  smok- 
ers who  no  longer  smoked,  as  well  as  pipe  and/or  cigar 
smokers,  the  percentages  were  lower  than  those  for  per- 
sons who  smoked  cigarettes  up  until  their  death,  but  were 
higher  than  those  in  nonsmokers. 

The  histologic  abnormalities  included  hyperplastic 
changes,  squamous  cell  metaplasia,  carcinoma  in  situ, 
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cystitis  cystica,  and  acute  or  chronic  inflammation. 

Artificial  sweetener  use  showed  no  correlation  with 
atypical  nuclei  or  the  number  of  cell  rows. 

One  hospital’s  experience  with  a total  ban  on  smoking 

At  The  Johns  Hopkins  Medical  Institutions  (Balti- 
more, Md),  people  smoking — both  staff  members  and  vis- 
itors— is  a common  sight  in  most  public  areas.  Given  the 
acknowledged  health  risk  of  smoking,  as  well  as  passive 
smoking,  it  seems  incongruous  for  smoking  to  occur  so 
freely  in  a health  care  institution. 

As  the  first  phase  of  a no-smoking  policy  that  began  in 
1987  at  these  institutions,  administrators  decided  to  im- 
plement a total  ban  on  smoking  in  The  Johns  Hopkins 
Children’s  Medical  and  Surgical  Center,  a self-contained 
pediatric  hospital  within  the  Johns  Hopkins  complex.  An 
evaluation  of  the  no-smoking  program  was  reported  in  a 
recent  issue  of  JAMA  (1989;  262;799-802). 

Prior  to  this  new  policy,  smoking  was  permitted  in  des- 
ignated lounges,  although  the  authors  observed  “marked 
noncompliance  among  both  visitors  and  staff,  with  highly 
visible  smoking  occurring  throughout  the  center.”  Six 
months  prior  to  the  ban  on  smoking,  administrators  began 
a program  aimed  at  preparing  employees  and  the  environ- 
ment for  the  change  in  public  policy.  An  advisory  commit- 
tee comprised  of  employees  participated  in  the  prepara- 
tory program,  which  included  an  “awareness-arousing 
survey  of  smoking  behavior  and  attitudes  of  employees,” 
newsletters  outlining  the  policy  and  offering  information 
on  smoking  cessation  options,  “Health  Awareness  Days” 
with  free  health  screening  and  counseling,  and  media  ex- 
posure of  the  new  policy  in  the  local  press  and  in  publica- 
tions within  the  medical  institutions.  One  month  prior  to 
initiation  of  the  ban  and  thereafter,  parents  of  patients 
received  a written  statement  explaining  the  no-smoking 
policy  as  part  of  the  admissions  procedure.  A press  confer- 
ence marked  the  first  day  of  the  ban,  accompanied  by  the 
placement  of  no-smoking  signs  and  the  availability  of 
“quit  kits”  for  parents  of  patients. 

The  authors’  evaluation  of  the  smoking  policy  spanned 
a period  of  from  six  months  before  the  ban  to  six  months 
after.  Their  findings  were  based  on  a survey,  unobtrusive 
observations  of  smoking  activity  in  the  hospital,  cigarette 
butt  counts  in  ashtrays,  and  environmental  nicotine  vapor 
concentrations.  The  survey  revealed  that  while  82%  of 
smokers  reported  smoking  during  work  hours  six  months 
before  the  ban,  only  43%  did  so  six  months  after  the  ban. 
Observations  two  weeks  prior  to  the  ban  found  53%  of 
staff  and  visitors  smoking  in  the  hospital.  Six  months  after 
the  ban,  no  smoking  was  reported  during  a comparable 
observation  time.  There  were  83  times  fewer  cigarette 
butts  found  during  the  daytime  after  the  ban  than  before 
the  ban,  with  a 44-fold  decrease  found  in  overnight  counts. 

Although  an  insignificant  number  of  employees  either 
stopped  smoking  or  smoked  fewer  cigarettes  as  a result  of 
this  ban  on  smoking  in  the  workplace,  most  smokers  com- 


plied with  the  ban  and  no  longer  smoked  at  the  hospital. 
The  authors  concluded  that  “a  total  ban  on  smoking  in  a 
hospital  is  feasible  and  effective  in  virtually  eliminating 
public  smoking.” 

Frequency  of  work-related  carpal  tunnel  syndrome  may 
be  underestimated 

Carpal  tunnel  syndrome  (CTS)  produces  “pain,  numb- 
ness, and  weakness  in  the  median  nerve  distribution  of  the 
hand  as  a result  of  compression  or  irritation  of  the  median 
nerve  as  it  passes  through  the  carpal  tunnel  in  the  wrist.” 
(. MMWR  1989;  38:485-489).  Work-related  CTS  results 
from  continual  trauma  to  the  hand  and  wrist,  such  as 
butchers,  grocery  checkers,  typists,  musicians,  and  car- 
penters might  experience. 

A survey  of  health  care  practitioners  by  the  California 
Occupational  Health  Program  revealed  that  4.7%  of  cases 
of  carpal  tunnel  syndrome  may  have  been  work  related, 
yet  only  a small  percentage  of  these  cases  were  reported  to 
the  state.  Physicians  must  report  all  cases  of  suspected 
occupational  injury  or  illness  to  the  state,  according  to  the 
California  Doctor’s  First  Report  program. 

Recognition  of  work-related  CTS  is  essential  for  effec- 
tive treatment.  Unless  the  patient’s  work  activities  are 
evaluated  and  redesigned,  CTS  can  progress  to  increasing 
discomfort,  impaired  hand  function,  and  disability.  De- 
pending on  the  severity  of  the  condition,  treatment  can 
range  from  wrist  immobilization  and  nonsteroidal  anti- 
inflammatory therapy  to  surgery. 

Occupational  factors  that  contribute  to  carpal  tunnel 
syndrome  include  the  following:  “1)  repetitive  movements 
of  the  hand,  2)  forceful  grasping  or  pinching  of  tools  or 
other  objects,  3)  awkward  positions  of  the  hand  and  wrist, 
4)  direct  pressure  over  the  carpal  tunnel,  and  5)  use  of 
vibrating  hand-held  tools.” 

FAX  machines:  standard  medical  equipment? 

The  ability  to  have  nearly  instantaneous  access  to  pa- 
tient information  such  as  medical  records  and  test  results 
makes  sense  for  any  physician,  and  especially  those  in- 
volved in  any  aspect  of  emergency  medical  care.  As  a car- 
diologist, Richard  S.  Ader,  MD,  has  found  that  “most  of 
cardiology  is  visual.  I receive  frequent  calls  from  emergen- 
cy rooms  about  electrocardiograms  and  from  nurses  in  the 
evening  about  rhythm  strips  and  patterns  on  the  monitor.” 
In  a recent  letter  to  the  New  England  Journal  of  Medicine 
(1989;  320:1629),  Ader  explains  how  facsimile  or  FAX 
machines  have  improved  his  access  to  critical  data  and, 
thereby,  enhanced  patient  care. 

Ader  uses  facsimile  machines  to  create  a visual  commu- 
nications network  between  the  coronary  care  units  of 
three  hospitals  and  his  home.  He  can  now  view  electrocar- 
diograms and  rhythm  strips  via  the  telephone  24  hours  a 
day.  Coronary  care  units  and  emergency  rooms  of  most 
hospitals  could  benefit  from  having  facsimile  machines  as 
standard  equipment. 
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OBITUARIES 


In  addition  to  these  listings,  the  Journal  will  publish 
obituaries  written  by  physician  readers.  Inquiries  should 
first  be  made  to  the  Editor. 


A.  Leonard  Abrams,  MD,  New  York. 
Died  July  30,  1989;  age  66.  Dr  Abrams 
was  a 1948  graduate  of  New  York  Uni- 
versity School  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  and  a Fellow 
of  the  American  Psychiatric  Associa- 
tion. He  was  a member  of  the  New 
York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

Morris  Birnbaum,  MD,  Forest  Hills. 
Died  April  25,  1989;  age  82.  Dr  Birn- 
baum was  a 1931  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a 
member  of  the  American  Academy  of 
Family  Physicians,  the  Medical  Society 
of  the  County  of  Kings,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Harold  Frederick  Buckbee,  MD,  Dolge- 
ville.  Died  February  1, 1989;  age  85.  Dr 
Buckbee  was  a 1 930  graduate  of  the  Al- 
bany Medical  College  of  Union  Univer- 
sity. He  was  a member  of  the  Medical 
Society  of  the  County  of  Herkimer  and 
the  Medical  Society  of  the  State  of  New 
York. 

Benjamin  H.  Budoff,  MD,  Boca  Raton, 
Florida.  Died  February  9, 1989;  age  72. 
Dr  Budoff  held  a Registrable  Qualifi- 
cation Granted  by  the  Scottish  Con- 
joint Board  in  1942.  He  was  a Diplo- 
mate of  the  American  Board  of 
Otolaryngology.  His  memberships  in- 
cluded the  New  York  Academy  of 
Medicine,  the  American  Academy  of 
Otolaryngology,  the  Pan  American 
Medical  Association,  the  Nassau 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Giovanni  Capozzi,  MD,  Queens  Village. 
Died  July  29,  1989;  age  66.  Dr  Capozzi 
was  a 1949  graduate  of  the  Facolta  di 
Medicina  e Chirurgia  dell’Universita  di 
Napoli,  Naples,  Italy.  He  was  a mem- 
ber of  the  Medical  Society  of  the  Coun- 
ty of  Queens  and  the  Medical  Society  of 
the  State  of  New  York. 

Roland  Benedict  Carr,  MD,  Naples, 
Florida.  Died  December  19,  1988;  age 
88.  Dr  Carr  was  a 1924  graduate  of  the 


State  University  of  New  York  at  Buffa- 
lo School  of  Medicine.  He  was  a mem- 
ber of  the  Medical  Society  of  the  Coun- 
ty of  Erie  and  the  Medical  Society  of 
the  State  of  New  York. 

William  Gaston  Chorba,  MD,  Bronx. 
Died  July  6,  1989;  age  87.  Dr  Chorba 
was  a 1925  graduate  of  Columbia  Uni- 
versity College  of  Physicians  and  Sur- 
geons. He  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons.  He  was  a 
member  of  the  Bronx  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Hugh  Mason  Hicks,  MD,  New  York. 
Died  July  13,  1989;  age  85.  Dr  Hicks 
was  a 1926  graduate  of  Columbia  Uni- 
versity College  of  Physicians  and  Sur- 
geons. He  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine. 
He  was  a member  of  the  New  York 
Academy  of  Medicine,  the  American 
Geriatrics  Society,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Jed  Hotchkiss  Irvine,  MD,  New  York. 
Died  July  6, 1989;  age  85.  Dr  Irvine  was 
a 1929  graduate  of  the  University  of 
Virginia  School  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a Fellow  of  the 
American  College  of  Physicians.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  American 
Rheumatism  Association,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Mildred  M.  Wicker  Jackson,  MD,  Hem- 
lock. Died  May  17,  1989;  age  91.  Dr 
Jackson  was  a 1923  graduate  of  the 
Cornell  University  Medical  College. 
She  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a Fellow  of  the 
American  Academy  of  Pediatrics.  She 
was  a member  of  the  Medical  Society  of 
the  County  of  Livingston  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

James  H.  McDonough,  MD,  Rome. 
Died  March  4,  1988;  age  79.  Dr 
McDonough  was  a 1942  graduate  of 
the  University  of  Pennsylvania  School 


of  Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Preventive  Medi- 
cine, Inc.  His  memberships  included 
the  New  York  Academy  of  Medicine, 
the  American  Academy  of  Occupation- 
al Medicine,  the  American  Occupa- 
tional Medical  Association,  the  Medi- 
cal Society  of  the  County  of  Oneida, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Salvatore  P.  Squitieri,  MD,  Manchester, 
Maryland.  Died  April  18,  1989;  age  8 1 . 
Dr  Squitieri  was  a 1 934  graduate  of  the 
St  Louis  University  School  of  Medi- 
cine. He  was  a Member  of  the  Ameri- 
can Academy  of  Family  Physicians,  the 
Bronx  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

John  Henry  Sullivan,  MD,  Canastota. 
Died  July  5,  1989;  age  82.  Dr  Sullivan 
was  a 1933  graduate  of  the  State  Uni- 
versity of  New  York  Upstate  College  of 
Medicine,  Syracuse.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Sullivan  and  the  Medical  Society  of  the 
State  of  New  York. 

Rudolph  E.  Vandeveer,  MD,  Winter 
Park,  Florida.  Died  June  25,  1989;  age 
83.  Dr  Vandeveer  was  a 1932  graduate 
of  the  Yale  University  School  of  Medi- 
cine. He  was  a Diplomate  of  the  Ameri- 
can Board  of  Pediatrics  and  a Fellow  of 
the  American  College  of  Allergists  and 
the  American  Academy  of  Pediatrics. 
He  was  a member  of  the  New  York 
Academy  of  Medicine,  the  Medical  So- 
ciety of  the  County  of  Oneida,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Jack  B.  Weissman,  MD,  New  York. 
Died  June  28,  1989;  age  44.  Dr  Weiss- 
man was  a 1970  graduate  of  Harvard 
Medical  School.  He  was  a Diplomate  of 
the  American  Board  of  Internal  Medi- 
cine and  a Fellow  of  the  American  Col- 
lege of  Physicians.  He  was  a member  of 
the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Charles  A.  Weymuller,  MD,  Albuquer- 
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que,  New  Mexico.  Died  July  22,  1989; 
age  93.  Dr  Weymuller  was  a 1920  grad- 
uate of  the  University  of  Nebraska  Col- 
lege of  Medicine.  He  was  a member  of 
the  Medical  Society  of  the  County  of 
Kings  and  the  Medical  Society  of  the 
State  of  New  York. 

Harry  Zimmerman,  MD,  Margate,  Flor- 


ida. Died  June  27,  1989;  age  89.  Dr 
Zimmerman  was  a 1926  graduate  of 
the  State  University  of  New  York 
Health  Science  Center  at  Brooklyn.  He 
was  a Qualified  Fellow  of  the  Interna- 
tional College  of  Surgeons.  He  was  a 
member  of  the  Bronx  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 


Harold  Zolan,  MD,  Massapequa  Park. 
Died  July  6,  1989;  age  72.  Dr  Zolan  was 
a 1943  graduate  of  the  Chicago  Medical 
School.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and 
Neurology  and  a member  of  the  Ameri- 
can Psychiatric  Association,  the  Nassau 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 
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Tb  insist  on 
the  brand, 
be  sure  to 
initial 
"d.a.w." 
in  the  box 
on  your 
prescription. 


In  IBS/  when  it's  brain  versus  bowel, 


IT'S  TIM  E| 
FOR  THE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety — launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HC1  and  2.5  mg  clidinium  bromide. 
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Please  see  summary  of  prescribing  information  on  adjacent  page. 


For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


Antianxiety 

Antisecretoiy 

Antispasmodic 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg 
clidinium  bromide. 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-efifective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HC1  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimesterr  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Withdrawal  symptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such 


as  MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treating  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established.  Inform  patients  to  consult  physician 
before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide HC1  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoidable  in  most  cases 
by  proper  dosage  adjustment,  but  also  occasionally  observed  at 
lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  patterns 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occa- 
sionally with  chlordiazepoxide  HC1,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to 
those  noted  with  barbiturates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individuals  because  of  predisposition  to 
habituation  and  dependence. 

P I.  0288 

Roche  Products  Roche  Products  Inc. 

Manatl,  Puerto  Rico  00701 
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MEDICINE, 

PHYSICIANS 
AND 
FLIGHT. 

Only  in  the 
Air  Force  is  this 
combination 
possible.  Air  Force 
medicine.  It's  probably 
just  what  you'd  like  your  medical  practice  to  be.  More  time 
to  practice  medicine.  More  time  with  your  family.  Talk  to 
a member  of  our  medical  placement  team  today.  Find  out 
how  you  can  be  an  Air  Force  Physician.  Call 


1 -800-423-USAF 


( continued  from  p 8 A) 

College  of  Obstetricians  and  Gynecolo- 
gists, 409  12th  St,  SW,  Washington, 
DC  10024-2188.  Tel:  (800)  533-8811. 

DISTRICT  OF  COLUMBIA 

Nov  5-8. 83rd  Annual  Scientific  Assem- 
bly of  the  Southern  Medical  Associa- 
tion. 30  Cat  I Credits.  Washington  DC 
Convention  Center.  Contact:  Educa- 
tion Department,  Southern  Medical 
Association,  35  Lakeshore  Dr,  PO  Box 
190088,  Birmingham,  AL  35219-0088. 
Tel:  (205)  945-1840. 

Nov  19-21.  Fourth  National  Forum  on 
AIDS  and  Hepatitis  B.  The  Washington 
Hilton.  Contact:  American  Society  for 
Microbiology,  1913  I Street,  NW, 
Washington,  DC  20006.  Tel:  (202) 
833-9680. 

FLORIDA 

Nov  2-5.  Flexible  Fiberoptic  Sigmoid- 
oscopy and  Naso-pharyngo-laryngosco- 
py  in  the  Primary  Care  Physician’s  Of- 
fice. Grosvenor  Resort,  Lake  Buena 
Vista.  Contact:  Seminars  & Symposia, 


Inc,  132  E 70th  St,  New  York,  NY 
10021.  Tel:  (212)  517-7520. 

Nov  8-12.  30th  Workshop  in  Electro- 
cardiography. Diplomat  Hotel  & Golf 
Resort,  Hollywood.  Contact:  Anne 
Criss,  Rogers  Heart  Foundation,  1200 
7th  Ave,  N,  St  Petersburg,  FL  33705. 
Tel:  (813)  894-0790. 

HAWAII 

Nov  6-10.  Diagnostic  Radiology.  24 
Cat  I Credits.  Maui  Marriott,  Maui. 
Contact:  Radiology  Postgraduate  Edu- 
cation, Room  C-324,  University  of  Cal- 
ifornia School  of  Medicine,  San  Fran- 
cisco, CA  94143.  Tel:  (415)  476-5731. 

Nov  30- Dec  4.  AMA-Hospital  Medical 
Staff  Section  14th  Assembly  Meeting. 

Sheraton  Waikiki  Hotel,  Honolulu. 
Contact:  Dept  of  Hospital  Medical 
Staff  Services,  American  Medical  As- 
sociation, 535  N Dearborn  St,  Chicago, 
111  60610.  Tel:  (312)  645-4754. 

ILLINOIS 

Nov  16-18.  Critical  Care  in  Obstetrics 


and  Gynecology.  1 6 Cat  I Credits.  Fair- 
mont Hotel,  Chicago.  Contact:  The 
American  College  of  Obstetricians  and 
Gynecologists,  409  1 2th  St,  SW,  Wash- 
ington, DC  10024-2188.  Tel:  (800) 
533-8811. 

MASSACHUSETTS 

Nov  1-2.  Lasers  in  Gynecology.  23  Cat 
I Credits.  University  of  Massachusetts 
Medical  Center,  Worcester.  Contact: 
The  American  College  of  Obstetricians 
and  Gynecologists,  409  12th  St,  SW, 
Washington,  DC  10024-2188.  Tel: 
(800)  533-8811. 

NEVADA 

Nov  30- Dec  3.  Nebraska  Obstetrics  and 
Gynecologic  Society.  Las  Vegas.  Con- 
tact: Brenda  C.  Ram,  Continuing  Edu- 
cation, University  of  Nebraska  Medical 
Center,  42nd  & Dewey  Ave,  Omaha, 
NE  68105.  Tel:  (402)  559-4152. 

PENNSYLVANIA 

Nov  27-29.  The  Biological  Actions  of 

{continued  on  p 16 A) 
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Y - O - U - R 

PRACTICE 


MADE  MORE 

PERFECT 


WITH  OVERHEAD 
EXPENSE  INSURANCE 
FROM  BLANKSTEEN. 

If  you  get  sick,  we’d  like  to 
help  keep  your  practice  well 
with  overhead  expense  cov- 
erage that  can  reimburse 
office  salaries,  rent,  insur- 
ance premiums,  and  utilities 
during  an  extended  dis- 
ability Your  needs  are  spe- 
cial, so  call  and  talk  with  us. 
The  only  time  to  draw  a 
blank  in  your  insurance  is 
when  you  fill  it  in  with 
Blanksteen. 


The steen  Companies 


The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK- AG 


%utfi  'Karp 

Licensed  Real  Estate  Broker 


Commercial  & Medical  Business  Brokerage 

Ruth  Karp.. .the  professional  name  in  private  practice  sales. 
Let  the  professional  division  of  Ruth  Karp  Licensed  Real 
Estate  Broker  help  you  in  buying  or  selling  your  practice,  or 
locating  professional  space  on  Long  Island.  We  can  insure 
that  you  will  receive  personal  service  and  that  your  business 
will  be  held  in  the  strictest  confidence.  Please  contact  us  at: 

P.O.  Box  720,  Oyster  Bay,  NY  11771,  (51 6)  922-1 31 9 


BUYING  OR  SELLING  A PRACTICE? 

It  Is  one  of  the  largest  and  most  Important  business  transactions  you  will  ever 
make.  You  can  handle  It  yourself,  spend  a great  deal  of  time  and  energy  trying  to 
make  such  a sale  work,  and  risk  not  getting  a fair  market  price.  Or,  you  can  turn  to 
Epstein  Practice  Brokerage,  Inc.  Our  brokerage  service  Includes  consultation, 
appraisal,  screening,  and  negotiation  of  terms.  Additionally,  we  will  arrange  for 
Institutional  financing. 

EPSTEIN  PRACTICE  BROKERAGE,  INC. 

16  West  Palisade  Avenue,  Englewood,  New  Jersey  07631 
(201)  568-4933  (212)  233-7300 


PRACTICES  AVAILABLE 


INTERNAL  MEDICINE/RHEUMATOLOGY  PRAC- 
TICE in  Massapequa,  New  York.  High  gross  on 
easy  part  time,  unlimited  growth  potential. 
Possible  purchase  1,200  sq.  ft.  office  building 
and  4,000  sq.  ft.  separate  luxury  home, 
$550,000.00.  Call  (516)  798-0208. 


“SELLING  PRACTICES  IS  OUR  BUSINESS” 


Want  to  maximize  the  return  on  your  investment?  Before  you  buy  or  sell,  call  for 
an  appraisal  to  assure  the  best  financial  and  transfer  terms.  We  are  a full 
service  practice  broker,  not  simply  a listing  service.  Since  1981,  Countrywide 
has  been  instrumental  in  helping  hundreds  of  doctors  like  yourself  buy  and  sell 
their  practices.  We  guide  you  through  the  entire  sales  process  from  initial 
meeting  to  closing.  Our  offices  serve  New  York,  New  Jersey  and  New  England. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  Street,  Suite  23-G,  New  York,  NY  10010 
(212)  686-7902  (800)  222-7848  (203)  869-3666 


FOR  SALE:  WOODSTOCK,  NY.  Exceptional 

opportunity:  retiring  OB/GYN  physician  and 
midwife  team  selling  very  successful  private 
practice.  Catskill  Mountain-Hudson  Valley  area, 
2 hours  from  NYC.  Peaceful  and  safe  with  ex- 
cellent schools  and  recreation.  Good  cross  cov- 
erage. Fully  equipped  office  in  large,  well  main- 
tained home  on  beautiful  property.  Long  term 
staff  will  stay  on.  Will  introduce.  Reasonable 
terms.  Immediate  high  income  potential.  Con- 
tact: Lawrence  M.  Perl,  M.D.,  FACOG  at  (518) 
943-6660. 
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REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN'S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000. 


THE  CONTINENTAL — Professional  Co-op  office 
space  for  sale.  70-20  108  St.  Premier;  presti- 
gious building  in  the  heart  of  Forest  Hills, 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A/C,  separate  professional  wing.  1600 
sq.  ft.  will  subdivide.  Call:  Mr.  Marvin  Wein- 
gart,  (718)  793-1081. 


SUBTENANT  WANTED  to  share  space  in  fully 
equipped  medical  office.  Luxury  professional 
building  in  Lake  Success,  immediately  adjacent 
to  Long  Island  Jewish  Medical  Center.  Avail- 
able for  occupancy  October  1 , 1 989.  Call  5 1 6- 
354-2626  (days)  or  516-676-6609  (evenings). 


BROOKLYN,  BAY  RIDGE,  beautiful  home/office, 
top  location.  Medical/dental,  2 treatment 
rooms,  central  air  conditioning,  modern,  4 bed- 
rooms, 3 baths,  driveway,  garage.  No  brokers. 
For  sale  by  owner.  Call  (718)  748-2818. 


NASSAU  NORTH  SHORE— Glen  Cove  Medical 
Condo  4,216  Sq.  Ft.  Fully  finished  with  new 
above  standard  installation.  Indoor  parking 
garage  attached  to  building.  Taxes  abated. 
Immediate  occupancy.  For  sale  or  lease  at  be- 
low owner’s  cost.  Aquest  exclusive  (516)  921- 
2000. 


BAYSHORE,  NY— Ideal  building  5,000  sq.  ft.  for 
professional  offices  or  therapy  facilities.  One 
story  next  to  Main  Street  with  own  10,000  sq.  ft. 
parking  area.  Adjacent  to  Southside  and  Good 
Samaritan  Hospitals  plus  other  professional 
facilities.  Priced  right.  Call  (516)  665-0343, 
665-6633  days,  (516)  666-8840  evenings. 


FOR  SALE — Lovely  expanded  ranch,  prime 
Meadowoods  section  Lake  Success.  3 to  5 
bedrooms,  3 baths,  1/3  acre.  Lake  Success 
has  11  tennis  courts,  18  hole  golf  course, 
Olympic  size  pool.  30  minutes  to  Manhattan, 
5 minutes  to  North  Shore  Hospital,  Long  Island 
Jewish.  Famous  Great  Neck  school  system. 
Asking  $595,000.  Call  Dr.  or  Mrs.  Krauth 
(516)  487-6056. 


LYNBROOK,  N.Y.  (Long  Island).  Elegant  Victori- 
an Colonial  on  professional  row,  character  and 
charm  abound!  7 rooms,  3 bedrooms,  eat  in 
kitchen,  living  room  with  fireplace,  formal  dining 
room,  family  room  plus  2%  baths.  Large 
rooms,  suitable  for  professional  and  residential! 
Extra  large  property  (66'  X 1 73').  Wrap  around 
porch  and  2 car  garage.  Excellent  condition! 

$279,000,  Big  Z Realty  (516)  887-1212. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon5  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1'3’4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NOC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A,  Morales  et  al.,  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  Bthed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 

45-47, 1982. 
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AVAILABLE  EXCLUSIVELY  FROM 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


FANTASTIC  LOCATION  FOR  DOCTOR’S  OF- 
FICE— Zoned  F for  100%  professional  use, 
(Hard  to  Find).  2000  sq.  ft.,  on  possibly  the 
busiest  road  in  all  of  Nassau  County.  Owner 
financing  available.  For  details  call  Linda  Bunt- 
ing. Asking  $375,000.  Coldwell  Banker  (516) 
364-6460  or  333-6055. 

CONSIDERING  A PRACTICE  IN  ROCKLAND 
COUNTY?  We  have  the  ideal  situation  in  large, 
family  oriented  community,  excellently  located. 
Gorgeous,  spacious  10  room  home  with  addi- 
tional newly  decorated  4 room  office  suite. 
Separate  entrance,  ample  parking.  Fully 
fenced  oversized  property.  For  further  details 
call  Sarah  at  Mid-Atlantic  Group  (914)  426- 
2900. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct.  N Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher.  Esq.,  110  E.  42nd 
Street,  NYC.  (212)  697-2950  or  evenings 
(914)  723-0799 

AVOID  IRS  PENSION  PENALTY  TAXES  on  Plan 
reversions  and  excess  accumulations.  Former 
IRS  pension  plan  specialist  and  revenue 
agent — Coordinate  pension  distributions  with 
estate  planning.  IRS  approval  for  plan  termina- 
tions, initial  IRS  qualifications  and  TRA  1986 
Amendments.  Annual  Administration  and  ac- 
tuarial certifications.  Professional  practice 
agreements,  dissolutions,  estate  planning  and 
probate.  No  insurance  required — References 
upon  request — Wachstock  & Dienstag  Attor- 
neys at  Law,  122  Cutter  Mill  Road,  Great  Neck, 
NY  11021  (516)  773-3322. 


MISCELLANEOUS— CONT’D 


HAVE  YOU  BEEN  CONTACTED  BY  THE  OFFICE 
OF  PROFESSIONAL  MEDICAL  CONDUCT?  If 

affirmative,  contact  Susan  Kaplan,  Attorney-at- 
Law.  (212)  877-5998.  Practice  limited  to  as- 
sisting, advising  and  defending  physicians  and 
professional  misconduct  processings,  issues  re- 
lating to  chemical  dependence  and  restoration 
of  medical  licenses — with  extensive  trial  and 
administrative  experience — formerly  Assistant 
Chief  of  Prosecution  and  Deputy  Director  of 
Prosecution  for  New  York  State’s  Office  of  Pro- 
fessional Discipline  (the  state  agency  responsi- 
ble for  regulating  NYS’s  31  licensed  profes- 
sions), and  as  an  Assistant  District  Attorney  in 
Nassau  County  Susan  Kaplan,  Esq.,  165 
West  End  Avenue.  Suite  27P,  New  York,  NY 
10023. 

PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD's  for  over  10  years  Toll-free  (800) 
241-6905. 

PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
■State  Attorney  General's  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs  George  Weinbaum,  Esq  , 3 
Barker  Avenue,  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours,  (212)  621-7776-24  hours. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly /bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 

ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  2 1 2-66 1 -8070. 

2V  STAT  STAT  STAT  STAT— Diagnostic/thera- 
peutic software,  covering  69  specialties.  Up- 
dated medical  algorithms  at  your  fingertips!!!! 
Only  $5,962.00  for  complete  turnkey  system 
(software,  knowledge  base/69  specialties,  AT 
computer  w/80MB  HD,  EGA  monitor  and  card, 
printer  and  40MB  backup).  Add  volume  to 
your  practice  with  only  a $5,962.00  one-time  in- 
vestment for  2V  STAT,  computer,  managerial 
support,  and  brochures,  +/—  a one-day  teach- 
ing seminar.  2V  STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067.  1-800-22V- 

STAT. 


MISCELLANEOUS— CONT’D 


1990  CME  CRUISE/CONFERENCES  on  Medico- 
legal Issues  and  Selected  Medical  Topics — 
Caribbean,  Bermuda,  Alaska /Canada,  New 
England,  Scandinavia,  W.  Mediterranean,  Eu- 
rope, Asia,  Trans  Panama  Canal.  Approved 
for  20-28  CME  Category  1 Credits  (AMA/PRA) 
and  AAFP  prescribed  credits.  Distinguished 
lecturers.  Excellent  group  fares  on  finest  ships. 
Pre-scheduled  in  compliance  with  IRS  require- 
ments. Information:  International  Confer- 

ences, 1290  Weston  Road,  Suite  316,  Ft.  Lau- 
derdale, FL  33326.  (800)  521-0076  or  (305) 
384-6656. 


LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, defense  of  medicaid /medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician’s  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue,  New  York,  N.Y.  10010. 
212-213-8484. 


BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 


FEBRUARY  12-16,  1990:  Cardiologic  Decision 
Making:  Approaching  the  Twenty-First  Centu- 
ry. Presented  at  Holiday  Inn-Grandview  Hotel, 
Lake  Placid,  NY.  Sponsored  by  the  American 
College  of  Cardiology.  Inquires:  Registration 
Secretary,  Extramural  Programs  Department, 
American  College  of  Cardiology,  9111  Old 
Georgetown  Rd.,  Bethesda,  MD  20814.  Tel. 
(800)  253-4636;  in  Maryland  (301)  897-5400, 
ext.  226. 


MED-TYPING  SERVICE,  INC.  Computerized 
Medical  Transcription  Service.  Radiology, 
Neurology,  Otolaryngology  and  all  medical  spe- 
cialties. Professional  work  and  fast  turn- 
around-time at  competitive  rates.  Transcribe 
by  telephone  upstate/out  of  state.  Free  pick 
up  & delivery  in  the  New  York  metropolitan 
area.  Call  7 1 8-894- 1 987  for  more  information. 

WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Officers  for  the  Office  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings,  License  application /res- 
toration, Controlled  Drug  Proceedings,  Medic- 
aid/Medicare Proceedings,  Hospital  Privileges, 
Malpractice  Defense.  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  Butterfield 
8-9720. 
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The  big  difference  between 
your  retirement  plan 
and  AMA  Advisers  plan 

is  the  fees... 


We  have  none. 


Compare  your  present  retirement  plan  to  the 
"No  fee"  plans  offered  by  AMA  Advisers,  Inc., 
and  see  the  many  money-saving  advantages 
we  offer. 

• No  charge  to  open  or  rollover  to  an  AMA 
Advisers  plan 

• No  account  set-up  fees 

• No  maintenance  fees 

• No  charge  for  plan  amendments  to 
comply  with  changing  IRS  laws 

Whether  you  have  a retirement  plan  right  now 
or  not,  mail  the  coupon  below  or  call  AMA 


Advisers,  Inc.  to  see  how  much  money  you'll  save 
with  us  on  fees  and  services. 

AMA  Advisers,  Inc.,  the  Financial  Services  and 
Investment  Counseling  Organization  owned  by 
the  American  Medical  Association,  has  been 
helping  physicians  and  their  families  reach 
retirement  goals  for  23  years.  And  we'd  like  to 
help  you. 

Call  toll-free  today  and  compare.  Or  mail  the 
coupon  below. 

1-800-523-0864 


Address 


(In  PA  call  collect 
(215)825-0400) 

Serving  the  investment  needs  of 
physicians  and  their  families  since  1966. 


City State Zip 

Phone:  ( ) Birth  Date 


Year  In  Which  You  Plan  to  Retire 


Mail  this  coupon  to: 

AMA  Advisers,  Inc. 

200  N.  LaSalle  Street 
Suite  535 

Chicago,  IL  60664-1910 


AMA  ADVISERS,  INC. 
The  Financial  Services  and  Investment 
Counseling  Organization  Owned  by 
the  American  Medical  Association 

Established  in  1966 


RPNFNY 


Name 


■efYES!  I want  to  know  how  much  money  the  "No-fee" 
Retirement  Plans  offered  by  AMA  Advisers,  Inc.  will  save 
me.  I understand  I am  under  no  obligation  whatsoever. 


(i continued  from  p 11  A) 


Extracellular  ATP.  Adams  Mark  Ho- 
tel, Philadelphia.  Contact:  Conference 
Director,  The  New  York  Academy  of 
Sciences,  2 E 63rd  St,  New  York,  NY 
10021.  Tel:  (212)  838-0230. 

TEXAS 

Nov  3-4.  1989  Annual  Conference, 
American  Academy  of  Pain  Medicine. 

14  Cat  I Credits.  Grand  Kempinski  Ho- 
tel, Dallas.  Contact:  American  Acade- 
my of  Pain  Medicine,  43  E Ohio,  Suite 
914,  Chicago,  IL  60611.  Tel:  (312) 
645-0083. 

VIRGINIA 

Nov  6-9.  Second  International  Confer- 
ence on  Drug  Research  in  Immunologic 
and  Infectious  Diseases.  Acquired  Im- 
mune Deficiency  Syndrome  (AIDS). 
Crystal  Gateway  Marriott  Hotel,  Ar- 
lington. Nov  16-18.  Myelination  and 
Dysmyelination.  Key  Bridge  Marriott 
Hotel,  Arlington.  Contact:  Conference 
Director,  The  New  York  Academy  of 
Sciences,  2 E 63rd  St,  New  York,  NY 
10021.  Tel:  (212)  838-0230. 


Doctor . . 


Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 

Telephone:  800338-1833. 


AROUND  THE  WORLD 


ISRAEL 

Nov  26-Dec  4.  Fifth  International  Sem- 
inar on  the  Treatment  of  Rheumatic 
Diseases.  Tel  Aviv,  Tiberias,  Jerusa- 
lem. Contact:  Dr  I.  Machtey,  MD,  c/o 
Secretariat,  PO  Box  394,  Tel  Aviv 
61003,  Israel.  Tel:  972-3-650863. 


Index  to 
Advertisers 


AMA  Advisers 15A 

Blanksteen  Companies  12A 


MEXICO 

Nov  16-18.  Advanced  Ultrasound.  16 
Cat  I Credits.  Acapulco.  Contact:  The 
American  College  of  Obstetricians  and 
Gynecologists,  409  12th  St,  SW,  Wash- 
ington, DC  10024-2188.  Tel:  (800) 
533-8811.  □ 


We’re  here  to  help. 


AMERICAN 
V CANCER 
f SOCIETY® 
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TELEPHONE:  000-0000 


REG.  NO.  0000000 
LIC: 000000 


TTEBANN  M.  NRNGEE,  M.D, 

10  Main  Street 
Anytown,  USA.  00000 


Name. 


Address 


ITUTE  N 


WHICHEVER  WAY  YOU  WRITE  IT . . 
WRITE  IT  FOR 


2- mg 


Roche  Products 


10-rng 


scored  tablets 


IT  MAKES  THE  PRESCRIBING  DECISION  YOURS. 


The  practice  is  yours 
The  patients  are  yours. 


The  prescriptions  are  yours. 


Make  the  prescribing  decision  yours,  too. 


\ 

Initial  the  “d.a.w.”  box 
on  your  prescriptions.^ 


Specify 


The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc 


The  one  you  know  best. 


— 2- mg 


5-mg 


10-mg 


scored  taoiets 


Copyright  © 1988  by  Roche  Products  Inc 
All  rights  reserved 


Roche  Products 

Roche  Products  Inc 
Manati.  Puerto  Rico  00701 
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For  treatment  of  diabetes: 


REPLACE 

Human  Insulin 


v/oj 
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With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


(recombinant  DNA  origin) 
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| In  Diabetes  Care 
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DO  YOUR  BUSINESS  BANKING 
ON-LINE  INSTEAD  OF  IN  LINE. 

Marine  Midland  is  proud  to  bring  you  MARINELEADERp  the  innova- 
tive PC  package  that  lets  you  run  your  business  without  running  to  the  bank. 

MarineLeader  gives  you  convenient,  cost-effective  service  whenever 
you  need  it,  day  or  night.  From  any  IBM  PC  or  compatible,  you  can 
see  your  daily  account  balances.  You  can  see  when  checks  have  cleared. 
You  can  transfer  funds.  And  that’s  just  the  beginning. 

Call  us  for  a free  demonstration  at  IVI AP I M E 

1-800-752-0552.  And  well  show  you  MIDLAND 

how  a few  minutes  on-line  each  day  BANK 

can  save  you  hours  in  line  at  a bank.  Let’s  work  it  out  together. 
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SEVEN  WAYS  TO  SHARPEN 
YOUR  MEDICAL  SKILLS. 

The  Army  Reserve  offers  a number  of 
highly  specialized  medical  courses  you  can’t 
always  get  in  civilian  hospitals — with  the  kind 
of  flexibility  your  busy  schedule  demands.  Here 
is  just  a sampling  of  the  unique  training 
programs  available  to  you  in  the  Army  Reserve: 

COMBAT  CASUALTY  CARE  Prepares  you 

for  treating  trauma  patients  in  your  civilian 
career.  Learn  how  to  live,  survive,  and  function 
in  challenging  environments. 

ADVANCED  TRAUMA/LIFE  SUPPORT 

Teaches  you  how  to  treat  trauma  patients  during 
the  critical  first  hour  of  injury.  Sponsored  by  the 
American  College  of  Surgeons. 

ADVANCED  BURN  LIFE  SUPPORT  Teaches 

you  how  to  treat  and  manage  the  unique 
characteristics  of  the  burn  patient.  Sponsored  by 
the  American  Bum  Association. 

ADVANCED  CARDIAC  LIFE  SUPPORT 

Centers  upon  the  treatment  and  life-saving 
intervention  associated  with  the  acute  cardiac 
patient.  Sponsored  by  the  American  Heart 
Association.  v * L . ^ t*  . 

TROPICAL  MEDICINE  Provides  you  with 

advanced  in-depth  training  in  parasitology, 
infectious  diseases  occurring  in  tropical  and 
other  areas  of  the  world,  and  other  related 
topics. 

FLIGHT  SURGEON  Gives  you  a working 
knowledge  of  aviation  medicine  in  a course  that 
offers  opportunities  for  frequent  operational 
flights. 

AVIATION  MEDICINE  Offers  you  a follow-up 
to  the  Flight  Surgeon  course  and  includes  air 
ambulance  operations,  airfield  operations,  and 
aeromedical  research. 

Join  a local  medical  unit  and  serve  as  few 
as  16  hours  a month  and  14  days  of  active  duty 
during  the  year.  The  time  you  serve  can  be 
scheduled  around  your  busy  private  practice. 

You  might  also  have  the  opportunity  to 
participate  in  our  Individual  Mobilization 
Augmentee  Program  and  serve  just  two  weeks 
each  year. 

If  you  would  like  more  information  about 
these  or  other  medical  opportunities,  or  would 
like  to  be  contacted  by  an  Army  Reserve 
physician,  call  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 

beallyoucanbe: 


ORTHOPEDIC  SURGEON 

Two  orthopedists  needed  full  time  for  my  clinics  in  New 
York  State  to  perform  Orthopedic  Disability  Evaluations. 

Kick  the  hassle  of  Practice,  Hospitals,  Etc.  Enjoy 
banker’s  hours  and  maintain  high  income. 

Write  with  CV — H.  Lewis,  M.D. 

Riverfront  Medical  Services 
3155  Eggert  Rd. 

Tonawanda,  NY  14150 
phone:  (716)  832-9600 


WESTLINK  CORPORATION 

An  organization  composed  of  progressive  teaching  and  com- 
munity hospitals  and  other  health  care  facilities  in  WNY  seeks 

VICE  PRESIDENT  FOR 
MEDICAL  STAFF  RELATIONS 

Successful  candidate  for  this  full  time  position  will  have 
several  years  of  active  practice,  strong  interpersonal  and 
communications  skills,  and  demonstrated  leadership  abili- 
ty. Medical  administrative  experience  preferred.  Licensure 
to  practice  medicine  in  the  State  of  N.Y.  required.  Board 
certification  in  recognized  specialty  preferred.  Competitive 
salary  and  fringe  benefits. 

Send  resume  to:  Clare  A.  Haar 
Westlink  Corporation 
100  High  Street,  Buffalo,  N.Y.  14203 


MEDICAL 

DIRECTOR 


Full  time  position  at  a 300  bed 
acute  care  hospital  located  in  the 
Catskills  Mountains,  90  miles 
northwest  of  NYC.  The  Medical 
Director  will  be  an  administrator 
who  reports  to  the  C.E.O.  and  will 
be  responsible  for  the  organiza- 
tion and  conduct  of  the  medical 
staff.  Must  be  eligible  for  regis- 
tration as  a Physician  in  N.Y. 
State.  Board  certification  or  eli- 
gibility required  as  well  as  expe- 
rience in  and  knowledge  of  N.Y. 
State  codes,  quality  assurance, 
utilization  review  and  medical 
staff  administration  and  organi- 
zation in  a hospital  setting.  Previ- 
ous experience  as  a Medical  Di- 
rector preferred.  Please  forward 
C.V.  to  Administration 

COMMUNITY 
GENERAL  HOSPITAL 
OF  SULLIVAN  COUNTY 

Bushville  Rd,  P.O.  Box  800 
Harris,  New  York  12742 

An  Equal  Opportunity  Employer 


Classified 

Advertising 


PHYSICIANS  WANTED 


NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 

and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided, 
signing  bonus,  relocation  reimbursement,  and 
optional  benefit  package.  Contact:  Emer- 

gency Consultants,  Inc.,  2240  S.  Airport  Rd., 
Room  42,  Traverse  City,  Ml  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 


DANSVILLE,  NEW  YORK:  Seeking  full  and  part- 

time  emergency  physicians  for  active  depart- 
ment. Excellent  compensation,  paid  malprac- 
tice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Emergency  Con- 
sultants, Inc.,  2240  S.  Airport  Rd.,  Room  42, 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


PHYSICIANS  WANTED— CONT’D 


ROCHESTER,  NEW  YORK  AREA— Seeking 
associate  director  and  full  and  part-time  physi- 
cians for  moderate  volume  emergency  depart- 
ment in  54  bed  hospital.  Attractive  compensa- 
tion, signing  bonus,  and  malpractice  insurance. 
Benefit  package  available  to  full-time  physi- 
cians. Contact:  Emergency  Consultants,  Inc., 
2240  South  Airport  Road,  Room  42,  Traverse 
City,  Ml  49684;  1-800-253-1795  or  in  Michigan 
1-800-632-3496. 


CHARTER  MEDICAL  CORPORATION-PHYSI- 
CIANS NEEDED.  Internal  Medicine,  Family 
Practice,  Oncology,  General  Surgery,  Neurosur- 
gery, Endocrinology,  Neurology.  Group  prac- 
tice, solo,  or  urgent  care  available  through  our 
acute  care  hospital  network  located  in  Macon 
and  serving  all  of  middle  Georgia.  Your  practice 
will  be  located  80  miles  south  of  Atlanta  in  a 
growing  family  oriented  community  where  you 
can  avoid  traffic  and  enjoy  a rewarding  profes- 
sional career.  Please  contact:  Stephen  Wof- 
ford collect  at  (912)  741-6283  for  a confidential 
consultation  or  write  to  Stephen  Wofford,  Direc- 
tor of  Physical  Recruiting,  Charter  Northside 
Hospital,  P.O.  Box  4627,  Macon,  GA  31208. 


PHYSICIANS  WANTED— CONT’D 


AUBURN,  NEW  YORK— Seeking  an  additional 
ED  Physician  to  join  a stable,  board  certified 
physician  team.  Board  certified/eligible  in 
emergency  medicine,  internal  medicine,  family 
practice,  and  ACLS,  ATLS  certification  re- 
quired. Located  in  the  Finger  Lakes,  Auburn 
Memorial  Hospital  is  a full  service  institution 
with  an  emergency  department  volume  of 
27,000  annually.  Excellent  compensation  and 
fringe  package  with  paid  malpractice.  Con- 
tact F.  P.  Lo  Turco,  D.O.,  FACEP,  Director 
Emergency  Department,  Auburn  Memorial 
Hospital,  17  Lansing  Street,  Auburn,  N.Y. 
13021. 


ANESTHESIOLOGIST— Harlem  Hospital  Center, 
a major  affiliate  of  Columbia  University  College 
of  Physicians  and  Surgeons,  is  seeking  a board 
eligible  or  certified  Anesthesiologist  for  an  ac- 
tive surgical  and  obstetrical  service,  as  well  as 
for  involvement  in  critical  care  medicine.  The 
position  requires  an  interest  and  experience  in 
teaching  and  research.  Faculty  appointment 
will  be  commensurate  with  experience.  Excel- 
lent benefits.  Please  send  CV  to:  Director, 
Dept,  of  Anesthesiology,  Harlem  Hospital  Cen- 
ter, 506  Lenox  Avenue,  New  York,  NY  10037. 
Equal  Opportunity  Employer. 
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Once-daily  Dyazide’  gives  your  black  patients,  as  well  as  your 
elderly  patients,  dependable  blood  pressure  control.  This  plus 
decades  of  quality  and  experience  all  add  up  to  the  first-class  care 
your  hypertensive  patients  deserve. 


DYAZIDE  4,0 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/5KF  ^ 


a product  of 

SK&F  LAB  CO 

Cidra.  P.R.  00639 
© SK&F  Lab  Co..  1989 


Before  prescribing,  please  see  brief  summary  of  prescribing  information  on  adjacent  page. 


ill 

DYAZIOE® 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  LAB  CO. 
literature  or  POR.  He  following  is  a brief  summary 

Indications  and  Usage:  Hypertension  01  edema  in  patients  who  develop  hypokalemia 
on  hydrochlorothiazide  alone,  in  patients  who  legune  a thiazide  diuretic  and  in  whom  the 
development  of  hypokalemia  cannot  be  risked 

This  fixed  combination  drug  is  not  indicated  lor  the  initial  therapy  of  edema  or 
hypertension  except  in  individuals  in  whom  the  development  of  hypokalemia 
cannol  be  risked. 

'Vyazide ' may  be  used  alone  or  as  an  ad/uncl  to  other  antihyper  tensive  drugs,  dosage 
adjustments  may  be  necessary 


Contraindications  Concomitant  use  with  other  potassium-sparing  agents  such  as 
spironolactone  or  amilonde , potassium  supplements  I except  in  presence  ol  severe 
hypokalemia),  anuria,  acute  and  chronic  tenat  insufficiencies  or  significant  renal 
impairment,  hypeisensitivity  to  drug  or  other  sullonamide  demetf  drugs,  preexisting 
elevated  serum  potassium  concentration 


Warnings  Abnormal  elevation  ot  serum  potassium  levels  (greater  than  or  eguat  to 
5 5 mfg/liler)  can  occur  with  alt  potassium-conserving  diuretic  combinations,  including 
Vyazide'  Hyperkalemia  is  more  likely  to  occur  in  patients  with  renal  impairment,  diabetes 
(even  without  evidence  ol  renal  impairment),  elderiy  or  severely  ill  patients  Since  uncor 
reeled  hyperkalemia  may  be  fatal,  serum  potassium  levels  must  be  monitored  at  Ireguenl 
intervals  especially  in  patients  hist  receiving  Vyazide '.  when  dosages  are  changed  or  with 
any  illness  that  may  influence  renal  lunclion. 


If  hyperkalemia  is  suspected  obtain  an  ECG  and  monitor  serum  potassium  II  hyperkale 
mia  develops,  discontinue  Vyazide'  and  initiate  thiazide  therapy  il  needed  Persistent 
hyperkalemia  may  legune  dialysis  Monitor  serum  electrolytes  frequently  in  patients  with 
mild  renal  dysfunction  and  in  diabetic  patients  In  patients  who  may  develop  respiratory  or 
metabolic  acidosis,  monitor  serum  electrolytes  and  actdfbase  balance  liequently 


Precautions  Ihe  bioavailability  ol  the  hydrochlorothiazide  and  tnamteiene  components 
ot  'Vyazide' is  about  5 0%  olthe  maximum  obtainable  with  oral  therapy  Iheoiebcally,  a 
patient  transferred  horn  therapy  with  hydrochlorothiazide  with  or  without  tnamteiene 
might  show  an  mciease  in  blood  pressure,  fluid  letention.  oi  change  in  serum  potassium 
Extensive  clinical  expenence  with  'Vyazide ',  however,  suggests  that  these  conditions  have 
not  been  commonly  observed  in  clinical  practice  (See  CLINICAL  PHARMACOLOGY)  Use 
thiazides  cautiously  in  patients  with  impaired  hepatic  lunclion  They  can  precipitate  coma 
in  patients  with  severe  liver  disease,  potassium  depletion  induced  by  the  thiazide  may  be 
important  in  this  connection,  administer  Vyazide  cautiously  and  be  alert  tor  such  early 
signs  of  impending  coma  as  contusion,  drowsiness  and  liemor,  it  mental  contusion 
increases,  discontinue  Vyazide ' tor  a lew  days,  attention  must  be  given  lo  other  /actors 
that  may  precipitate  hepatic  coma,  such  as  blood  in  Ihe  gastrointestinal  tract  or  preexist 
mg  potassium  depletion  II  patients  develop  hypokalemia,  which  is  uncommon  with 
vyazide '.  increase  potassium  intake  (i.  e , with  supplements  or  potassium  nch  foods)  It 
repeal  determinations  show  serum  potassium  concentrations  below  30  mEq/L,  discon- 
tinue Vyazide'  and  initiate  potassium  chloride  supplementation  Institute  corrective 

s frequently,  especially 
lythmias  Diuielics  may 


aggravate  exisbng  electrolyte  imbalances,  especially  at  high  dosages  or  in  patients  on  salt- 
restricted  diets  Do  penooic  serum  electrolyte  determinations  (particularly  important  in 
patients  vomiting  excessively  or  leceivmg  parenteral  fluids ) Chlonde  replacement  may  be 
lequued  in  the  liealment  ol  metabolic  acidosis  It  dilutions!  hyponatiemia  develops, 
restrict  water  intake  In  actual  sail  depletion,  initiate  sodium  chloride  replacement  Use 
Vyazide ' cautiously  in  patients  with  a history  of  renal  stone  lormalion 


II  hyperkalemia  develops  when  treating  tor  hypokalemia,  lake  corrective  measures  Also 
discontinue  Vyazide ' and.  il  appropnate,  subsblule  a thiazide  diuietic  until  potassium 
levels  return  to  normal  Do  periodic  BUN  and  serum  cieatmme  determinations  especially 
in  ihe  elderly  and  in  0ienls  with  suspected  or  confirmed  renal  insufficiency  Serum  PBl 
levels  may  decrease  without  signs  ol  thyroid  disturbance  Discontinue  thiazides  More 
conducting  parathyroid  function  tests 


Angiotensin  converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium,  use  with 
caution  with  Vyazide  Concurrent  use  with  chlorpropamide  may  increase  Ihe  risk  ol 
severe  hyponatiemia.  A lew  occurrences  ol  acute  renal  failure  have  been  reported  in 
patients  on  Vyazide' when  treated  with  indomelhacm  Thetelore,  caution  is  advised  in 
admmrslenng  nonsteroidal  anti-inflammatory  agents  with  Vyazide'  Diuretics  reduce  renal 
clearance  of  lithium  and  mciease  Ihe  risk  of lithium  toxicity  Clinically  insignificant  teduc 
tions  in  artenal  responsiveness  io  norepinephrine  have  been  leported  Thiazides  have  also 
been  shown  to  increase  the  parading  effect  ol  nondepolarizing  muscle  relaxanls  such  as 
tubocuranne,  therefore  use  cautiously  in  patients  undergoing  surgery  Monitor  electrolytes 
in  patients  taking  amphotericin  B,  corticosteroids  or  corticotropin  concomitantly  Thia- 
zides may  potentiate  Ihe  action  ol  other  anbhypertensive  drugs  The  elf  eels  ol  oral  antico- 
agulants may  be  deceased  when  used  concurrently  with  hyorochloiolhiazide,  dosage 
adjustments  may  be  needed  Vyazide  ’ may  raise  the  level  ol  blood  unc  acid,  dosage 
adjustments  ol  anligout  medication  may  be  needed  to  control  hyperuncemia  and  gout 
The  Mowing  agents  given  with  tnamteiene  may  promote  serum  potassium  accumulation 
and  possibly  result  m hyperkalemia,  especially  in  patients  with  renal  insufficiency  blood 
from  blood  bank  (may  contain  up  lo  30  mEq  ol  potassium  per  liter  ol  plasma  or  up  lo 
65  mEg  ol  potassium  per  liter  ol  whole  blood  when  stored  lor  more  than  10  days), 
tow-salt  milk  (may  contain  up  to  SO  mEg  ot  potassium  per  liter),  potassium-containing 
medications  (such  as  parenteral  penicillin  G potassium),  and  sail  substitutes  (most 
contain  substantial  amounts  ol  potassium)  Exchange  resins,  such  as  sodium  polystyrene 
sulfonate,  whether  administered  orally  or  rectally,  reduce  serum  potassium  concentrations 
by  sodium  replacement  ol  the  potassium,  fluid  lelenlion  may  occur  in  some  patients 
because  ol  the  mcieased  sodium  intake  Chiomc  or  overuse  ol  laxatives  may  reduce 
serum  potassium  concentrations  by  promobng  excessive  potassium  loss  horn  the  intesti- 
nal trad,  laxalrves  may  interfere  with  the  potassium-retaining  eflects  ol  tnamteiene  The 
eltectiveness  ofmethenamme  maybe  decreased  when  used  concurrently  with  hydrochlo 
rothiazide  because  ol  alkaltnizalion  ol  the  unne  Vyazide  ’ will  interfere  with  Ihe  fluorescent 
measurement  olquinidrne 


Theie  are  no  adequate  and  well-controlled  studies  in  pregnant  women  This  drug  should 
be  used  dunng  pregnancy  only  il  clearly  needed  Thiazides  and  tnamteiene  cross  Ihe 
placental  bamer  and  appear  in  cord  blood  The  use  ol  thiazides  in  piegnancy  lequnes 
weighing  Ihe  anticipated  benefit  against  possible  hazards,  including  letal  or  neonatal 
jaundice,  pancreatitis,  Ihiombocyfopema,  and  possibly  other  adverse  reactions  which 
have  occurred  in  the  adull  Thiazides  appear,  and  triamterene  may  appear,  in  breast  milk  tl 
use  ol  the  drug  is  essential,  the  patient  should  stop  nursing  Safety  and  effectiveness  in 
children  have  not  been  established 


Adverse  Reactions  The  serious  adverse  effects  associated  with  Vyazide ' have 
commonly  occurred  in  less  than  0 1 % ol  patents  treated  with  this  product  Anaphylaxis, 
rash,  urbeana,  pholosensibvity,  cardiac  arrhythmias,  postural  hypotension,  diabetes 
mellitus,  hyperkalemia,  hyperglycemia,  glycosuna  hyperuncemia,  hypokalemia,  hypona 
Iremia,  acidosis,  hypochloiemia,  jaundice  and/or  her  enzyme  abnormalities,  pancreatitis, 
nausea  and  vomiting,  diarrhea,  consbpation.  abdominal  pain,  acute  renal  failure,  intersh 
hat  nephntis,  ml  stones  composed  pnmanty  ol  Inamterene,  elevated  BUN  and  serum 
creatinine,  abnormal  urinary  sediment,  leukopenia,  thrombocytopenia  and  purpura, 
megaloblastic  anemia,  muscle  cramps,  weakness,  latgue,  dizziness,  headache,  dry 
mouth,  impotence,  sialadenitis  Thiazides  alone  have  been  shown  lo  cause  Ihe  Mowing 
additonal  adverse  reactions  paresthesias,  vertigo,  xanthopsia,  transient  blurred  vision, 
allergic  pneumonitis,  pulmonary  edema,  respiratory  distress,  necrotizing  vasculitis, 
exacerbation  ol  lupus,  aplastic  anemia,  agranulocytosis,  hemolyhc  anemia  In  neonates 
and  mlanls.  thrombocytopenia  and pancreatilis-raiely,  in  newborns  whose  mothers  have 
received  thiazides  dunng  pregnancy 

Supplied:  Capsules  containing  25  mg  hydrochlorothiazide  and  50  mg  triamterene,  in 
botties  ol  WOO  capsules,  in  Single  Uml  mages  (uml-dose)  ol  100  (intended  lor  institu- 
tional use  only),  in  Patient Pak™ unit-ot use  bottles  ol  100 
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MEETINGS  AND 
LECTURES 


The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 


DECEMBER  1989 
AROUND  THE  STATE 


BRONX 

Dec  6.  Eyewitness  Testimony.  Lehman 
College.  Contact:  Mark  L.  Taff,  MD, 
President,  New  York  Society  of  Foren- 
sic Sciences,  130  Gold  PI,  Malverne, 
NY  11565.  Tel:  (516)  887-4691. 

BUFFALO 

Dec  1.  Current  Aspects  of  Treatment  of 
Soft  Tissue  Sarcoma.  Roswell  Park 
Memorial  Institute.  Contact:  Gayle 
Bersani,  RN,  Coordinator  of  Continu- 
ing Education  Programs,  Education 
Dept,  Roswell  Park  Memorial  Insti- 
tute, Elm  and  Carlton  Sts,  Buffalo,  NY 
14263.  Tel:  (716)  845-2339. 

MANHATTAN 

Dec  1-2.  Genes,  Brain  and  Behavior. 
Roosevelt  Hotel.  Contact:  Ivan  Bodis- 
Wollner,  MD,  Secretary,  Treasurer,  As- 
sociation for  Research  in  Nervous  and 
Mental  Disease,  Inc,  Box  1052,  Mt  Si- 
nai Hospital,  1 Gustave  Levy  PI,  New 
York,  NY  10029.  Tel:  (212)  348-8133. 

Dec  4-7.  Neurosurgery  NYC/ 1989. 
Grand  Hyatt.  Dec  6-10.  Board  Review 
in  Geriatric  Medicine.  29  V2  Cat  I Cred- 
its. Contact:  NYU  Post-Graduate 
Medical  School,  550  First  Ave,  New 
York,  NY  10016.  Tel:  (212)  340-5295. 

Dec  5.  Management  of  Patients  with 
High-risk  Ventricular  Arrhythmias.  2 

Cat  I Credits.  Helmsley  Hotel.  Con- 
tact: New  York  Cardiological  Society, 
Inc,  681  Lexington  Ave,  Suite  310, 
New  York,  NY  10022.  Tel:  (212)  888- 
5595. 

Dec  7-8.  Update  in  Gastroenterology 
and  Hepatology.  15  Cat  I Credits.  Col- 
lege of  Physicians  and  Surgeons.  Con- 
tact: Columbia  University,  Continuing 


Education  Center,  630  W 168th  St, 
New  York,  NY  10032.  Tel:  (212)  305- 
3682. 

Dec  8.  Clinical  Nutrition — Update  for 
the  90s.  7 Cat  I Credits.  Grand  Hyatt 
Hotel.  Contact:  Ann  J.  Boehme,  CMP, 
Associate  Director  for  Continuing  Edu- 
cation, Long  Island  Jewish  Medical 
Center,  New  Hyde  Park,  NY  11042. 
Tel:  (718)  470-8650. 

Dec  9.  Oculoplastic  Workshop.  Man- 
hattan Eye,  Ear  & Throat  Hospital. 
Contact:  Francine  Leinhardt,  Course 
Coordinator,  Manhattan  Eye,  Ear  & 
Throat  Hospital,  210  E 64th  St,  New 
York,  NY  10021.  Tel:  (212)  838-9200, 
ext  1776. 

Dec  9-10.  Update  in  Urological  Sur- 
gery. 12  Cat  I Credits.  NYU  Medical 
Center.  Contact:  NYU  Medical  Cen- 
ter, Post-Graduate  Medical  School, 
550  First  Ave,  New  York,  NY  10016. 
Tel:  (212)  340-5295. 

SYRACUSE 

Dec  2-3.  40th  Annual  Postgraduate  Re- 
view Course  in  Ophthalmology.  Hotel 
Syracuse.  Contact:  Office  of  Continu- 
ing Education,  SUNY  Health  Science 
Center  at  Syracuse,  750  E Adams  St, 
Syracuse,  NY  13210.  Tel:  (315)  473- 
4606. 


AROUND  THE  NATION 


ALABAMA 

Dec  8-10.  Plastic  Surgery  of  the  Nose 
and  Face.  30  Cat  I Credits.  Birming- 
ham. Contact:  American  Academy  of 
Facial  Plastic  and  Reconstructive  Sur- 
gery, Inc,  1101  Vermont  Ave,  NW, 
Suite  404,  Washington,  DC  20005.  Tel: 
(202)  842-4500. 

CALIFORNIA 

Dec  8-10.  Advanced  Seminars  in  Diag- 
nostic Imaging.  20  Cat  I Credits.  Ritz- 
Carlton  Hotel,  Laguna  Niguel.  Con- 
tact: Dawne  Ryals,  Ryals  & Associates, 
PO  Box  1925,  Roswell,  GA  30077- 
1925.  Tel:  (404)  641-9773. 

Dec  9-10.  Stabilization  and  Manage- 
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Accreditation:  Albert  Einstein  College  of  Medicine/ 
Montefiore  Medical  Center 

GROWTH  AND 
DEVELOPMENT  IN 
CRANIOFACIAL 

ANOMALIES 

Controversies  in  Surgical 
Correction  and  Management 

Waldorf  Astoria  Hotel-New  York  City 
March  29-31,  1990 
Sponsored  by: 

The  Center  for  Craniofacial  Disorders 

In  conjunction  with  the 
Departments  of  Neurological  Surgery 
and  Plastic  Surgery 

Course  Co-Chairmen  James  Goodrich,  M.D..  PH.D. 
Craig  Hall,  M.D  ♦ Robert  Shprintzen,  Ph  D. 

THE  FIRST  EINSTEIN 
CRANIOFACIAL  SYMPOSIUM 

Marks  the  first  in  a series  of  Symposia  concerned  with  con- 
genital birth  defects,  to  be  delivered  in  five-year  cycles. 
Craniofacial  Surgery  has  been  chosen  as  the  topic  of  the 
opening  Symposium  in  honor  of  Dr.  Michael  Lewin,  the 
founder  of  the  Montefiore  Center  for  Craniofacial  Disorders. 

FEE:  Attending  S 445  00  • Residents.  Fellows  and 
Nurses  $200  00  • Thursday  only  SI 50 00 

FOR  INFORMATION  (2 1 2)  920-6674 

Office  of  Continuing  Medical  Education. 

Albert  Einstein  College  of  Medicine/Montefiore  Medical  Center 
3301  Bainbridge  Avenue,  Bronx.  New  York  10467 
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Licensed  Real  Estate  Broker 

Commercial  & Medical  Business  Brokerage 


Ruth  Karp.. .the  professional  name  in  private  practice  sales. 
Let  the  professional  division  of  Ruth  Karp  Licensed  Real 
Estate  Broker  help  you  in  buying  or  selling  your  practice,  or 
locating  professional  space  on  Long  Island.  We  can  insure 
that  you  will  receive  personal  service  and  that  your  business 
will  be  held  in  the  strictest  confidence.  Please  contact  us  at: 

P.O.  Box  720,  Oyster  Bay,  NY  1 1 771 , (51 6)  922-1 31 9 


“SELLING  PRACTICES  IS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment?  Before  you  buy  or  sell,  call  for 
an  appraisal  to  assure  the  best  financial  and  transfer  terms.  We  are  a full 
service  practice  broker,  not  simply  a listing  service.  Since  1981,  Countrywide 
has  been  instrumental  in  helping  hundreds  of  doctors  like  yourself  buy  and  sell 
their  practices.  We  guide  you  through  the  entire  sales  process  from  initial 
meeting  to  closing.  Our  offices  serve  New  York,  New  Jersey  and  New  England. 
Countrywide  Business  Brokerage,  Inc. 

319  East  24th  Street,  Suite  23-G,  New  York,  NY  10010 
(212)  686-7902  (800)  222-7848  (203)  869-3666 


BUYING  OR  SELLING  A PRACTICE? 

It  is  one  of  the  largest  and  most  important  business  transactions  you  will  ever 
make.  You  can  handle  it  yourself,  spend  a great  deal  of  time  and  energy  trying  to 
make  such  a sale  work,  and  risk  not  getting  a fair  market  price.  Or,  you  can  turn  to 
Epstein  Practice  Brokerage,  Inc.  Our  brokerage  service  includes  consultation, 
appraisal,  screening,  and  negotiation  of  terms.  Additionally,  we  will  arrange  for 
institutional  financing. 

EPSTEIN  PRACTICE  BROKERAGE,  INC. 

16  West  Palisade  Avenue,  Englewood,  New  Jersey  07631 
(201)  568-4933  (212)  233-7300 


PHYSICIANS  WANTED— CONT’D 


INTERNIST  BE/BC:  North  Shore  Internal  Medi- 
cine, PC  is  seeking  an  energetic  general  inter- 
nist to  enjoy  the  benefits  of  a rapidly  expanding 
practice.  New  office  close  to  hospital.  Michi- 
gan State  Medical  School  Campus.  Send  re- 
sume to  2420  First  Avenue  South,  Escanaba, 
Ml  49829  (906)  786-1563. 

PRACTICE  OPPORTUNITIES  in  Virginia's  Tide 
water  Region.  We  currently  have  superior  job 
opportunities  for  General  Surgeons,  Internists, 
Radiologists,  Pediatricians  and  Family  Practitio- 
ners in  the  Tidewater  Region.  You  can  be  listed 
free  with  our  service.  The  Virginia  Health  Coun- 
cil, Inc.  is  a non-profit  agency  that  works  in  as- 
sociation with  the  Medical  Society  of  Virginia. 
For  over  43  years,  we  have  helped  thousands  of 
physicians  locate  practices  in  Virginia.  For 
more  information  call  Virginia  Health  Council, 
Inc.,  (804)  358-9944. 

INTERNAL  MEDICINE/FAMILY  PRACTICE  PHY- 
SICIAN. Busy  ambulatory  health  care  facility 
seeks  additional  physician  to  begin  immediately. 
Wide  variety  of  adult  and  pediatric  patients. 
Guaranteed  salary  with  incentive  bonus.  Mal- 
practice insurance  plus  excellent  benefits. 
Practice  high  quality  care  in  a community  ideal 
for  family  living.  Please  send  current  c.v.  to  S. 
M.  Pepper,  Executive  Director,  Groton  Commu- 
nity Health  Care  Center,  Inc.,  120  Sykes  Street, 
Groton,  NY  13073. 


PHYSICIANS  WANTED— CONT’D 


ANESTHESIOLOGIST — Immediate  position  avail- 
able at  Manhattan  based  hospital.  Corporate 
benefits  leading  to  full  profit  sharing.  All  types 
of  surgery  except  open  heart.  Minimum  re- 
quirement, board  eligibility.  Reply  Dept  489 
c/o  NYSJM. 


LEWIS  COUNTY  GENERAL  HOSPITAL  seeks  an 
Internist  for  a growing  community  in  the  foothills 
of  the  Adirondack  Mountains.  120  beds,  fully 
equipped  and  well  staffed.  Generous  guaran- 
tee and  benefits.  Office  adjacent  to  hospital. 
Call  315-686-2434  or  send  resume  to  Joseph 
Kehoe,  RR1,  Box  363,  Clayton,  N.  Y.  12624. 


EQUIPMENT 


PFIZER  HAND-HELD  PORTABLE  C02  10  WATT 
LASER,  complete  with  case,  smoke  evacuator, 
and  built-in  power  watt  meter.  Used  only  a 
total  of  1 to  2 hours  on  a 1000  hour  C02  tube. 
Essentially  new.  Avoid  the  troubles  of  heavier 
machines,  and  of  fiberoptic  angles  which  re- 
quire more  maintenance.  Meter  lets  you  know 
how  much  wattage  you  are  delivering  to  site. 
New  $23,000.  General  value  now  $18,000  or 
so.  Will  sell  for  $17,000  and  possible  credit  up 
to  $1,500  for  any  attachments  purchaser  may 
wish  to  add.  5 1 8-56 1 -594 1 , 9-3  Eastern  time. 


PRACTICES  AVAILABLE 


FOR  SALE:  WOODSTOCK,  NY.  Exceptional 
opportunity:  retiring  OB/GYN  physician  and 
midwife  team  selling  very  successful  private 
practice.  Catskill  Mountain-Hudson  Valley  area, 
2 hours  from  NYC.  Peaceful  and  safe  with  ex- 
cellent schools  and  recreation.  Good  cross  cov- 
erage. Fully  equipped  office  in  large,  well  main- 
tained home  on  beautiful  property.  Long  term 
staff  will  stay  on.  Will  introduce.  Reasonable 
terms.  Immediate  high  income  potential.  Con- 
tact: Lawrence  M.  Perl,  M.D.,  FACOG  at  (518) 
943-6660. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000 

SUBTENANT  WANTED  to  share  space  in  fully 
equipped  medical  office.  Luxury  professional 
building  in  Lake  Success,  immediately  adjacent 
to  Long  Island  Jewish  Medical  Center.  Avail- 
able for  occupancy  October  1 , 1 989.  Call  5 1 6- 
354-2626  (days)  or  516-676-6609  (evenings). 
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Residents/Fellows: 


A $500  AWARD  is  presented  annually  by  the  Medical  Society  of  the  State 
of  New  York  to  the  intern,  resident  or  fellow  who  submits  the  best  paper  on 
a clinical  subject  for  the  Society’s  1990  Merit  H.  Cash  Competition. 

Entrants  need  not  be  members  of  the  MSSNY  but  must  be  in  training  at  a 
hospital  within  the  State  of  New  York. 

Entries  should  be  “sponsored”  by  a faculty  member,  and  all  papers  submit- 
ted should  be  of  sufficient  quality  to  be  considered  for  original  publication 
in  the  New  York  State  Journal  of  Medicine. 

The  deadline  for  receipt  of  entries  is  January  1, 1990,  and  the  prize  for  the 
winning  paper  will  be  awarded  at  the  MSSNY’s  House  of  Delegates  meet- 
ing in  March  29-April  1,  1990. 

Address  all  entries  to:  Division  of  Scientific  & Educational  Activities 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

P.O.  Box  5404 

Lake  Sucess,  NY  11042 

Questions?  Please  contact  the  Division  of  Scientific  & Educational  Activi- 
ties at  (516)  488-6100,  EXT.  243. 
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The  elimination  of  the  requirement  for  medical  libraries 

in  hospitals 


It  can  be  accurately  stated  that  the  following  quotation  of 
Justice  Brandeis  characterizes  the  physician  perception  of 
governmental  intrusion  into  the  practice  of  medicine: 
“Experience  should  teach  us  to  be  most  on  guard  to  pro- 
tect liberty  when  the  Government’s  purposes  are  benefi- 
cent . . . .The  greatest  dangers  to  liberty  lurk  in  insidious 
encroachment  by  men  of  zeal,  well-meaning  but  without 
understanding.”1 

This  insidious  encroachment  without  understanding  is 
perhaps  most  recently  exemplified  by  the  decision  of  the 
Health  Care  Financing  Administration  (HCFA)  followed 
by  the  New  York  State  Department  of  Health  (DOH)  to 
eliminate  the  requirement  (minimal  standard)  that  hospi- 
tals maintain  a medical  library  in  order  to  be  eligible  for 
federal  funding.  The  Joint  Commission  on  Accreditation 
of  Healthcare  Organizations  (JCAHO)  has  with  under- 
standing maintained  the  standard  of  hospital  medical  li- 
braries and  considers  them  relevant  to  the  quality  of 
care. 

The  reasoning  behind  the  HCFA  and  DOH  decision  to 
eliminate  hospital  medical  libraries  is  astounding  and  bi- 
zarre. In  the  Federal  Register  on  June  17,  1986,  HCFA  is 
quoted  as  follows:  “Medical  information  impacts  on  qual- 
ity of  care  only  if  practitioners  and  staff  use  it.  The  mere 
existence  of  this  information  with  no  parallel  requirement 
for  staff  to  use  it  gives  no  assurance  that  quality  of  care  is 
enhanced.”2  The  DOH  concurred.  This  concurrence  is  cu- 
rious in  light  of  the  fact  that  the  recently  enacted  New 
York  State  law  designed  to  improve  quality  of  care  re- 
quires hospitals  to  provide  “Continuing  education  pro- 
grams for  medical,  dental  and  podiatric  staff  in  their  areas 
of  specialty”3  but  does  not  have  a parallel  requirement  for 
attendance. 

The  following  are  quotations  from  a DOH  spokesman 
on  the  issue  of  hospital  medical  libraries: 

For  many  years  this  Department  has  operated  an  active  hospital 
surveillance  and  enforcement  program  . . . .Our  enforcement 
process,  in  all  the  years  we  had  a medical  library  requirement  in 
regulation,  was  never  able  to  link  adequacy  of  medical  library 


services  to  any  of  the  many  specific  problems  found  with  delivery 
of  patient  care.4 

In  addition,  the  DOH  reasoned: 

From  our  regulatory  perspective  ...  we  have  not  been  able  to 
determine,  for  example,  that  lack  of  a pertinent  collection  or  arti- 
cle resulted  in  an  instance  of  poor  patient  care  ...  .It  is  because  of 
this  lack  of  a demonstrable  cause  and  effect  relationship  between 
delivery  of  acceptable  patient  care  and  services  and  operation  of 
a medical  library,  that  we  elected  to  drop  the  requirement  . . . 

And  the  bottom  line  reasoning:  “our  experience  has  told 
us  [the  regulation]  was  not  useful  as  a regulatory  and  en- 
forcement tool  and  which  may  mandate  expenditure  of 
hospital  resources  to  the  detriment  of  more  pressing  hospi- 
tal priorities  . . . ,”4  It  has  not  escaped  suspicion  that  this  is 
a perverse  experiment  to  obtain  data  showing  that  lack  of 
hospital  medical  libraries  does  indeed  impact  adversely  on 
the  quality  of  patient  care. 

How  could  this  change  in  the  regulations  have  occurred 
without  an  outcry  from  the  medical  community?  Quite 
simply — the  medical  community  has  no  input  and  must 
consequently  respond  after  the  regulations  are  set  in  stone 
by  those  health  planners  who  do  not  understand  and  offer 
such  baffling  alternatives  as  that  suggested  to  the  Medical 
Library  Association.  The  DOH  spokesman  advised: 
“Rather  than  continuing  to  petition  this  Department 
[DOH]  to  readopt  a section  of  regulations  ...  we  have 
urged  you  and  your  members  to  capitalize  on  your  access 
to  hospital  boards,  hospital  administrators  and  hospital 
professional  staffs  and  become  partners  in  hospital  solu- 
tions to  care  delivery  problems.”4 

Most  medical  educators  would  readily  concede  that 
medical  journals  and  books  are  the  primary  source  of  con- 
tinuing medical  education  (CME)  for  physicians.  No  un- 
derstanding person  would  deny  that  CME  is  an  important 
component  of  competency  nor  deny  that  competency  is 
related  to  quality  of  care.  With  the  ever  escalating  cost  of 
journals  and  text  books,  many  physicians  have  cancelled 
their  subscriptions  or  purchases  and  are  turning  to  hospi- 
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tal  medical  libraries,  which  now  are  deemed  by  those  who 
do  not  understand  (or  practice)  medicine  to  be  unrelated 
to  quality  care.  The  enormous  and  essential  contributions 
of  medical  libraries  to  undergraduate  and  graduate  edu- 
cation are  ignored  as  well  as  the  libraries’  resource  and 
reference  functions. 

This  very  regressive  change  in  hospital  regulations 
(minimal  standards)  should  arouse  a vigorous  response 
from  hospital  medical  staffs  throughout  the  state.  The  loss 
of  hospital  medical  libraries  will  adversely  impact  on  the 
quality  of  care,  and,  in  the  eyes  of  those  without  under- 
standing, the  physician  will  be  held  responsible. 


PETER  B.  FARNSWORTH,  MD 
Director 

Division  of  Scientific  and 
Educational  Activities 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd 
Lake  Success,  NY  11042 


1.  Olmstead  v US,  277  US  438,  479  (1928)  (Brandeis,  J,  dissenting). 

2.  51  Fed  Reg  22,033-22,034  (1986). 

3.  Public  Health  Law  § 2805-j  1(h). 

4.  Letter  from  David  H.  Philips,  Jr,  Bureau  of  Standards  Development,  NYS- 
DOH,  to  Tom  Flemming,  Chair,  Upstate  New  York  and  Ontario  Chapter,  Medi- 
cal Library  Association,  July  1 1,  1989. 


The  role  of  community  hospitals  in  the  detection  of  occult 

breast  cancer 


The  experience  with  occult  breast  cancer  in  two  communi- 
ty hospitals,  presented  in  this  issue  of  the  Journal,  is  note- 
worthy and  deserves  attention.1  As  the  authors  of  that  re- 
port mention,  most  published  reports  on  this  experience 
come  from  large-volume  screening  programs  for  breast 
cancer.2  4 Beginning  with  the  oft-quoted  Health  Insur- 
ance Plan  of  Greater  New  York  City  directed  by  Dr  Strax 
in  1963,  and  continuing  through  the  nationwide  (NCI- 
ACS)  program  involving  more  than  280,000  women  that 
began  in  1973,  the  detection  of  occult  breast  cancer  has 
become  commonplace. 

Worldwide,  programs  in  the  Netherlands,  Sweden,  Ita- 
ly, Finland,  the  United  Kingdom,  Canada,  and  the  United 
States  have  matured  and  produced  substantial,  reliable, 
and  encouraging  data.5-7  The  world  concensus  is  that 
mammography  detects  potentially  lethal8  breast  cancer  at 
a stage  in  which  treatment  is  effective  in  prolonging  dis- 
ease-free survival.  The  age  groups  above  50  years  show 
the  clearest  effect,  but  evidence  of  similarly  improved  sur- 
vival for  women  between  40  years  and  50  years  is  persua- 
sive.6-7 

Now  we  are  learning  of  the  experiences  of  community 
hospitals,  at  which  most  cancers  are  detected,  diagnosed, 
and  treated.  In  the  study  by  Hena  et  al,1  the  “predictive 
value”  (malignancy  rate)  of  mammographically  detected 
abnormalities  requiring  biopsy  was  about  one  out  of  five 
(21.6%).  This  is  the  critical  figure.  It  is  a measure  of  pro- 
gram efficiency.  By  definition,  this  is  the  proportion 
of  people  who  have  breast  cancer  to  all  persons  screened  as 
“positive”  for  breast  cancer.  The  number  of  patients  with 
cancer  are,  of  course,  those  determined  by  subsequent  di- 
agnostic evaluation,  ie,  biopsy  and  histologic  diagnosis.9 

In  the  Breast  Cancer  Detection  Demonstration  Project 
#25  in  Columbia,  Mo,  the  predictive  value  was  one  can- 
cer detected  out  of  five  biopsies  the  first  year  (1974).  By 
the  fifth  and  final  year  (1980),  the  ratio  was  one  cancer 
detected  in  three  biopsies  (unpublished  data).  In  North 
America,  about  one  in  five  is  often  reported,  but  in  Swe- 
den the  rate  is  said  to  be  one  in  two. 10  This  ratio  may  be  too 


low — some  borderline  lesions  may  be  permitted  to  grow. 
Watching  occult  breast  cancer  grow  is,  theoretically  at 
least,  not  desirable. 

The  critical  factors  in  obtaining  acceptable  predictive 
values  are  quality  of  the  mammogram  and  the  ability  of 
the  mammographer  to  perceive  and  critically  analyze  the 
abnormalities  displayed  by  the  image.  The  American  Col- 
lege of  Radiology  has  vigorously  addressed  the  matter 
through  its  Mammography  Accreditation  Program.  All 
diagnostic  radiologists  who  are  increasingly  involved  in 
mammographic  interpretations  would  derive  great  benefit 
from  attending  one  of  the  mammographic  symposia. 
These  are  presented  by  an  outstanding  faculty  chaired  by 
Dr  Robert  McLlend.  It  is  a splendid  educational  effort. 
We  anticipate  a growing  number  of  accredited  hospitals 
and  other  facilities. 

My  hope  is  that  the  experience  reported  in  the  Journal 
by  Hena  et  al1  in  the  two  community  hospitals  in  Albany, 
NY,  will  be  replicated  wherever  possible.  In-depth  mam- 
mographic screening  in  this  country  can  then  become  a 
reality.  It  must  also  be  appreciated  that  responsible 
screening  for  breast  cancer  carries  some  risks  and  poten- 
tial problems.11 

An  open  attitude  should  prevail  regarding  related  mat- 
ters such  as  sensitivity  and  specificity,  screening  intervals, 
optimal  views,  xeromammography  vs  film  mammogra- 
phy, identification  of  high-risk  subgroups,  and  age  limits. 
The  fact  remains  that  mammographic  screening  is  reduc- 
ing breast  cancer  mortality  worldwide. 4 ,2 

Further  good  news,  demonstrated  in  the  report  by  Hena 
et  al,1  is  that  such  a program  can  be  consistently  and  reli- 
ably implemented  in  community  hospitals.1  Success  de- 
pends on  the  availability  of  state-of-the-art  mammogra- 
phy and  close  cooperation  between  radiologist,  surgeon, 
and  pathologist.  This  team  approach  is  reflected  in  the 
good  results  reported  by  Hena  et  al.1 

Finally,  this  report  suggests  to  me  that  cooperating  hos- 
pitals might  accomplish  in  this  country  what  the  Europe- 
an Group  for  Breast  Cancer  Screening  proposes  for  their 
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area  of  the  world:  “to  establish  contacts  between  breast 
screening  projects,  to  encourage  the  interchange  of  infor- 
mation, to  work  for  the  standardization  of  terminology, 
methods  of  examination  and  diagnostic  criteria  and  to 
promote  the  advance  of  research  in  this  field.”12 

NED  D.  RODES,  MD 
Director,  Cancer  Control  Program 
Audrain  Medical  Center 
620  East  Monroe 
Mexico,  MO  65265 
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The  rural  health  care  challenge  in  New  York  State 


Those  living  outside  of  New  York  State  often  think  all  of 
New  York  resembles  New  York  City’s  Fifth  Avenue. 
Those  of  us  who  are  New  Yorkers  appreciate  the  rich  ru- 
ral heritage  we  have.  However,  even  in  our  own  state,  ru- 
ral areas  and  issues  are  underrepresented  in  the  various 
regulatory  agencies  and  in  the  minds  of  many  who  address 
the  health  concerns  of  New  York  citizens.  In  the  last  two 
decades  the  physician/patient  ratio  in  urban  areas  has  ap- 
proached 1:600,  while  for  rural  New  York  it  has  remained 
stubbornly  close  to  1 : 1 ,200.  Rural  hospitals  are  struggling 
to  meet  the  needs  of  their  communities.  It  seems  appropri- 
ate to  review  the  status  of  rural  health  care  in  New  York 
State  and  to  suggest  strategies  that  may  contribute  to  the 
support  and  enhancement  of  the  rural  health  care  system. 

Three  million  people  live  in  areas  of  New  York  State 
with  fewer  than  150  persons  per  square  mile.  This  is  the 
sixth  largest  rural  population  in  the  United  States.  These 
rural  areas  have  more  elderly  citizens  below  federal  pover- 
ty thresholds,  lower  median  incomes,  and  a more  cultural- 
ly homogeneous  population  than  urban  areas.  Teenage 
pregnancy  and  low  birth  weights  are  more  prevalent. 
Death  rates  from  accidents  are  higher  in  rural  areas.  Ru- 
ral areas  have  shortages  of  primary  care  physicians,  medi- 
cal specialists,  dentists,  and  social  workers  as  well  as 
nurses,  physical  therapists,  and  occupational  therapists. 
There  are  few  home  health  care  programs  and  a greater 
reliance  on  rural  hospitals  as  institutions  for  a wide  range 
of  health  related  care.  These  rural  hospitals  have  a gener- 
ally shorter  length  of  stay  and  lower  occupancy  rate  than 
urban  hospitals.  They  deal  with  a less  complex  case  mix 
and  lower  intensity  of  care.1-2  As  the  sole  community  pro- 
vider, the  rural  hospital  is  more  likely  to  maintain  basic 
medical  services  such  as  emergency  rooms,  obstetrical 
units,  pediatric  units,  nurseries,  and  skilled  nursing  facili- 
ties. Long  distances,  travel  time,  and  weather  problems 
add  to  resource  accessibility  problems.3  In  many  cases  the 
rural  hospital  is  the  major  employer  in  the  county  and  is 
more  likely  to  be  owned  by  a municipality.4  In  spite  of 


these  extra  pressures,  the  per  diem  reimbursement  of  rural 
hospitals  is  significantly  less  than  that  of  urban  hospitals 
of  similar  size.5 

Rural  physicians  see  9%  more  patients  per  week  and 
work  6%  more  hours  per  week.  Waiting  time  to  appoint- 
ment is  0.2  days  longer  than  in  urban  practices.6  Income 
for  rural  physicians  lags  behind  their  urban  counterparts 
in  spite  of  higher  volume  and  longer  hours. 

The  two  key  issues  of  the  rural  health  care  challenge  in 
New  York  State  are  that  the  rural  hospital  is  the  focus  of 
rural  health  care  and  that  professional  recruitment  of 
medical  personnel  is  an  acute  problem. 

A brief  history  of  government  involvement  in  rural 
health  care  is  revealing.  The  Hill-Burton  Program  of  1949 
stimulated  the  construction  of  rural  hospitals.  The  Com- 
prehensive Health  Planning  Act  of  1966  encouraged  the 
development  of  a health  planning  system  throughout  the 
United  States.  The  focus  of  these  two  programs  in  rural 
areas  was  on  developing  primary  care  services.  In  1974, 
the  National  Health  Planning  and  Resource  Development 
Act  began  to  change  the  focus  to  cost  containment,  with 
health  systems  agencies  evolving  from  the  old  planning 
boards.  Through  the  certificate  of  need  process,  the  health 
systems  agencies  and  the  New  York  State  Department  of 
Health  (DOH)  regulated  the  expansion  of  new  technol- 
ogies. Health  systems  agencies  were  successful  in  modu- 
lating unnecessary  expansion  of  new,  expensive  technol- 
ogy. This  resulted  in  greater  reliance  on  and  competition 
with  major  urban  hospitals.  Patients  who  required  the 
higher  technologies  and  physicians  and  nurses  who  used 
them  were  lost  to  the  urban  centers.  This  regionalized  ap- 
proach had  good  intent  but  rural  hospitals  had  more  diffi- 
culty recruiting  and  retaining  manpower  at  the  same  time 
that  consumers  were  looking  to  the  hospital  to  provide  ex- 
panded services.  Almost  unwittingly  these  policies  fa- 
vored large  urban  institutions  and  ignored  small  commu- 
nities and  their  institutions.  The  inflexibility  of  other 
regulations  also  created  hardships  unrelated  to  quality  for 
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many  rural  communities  and  suppressed  creativity.7  As 
the  focus  of  health  care  expertise,  the  rural  hospital  is 
bound  to  a greater  role  in  the  community,  different  from 
the  urban  institution,  but  in  competition  with  it. 

Financially  healthy,  credible,  and  innovative  rural  insti- 
tutions will  attract  more  manpower  but  the  other  task  of 
increasing  the  numbers  of  physicians,  nurses,  and  ancil- 
lary professionals  who  will  consider  rural  practice  must  be 
addressed  through  the  educational  system.  Several  studies 
on  physician  manpower  define  the  issues  in  career  location 
choices.  While  most  graduates  who  go  to  rural  areas  are 
from  rural  areas,  the  actual  decision  about  practice  loca- 
tion is  made  in  residency.8  Economic  considerations  and 
spousal  area  of  origin  are  often  more  compelling  than  per- 
sonal preferences.9  11  Experience  in  rural  areas  during 
training  and  a faculty  that  includes  rural  practitioners 
seem  to  be  effective  ways  to  influence  career  choice.12-14  It 
has  also  been  shown  that  graduates  of  primary  care  resi- 
dencies are  more  likely  to  choose  rural  practice.  Twenty- 
four  percent  of  family  practice  graduates  in  New  York 
State  have  chosen  rural  practice  versus  3%  of  all  other 
residency  graduates  (R.  Golden,  unpublished  data,  Feb- 
ruary 1988).  There  is  also  evidence  that  practice  location 
is  more  dependent  on  the  perceived  financial  health  of  lo- 
cal institutions  than  is  generally  recognized.15 

Inertia  is  another  important  problem  in  recruiting  to 
rural  areas.  A qualified  graduate  of  a residency  program 
is  often  wooed  by  local  physician  groups  who  become  ac- 
quainted with  the  resident  during  his  or  her  training.  Ac- 
cepting a job  offer  close  to  the  teaching  hospital  means  no 
urgency  to  move  a household,  the  ability  to  have  the  chil- 
dren stay  in  their  schools,  and  fewer  difficulties  obtaining 
staff  privileges.  These  are  powerful  forces  for  starting 
practice  near  the  area  of  training,  usually  an  urban  one. 

Seven  hundred  Texas  physicians  were  asked  to  rank 
personal  and  professional  variables  for  selection  of  prac- 
tice site.  The  most  important  personal  variables  were:  1) 
acceptability  of  site  to  spouse,  2)  quality  of  education  for 
children,  and  3)  the  overall  life  style  of  the  area.  The  im- 
portant professional  variables  were:  1)  adequate  hospital 
facilities,  2)  availability  of  contact  with  physician  col- 
leagues, and  3)  availability  of  consultants.16  If  these  are 
the  issues  of  rural  health  recruitment  then  what  strategies 
might  reverse  the  trend  of  the  last  two  decades?  Again, 
one  should  look  at  rural  health  care  institutions  first  and 
review  what  is  being  done  in  New  York  State. 

The  New  York  State  Legislative  Commission  for  Rural 
Resources,  created  in  1982,  has  compiled  a Rural  Health 
Resource  Guide  to  help  in  the  planning  of  rural  health 
service  systems.17-18  This  commission  was  established  to 
examine  the  impact  of  rural  resources  upon  the  state  econo- 
my, review  existing  laws  and  regulations  as  they  pertain  to 
rural  resources,  assess  the  effectiveness  of  existing  pro- 
grams, and  make  recommendations  to  the  legislature  for 
action  to  enhance  and  protect  the  state’s  rural  resources. 

In  1987  a Task  Force  on  Rural  Health  Strategies  was 
commissioned  by  the  DOH  and  the  Commission  for  Rural 
Resources.  This  task  force  presented  its  report  in  Novem- 
ber 1987.  Among  its  recommendations  was  the  establish- 
ment of  a Rural  Health  Council  to  review  regulatory  and 
reimbursement  policies  that  impact  on  rural  health  care 
delivery  in  New  York  State.  This  council  is  charged  with 


developing  programs  to  enhance  and  coordinate  the  cur- 
rent delivery  system  and  improve  access  to  medical  care 
within  an  appropriately  regulated  environment.  The  coun- 
cil held  its  First  meeting  in  July  1988. 

The  DOH  has  also  extended  a request  for  proposals  re- 
garding the  establishment  of  “swing  beds”  which  will  al- 
low a rural  hospital  temporarily  to  designate  some  beds  as 
skilled  nursing  beds  when  there  is  a local  problem  placing 
patients  from  the  acute  care  setting  into  a long  term  care 
center.19  This  and  other  efforts  at  flexibility  will  enhance 
the  rural  hospital’s  ability  to  care  for  the  community. 

Rural  health  networks  are  a regional  way  to  enhance 
the  rural  hospital  environment.  In  1988,  a Western  New 
York  Rural  Health  Cooperative  and  an  Upper  Hudson 
Primary  Care  Consortium  received  support  from  the  Rob- 
ert Wood  Johnson  Foundation  to  organize  regional  net- 
works of  hospitals,  nursing  homes,  and  other  rural  provid- 
ers as  well  as  universities.  These  networks  will  initially 
address  quality  assurance  and  physician  credentialling  is- 
sues as  well  as  coordinate  hospital  bed  consolidation  and 
develop  strategies  for  alternative  services  at  institutions 
which  may  no  longer  be  viable  as  acute  care  general  hospi- 
tals. Politically,  networking  potentiates  the  rural  area’s  le- 
verage with  regional  referral  centers  and  regulatory  agen- 
cies. 

At  the  federal  level  there  are  also  encouraging  signs. 
The  Department  of  Health  and  Human  Services  has 
formed  a new  Office  of  Rural  Health  to  serve  as  an  advo- 
cate of  rural  health  institutions  and  hospitals.20  The  US 
Public  Health  Service  recently  issued  a request  for  pro- 
posals to  establish  rural  health  research  centers.  Two  or- 
ganizations in  New  York  State  have  applied  for  this  grant. 

Rural  communities  need  to  encourage  their  own  youth 
to  consider  careers  in  health  care  and  medical  schools 
need  to  consider  selective  admissions  of  rural  students.21 
These  students  need  to  have  training  opportunities  in  rural 
areas  to  reaffirm  their  intentions22  and  rural  communities 
must  consider  loan  repayment  programs23  plus  the  provi- 
sion of  moving  expenses  and  incentives  to  bring  a graduate 
into  rural  practice.  The  education  system  needs  to  encour- 
age the  primary  care  specialties  by  selective  admissions 
and  role  enhancement  during  training. 

There  are  opportunities  in  rural  areas  that  universities 
have  inadequately  recognized.  Faculty  practices  can  be 
located  in  rural  areas  and  can  have  a major  role  in  teach- 
ing and  research.24  The  rural  professors  can  provide  role 
models  and  legitimize  career  goals  of  students  interested 
in  rural  practice.  The  university  should  also  recognize  the 
wealth  of  research  needed  and  possible  in  rural  communi- 
ties25 that  includes  population  demographics,  health  care 
delivery  problems,  and  clinical  questions.26-27  The  stabil- 
ity of  rural  communities  provides  an  excellent  laboratory 
for  longitudinal  studies.  Teaching  affiliation  agreements 
with  rural  hospitals  enhance  both  the  university  and  the 
hospital.24 

While  there  is  much  yet  to  be  done  to  refine  rural  health 
care  delivery,  the  situation  is  far  from  hopeless.  Rural 
New  York  State  now  has  the  ear  of  legislators  and  regula- 
tory agencies.  Further  rigorous  studies  need  to  be  done  in 
the  areas  of  need  assessment  and  solution  effectiveness  to 
ensure  responsible  change.  Rural  communities  must  look 
to  themselves  for  resolution  of  manpower  shortages  by 
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grassroots  efforts  to  encourage  health  careers.  Plans  must 
be  developed  to  facilitate  the  return  of  graduates  to  rural 
communities.  Rural  New  York  State  has  much  to  offer  as 
a life  style.  The  positives  need  to  be  emphasized  as  we 
work  for  the  general  improvement  of  health  services  for 
our  rural  citizens  in  New  York  State. 

THOMAS  C.  ROSENTHAL,  MD 
Clinical  Associate  Professor 
Department  of  Family  Medicine 
School  of  Medicine  and  Biomedical  Sciences 
State  University  of  New  York  at  Buffalo 
Buffalo,  NY  14208 
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SPECIAL  REPORT 


New  York  State’s  health  care  system* 

Selected  major  problems  and  recommended  solutions 


Many  serious  substantive  problems  currently  beset  the 
health  care  system  in  New  York  State.  Some  of  these  are 
general  in  nature  while  others  are  quite  specific.  Only  a 
selected  few  will  be  presented  for  discussion  here.  Before 
outlining  these  selected  substantive  issues,  however,  it  is 
appropriate  to  articulate  what  we  believe  to  be  the  core 
problem  which  exists  between  government  and  all  seg- 
ments of  the  health  care  system.  This  is  a problem  of  pro- 
cess. In  the  view  of  the  Medical  Society  of  the  State  of 
New  York  (MSSNY),  major  process  changes  are  essen- 
tial if  we  are  to  resolve  the  substantive  issues  now  con- 
fronting us  and  those  which  are  certain  to  arise  in  future 
years.  In  Part  I we  will  attempt  to  articulate  this  dimen- 
sion of  the  problem  and  make  specific  suggestions  to  re- 
solve it.  In  Part  II  we  will  identify  three  major  substantive 
issues  and  set  forth  our  proposals  concerning  each. 

Part  I 

The  Disinvolvement  of  the  Provider  in  the 
Health  Policy  Formulation 
Process 

(a)  Problem 

It  is  beyond  argument  that  health  policy  in  New  York 
State  during  the  1980s  has  been  formulated  and  imple- 
mented without  significant  input  from  the  provider  com- 
munity. We  speak  here  not  only  of  licensed  physicians. 
Other  licensed  individual  providers,  most  notably  nurses, 
have  been  effectively  excluded  and  have  publicly  and  re- 
peatedly decried  that  fact. 

Similarly,  the  recognized  representatives  of  the  institu- 
tional segment  of  our  health  care  system  at  every  level 
have  publicly  stated  that  government  in  New  York  has 
increasingly  excluded  them  from  any  significant  role  in 
the  determination  of  basic  health  policy  objectives.  Other 
nonprovider  groups,  including  consumers,  have  also  had, 
in  our  view,  an  involvement  more  formalistic  than  real. 
Even  the  legislative  branch  of  government  has  repeatedly 


*On  August  1 8,  1 989,  the  leadership  of  the  Medical  Society  of  the  State  of  New 
York  (MSSNY)  met  with  Governor  Mario  M.  Cuomo  at  the  State  Capitol  in 
Albany  to  discuss  the  problems  confronting  New  York  State’s  health  care  delivery 
system.  The  major  problems  and  recommended  solutions  were  outlined  in  this  doc- 
ument which  was  presented  to  the  governor.  The  MSSNY  delegation  was  led  by 
David  M.  Benford,  MD.  President;  and  included  Robert  A.  Mayers,  MD.  President- 
elect; Charles  D.  Sherman,  MD,  Immediate  Past-President;  Charles  N.  Aswad,  MD, 
Vice-President;  Stuart  I.  Orsher,  MD,  Chairman,  MSSNY's  State  Legislation 
Committee;  Donald  F.  Foy,  Executive  Vice-President;  Gerard  L.  Conway,  Esq, 
Director,  MSSNY's  Division  of  Governmental  Affairs;  and  Steven  B Weingarten, 
Esq,  Counsel.  In  addition  to  Governor  Cuomo  and  several  key  staff  persons.  Lieu- 
tenant Governor  Stan  Lundine  and  Health  Commissioner  David  Axelrod,  MD, 
were  also  present. 


expressed  dismay  at  the  extent  to  which  the  regulator  in 
this  field  has  preempted,  through  extremely  broad  and  ex- 
pansive regulatory  initiatives,  the  policy  formulation 
function  normally  reserved  to  elected  officials. 

Only  a short  time  ago  the  Administrative  Regulations 
Review  Commission,  compring  senators  and  assembly- 
persons,  both  Democrats  and  Republicans,  openly  dis- 
cussed the  possibility  of  enacting  a statutory  moratorium 
on  Department  of  Health  regulations  as  an  extreme  but 
necessary  response  to  what  was  termed  a “grossly  exces- 
sive” regulatory  environment. 

This  phenomenon  of  noninvolvement  has  been  exacer- 
bated, furthermore,  by  a clearly  adversarial  bias  which 
the  regulator  has  assumed  toward  the  regulated.  To  our 
knowledge  this  regulatory  attitude  is  virtually  unique  to 
New  York  State.  Within  our  state,  furthermore,  it  would 
appear  to  be  unique  to  the  health  field. 

The  results  of  these  dual  phenomena  of  disinvolvement 
and  adversarialism  are  obvious:  Our  health  care  system  is 
not  adequately  serving  the  health  care  needs  of  our  people. 
This  is  a fact. 

To  some  extent  the  problems  of  our  system  are  the  prob- 
lems of  limited  resources.  We  can  do  relatively  little  about 
resources  available  at  the  state  level. 

We  are  cognizant  of  the  growing  aged  population  and 
the  increasing  demands  which  are  made  by  that  popula- 
tion on  the  system.  We  are  cognizant  of  the  increasing 
costs  of  health  care  that  come  not  from  simple  inflation 
but  from  the  inherently  complex  technologies  which  ev- 
eryday are  becoming  increasingly  more  sophisticated  and, 
thus,  more  expensive.  We  are  cognizant  of  the  overutiliza- 
tion  problems  inherent  in  the  unique  way  health  care  is 
financed  in  our  country  and  the  vast  differences  between 
that  form  of  financing  and  the  way  Americans  purchase 
virtually  all  other  products  and  services.  We  are  cognizant 
of  the  overutilization  problems  which  derive  from  the  in- 
herent nature  of  the  health  system’s  “product”  and  our 
human  attitudes  toward  that  product.  We  are  cognizant 
also  of  problems  in  New  York  State  with  respect  to  ac- 
quired immunodeficiency  syndrome  (AIDS)  and  drug  ad- 
diction. Obviously,  these  problems  are  not  caused  in  any 
primary  sense  by  the  Department  of  Health. 

To  a great  extent,  however,  our  system’s  problems  are 
the  direct  result  of  grossly  inefficient  use  of  those  re- 
sources which  are  available.  This  dimension  of  the  prob- 
lem is  inexcusable.  And  it  is  this  dimension  of  the  problem 
about  which  we  can  do  a great  deal. 

The  extent  to  which  this  state  is  failing  to  deal  with  these 
problems  efficiently  is  a failure  for  which  the  Department 
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of  Health,  as  the  principal  entity  formulating  health  policy 
in  New  York  State,  must  be  held  accountable.  Our  failure 
to  deal  with  many  of  these  problems  has  resulted — to  a sub- 
stantial degree — from  the  Department  of  Health’s  total 
usurpation  of  the  health  policy  formulation  and  implemen- 
tation functions.  This  usurpation  of  control  is,  therefore, 
both  a principal  cause  of  the  system’s  problems  and  the 
justification  for  holding  the  Department  of  Health  princi- 
pally accountable  for  the  system’s  failures. 

The  health  system  in  New  York  State  has  traditionally 
been  highly  regulated,  but  recent  growth  in  the  dominant 
role  of  the  Department  of  Health  has  been  extreme  even 
for  our  state.  Unfortunately,  it  has  directly  coincided  with 
and  has  even  been  accelerated  by  the  dramatic  diminution 
of  the  involvement  of  the  federal  government  in  the  area  of 
health  planning,  an  involvement  which  ended  entirely  in 
1986  with  the  enactment  of  Public  Health  Law  93-641. 

The  federal  disinvolvement,  of  course,  reflected  the  ma- 
jor changes  in  public  policy  which  have  occurred  during 
the  decade  of  the  1 980s  and  which  were  characterized  by  a 
move  to  deregulation  generally.  In  the  health  field  partic- 
ularly, the  federal  government  for  most  of  this  decade  pur- 
sued a policy  which  relied  increasingly  on  traditional  mar- 
ket incentives  and  which  sought  to  moderate  cost 
increases  through  the  basic  forces  operative  in  a competi- 
tive free  market  economy. 

As  a direct  consequence  of  the  termination  of  the  feder- 
al health  planning  program,  each  individual  state  was  giv- 
en the  authority  to  formulate  its  own  health  planning  sys- 
tem. Almost  all  of  the  individual  states  reflected  the 
federal  policy  of  deregulation  and  most  states  enacted 
health  planning  legislation  expressly  disavowing  elaborate 
regulatory  requirements. 

This  was  not  the  case  in  New  York  State,  however, 
where  we  proceeded  in  precisely  the  opposite  direction. 
Although  for  over  a generation  New  York  had  clearly 
been  regarded  as  one  of  the  nation’s  most  regulated  sys- 
tems, even  more  bureaucratic  controls  were  added  on. 

Whatever  the  specific  objective  of  any  given  regulation, 
the  general  purpose  and  the  overall  effect  of  the  aggregate 
have  been  clear — more  and  more  centralization  of  power. 
Department  of  Health  control  of  the  institutional  segment 
of  our  system  is  absolute  and  includes  everything  from  the 
certificate  of  need  process  through  reimbursement  and 
the  newly  initiated  405  regulations. 

Acquisition  of  similar  complete  domination  of  the  phy- 
sician sector  is  the  obvious  objective  of  a whole  host  of 
Department  of  Health  proposals.  Office  of  Professional 
Medical  Conduct  expansions  and  the  aggressive  efforts  to 
exclude  the  Board  of  Regents  from  the  professional  con- 
duct process;  proposals  relative  to  graduate  medical  edu- 
cation funding;  hospital  medical  staff  controls;  incident 
reporting  and  the  newly  initiated  hospital  surveillance 
process;  prescription  writing  regulations  which  are  princi- 
pally directed  not  to  quality  monitoring  but  to  the  alter- 
ation of  clinical  practice;  physician  recertification;  pro- 
posals to  authorize  regulatory  alteration  of  statutorily 
established  scopes  of  practice  of  the  allied  health  profes- 
sions; and  initiatives  which  would  arrogate  to  the  Depart- 
ment of  Health  powers  traditionally  vested  in  the  Insur- 
ance and  Social  Services  Department — all  these  are  cause 
for  concern. 


The  direct  results  of  such  initiatives  are  obvious: 

• A grossly  inadequate  and  misshapen  institutional 
system  which  is  teetering  on  the  verge  of  total  finan- 
cial collapse; 

• Shortages  in  almost  every  area  of  allied  health  per- 
sonnel, most  particularly  in  the  nursing  area; 

• A system  that  has  largely  abandoned  the  poor  and 
the  uninsured; 

• Businesses  that  threaten  to  leave  our  state  because 
health  care  is  too  costly  and  its  quality  is  increasing- 
ly questionable. 

In  summary,  our  problem  is  simply  stated:  We  have  a 
health  system  once  preeminent  in  the  nation  and  the 
world  which  is  collapsing. 

(b)  Solution 

Two  years  ago  the  legislature,  through  the  Council  on 
Health  Care  Financing  (CHCF),  began  a thorough  evalu- 
ation of  our  state  health  planning  system.  Its  report  was 
transmitted  to  Governor  Mario  M.  Cuomo,  Senator 
Ralph  Marino,  and  Assemblyman  Mel  Miller  in  February 
of  this  year.  It  contains  a careful  documentation  of  serious 
process  problems  and  presents  a compelling  argument  for 
fundamental  change  in  the  existing  system. 

The  views  of  organized  medicine  were  presented  to  the 
CHCF  and  we  were  generally  pleased  at  the  extent  to 
which  our  views  were  reflected  in  the  comments  of  most 
other  segments  of  the  system  and  are  themselves  reflected 
in  the  CHCF  recommendations.  For  our  present  purposes 
we  wish  to  comment  only  on  the  state  planning  structure 
as  it  was  addressed  by  the  CHCF  rather  than  regional 
planning  agencies. 

We  hasten  to  point  out,  however,  our  view  that  the  de- 
velopment of  regional  planning  along  the  general  lines  set 
forth  in  the  CHCF’s  recommendations  is  appropriate  and 
necessary  and  should  be  pursued.  In  this  regard  we  are 
cognizant  that  earlier  this  year  the  governor  signed  Chap- 
ter 554  relative  to  the  composition  and  responsibilities  of 
regional  health  system  agencies,  a bill  which  we  believe  to 
be  consistent  in  its  general  purpose  with  our  recommenda- 
tions. 

We  would  urge  consideration  of  legislation  which 
would  place  into  effect  a structure  with  the  following 
characteristics  which  we  believe  to  be  appropriate  and 
necessary  to  an  efficient  health  planning  process  at  the 
state  level: 

1.  A single  body  (proposed  council)  should  be  estab- 
lished and  charged  with  all  aspects  of  state  health 
planning  and  system  development  (Fig  1). 

2.  The  proposed  council  would  have  a large  represen- 
tational membership  including  both  institutional 
and  individual  providers  as  well  as  insurance  carri- 
ers, business,  labor,  and  consumer  representatives. 

3.  Members  representing  a particular  interest  would 
be  nominated  by  the  established  organizational 
representative  of  that  particular  group  (eg,  nurses 
would  be  nominated  by  the  New  York  State  Nurses 
Association,  hospital  representatives  nominated  by 
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Figure  1.  Proposed  new  Health  Planning  Council.  Single-headed  arrows 
show  voting  representation  only.  Double-headed  arrows  show  represen- 
tation and  oversight.  Thick  gray  arrows  show  separate  direct  funding. 


the  Hospital  Association  of  New  York  State,  physi- 
cians nominated  by  the  Medical  Society  of  the 
State  of  New  York,  etc).  This  extremely  important 
provision  will  serve  as  the  cornerstone  of  meaning- 
ful broad-based  participation. 

4.  The  proposed  council  would  be  provided  adequate 
independent  professional  5,?q//'including  a director 
or  executive  secretary,  and  most  importantly,  be 
funded  separately  from  the  Department  of  Health. 
It  would  be  granted  immediate  access  to  all  existing 
Department  of  Health  data  and  data  generating 
capability. 

The  proposed  council  would  have  the  principal  respon- 
sibility for  developing  a state  health  plan  as  well  as  coordi- 
nating approved  regional  health  plans  developed  by  re- 
gional planning  agencies.  All  regulations  proposed  by  the 
Department  of  Health  including  the  State  Hospital  Code, 
regulations  relative  to  fiscal  and  reimbursement  policies, 
regulations  dealing  with  the  certificate  of  need  (CON) 
process,  quality  assurance,  incident  reporting,  profession- 
al conduct  of  individual  health  care  providers,  issues  in- 
volving the  continuing  education  and  periodic  certifica- 
tion of  all  providers,  and  the  permissible  functions  of  each 
class  of  individual  providers  would  be  among  the  areas  of 
proposed  council  responsibility. 

Overall,  the  proposed  council  would  have  the  ultimate 
responsibility  to  monitor  and  assure  the  coordination  of 
policy  and  regulation  of  health  matters  including  coordi- 
nation between  all  relevant  state  agencies — most  notably 
the  Department  of  Health,  the  Department  of  Social  Ser- 
vices, the  Office  of  Mental  Health,  the  Education  Depart- 
ment, and  the  health  insurance  and  professional  liability 
insurance  operations  of  the  Insurance  Department. 

We  recognize,  as  did  the  Council  on  Health  Care  Fi- 
nancing, the  far-reaching  nature  of  these  proposals  in  re- 
gard to  process  change.  We  are  convinced,  however,  that 
the  dimensions  of  the  problems  as  they  now  exist  compel 
such  fundamental  change. 


Part  II 

Major  Substantive  Health  Care  Policy 
Issues 

Partly  as  a result  of  the  process  inadequacies  addressed 
in  Part  I and  partly  because  of  difficulties  inherent  in  the 
issues  themselves,  New  York  State  is  currently  experienc- 
ing many  specific  substantive  problems  in  its  health  care 
system.  Although  this  is  not  the  time  to  discuss  in  detail 
each  of  these  problems,  we  must  acknowledge  them  as  ap- 
propriate issues  to  be  addressed  in  future  meetings  be- 
tween the  governor’s  office  and  all  appropriately  involved 
groups.  In  our  view,  important  examples  of  these  problems 
include,  not  necessarily  in  order  of  priority,  the  following: 

• Access  problems.  We  perceive  these  to  be  primarily 
financial  problems  in  terms  of  their  causation,  par- 
ticularly with  respect  to  the  uninsured  and  the  poor. 
These  are  especially  costly  in  their  consequences  in 
the  specific  areas  of  prenatal  and  pediatric  care  as 
well  as  the  general  areas  of  primary  and  preventive 
care; 

• Long  term  care  and  the  needs  of  the  aging.  Also  a 
cost  problem  but  it  also  includes  serious  access  diffi- 
culties which  are  caused  by  structural  inadequacies 
in  the  system; 

• Serious  system  structure  problems  for  the  mentally 
ill.  This  problem  has  already  impacted  not  only  on 
the  quality  of  care  given  in  this  area,  but  also  on  the 
problem  of  the  homeless,  especially  in  New  York 
City; 

• Serious  health  manpower  problems.  These  occur 
particularly  in  the  area  of  nursing  services  but  soon 
will  occur — and  occur  suddenly — in  the  other  areas, 
including  the  area  of  physician  services,  where  we 
are  already  seeing  fewer  and  fewer  medical  school 
applicants  as  well  as  applicants  with  significantly 
lower  levels  of  academic  achievement; 

• Increasingly  serious  problems  in  filling  available  res- 
idencies with  top  flight  graduates; 

• Medical  liability  premiums  which  remain  at  the  very 
highest  national  levels; 

• Serious  rural  health  care  problems; 

• Growing  gaps  between  limited  resources  and  ad- 
vanced technology  and  between  system  services  and 
consumer  demand; 

• Misallocation  of  limited  resources.  This  problem 
can  only  be  addressed  after  a thorough  analysis  of 
system  resources; 

• A negatively  oriented  hospital  survey  process.  This 
seems  to  be  based  on  excessively  rigid  practice  pat- 
tern evaluation  protocols  rather  than  on  flexible, 
positively  oriented  quality  assurance  objectives  and 
processes; 

• Overly  aggressive  and  often  misdirected  stop-gap 
cost  containment  measures.  These  are  especially 
troublesome  because  they  are  often  initiated  with- 
out full  coordination  between  and  among  all  aspects 
of  the  delivery  system; 

• Acute  system  stresses  caused  by  the  problems  of 
AIDS  and  drug  abuse. 
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This  is  not  a complete  list  of  the  many  substantive  prob- 
lems in  New  York  State.  It  is,  however,  a list  useful  as  the 
basis  for  developing  agendas  for  future  in-depth  discus- 
sions. The  MSSNY  would  welcome  the  opportunity  to 
work  with  government  representatives  in  formulating  an 
appropriate  plan  pursuant  to  which  such  in-depth  discus- 
sions can  be  undertaken  in  a fully  coordinated  manner. 

In  fact,  such  discussions  would  bring  us  again  to  that 
position  we  feel  we  must  have  in  order  to  serve  all  New 
Yorkers — that  of  an  active  and  equal  partner. 

Three  Opportunities  for  Immediate 
Cooperation 

There  are  three  substantive  matters  that  so  affect  the 
current  medical  climate  in  New  York  State  that  we  must 
take  this  opportunity  to  discuss  them,  albeit  briefly. 

UNY*Care 

We  raise  as  our  first  substantive  issue  the  Department 
of  Health’s  UNY*Care  proposal  which,  while  principally 
addressed  to  New  York  State’s  uninsured  population, 
would  radically  restructure  the  health  insurance  system  in 
New  York  State.  Although  here  raised  as  a substantive 
issue  of  overwhelming  importance,  we  are  compelled  to 
make  two  threshold  observations  which  we  believe  demon- 
strate the  general  problem  of  process  addressed  in  Part  I 
of  this  document. 

First,  recognizing  that  the  existing  written  document 
describes  itself  as  “Draft  and  Confidential,”  it  neverthe- 
less shocks  us  that  such  an  initiative  progressed  even  to 
that  point  without  any  input  whatsoever  from  organized 
medicine.  We  are  informed  also  that  neither  assistance 
nor  advice  was  sought  from  any  of  the  other  major  provid- 
er groups. 

Second,  the  “Executive  Summary”  as  originally  drawn 
reflects  a vision  of  New  York  State’s  health  care  system 
which  can  only  be  a product  of  a public  relations  mindset. 
Certainly  it  is  not  a realistic  evaluation  of  the  current 
health  care  system  in  New  York.  Thus,  over  and  over 
again  we  find  gratuitous,  self-congratulatory  references  to 
New  York  State  as  “a  leader  in  health  policy”;  to  “our 
evident  achievements”;  to  our  “commitment  to  the  poor” 
(who,  in  our  opinion,  do  not  presently  have  reasonable  ac- 
cess to  quality  health  care);  to  the  assertion  that  the  state’s 
Medicaid  program  in  the  mid-1970s  was  “the  most  gener- 
ous Medicaid  program  in  the  nation”  (certainly  not  with 
respect  to  physician  services,  where  New  York  State  ranks 
at  almost  the  very  bottom  in  the  nation  in  terms  of  physi- 
cian payments,  a fact  which  effectively  denies  the  system’s 
intended  beneficiaries  efficient  access  to  physician  care). 

To  initiate  a major  health  system  analysis  with  such  a 
positive  assessment  of  the  current  state  of  the  system 
when,  in  fact,  that  system  is  in  very  real  jeopardy  casts  the 
credibility  of  the  entire  document  into  immediate  and  se- 
rious question. 

Moving  to  the  document’s  substance,  we  believe  that 
certain  of  the  provisions  contained  in  the  proposal  are 
laudable,  at  least  as  stated  objectives.  These  include: 

• expansion  of  public  programs  to  cover  children  from 
birth  to  age  17  and  all  persons  under  100%  of  pover- 
ty, as  well  as  providing  subsidies  for  persons  be- 


tween 100%  and  200%  of  poverty; 

• a basic  benefits  package  paralleling  the  Medicare 
program  which  would  eliminate  current  health  in- 
surance coverage  gaps  and  meet  the  needs  of  the 
general  population; 

• primary  care  coverage  encompassing  prevention 
and  maintenance  health  care  services; 

• coverage  of  the  $540  Medicare  Part  A deductible 
for  beneficiaries  below  200%  of  poverty; 

• the  availability  of  long  term  care  coverage; 

• the  efficiency  of  a uniform  “one-payor”  reimburse- 
ment system  for  all  medical  services. 

These  are  worthwhile  objectives  and,  subject  to  review 
of  program  specifics,  we  would  welcome  the  opportunity 
of  working  together  with  government  in  the  implementa- 
tion process. 

This,  of  course,  is  not  to  suggest  that  the  proposal  as  we 
now  understand  it  is  not  without  areas  of  possible  contro- 
versy. For  example,  while  a uniform  “one-payor”  reim- 
bursement structure  has  great  appeal  in  terms  of  efficien- 
cy, the  specific  reimbursement  negotiation  process  must 
be  carefully  constructed  in  order  to  guard  against  excesses 
which  could  drive  away  business  and  government  support, 
and/or  inadequacies  which  would  seriously  discourage 
provider  involvement. 

Perhaps  most  importantly,  the  state  will  be  the  sole  ac- 
tor, playing  a larger  role  in  controlling  health  care  deliv- 
ery in  New  York  State.  This,  of  course,  raises  all  the  con- 
cerns referred  to  earlier  relative  to  the  current  “process” 
inequities.  The  state,  for  example,  will  develop  a budget 
for  UNY*Care  and  determine  revenue  needs,  as  well  as 
manage  program  funding  and  expenditures.  Frankly,  our 
experience  in  the  area  of  Medicaid  seems  to  us  to  show 
that  the  State  of  New  York  has  not  done  very  well  in  this 
area. 

A more  complete  analysis  of  the  draft  UNY*Care  pro- 
posal was  prepared  by  the  MSSNY’s  Division  of  Socio- 
Medical  Economics  and  published  in  the  October  1989 
issue  of  the  New  York  State  Journal  of  Medicine.  Public 
hearings  on  this  proposal  are  expected  to  be  held  around 
the  state  over  the  next  few  months.  In  regard  to  these 
hearings,  the  information  which  we  have  received,  admit- 
tedly unofficial,  indicates  that  a committee  to  hear  this 
matter  already  has  been  appointed.  The  MSSNY  regrets 
that  no  representative  of  organized  medicine  or  any  other 
provider  group  has  been  asked  to  serve  on  the  committee. 

UNY*Care  or  any  other  major  health  care  insurance  or 
funding  expansion  must  be  preceded  by  a careful  exami- 
nation of  the  system  to  be  funded.  Careful  choices  con- 
cerning the  services  to  be  funded  must  be  considered  and 
made  lest  we  simply  perpetuate  existing  system  inefficien- 
cies and  skewed  priorities.  Preferential  funding  of  institu- 
tional care  in  lieu  of  less  expensive  alternative  care  which 
is  clinically  acceptable  is  fiscally  irresponsible.  We  all 
know  that,  more  and  more,  health  insurance  coverage  de- 
termines the  shape  of  the  clinical  system. 

We  must  not  just  articulate  this  phenomenon.  We  must 
design  a program  responsive  to  it,  recognizing  that  dra- 
matic system  restructuring  may  result  from  such  a process 
of  insurance  benefit  reevaluation. 
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The  medical  community  and  all  other  providers  must  be 
extensively  involved  in  the  shaping  of  the  benefit  program, 
a process  which  can  be  rational  and  prudent  only  when 
pursued  against  a standard  of  defined  available  resources. 

The  MSSNY  respectfully  suggests  that  the  expertise  of 
organized  medicine  is  essential  to  the  formulation  of  an 
initative  of  this  magnitude.  We  must  be  fully  involved  in 
the  process.  An  opportunity  to  speak  for  20  minutes  at  a 
public  hearing  to  such  a complex  initiative  is  not  meaning- 
ful input. 

Despite  our  acute  disappointment  at  not  having  been 
involved  to  this  point,  we  nevertheless  stand  ready  to  work 
with  New  York  State  government  in  pursuing  this  objec- 
tive. 

Medicaid 

In  1987  the  respected  Public  Citizen  Health  Research 
Group  issued  a report  entitled  “Poor  Health  for  Poor 
Americans:  A Ranking  of  State  Medicaid  Programs.” 
That  report  contained  the  following  statement:  “ New 
York  fails  its  needy  population  primarily  by  paying  phy- 
sicians at  such  absurdly  low  rates  that  few  will  treat 
Medicaid  patients”  [emphasis  supplied]. 

This  administration  has  put  forward  several  laudable 
initiatives  involving  both  expanded  service  coverages  and 
eligibility  levels.  With  the  single  exception  of  obstetrical 
care,  however,  there  have  been  no  significant  initiatives  to 
correct  the  abysmal  provider  payment  levels  to  physicians. 
A variety  of  demonstration  initiatives  (particularly  in  the 
area  of  what  has  come  to  be  called  “managed  care”)  are 
proving  less  than  successful.  We  will  continue  to  work  to 
make  these  programs  viable,  but  we  all  must  accept  the 
basic  fact  that  Medicaid  represents  a clear  example  of 
misdirected  resources.  The  program’s  priorities,  evident  in 
and  determined  by  its  reimbursement  structure,  guaran- 
tee its  failure. 

The  Medical  Society  of  the  State  of  New  York  ap- 
plauds our  governor’s  efforts  to  bring  needed  medical  care 
within  the  reach  of  greater  numbers  of  needy  New  York 
State  residents,  particularly  our  children.  We  are  con- 
cerned, however,  that  the  system  of  medical  care  which 
awaits  those  potential  new  Medicaid  patients  is  one  that  is 
far  less  desirable  than  that  generally  available  to  the  rest 
of  the  population  of  New  York  State. 

The  chief  reason  for  this,  furthermore,  is  the  lack  of 
access  which  significant  portions  of  the  Medicaid  popula- 
tion have  to  the  services  of  office-based  physicians.  This 
situation  exists  despite  conclusive  evidence  that  1)  ser- 
vices in  that  setting  are  desired  by  large  numbers  of  Med- 
icaid patients;  and  2)  that  overall  Medicaid  costs  in  that 
setting  are  lower  than  the  cost  of  ambulatory  care  from 
institutional  providers. 

The  Medical  Society  of  the  State  of  New  York  strongly 
believes  that  it  is  in  the  collective  interest  of  the  State  of 
New  York  and  its  practicing  physicians  to  form  a partner- 
ship aimed  at  enhancing  access  to  care  for  Medicaid  recip- 
ients. Such  a partnership  would  not  only  result  in  more 
accessible  care,  but  also  in  higher  quality  and  more  cost- 
effective  care  for  the  Medicaid  population.  It  would  also 
ease  the  crunch  on  hospital  emergency  rooms  to  a large 
extent. 

The  Medical  Society  of  the  State  of  New  York  recom- 


mends, as  an  initial  step,  the  establishment  of  a state  com- 
mission to  examine  issues  related  to  physician  participa- 
tion in  the  Medicaid  program.  This  commission  should 
make  recommendations  to  the  governor  and  the  legisla- 
ture by  April  1,  1990,  regarding  statutory  and  regulatory 
actions  which  should  be  taken  to  assure  that  there  is  suffi- 
cient participation  to  meet  the  health  care  needs  of  the 
state’s  Medicaid  population. 

The  commission’s  membership,  to  be  appointed  by  the 
governor  and  the  legislative  leaders,  should  include  repre- 
sentatives from  the  executive  and  legislative  branches  of 
state  government;  practicing  physicians  nominated  by  or- 
ganized medicine;  local  social  services  district  representa- 
tives; Medicaid  recipients;  and  other  interested  parties 
such  as  advocacy  group  representatives.  Like  the  new 
Health  Planning  Council  suggested  earlier,  this  commis- 
sion’s staff  should  function  independently  and  be  responsi- 
ble directly  to  the  commission’s  membership. 

Quality  Assurance 

“Quality  assurance”  as  an  appropriate  and  necessary 
objective  is  an  inarguable  tenet  of  any  health  system.  Any 
delivery  system  must  have  quality  control  mechanisms  as 
essential  structural  components.  The  number  and  variety 
of  quality  control  mechanisms  in  place  in  the  field  of 
health  care  are  unparalleled  in  any  other  profession. 

This  is  how  it  should  be.  We  wish  to  state  clearly  and 
unequivocally  that  the  Medical  Society  of  the  State  of 
New  Y ork  and  the  physicians  of  New  Y ork  are  committed 
to  the  objective  of  assuring  medical  care  of  the  highest 
quality  to  the  greatest  extent  humanly  possible.  Our  pur- 
pose in  raising  the  quality  assurance  issue  at  this  time  is  to 
bring  to  light  our  serious  concerns  over  inappropriate  uti- 
lization of  the  quality  assurance  goal  and  the  mechanisms 
put  into  place  purportedly  to  achieve  that  goal. 

For  more  than  a decade  the  New  York  State  Depart- 
ment of  Health  has  utilized  the  extremely  serious  medical 
liability  situation  in  New  York  State  to  assume  an  ever  in- 
creasing role  in  the  quality  assurance  process.  This  increase 
of  quality  assurance  regulations  is  linked  to  liability  bills 
even  though  evidence  has  proven  that  there  is  only  a tenu- 
ous connection  between  malpractice  claims  and  poor  quali- 
ty care.  Nevertheless,  the  various  medical  liability  enact- 
ments over  the  last  few  years  have  inevitably  contained 
sections  granting  to  the  Department  of  Health  more  and 
more  regulatory  control  and  power,  allegedly  to  enhance 
the  pursuit  of  the  general  goal  of  quality  assurance. 

Initiatives  undertaken  pursuant  to  these  new  powers, 
however,  have  in  our  judgment  often  been  directed  toward 
objectives  unrelated  to  legitimate  quality  enhancements. 
Most  distressingly,  they  have  sometimes  served  as  vehicles 
through  which  questionable  clinical  judgments  have  been 
imposed  on  practitioners,  which  results  in  forced  medical 
practice  alternatives  unrelated  or  even  contrary  to  quality 
enhancement.  Secondly,  the  quality  assurance  processes 
heretofore  established  by  the  Department  of  Health  have 
been  characterized  by  a focus  on  the  identification  and 
punishment  of  disquality  rather  than  on  the  implementa- 
tion of  procedural  incentives  directed  to  service  quality 
enhancement. 

The  surveillance  procedures  which  have  been  imple- 
mented in  the  new  hospital  survey  process  were  developed 
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once  again  with  little  or  no  provider  input.  As  implement- 
ed, they  are  neither  fair  nor  are  they  likely  to  improve  the 
quality  of  the  clinical  care  provided  to  patients.  As  a mat- 
ter of  fact,  because  of  substantial  resource  diversion,  they 
more  often  than  not  represent  cumbersome,  time  consum- 
ing intrusions  into  the  care-giving  process  and  as  conduct- 
ed they  detract  from,  rather  than  enhance,  that  process. 

We  have  repeatedly  attempted  to  point  out  the  surveil- 
lance process  deficiencies.  Notice  problems,  staff  diver- 
sion problems,  lack  of  communication  between  the  re- 
viewers and  the  person  being  reviewed,  inadequate  exit 
interviews,  and  the  negative  bias  of  the  reviewer  are  all 
aspects  of  the  process  that  have  extremely  deleterious  ef- 
fects on  the  physician-patient  relationship  and  on  public 
confidence  in  the  system.  This  is  particularly  true  in  view 
of  the  wide  publicity  which  the  Department  of  Health  has 
seen  fit  to  give  to  the  surveillance  process  and  its  out- 
comes. All  of  these  deficiencies  far  outweigh  any  benefits 
reasonably  to  be  expected. 

We  are  deeply  concerned,  therefore,  that  a whole  host 
of  purported  quality  assurance  mechanisms,  from  tripli- 
cate prescriptions  to  the  new  survey  process,  are  being  se- 
riously misutilized  and  misdirected  to  serve  entirely  dif- 
ferent purposes. 

Consequently,  it  is  not  surprising  that  we  react  as  a pro- 
fession with  great  trepidation  when  we  hear  the  Depart- 
ment of  Health  announce  initiatives  in  such  areas  as  grad- 
uate medical  education,  continuing  medical  education, 
relicensure,  and  the  development  of  practice  parameters. 
We  do  not  dispute  the  need  to  work  to  secure  improve- 
ments in  these  areas.  We  are  deeply  concerned,  however, 
that  this  work  is  not  being  done  in  the  manner  necessary  to 
achieve  legitimate  and  appropriate  results. 

Once  again,  the  solution  to  the  problem  is  two-fold: 


• There  must  be  a diminution  in  the  adversarial  atti- 
tude of  the  regulator  as  it  pursues  agreed  upon  ob- 
jectives in  these  areas;  and 

• There  must  be  meaningful  involvement  of  the  pro- 
fession in  the  quality  assurance  structure. 

Absent  both  of  these  elements,  the  current  Health  Depart- 
ment programs  aimed  at  quality  assurance  will  not 
achieve  their  basic  purposes. 

Conclusion 

The  MSSNY  has  attempted  in  this  document  to  identi- 
fy some  of  the  major  problems  which  exist  in  our  current 
New  York  health  care  delivery  system.  We  have  attempt- 
ed also  to  offer  for  consideration  possible  solutions  to  these 
problems.  One  thing,  we  believe,  is  clear — we  must  coop- 
erate. 

The  MSSNY  and  the  state  government  have  worked 
together  in  the  past.  During  the  session  just  completed,  we 
cooperated  in  several  major  gubernatorial  initiatives. 
These  included  the  governor’s  prenatal  care  legislation 
and  what  is  clearly  the  most  significant  antismoking  law 
in  the  United  States.  In  years  gone  by,  extensive  coopera- 
tion between  the  MSSNY  and  the  administration  scored 
major  legislative  successes,  including  the  first  mandatory 
seat  belt  law  in  the  United  States.  We  believe  that  our 
involvement  helped  in  achieving  these  goals.  We  have 
worked  with  government  in  many  other  public  health  ar- 
eas. 

Only  by  working  with  each  other  and  with  all  other  in- 
volved interests  can  we  achieve  what  must  be  our  shared 
objective — a health  care  system  of  which  New  York  can 
be  proud  and  to  which  all  of  America  can  look  for  guid- 
ance. 
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Occult  breast  cancer  in  two  community  hospitals  in 

New  York  State 

Muhammad  A.  Hena,  md;  Andrew  C.  Warhiet,  md;  John  C.  Crowther,  md 


ABSTRACT.  The  histopathologic  results  of  360  consecu- 
tive preoperative  needle  localizations  of  nonpalpable  breast 
lesions  performed  at  two  community  hospitals  in  New  York 
State  were  analyzed  for  comparison  with  national  data.  Sev- 
enty-eight (21.6% ) samples  were  malignant  lesions.  Sixty  of 
the  78  (76.4%)  were  infiltrative  lesions,  and  18  (23.6%) 
were  in  situ  carcinomas.  Overall,  axillary  lymph  node  metas- 
tases  were  noted  in  five  (8.3%)  samples.  We  conclude  that 
needle  localization  permits  detection  of  occult  carcinoma  at 
an  early  stage  and  that  detection  of  occult  carcinoma  in  pa- 
tients seen  in  a community  hospital  corresponds  well  with 
published  national  data. 

(NY  State  J Med  1989;  89:612-613) 

The  routine  use  of  screening  mammography  in  women  to 
detect  early  breast  cancer  has  increased  over  the  past  two 
decades.  This  approach  detects  carcinoma  at  an  early 
stage  and  has  led  to  better  five-  and  ten-year  survival 
rates.1  Consequently,  screening  mammography  in  women 
has  been  widely  accepted  and  is  now  being  frequently 
used.  More  nonpalpable  lesions  are  now  being  detected 
and  removed.  Needle  placement  in  the  area  of  concern 
followed  by  excision  and  confirmation  by  radiographic 
studies  permits  preservation  of  the  breast  architecture.2 
The  sensitivity  of  mammography  in  detecting  cancer  in 
the  asymptomatic  patient  is  reported  to  range  from  8 1 % to 
96%. 3-5  The  malignancy  rate  in  occult  lesions  has  been 
reported  to  be  between  10%  and  25%,  with  axillary  metas- 
tasis in  6— 1 7%.6_1 1 We  undertook  a study  of  preoperative 
needle  localization  of  breast  lesions  at  two  New  York 
State  community  hospitals  to  determine  breast  cancer  de- 
tection rates  with  this  technique. 

Methods 

According  to  the  American  Cancer  Society  guidelines  for 
breast  cancer  screening,  women  with  suspicious  nonpalpable 
breast  lesions  should  undergo  a needle  localization  procedure.  A 
consecutive  series  of  360  such  procedures  were  performed  from 
July  1 985  through  July  1 987,  in  two  community  hospitals  in  New 
York  State  (St  Peter’s  Hospital  and  Albany  Memorial  Hospital, 
Albany,  NY).  The  ages  of  these  patients  ranged  from  35  years  to 
82  years.  The  lesions  were  determined  by  radiologists  to  be  po- 
tentially malignant  and  thus  required  biopsy  and  histologic 
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study.  Radiographic  findings  varied  including  microcalcifica- 
tions, ill-defined  masses,  and  distinct  masses.  None  of  the  lesions 
were  clinically  palpable  by  the  operating  surgeon.  The  localiza- 
tions were  carried  out  by  a radiologist  immediately  prior  to  surgi- 
cal excision.  Radiographic  confirmation  of  the  specimen  was  ob- 
tained prior  to  pathologic  evaluation.  Radiographically 
unconfirmed  specimens  were  excluded  from  the  study. 

Results 

Histopathologic  interpretation  revealed  78  (21.6%)  lesions  as  be- 
ing malignant  and  282  (78.4%)  as  benign  (Table  I).  Of  the  malig- 
nant group  60  (76.4%)  were  infiltrative  carcinomas  and  18  (23.6%) 
were  carcinomas  in  situ  (Table  II).  From  July  1985  through  July 
1987  at  St  Peter’s  Hospital,  261  such  procedures  were  performed. 
Fifty-five  (21.1%)  revealed  malignancy,  and  206  (78.9%)  were  be- 
nign. Forty-five  (81.9%)  were  infiltrative,  and  ten  (18.1%)  were  in 
situ  carcinomas.  At  Albany  Memorial  Hospital,  99  procedures  were 
performed  during  the  same  period.  Twenty-three  (23.3%)  revealed 
malignancy,  and  76  (76.7%)  were  reported  as  benign.  Fifteen 
(65.3%)  were  infiltrative,  and  eight  (34.7%)  were  carcinomas  in  situ 
(Tables  I,  II).  All  60  patients  with  invasive  carcinomas  underwent 
either  lymph  node  sampling  or  lymph  node  dissection.  Five  (8.3%) 
were  found  to  have  lymph  node  metastases.  All  the  patients  who  did 
not  undergo  mastectomy  or  lumpectomy  had  follow-up  mammogra- 
phy to  assure  capture  of  the  target. 

Discussion 

It  is  estimated  that  in  the  United  States  in  1989  there 
will  have  been  142,000  new  cases  of  breast  cancer  detect- 
ed and  43,300  deaths  attributed  to  the  disease.12  Breast 
cancer  is  the  second  leading  cause  of  death  in  females,  and 
a majority  of  these  breast  cancers  will  be  diagnosed  and 
treated  in  community  hospitals.  To  our  knowledge,  the  re- 
sults of  the  detection  of  breast  cancer  in  community  hospi- 
tals in  the  United  States  has  not  been  adequately  analyzed 
and  reported.  We  analyzed  our  data  to  determine  how 
community  hospitals  would  compare  with  the  national  av- 
erage and  found  them  to  be  within  comparable  range. 

Screening  mammography  can  reveal  the  presence  of  oc- 
cult breast  lesions;  usually  masses  or  microcalcification 


TABLE  I.  Benign  and  Malignant  Occult  Breast  Lesions 
Found  at  Two  Community  Hospitals 


Institution 

Total 

Benign 

Malignant 

St  Peter’s  Hospital 

261 

206(78.9%) 

55(21.1%) 

Albany  Memorial  Hospital 

99 

76  (76.7%) 

23  (23.3%) 

Total 

360 

282  (78.4%) 

78(21.6%) 
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TABLE  II.  Invasive  and  In  Situ  Occult  Breast  Cancer  at 
Two  Community  Hospitals 


Institution 

Malignant 

In  situ 

Invasive 

St  Peter’s  Hospital 

55 

10(18.1%) 

45  (81.9%) 

Albany  Memorial  Hospital 

23 

8 (34.7%) 

15(65.3%) 

Total 

78 

18(23.6%) 

60  (76.4%) 

suggest  the  presence  of  cancer.  Thus,  the  role  of  early  de- 
tection by  mammography  has  been  emphasized.7  In  non- 
palpable  mammographic  lesions  it  may  not  be  possible  to 
obtain  a diagnosis  by  needle  biopsy.  Consequently,  needle 
localization  followed  by  excisional  biopsy  has  been  the  ac- 
ceptable diagnostic  procedure  for  such  lesions.  Published 
reports  have  documented  a 10-25%  yield  of  occult  malig- 
nancies in  nonpalpable  lesions,  with  nodal  metastasis  of  6- 
17%,  as  compared  to  25%  lymph  node  metastasis  of  lesions 
less  than  1 cm  in  diameter.6’14  In  the  series  presented  here, 
91.7%  of  the  malignancies  were  stage  I.  The  prognosis  for 
these  patients  should  be  excellent. 

The  treatment  of  breast  cancer,  however,  remains  con- 
troversial. More  patients  with  stage  I disease  are  being 
encountered.  Moderate  improvement  in  the  long  term  sur- 
vival (83.7%  ten-year  survival)  of  breast  cancer  patients 
has  occurred  during  the  past  three  decades,  particularly 


with  the  recent  increase  in  use  of  and  patient  compliance 
with  screening  mammography.14 
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FROM  THE  LIBRARY 


WHAT  EVERY  MEMBER  OF  THE  MEDICAL  PROFESSION  SHOULD  KNOW  ABOUT 
PROTECTING  WOMEN  FROM  DEATH  FROM  CANCER  OF  THE  BREAST 

It  does  not  make  any  difference  what  your  specialty  is  in  medicine,  or  whether  you  are  a general 
surgeon  or  general  practitioner,  or  even  whether  you  have  retired  from  the  medical  profession,  you  still 
have  an  opportunity  to  help  reduce  the  mortality  of  cancer  no  matter  where  it  is  first  situated. 

Those  most  familiar  with  cancer  today  agree  that  there  is  no  treatment  for  malignant  disease  except 
some  form  of  surgery  the  object  of  which  is  complete  removal,  or  irradiation  with  x-rays  or  radium. 
There  is  also  universal  agreement  that  these  therapeutic  agencies  accomplish  the  largest  number  of 
temporary  and  permanent  cures  the  sooner  they  are  applied  after  the  first  symptom. 

Prolonged  experience  justifies  me  in  making  this  statement  to  every  lay  and  medical  audience  which 
is  not  yet  fully  appreciated  by  either.  The  prevention  and  cure  of  cancer  today  depend  upon  the  view  that 
in  the  beginning  cancer  is  a local  disease,  and  at  first  the  cancer  cells  in  that  spot  are  not  malignant,  but 
simply  abnormal  cells  changed  by  injury  or  chronic  irritation  of  some  character  from  the  pre-existing 
normal  cells  in  the  spot.  It  is  true  that  in  some  forms  of  malignant  disease  there  are  in  the  beginning 
multiple  areas.  These  types  are  hopeless  unless  temporarily  arrested  and,  in  a very  few  instances,  cured 
by  irradiation  with  x-rays  or  radium.  . . . 

The  essential  features ...  in  the  attempt  to  reduce  the  deaths  from  cancer  of  the  breast  in  women  are; 
The  recommendation,  through  education,  of  annual  and  semiannual  examinations  by  a competent 
physician  selected  while  well;  the  education  of  the  general  practitioner  on  the  proper  physical  examina- 
tion of  the  breast,  so  that  he  may  select  those  patients  who  should  be  referred  to  a consultant  with  the 
least  risk  to  those  whom  they  diagnose  themselves  as  belonging  to  a group  of  benign  conditions  for 
which  operation  is  not  necessary;  the  training  of  the  surgeon  to  meet  the  new  demands  in  the  search  for 
the  lump  that  should  be  explored;  and  the  training  of  that  surgeon  to  maintain  the  technique  of  the 
complete  operation  for  cancer  successfully  established  more  than  thirty  years  ago;  the  training  of  the 
pathologist  in  the  more  certain  differentiation  between  the  benign  and  malignant  breast  tumors  in  the 
fresh  frozen  section  made  in  the  operating  room.  . . . 

JOSEPH  COLT  BLOODGOOD.  MD 

{NY State  J Med  1932;  32:259-264) 
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Vascular  insufficiency:  A significant  factor  in  impotence 

Adrian  W.  Zorgniotti,  md 


The  ancient  Greeks  thought  that  air  (pneuma)  flowed  into 
the  penis  to  produce  erection.  The  air  explanation  came 
about  since  the  penis,  like  the  arteries  in  the  cadaver,  was 
invariably  found  to  be  devoid  of  blood  on  dissection.  Since 
air  is  less  dense  than  blood,  the  rapidity  with  which  erec- 
tion could  come  about  in  man  made  this  a logical  explana- 
tion. In  the  17th  century,  Regnier  de  Graaf  demonstrated 
erection  in  the  cadaver  by  injecting  water  into  the  hypo- 
gastric artery  with  a syringe  of  his  invention.1  In  the 
1920s,  Leriche  observed  a relation  between  obstruction  of 
the  aortic  bifurcation  and  impotence.2  However,  the  cause 
of  impotence,  up  until  this  time,  was  generally  thought  to 
be  a sequela  of  gonorrheal  infection,  posterior  urethritis, 
or  masturbation  earlier  in  life.3  After  World  War  I,  an 
explanation  for  impotence  based  on  the  Freudian  theory 
of  Oedipal  conflict  became  firmly  embedded  in  the  view  of 
physicians  and  the  public,  so  that  most  impotence  came  to 
be  attributed  to  psychogenic  causes.3  In  the  mid-1970s 
Jean-Frangois  Ginestie,  a French  radiologist,  and  Vaclav 
Michal,  a Czechoslovak  vascular  surgeon,  independently 
performed  selective  pudendal  arteriography  demonstrat- 
ing obstructive  arterial  disease  in  impotent  patients.4-5 
This  new  information  led  to  a further  step  when  Michal 
performed  the  first  inferior  epigastric  artery  to  corpus  ca- 
vernosum  microsurgical  bypass.6  We  know  that  erection  is 
a neurovascular/hormonal  phenomenon  which  requires  a 
rapid  and  large  inflow  of  arterial  blood  and  concomitant 
restriction  of  the  venous  outflow  by  the  erectile  body.  Both 
are  dependent  on  smooth  muscle  relaxation.  When  there 
is  impotence,  this  vascular  component  is  always  involved, 
regardless  of  what  etiology  has  been  assigned  by  the  clini- 
cian. In  other  words,  even  if  impotence  is  diagnosed  as 
psychogenic,  the  net  effect  is  that  blood  flow  to  the  penis  is 
lacking.  Understanding  of  this  has  given  rise  to  new  re- 
search into  the  physiology  of  erection  and  new  ways  to 
treat  impotence  which  increase  blood  flow  to  the  erectile 
bodies. 

Patients  who  were  reluctant  to  ask  for  help  a decade  ago 
are  now  telling  their  doctors  about  inability  to  have  an 
adequately  stiff  erection.  Patients  relate  that  often  the 
practitioner’s  response  is  to  shrug  off  the  matter  with  allu- 
sions to  the  inexorable  advance  in  the  aging  process.  This 
reaction  is  puzzling  and  may  be  explained  by  lack  of 
knowledge  or  perhaps  the  practitioner’s  feeling  threat- 
ened by  what  is  perceived  to  be  a quality  of  life  rather  than 
a medical  issue.  The  patient  is  often  administered  an  an- 
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drogen  in  the  mistaken  belief  that  this  restores  virility. 
Androgen  administration  can  produce  an  improved  sense 
of  well  being  and  increased  libido  but  very  rarely  any 
change  in  ability  to  penetrate  a partner,  unless  there  is 
severe  hypogonadism  and  the  patient  is  relatively  young. 
Impotent  older  men  have  serum  testosterone  levels  at  or 
below  the  laboratory  limits  of  normal.  Hypogonadism  is 
thought  to  be  a factor  in  ischemic  heart  disease,  and  there 
may  be  a parallel  in  impotence.7 

Prevention 

The  cavernous  arteries,  which  aliment  the  corpora  ca- 
vernosa, resemble  the  coronary  arteries  in  that  these  are 
end  arteries  without  collateral  circulation.  It  is  not  sur- 
prising that  epidemiologic  studies  have  identified  the 
same  risk  factors  for  impotence  and  ischemic  heart  dis- 
ease: aging,  hypertension,  diabetes,  smoking,  and  hyper- 
lipidemia.8 Efforts  at  preventing  ischemic  heart  disease 
could  produce  a parallel  decrease  in  impotence.  In  my  ex- 
perience, more  than  70%  of  impotent  patients  either  have 
or  had  been  smoking  heavily— 20  to  60  cigarettes  a day 
for  decades. 

Erectile  Failure 

Impotence  is  the  inability  to  perform  or  complete  the 
sex  act,  due  to  failure  to  achieve  or  maintain  erection. 
Men  who  experience  occasional  performance  difficulties 
or  who  can  have  coitus  with  one  partner  and  not  another 
do  not  have  organic  impotence  and  should  be  investigated 
for  psychogenic  impotence.  The  practitioner  should  con- 
sider that  organic  and  psychogenic  factors  can  and  do  co- 
exist. 

The  list  of  diseases  and  medications  implicated  in  impo- 
tence is  long,  so  that  evaluation  to  pinpoint  a cause  is  im- 
portant. Elimination  of  a disease  or  discontinuance  of  an 
implicated  drug  rarely  results  in  restoration  of  potency, 
as,  for  example,  when  diabetes  is  brought  under  control, 
smoking  is  stopped,  or  an  antihypertensive  drug  is  either 
discontinued  or  substituted.  Impotence  can  result  from 
trauma,  frequently  to  the  pelvis  and  perineum.  Occasion- 
ally, a congenital  vascular  anomaly  can  be  uncovered. 
While  the  underlying  disease  may  not  be  eliminated,  pa- 
tients can  reach  a point  at  which,  on  demand,  vaginal  pen- 
etration is  a reality  using  techniques  that  alter  existing 
penile  hemodynamics.  In  general,  oral  medications,  hor- 
mones, acupuncture,  and  psychotherapy  give  disappoint- 
ing results. 
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Vascular  Diagnostic  Methods 

A careful  history  and  physical  examination  are  essen- 
tial. A striking  observation  is  the  change  seen  when  there 
is  loss  of  corpus  cavernosum  substance  resulting  in  “flop- 
piness” of  the  penis.  This  myopathy  is  associated  with  mi- 
crovascular  disease  of  the  corporal  smooth  muscle. 

Penile  systolic  blood  pressure  determination  has  limited 
diagnostic  value.  This  reading  is  compared  to  the  brachial 
blood  pressure  (penile  brachial  index),  and  is  obtained  by 
auscultation  of  superficial  penile  arteries  and  not  the  cav- 
ernous arteries,  which  are  those  mainly  involved  in  erec- 
tion. It  is  possible  to  have  a normal  penile  brachial  index 
(PBI)  with  severe  cavernous  artery  disease.  The  practi- 
tioner should  be  aware  that  only  low  PBI  has  diagnostic 
significance  for  vascular  insufficiency. 

Penile  air  cuff  plethysmography  is  an  inexpensive  and 
valuable  method  for  diagnosis.  While  results  are  qualita- 
tive, decreased  wave  amplitude  and  absence  of  a dicrotic 
notch  on  the  descending  limb  of  the  tracing  suggest  vascu- 
lar impotence. 

Duplex  ultrasound  scanning,  in  conjunction  with  the  in- 
tracorporal injection  of  a vasoactive  substance  such  as  pa- 
paverine HC1,  permits  visualization  of  the  penile  arteries 
and  determination  of  blood  velocity  in  them.  Unlike  penile 
blood  pressure  studies,  important  quantitative  informa- 
tion concerning  the  cavernous  arteries  is  obtained.  Inva- 
sive selective  pudendal  arteriography  remains  the  “gold 
standard”  for  the  delineation  of  disease  of  the  internal  pu- 
dendal and  penile  arteries.  These  two  methods  are  central 
to  establishing  the  diagnosis  of  vascular  insufficiency. 

Treatment:  Restoration  of  the  Ability  to 
Penetrate 

Penile  Implants.  For  many  years  this  was  the  only 
method  for  assuring  reliable  sexual  penetration.  Prosthe- 
ses  do  not  give  erection,  nor  do  they  address  the  cause  of 
impotence,  but  stiffen  the  penis  for  coitus.  The  advantage 
is  a high  degree  of  functional  success,  95%  or  better.  This 
is  a permanent,  surgical  implant  performed  in  the  hospi- 
tal; it  is  entirely  within  the  body  and  not  externally  visible, 
although  it  may  be  detected  by  touch.  These  can  be  called 
on  anytime  and  as  often  as  the  patient  desires.  There  are 
two  types:  malleable  rods  implanted  within  the  corpora 
cavernosa  whose  presence  can  be  concealed  by  clothing, 
and  mechanical  prostheses  which  simulate  erection  but 
also  give  the  penis  a normally  flaccid  appearance  when  not 
in  use.  Being  mechanical,  these  can  be  subject  to  device 
failure,  which  requires  corrective  surgery.  The  malleable 
prosthesis  is  preferable  as  it  is  more  trouble-free  than  the 
mechanical  type,  although  improved  technologies  have 
decreased  the  failures  of  these  considerably.  Guided  by 
the  surgeon,  the  patient  participates  in  the  selection  of  the 
prosthesis. 

Implants  have  gained  acceptance  by  urologists  and  the 
public.  There  can  be  problems,  which  occur  very  infre- 
quently. Infection  in  spite  of  intensive  antibiotic  treatment 
could  necessitate  removal.  Patients  allergic  to  antibiotics 
are  subject  to  additional  risk.  Unpredictable  aching  pain 
in  the  penis  may  result  in  a request  for  removal.  Erosion  of 
the  device,  usually  through  the  distal  urethra,  will  necessi- 
tate removal.  Implantation  is  thought  to  destroy  the  erec- 
tile tissue  in  the  corpus  cavernosum  so  that  other  forms  of 


treatment  are  no  longer  possible,  yet  some  patients  will 
report  partial  erection  during  coitus  using  an  implant.  Im- 
planted penis  size  and  length  often  fall  short  of  expecta- 
tion. Those  whose  non-erect  penis  is  small  should  be  aware 
of  this  potential  problem,  which  is  difficult  to  predict  be- 
forehand. The  patient  with  a long  non-erect  penis  can 
hope  for  a more  satisfactory  result.  The  glans  is  minimally 
stiffened  by  the  implant  and  can  be  annoyingly  “floppy,” 
interfering  with  penetration. 

In  spite  of  potential  but  infrequent  problems,  implants 
deserve  serious  consideration  when  making  a treatment 
decision.  Men  who  are  unable  to  stop  smoking  should  con- 
sider an  implant  in  preference  to  bypass  microsurgery  and 
pharmacologic  erection,  since  the  latter  depend  on  main- 
tenance of  optimum  blood  supply,  and  continued  smoking 
will  cause  further  deterioration.  Implants  are  an  excellent 
backup  if  the  alternatives  prove  unsuccessful  or  are  unac- 
ceptable to  the  patient.  There  are  regional  differences  in 
implantation  practice;  per  capita  implant  sales  are  seen  to 
increase  as  one  moves  from  the  East  Coast  to  the  West, 
with  the  largest  sales  in  Texas  and  California. 

Increasing  Blood  Flow  to  the  Penis 

Bypass  Microsurgery.  In  carefully  selected  patients, 
bypass  microsurgery  can  yield  satisfactory  results  in 
terms  of  spontaneous  erectile  function.  Michal  dissected 
the  inferior  epigastric  artery  with  microsurgical  anasto- 
mosis, via  an  inguinal  tunnel,  directly  to  the  corpus  caver- 
nosum. This  resulted  in  restoration  of  erection,  but  these 
bypasses  soon  became  occluded  and  erection  ceased.  An- 
other problem  was  the  occurrence  of  priapism  in  the  post- 
operative period.  This  led  to  modification  with  microsur- 
gical arterial  or  venous  graft  interpositions  to  the  dorsal 
and  central  penile  arteries.  Another  approach  that  im- 
proves on  the  original  Michal  operation  directs  the  feeder 
artery’s  blood  flow  via  the  deep  dorsal  vein  of  the  penis 
and  corporal  perforating  veins  into  the  corpus  caverno- 
sum. 

Prior  to  bypass  surgery,  an  invasive  procedure,  selective 
pudendal  arteriography,  is  necessary  to  identify  the  site  of 
arterial  obstruction  and  permit  planning  of  the  bypass. 
This  examination  is  restricted  to  patients  in  whom  there  is 
a reasonable  possibility  that  the  operation  will  be  per- 
formed, and  who  have  agreed  to  stop  smoking.  The  sur- 
gery requires  ten  hours  to  complete,  but  this  can  be  re- 
duced to  about  six  hours  by  using  two  surgical  teams. 
Because  of  the  necessity  of  prolonged  anesthesia  and  the 
possibility  of  poor  results,  bypass  is  not  done  in  the  aged  or 
those  with  heart  disease,  diabetes,  hypertension,  prior  ex- 
tensive abdominal  surgery,  poor  anesthesia  risk,  and  in- 
ability to  stop  smoking.  Young  men  who  have  never  had 
adequate  erections  (primary  impotence)  or  who  become 
impotent  from  trauma  are  particularly  suitable  for  bypass 
surgery  and  should  not  undergo  implantation. 

When  successful,  bypass  leads  to  a return  to  spontane- 
ous function.  Doubts  about  the  efficacy  of  bypass  micro- 
surgery have  been  expressed  by  Sharlip,9  who  reported  on 
a personal  series  of  27  cases  with  five  long  term  successes 
(19%).  Goldstein  et  al10  reported  similar  results  in  his  ear- 
ly cases,  but  with  improved  technique,  his  long  term  satis- 
factory results  were  74%  in  a second  series.  Similarly, 
Lizza  and  Zorgniotti1 1 reported  78%  short  term  ability  to 
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penetrate  a partner.  It  would  seem  that  with  improved 
surgical  technique,  reasonable  levels  of  patient  satisfac- 
tion can  be  achieved. 

Caverno-venous  Leaks 

While  much  impotence  is  due  to  vascular  inflow  impair- 
ment, failure  of  the  corpus  cavernosum  outflow  restriction 
mechanism,  often  referred  to  as  venous  leakage,  does  oc- 
cur. The  mechanism  of  this  entity  is  not  understood,  but 
there  is  evidence  that  inability  to  retain  blood  by  the  cor- 
pus is  due  to  failure  of  the  sinuses  in  the  corpus  to  com- 
press venous  outflow  when  smooth  muscle  relaxation 
takes  place.  Such  leaks  can  be  congenital  or  acquired.  Dy- 
namic cavernosometry  (intracavernous  pressure/flow 
studies  with  intracavernous  papaverine)  serves  to  identify 
abnormally  high  flow  rates  needed  to  attain  artificial  erec- 
tion with  intracavernous  continuous  saline  pumping.  Dy- 
namic cavernosography  demonstrates  abnormal  filling  of 
the  extracorporal  penile  veins  by  contrast  medium  in  the 
presence  of  papaverine  stimulation.  When  found,  often  in 
younger  patients  with  soft  erections,  surgical  correction 
by  excision  of  the  deep  dorsal  vein  of  the  penis  in  conjunc- 
tion with  ligation  of  the  crural  veins  produces  good  results. 
Plication  of  the  crura,  which  is  less  difficult,  is  also  being 
done.  Long  term  results  are  not  yet  known.  Caverno-ve- 
nous leakage,  if  not  too  severe,  can  respond  to  intracaver- 
nous injections  of  vasoactive  agents. 

Intracavernous  Pharmacologic  Erection 
Programs  (PEP) 

A nearly  painless  injection  is  made  into  the  corpus  ca- 
vernosum at  the  base  of  the  penis  which  gives  a temporary 
increase  in  blood  flow  lasting  two  to  three  hours.  This  can 
be  sufficient  to  permit  erection  if  there  is  also  sexual 
arousal.  Intercourse  varying  from  excellent  to  satisfactory 
has  been  reported  by  78%  of  patients  who  can  then  be 
trained  to  self-inject  when  they  desire.  The  medications 
currently  in  use  are  papaverine  HC1  with  phentolamine 
mesylate  or  prostaglandin  Ej. 

Initial  testing  of  this  treatment  requires  that  a patient 
have  his  sex  partner  available  within  40  minutes.  Once 
injected,  the  patient  is  required  to  attempt  intercourse 
without  delay.  Intercourse  trials  are  essential,  since  erec- 
tion may  not  occur  without  sexual  arousal;  these  give  an 
indication  of  the  ability  of  the  arterial  system  to  respond, 
provide  proof  that  the  corporal  outflow  restriction  mecha- 
nism functions,  give  the  patient  a clear  idea  of  what  to 
expect  from  self-injection,  and  allow  the  practitioner  to 
adjust  dosage  for  optimum  response.  When  the  trials  are 
successful,  autoinjection  can  then  be  taught. 

PEP  has  proven  effective  in  vascular,  diabetic,  psycho- 
genic, and  neurogenic  impotence.  In  younger  men  and 
those  with  neurogenic  impotence,  caution  must  be  exer- 
cised and  doses  reduced  in  order  to  avoid  prolonged  erec- 
tion. It  also  has  proved  effective  for  impotence  after  bowel 
surgery  and  radical  prostatectomy.  Intracavernous  injec- 
tion has  been  successful  as  a one-time  treatment  to  over- 
come anxiety  in  men  who  are  unable  to  consummate  mar- 
riage. Because  PEP  is  not  without  some  risk,  it  should  not 
be  given  to  normal  men  who  wish  to  improve  their  sexual 
performance. 


Most  men  find  self-injection  minimally  uncomfortable 
and  not  difficult.  While  complications  are  rare,  those  who 
have  entered  a self-injection  program  require  strict  super- 
vision and  follow-up,  as  these  men  are  self-injecting  with- 
out the  practitioner  present.  The  most  common  problem, 
aside  from  ecchymoses  and  transient  penile  pains,  is  the 
possibility  of  prolonged  erection,  which  is  most  often  seen 
on  the  initial  trial  injection  and  not  thereafter.  This  should 
be  treated  as  an  emergency  requiring  prompt  intervention 
within  four  to  six  hours  of  injection;  treatment  consists  of 
intracorporal  injection  of  a dilute  vasoconstrictor  followed 
by  aspiration  of  retained  blood.  Another  complication 
seen  with  long  term  injection  consists  of  changes  within 
the  corpus  cavernosum  that  do  not  appear  as  serious  as 
originally  believed.  This  takes  the  form  of  diffuse  fibrosis 
or  circumscribed  nodular  masses  within  the  corpus  caver- 
nosum that  do  not  necessarily  correspond  to  the  injection 
site.  Tissue  changes  occur  when  incorrect  technique  ex- 
travasates  the  pharmacologic  agent  into  the  corporal 
smooth  muscle.  These  fibrotic  changes  occur  in  about  5% 
of  patients  on  long  term  self-injection  and  do  not  usually 
interfere  with  continued  injection,  but  can  lead  to  toler- 
ance. These  changes  often  disappear  spontaneously  when 
PEP  is  discontinued  and  even  while  treatment  continues. 
Difficulty  may  be  encountered  in  placing  a penile  prosthe- 
sis owing  to  these  fibrous  changes. 

Regular  follow-up  is  obligatory,  as  it  provides  for  detec- 
tion and  correction  of  any  problem  that  may  arise,  allows 
the  physician  to  monitor  progress,  and  permits  dose  modi- 
fication to  meet  individual  needs.  With  proper  supervi- 
sion, PEP  is  safe  and  effective.  The  physician  must  en- 
force the  monthly  follow-up  visits  by  limiting  the  supply  of 
medication  dispensed  to  ten  injections  per  month.  PEP 
must  be  administered  by  a physician  who  is  willing  to  pro- 
vide 24-hour  response  to  emergencies  and  who  has  the 
skill  to  treat  potential  urologic  complications. 

Conclusions 

The  etiology  of  impotence,  long  thought  to  be  psycho- 
genic, is  now  believed  to  be  mainly  vascular.  The  risk  fac- 
tors for  ischemic  heart  disease  and  impotence  are  alike: 
aging,  hypertension,  diabetes,  hyperlipidemia,  and  smok- 
ing. The  criteria  for  successful  intercourse  are  for  the 
male  to  have  stiffness  for  easy  insertion  and  sufficient  last- 
ing power  to  satisfy  both  partners,  and  that  intercourse 
must  take  place  when  the  patient  desires  it.  Three  meth- 
ods that  assure  penile  penetration  are  penile  microsurgical 
bypass,  pharmacological  erection  (PEP),  and  prosthetic 
implant.  While  PEP  is  especially  useful  in  vascular  impo- 
tence, it  finds  application  to  neurogenic  and  psychogenic 
impotence  as  well. 

A growing  group  of  practitioners,  many  of  whom  are 
urologists  and  microsurgeons,  now  subspecialize  in  impo- 
tence, offering  broadened  diagnosis  and  treatment  op- 
tions. Informed  consent  requires  that  the  patient  be  made 
aware  of  the  risks,  benefits,  and  alternative  treatments. 
One  can  no  longer  restrict  treatment  options  to  prosthetic 
implant  only,  but  must  make  all  other  modalities  available 
to  the  patient. 

References 

1.  De  Graaf  R:  De  Virorum  Organis  Generatione.  Leyden.  Hackiana,  1668, 


616  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/NOVEMBER  1989 


pp  154-155. 

2.  Leriche  R:  Des  obliterations  arterielles  hautes  comme  cause  d'insuffisance 
circulatoire  des  membres  inferieures.  Bull  Soc  Chir  (Paris)  1923;  49:1409-1413. 

3.  Johnson  J:  Disorders  of  Sexual  Potency  in  the  Male.  Oxford,  Pergamon 
Press.  1968,  pp  34-35. 

4.  Ginestie  J-F,  Romieu  A:  L’exploration  Radiologigue  de  L'impuissance. 
Paris,  Maloine,  1976. 

5.  Michal  V,  Pospichal  J:  Phalloarteriography  in  the  diagnosis  of  erectile  im- 
potence. World  J Surg  1978;  2:239-248. 

6.  Michal  V,  Kramar  R,  Pospichal  J,  et  al:  Prima  tepenna  anastomoza  na 
corpora  cavernosa  penis  v lecbe  erektivni  impotence.  Rozhl  Chir  1973;  52:587- 


590. 

7.  Swartz  CM:  Low  serum  testosterone:  A cardiovascular  risk  factor  in  elder- 
ly men.  Geriatric  Medicine  Today  1988;7:39-49. 

8.  Virag  R,  Bouilly  P,  Frydman  D:  Is  impotence  an  arterial  disorder?  A study 
of  arterial  risk  factors  in  440  impotent  men.  Lancet  1985;  1:181-1 84. 

9.  Sharlip  1:  Penile  revascularization  for  treatment  of  arteriogenic  impotence: 
Ten  years’  experience.  J Urol  1987;  137:203A. 

10.  Goldstein  I,  Padma-Nathan  H,  Payton  T,  et  al:  Penile  revascularization: 
Five  years’  experience  in  225  patients.  J Urol  1988;  139:298 A. 

1 1 . Lizza  E,  Zorgniotti  A:  Penile  revascularization  for  impotence:  Comparison 
of  the  V5  and  Furlow  operations.  J Urol  1988;  139:298 A. 


FROM  THE  LIBRARY 


ON  THE  PHYSICAL  CAUSES  OF  SEXUAL  DEBILITY  IN  THE  MALE,  AS 
DISTINGUISHED  FROM  THE  PSYCHIAL  CAUSES 
Until  within  comparatively  recent  years  it  was  the  custom  among  surgeons,  when  consulted  by  pa- 
tients suffering  from  sexual  debility,  to  refer  the  causes  entirely  to  a disturbed  condition  of  the  mind, 
overlooking  altogether  the  possibility  that  there  might  be  some  physical  cause  to  account  for  the  symp- 
toms— symptoms  which  undoubtedly,  in  many  cases,  are  conveyed  through  the  nervous  system,  but 
which  have  not  their  seat  alone  in  either  nervous  debility  or  in  nervous  depression .... 

There  are  two  points  which  enter  into  all  the  symptoms  that  I have  heard  made  by  patients  who  suffer 
from  this  cause.  One  is  the  imperfection  of  erections — sometimes  their  entire  absence— -and  secondly, 
the  prematureness  of  the  emissions,  followed  immediately  by  a subsidence  of  the  erection,  supposing 
this  function  to  have  been  perfectly  normal  at  the  start.  Associated  with  this  latter  condition,  there  may 
also  be  an  entire  lack  of  emission,  or  else,  if  the  emission  takes  place,  the  amount  ejaculated  is  very 
small,  and  if  examined  under  the  microscope,  is  oftentimes  found  devoid  or  but  imperfectly  endowed 
with  spermatozoa,  constituting  the  condition  of  affairs  which  is  known  as  azoospermism.  The  former 
may  be  considered  as  the  earlier  stage  which  tends  toward  the  development  of  the  second;  the  first  point 
noticed  by  the  patient  being  imperfect  erection,  associated  with  premature  emissions  and  followed  by  an 
absence  of  erection.  Since  the  introduction  of  the  endoscope  into  urethral  surgery,  it  has  been  possible  to 
examine  the  urethra  to  see  if  there  were  any  pathological  conditions  in  this  canal  which  were  either 
associated  with  or  perhaps  caused  this  condition  of  affairs;  but  even  before  the  introduction  of  this 
useful  instrument,  the  older  surgeons  recognized  the  fact  that  these  symptoms  occur  most  frequently  in 
patients  who  had  been  persistent  masturbators,  and  in  these,  upon  examination  with  sounds  or  bougies, 
a stricture,  more  or  less  definite,  was  found  in  certain  portions  of  the  urethral  canal,  and  some  went  even 
beyond  this,  ascribing  a hyperaesthetic  condition  of  the  canal  as  possibly  one  of  the  causes,  or  at  any 
rate,  one  of  the  concomitants  of  this  condition  of  affairs .... 

Many  eminent  surgeons  have  considered  that  urethral  stricture  is  induced  by  the  habit  of  masturba- 
tion. If  by  stricture  we  understand  any  and  every  impediment  which  occurs  to  the  passage  of  a sound, 
then,  perhaps,  their  statement  is  correct,  but  if  we  consider  stricture  merely  as  those  obstructions  in  the 
canal  due  to  an  infiltration  beneath  the  mucous  membrane,  blocking  up  the  lumen  of  the  canal  and 
preventing  the  passage  of  sounds,  then  I think  some  modification  must  be  made  of  the  statement  that 
masturbation  produces  stricture;  and  particularly  so  if  we  consider  for  one  moment  the  disproportion 
that  exists  between  the  number  of  males  who  at  one  time  or  other  of  their  life  have  masturbated  and  the 
number  of  strictures  which  occur,  I think  we  will  recognize  that  it  is  too  sweeping  an  assertion  to  make, 
that  the  one  is  caused  by  the  other.  If,  however,  we  admit  that  there  may  be  spasmodic  contractions  in 
the  canal  induced  by  some  point  of  irritation  in  the  urethra,  then  we  shall  modify  this  statement  by 
saying  that  masturbation  may  produce  a hyperaesthetic  condition  of  the  canal  which  leads  to  temporary 
and  spasmodic  contractions,  but  not  to  true  stricture,  and  I have  in  a pretty  fairly  large  experience  with 
these  cases  come  myself  to  that  conclusion,  for  after  the  local  treatment  has  been  pursued,  the  puffiness 
and  temporary  obstruction  in  the  canal  disappear,  the  hyperaesthesia  and  inflammation  subside  and  the 
canal  returns  to  a more  or  less  normal  condition,  and  with  it  the  symptoms  for  which  the  surgeon  was 
consulted  gradually  improve  and  entirely  disappear.  I have  noticed  the  same  condition  in  men  who  have 
indulged  to  excess  in  the  sexual  act  and  who  had  not,  so  far  as  I could  trust  their  word,  masturbated  for 
many  years— a sufficiently  long  time  to  prevent  me  from  considering  that  the  masturbation  had  any 
thing  to  do  with  their  sexual  debility,  and  yet  in  these  instances  the  physical  conditions  were  precisely 
the  same  as  in  those  who  had  masturbated .... 

F.  R.  STURGIS,  MD 
{Trans  Med  Soc  State  of  NY  1894;  328-336) 
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A New  York  initiative  in  medical  education 

John  E.  Verby,  md;  Macaran  A.  Baird,  md;  L.  Thomas  Wolff,  md;  Peter  G.  Beatty,  msed 


The  medical  schools  of  our  country  need  to  take  a closer 
look  at  the  format  of  medical  education  that  was  promul- 
gated following  the  Flexner  report  over  seven  decades  ago. 

Recent  reports  have  focused  on  the  impact  of  the  mal- 
practice insurance  crisis  on  family  physicians  in  New 
York  State.1  Physicians  nationwide,  out  of  economic  ne- 
cessity, have  reluctantly  refused  to  accept  new  Medicaid 
patients.1  Trust  between  patient  and  physician  is  dimin- 
ishing, and  physicians  are  limiting  their  practices,  order- 
ing more  diagnostic  tests,  and  consulting  more  frequently. 
The  attrition  of  family  physicians  from  death,  retirement, 
disability,  and  dissatisfaction  with  unfavorable  malprac- 
tice insurance  costs  and  the  current  legal  climate  is  ex- 
tremely serious. 

New  York  State  has  15%  of  all  medical  residencies  in 
the  United  States.  The  Report  of  the  New  York  State 
Commission  on  Graduate  Medical  Education  “accepts 
that  residency  training  in  New  York  is  overbalanced  in 
subspecialty  fields.”2  In  this  same  report,  Senator  (now 
Vice-President)  Daniel  Quayle  is  quoted  as  proposing  that 
70%  of  residents  be  in  primary  care  specialties  in  order  for 
hospitals  to  be  eligible  for  Medicare  reimbursement  of  re- 
sidents’ salaries.  The  report  supported  Senator  Quayle’s 
proposal  and  recommended  that  by  1990  the  majority  of 
the  residents  be  in  primary  care  specialties. 

Kern  et  al3  examined  the  lasting  value  of  clinical  skills 
of  their  former  residents  in  internal  medicine  who  had 
been  in  practice  five  or  more  years.  They  asked  subjects 
what  they  felt  their  medical  education  lacked.  Respon- 
dents indicated  that  there  was  an  overemphasis  on  techni- 
cal aspects  of  medicine  and  not  enough  emphasis  on  the 
fundamentals  of  history  taking  and  physical  examination, 
skills  in  interpersonal  relations,  and  a more  humanistic 
approach  to  caring  for  people.  They  indicated  a need  for 
more  clinical  counseling  skills. 

The  Rural  Physician  Associate  Program 

The  State  University  of  New  York  Health  Science  Cen- 
ter at  Syracuse  is  planning,  through  its  Extended  Rural 
Preceptorship  (ERP),  to  do  what  the  Minnesota  Rural 
Physician  Associate  Program  (RPAP)  model  has  been  do- 
ing for  the  past  17  years,  which  is  to  provide  the  third-year 
medical  student  physician  with  a nine-month  experience 

From  the  Department  of  Family  Medicine,  State  University  of  New  York 
Health  Science  Center  at  Syracuse,  Syracuse,  NY,  and  the  Rural  Physician  Asso- 
ciate Program,  University  of  Minnesota  Medical  School,  Minneapolis  (Dr  Verby). 

Address  correspondence  to  Dr  Verby,  Director,  Rural  Physician  Associate  Pro- 
gram, University  of  Minnesota  Medical  School,  Box  81  UMHC,  Minneapolis,  MN 
55455. 


in  clinical  community  medicine  and  surgery  with  practic- 
ing physicians  in  underserved  areas  of  upstate  New  York, 
similar  to  the  experience  reported  in  Minnesota.4 

The  Rural  Physician  Associate  Program  and  the  Ex- 
tended Rural  Preceptorship  emphasize  the  points  of  Kern 
et  al3  throughout  the  nine-month  experience.  The  Minne- 
sota RPAP  experience  has  75%  of  its  trainees  going  into 
primary  care  specialties,  with  60%  going  into  family  medi- 
cine. The  New  York  State  Health  Research  Council  has 
expressed  keen  interest  in  this  effort.  The  13  deans  of  the 
New  York  State  medical  schools  have  also  asked  for  more 
detailed  information  on  RPAP-ERP. 

The  RPAP-ERP  effort  may  be  adapted  for  urban  as 
well  as  rural  settings.  Fifty  family  physician  residents  in 
Minnesota  in  the  past  decade  have  taken  their  30-day 
community  service  and  research  effort  in  RPAP  commu- 
nities, and  the  majority  of  the  others  in  urban  settings. 
The  stipend  is  paid  by  the  practicing  physicians,  thereby 
reducing  the  graduate  medical  education  costs.  This  effort 
could  easily  be  expanded  by  RPAP  and  ERP.  RPAP  pre- 
ceptors have  said  this  is  the  best  type  of  continuing  medi- 
cal education  for  them,  as  Heid5  has  reported  in  Minneso- 
ta. 

Putting  the  right  physicians  in  the  right  places,  working 
harmoniously  with  other  helping  professionals  in  an  inter- 
disciplinary team,  and  linking  the  medical-surgical  aca- 
demic faculty  at  the  State  University  of  New  York 
(SUNY)  Health  Science  Center  at  Syracuse  with  practic- 
ing physicians  in  the  community  to  develop  a “Medical- 
Communiversity”  is  now  becoming  a reality.  In  the  spring 
of  1989  two  junior  medical  students  from  SUNY/Syra- 
cuse  began  a nine-month  medical  education  journey.  One 
is  in  the  Canton-Potsdam  area,  and  the  other  in  the  Ham- 
ilton-Sherburne  area,  with  practicing  physicians  as  their 
preceptors.  Various  SUNY/Syracuse  medical  and  surgi- 
cal specialists  plan  to  visit  the  students,  community  physi- 
cians, and  helping  professionals  on  a more  than  monthly 
basis  throughout  the  academic  year,  thereby  helping  to 
upgrade  and  support  continuously  the  care  of  the  people 
and  the  medical  students’  education,  the  practicing  physi- 
cians, and  helping  professionals  in  their  communities  of 
upstate  New  York. 

Such  an  ongoing  effort  will  be  beneficial  to  all  con- 
cerned, including  all  New  Yorkers.  Students  will  receive 
full  academic  credit  for  their  experiences  and  graduate 
with  their  classmates.  They  will  be  able  to  see  themselves 
as  the  patients  and  patients’  families  see  them,  through 
numerous  audiovisual  tapings  of  real  patients  (not  simula- 
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tions).  The  SUNY  faculty  in  the  Department  of  Family 
Medicine  will  observe  these  events  as  they  occur  on  a tele- 
vision screen  in  another  consulting  room  (with  permission 
of  the  patient,  student,  and  the  patient’s  physician).  The 
tape  will  be  rerun  for  the  medical  student  and  the  faculty 
(and  viewed  by  the  patients  if  they  so  desire),  showing 
what  is  being  done  and  what  can  be  done  better  in  the 
history  taking.6  This  educational  exercise  will  be  repeated 
at  least  five  times  throughout  the  nine  months. 

Efforts  made  by  the  community  will  help  professionals 
to  assist  the  student  in  readily  identifying  the  person  who 
is  a substance,  physical,  and/or  sexual  abuser.  Dysfunc- 
tional families  within  the  healthy  or  sick  community  will 
also  be  identified.  Ongoing  close  supervision  of  the  stu- 
dent by  the  community  physician  (preceptor-tutor)  and 
helping  professionals,  with  continuous  close  support  by 
the  SUNY  academic  faculty,  will  help  upgrade  health  and 
medical  care  for  the  citizens  of  this  state.  This  program 
will  reduce  medical  education  costs — as  preceptors  are 
not  paid  for  teaching — and  will  increase  the  accessibility 
of  health  care  and  improve  interpersonal  communications 
between  doctors  and  the  healthy,  ill,  and  disabled  citizens 
within  the  state.  Physician  retention  and  distribution 
should  be  improved,  and  reduction  of  medical  malpractice 
litigation  may  also  occur.  The  state  of  Minnesota  has  had 
some  startling  and  favorable  outcomes  concerning  match- 
ing the  appropriate  physician  to  the  right  location.7’8 

Essentials  of  a Rural  Physician  Associate 
Program 

Emphasis  will  be  placed  particularly  on  having  precep- 
tors and  academic  faculty  models  to  enhance  students’ 
healthy  life  styles  honoring  personal  and  family  commit- 
ments in  equity  and  balance  with  professional  and  aca- 
demic responsibilities.  No  student  will  be  “on  call  with 
their  preceptor”  more  than  one  night  out  of  every  four, 
and  one  weekend  out  of  every  month.  This  effort  encour- 
ages all  helping  professionals  to  do  the  same  (including 
practicing  physicians),  as  has  happened  in  Minnesota, 
where  over  90%  of  all  practicing  physicians  are  in  groups 
of  four  or  more. 

Medical  students  will  be  able  to  experience  first  hand 
the  actual  costs  of  caring  for  people  in  the  doctor’s  office, 
where  over  80%  of  a practicing  physician’s  (preceptor’s) 
work  takes  place.  They  will  work  with  these  preceptors  in 
the  hospital,  under  close  supervision,  and  with  other  help- 
ing professionals,  so  they  learn  to  work  comfortably  and 
harmoniously  with  other  members  of  the  health  care  com- 
munity. The  students  will  be  invited  to  meetings  of  the 
hospital  board  of  trustees  and  hospital  administrators  so 
they  understand  and  learn  that  members  of  the  nonmedi- 
cal community,  including  lawyers,  are  also  responsible  for 
carrying  out  the  hospital’s  responsibilities  to  the  commu- 
nity. Students  will  be  encouraged  to  accept  invitations 
from  rural  citizens  to  give  lectures  and  classes  on  breast 
and  Papanicolaou  examinations,  prenatal  care,  good  fam- 
ily and  community  health  practices,  such  as  preventive  life 
style  changes  (smoking,  alcohol)  etc. 

All  married  medical  students  are  encouraged  to  live 
with  their  families  in  the  community  (separate  from  the 
preceptor’s  family)  so  that  the  entire  family  may  take  up 
new  activities  and  meet  new  friends  in  the  community. 


This  will  help  students  reaffirm  their  life  career  in  medi- 
cine and  decide  more  confidently  on  their  choice  of  medi- 
cal specialty.  The  Minnesota  program  found  that  RPAP 
students  were  far  more  confident  of  their  ability  to  make 
career  choice  decisions  than  their  classmates  at  the 
Health  Science  Center  (/?<0.001).  ERP  students  will  be 
allotted  two  hours  of  reading  time  each  working  day  in  the 
office  or  hospital  (not  at  meal  time)  and  will  become  com- 
puter literate  if  they  are  not  already.  They  will  have  access 
to  the  Syracuse  Health  Science  Center  Biomedical  Li- 
brary and  to  the  National  Library  of  Medicine  through  an 
on-line  computer  network,  which  will  enable  them  to  per- 
form computer  literature  searches  from  the  rural  hospital. 
These  students  will  have  one-to-one  tutorialships  and,  in 
most  cases,  more  than  one  tutor  (preceptor)  throughout 
the  academic  year  with  no  competition  from  other  stu- 
dents or  classmates.  They  will  learn  the  business  aspects  of 
running  a private  practice  clinic,  learn  how  and  when  to 
refer,  see  the  results  of  their  own  procedures  such  as  lacer- 
ation or  episiotomy  repair,  learn  that  caring  for  people 
includes  caring  for  families  and  becoming  involved  with 
planned  and  unplanned  family  conferences,  and  learn  that 
every  disease  and  disability  needs  to  be  accepted  and  dealt 
with  by  the  entire  family. 

Because  these  students  will  do  complete  histories  and 
physical  examinations  on  the  people  they  serve,  they  will 
assume  more  responsibility  and  be  motivated  to  research 
and  read  in  order  to  help  the  patient  and  themselves  in 
their  immediate  learning  and  caring  process. 

How  will  these  students  rate  with  their  peers?  In  Min- 
nesota, during  the  past  17  years,  retention  and  application 
of  this  knowledge  and  experience  helped  over  500  students 
on  RPAP  pass  all  medical  school  evaluation  tests  at  the 
medical  school,  including  the  National  Board  of  Medical 
Examiners  examination  (Parts  I and  II),  with  no  statisti- 
cally significant  differences  from  their  classmates.  The 
significant  first-hand  continuing  care  experiences  they 
had  while  on  RPAP  are  an  added  bonus  when  they  eventu- 
ally practice  medicine  and  surgery.  This  is  not  possible  in 
the  tertiary  and  secondary  environments  provided  by  the 
medical  schools  of  our  country.  Four,  six,  and  12-week 
preceptorships  do  not  provide  sufficient  time  to  experience 
continuity  of  care,  to  understand  personal-professional  re- 
sponsibility and  liability  issues,  to  develop  trust  and  strong 
rapport  with  individuals  and  their  families,  and  to  develop 
competency  in  procedural,  cognitive,  and  behavioral 
skills. 

Students  learn  how  to  provide  continuity  of  care  in  their 
office  consulting  room  and  learn  that  most  devastating 
family  and  life  problems  are  detected  via  outpatient  en- 
counters. Office  care  is  the  vehicle  for  continuity  of  care 
and  gaining  experience  monitoring  treatment  response 
and  individualizing  therapy.  Students  learn  that  trust  and 
rapport  exerts  a potent  synergistic  therapeutic  and  heal- 
ing effect  with  any  treatment  plan,  with  very  few  (if  any) 
side  effects. 

This  experience  is  more  than  an  apprenticeship,  since 
the  students  learn  to  work  closely  as  an  interdisciplinary 
team  member,  and  learn  effective  communication  tech- 
niques for  understanding  a patient’s  needs,  persuading  pa- 
tients to  comply  with  treatment  plans,  and  discussing  sen- 
sitive medical  and  personal  issues.  Each  student  is  given 
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colleague  status  by  the  preceptor,  which  enhances  person- 
al confidence,  so  they  do  not  feel  as  if  they  are  “only  the 
medical  student.”  Married  students  with  children  felt 
they  “wasted  less  time  on  RPAP”  and  had  more  time  for 
themselves  and  their  families  because  they  did  not  round 
all  day  with  “hordes  of  residents  and  students.  We  round- 
ed to  treat  the  patient  and  moved  on.” 

It  appears  plausible  that  all  state  and  private  medical 
schools  in  New  York  could  do  the  same  thing.  Medical 
schools  in  West  Virginia,  Arkansas,  the  Dakotas,  and  oth- 
ers are  asking  for  more  information  in  implementing  the 
RPAP  model.  The  massive  transition  in  clinical  under- 
graduate, graduate,  and  postgraduate  medical  education 
as  proposed  here  would  help  to  cut  medical  education 
costs  and  upgrade  medical  care  and  education  throughout 
the  state.  It  will  produce  a more  humanistic  physician 
with  a broader  knowledge  base  and  steeped  in  primary 
care  and  family  medicine  experience,  as  recommended  by 
the  New  York  State  Commission  on  Graduate  Education 
and  the  Association  of  American  Medical  Colleges.9'10 
The  hostile  polarization  of  people  towards  hospitals  and 


physicians  will  be  reduced,  eventually  helping  to  alleviate 
the  current  malpractice  crisis  and  producing  more  of  the 
right  physicians  for  the  right  place. 
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FROM  THE  LIBRARY 


THIRTY-EIGHT  PHYSICIANS  SEEK  RURAL  PRACTICE 

Considerable  concern  has  been  manifested  by  welfare  associations  and  those  interested  in  rural  com- 
munity life,  by  the  apparent  growing  tendency  on  the  part  of  physicians  to  move  their  residence  from  the 
rural  districts  to  the  larger  centers,  where  hospital  and  laboratory  facilities  will  be  more  accessible.  In 
some  instances  this  withdrawal  has  occasioned  considerable  alarm  on  the  part  of  the  community  thus 
apparently  forsaken. 

A more  careful  study  of  the  problem  recently  thrust  upon  this  office  has  afforded  an  opportunity  for 
seeing  the  matter  from  another  angle.  In  a majority  of  instances  the  community  lost  its  old  family 
physician  because  “Father  Time”  had  a claim  upon  him,  and  no  young  man  has  offered  to  take  up  his 
practice  because,  with  the  advent  of  the  automobile  and  good  roads,  it  is  possible  for  the  residents  of 
such  communities  to  call  a physician  in  attendance  in  less  time  than  could  the  old  family  physician, 
when  he  was  a young  man,  attend  their  fathers.  The  forlornness  of  these  communities  is,  in  many 
instances,  considerably  exaggerated  through  sentiment.  The  fact  that  the  country  store  which  at  one 
time  prospered  at  the  cross-roads,  has  disappeared,  has  been  accepted  as  a normal  evidence  of  develop- 
ment. The  farmers,  with  their  automobiles,  prefer  to  do  their  shopping  in  the  larger  centers,  and  are 
justified  in  doing  so.  Likewise,  when  they  are  in  need  of  medical  service,  not  emergency  in  character, 
they  also  prefer  to  seek  such  service  in  larger  cities,  and  are  capable  of  doing  so  with  the  aid  of  the 
automobile.  Thus  the  physician  living  in  the  rural  district  is  overlooked  and  the  more  lucrative  practice 
is  carried  to  the  city,  or  the  city  physician  is  induced  to  come  out,  which  he  willingly  does  when  the  roads 
are  passable;  and  the  high  regard  which  the  community  feels  for  his  local  physician  never  comes  to  the 
surface  until  he,  responding  to  the  pressure  of  conditions,  decides  to  take  up  his  residence  in  a larger 
center. 

That  physicians  would  be  willing  to  live  in  rural  districts,  providing  they  could  do  so  and  effectively 
“keep  the  wolf  from  the  door,”  is  manifested  by  the  fact  that  within  the  last  month  thirty-eight  physi- 
cians have  written  to  this  office  asking  for  a list  of  rural  communities  in  need  of  physicians.  Unfortu- 
nately we  had  at  our  disposal  only  four  places  where  the  County  Medical  Societies  thought  physicians 
might  be  able  to  develop  a practice  warranting  their  taking  up  the  location. 

J.  S.  L. 

{NY State  J Med  1925;  25:38) 
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HISTORY 


Dietary  changes  and  the  decline  of  scurvy  and  tuberculosis  in 

19th  century  Europe 

Vincent  J.  Knapp,  phd 


The  vast  proportion  of  Europeans  entered  the  1 9th  century 
as  grain-eaters.  In  the  unforgettable  remark  of  the  noted 
French  social  historian,  Fernard  Braudel,  “Eating  con- 
sist [ed]  of  a lifetime  of  consuming  bread,  more  bread,  and 
still  more  bread  and  gruels.”1  This  precarious  dependence 
by  the  masses  on  grain  was  further  threatened  time  after 
time  by  ergotism  or  spoiled  rye.2  In  1800,  luxury  foods 
such  as  meat,  fish,  cheese,  eggs,  vegetables,  and  fruits 
were  regularly  a part  of  what  the  upper  10%  of  society  ate, 
but  the  mass  of  Europeans  saw  them  rarely.3  All  of  this 
changed,  and  changed  dramatically,  in  the  decades  after 
1800.  As  the  American  historian  E.  Neige  Todhunter  has 
pointed  out,  “Not  till  the  19th  century  [in  Europe]  . . . , 
was  there  a marked  improvement  in  the  quantity  and 
quality  of  food.”4 

Limited  Diets 

This  democratization  of  the  food  supply,  which  made 
items  only  previously  available  to  the  elite  common  to  all 
levels  of  society,  produced  what  the  contemporary  French 
historian  Jean-Jacques  Hemardinquer  has  justifiably 
called  “a  true  nutritional  revolution.”5  The  widespread 
consumption  by  the  majority  of  potatoes  and  other  vegeta- 
bles and  of  meat,  fish,  butter,  and  milk  added  unprece- 
dented levels  of  nutrition  to  the  general  European  diet.6’7 
Rising  amounts  of  amino  acids,  lipids,  vitamins,  and  min- 
erals, along  with  carbohydrates,  constantly  improved  lev- 
els of  immunity.3*8’9  The  result  of  all  this  was  a population 
better  able  to  ward  off  disabling  diseases  such  as  scurvy, 
and  deadly  diseases  such  as  tuberculosis,  along  with  other 
disorders. 

Writing  recently  about  the  connection  between  diet  and 
disease,  the  American  social  historian  Ann  G.  Carmichael 
has  commented  with  some  incisiveness  that  “the  links  be- 
tween undernutrition  and  infection  among  the  poor  of  to- 
day’s Third  World  are  socially  and  demographically  sig- 
nificant. From  birth  to  an  early  grave  the  victims  of 
hidden  hunger  endure  episodes  of  illness  which  wealthier 
nations  and  individuals  do  not  suffer.”10  What  is  true  of 
the  Third  World  now  was  equally  the  case  in  Europe  dur- 
ing the  late  18th  and  early  19th  centuries.  This  fact,  how- 
ever, was  not  easily  perceived,  even  by  Europeans  living  at 
the  time.  In  1837,  the  English  sociologist  Andrew  C. 
Combe  realized  what  few  other  Europeans  had  seriously 
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considered  up  to  that  point.  Speaking  frankly,  he  de- 
clared, “To  those  who  have  never  reflected  on  the  subject, 
it  may  seem  like  exaggeration  to  say  that ...  at  least  9/10 
of  the  lower  order  suffer  physically  and  intellectually  from 
being  overworked  and  underfed.”1 1 Few,  he  felt,  died  from 
want  of  food,  but  many  had  their  lives  shortened  “by  [an] 
excess  of  labour  and  deficiency  of  nourishment.”11  Actu- 
ally, the  situation  was  far  worse  than  Combe  perceived  in 
1837.  For  Europe  was  in  that  year,  and  indeed  before- 
hand, a disease-ridden  society — a condition  that  was  di- 
rectly linked  to  poor  nutrition  in  general,  and  to  Europe’s 
long  time  overdependence  on  breadstuffs  in  particular. 
Bread  really  was  the  culprit  here,  largely  because  alone 
and  by  itself  it  supplied  so  little  of  the  nutrition  required 
by  Europeans  in  order  to  live  a reasonably  healthy 
life.3 

This  intimate  connection  between  human  misery  on  the 
one  hand  and  pathological  disorders  on  the  other  was 
pointed  out  in  more  recent  times  by  E.  Parmalee  Prentice, 
when  he  noted  that  “a  diet  too  largely  made  up  of  bread, 
may  . . . bring  whole  armies  of  disease.”12  And  it  did.  This 
distressful  state  was  the  direct  result  of  a society  within 
which  the  average  individual  in  Europe  before  1800  was 
forced  by  fate  to  eat  more  than  two  pounds  of  bread  each 
and  every  day.4  As  it  turned  out,  the  misery  of  this  day  and 
age  was  defined  in  terms  of  a series  of  disabling  and  dead- 
ly diseases  that,  in  the  words  of  the  famous  19th  century 
German  philosopher  Rudolf  Virchow,  “destroy  [ed]  the 
enjoyment  of  life  for  the  many.”13 

Everyday  life  was  too  often  disrupted  in  pre-industrial 
Europe  by  disabling  diseases  such  as  scurvy,  psoriasis,  ma- 
laria, diphtheria,  influenza,  and  measles,  along  with  their 
much  more  deadly  counterparts,  typhoid,  syphilis,  typhus, 
cholera,  and  tuberculosis.  There  truly  was  a vicious  cycle 
at  work  in  European  society  before  it  experienced  its  au- 
thentic nutritional  revolution.  It  began  with  prolonged  un- 
dernourishment and  hidden  hunger  which,  again  in  the 
words  of  Ann  G.  Carmichael,  created  a fatal  situation  in 
which  “malnutrition  enhancfed]  infection  . . . and  ...  in- 
fection caus[ed]  further  malnutrition.”10  The  unqualified 
link  between  poor  nutrition  and  the  existence  of  patholog- 
ic conditions  can  be  seen  clearly  and  historically  in  the 
cases  of  two  diseases:  scurvy  and  tuberculosis.  Analytical- 
ly, the  tie  between  scurvy  and  insufficient  diet  turned  out 
to  be  obvious,  while  the  causal  connection  between  tuber- 
culosis and  improper  nutrition  is  somewhat  more  subtle 
and  difficult  to  see,  but  was  likewise  there. 
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The  Universality  of  Scurvy 

Scurvy  was  one  of  the  numerous  maladies  that  harassed 
European  society  down  through  the  centuries.  Its  constant 
presence  in  one  European  country  after  another  attests  to 
the  fact  that  the  bulk  of  the  population  ate  little  in  the  way 
of  vegetables  and  fruits,  the  very  foods  that  easily  could 
have  banished  this  disabling  disease  before  the  19th  cen- 
tury. The  age  of  seafaring,  which  began  with  Columbus, 
da  Gama,  and  Cabot  in  the  1 490s,  highlighted  this  somber 
disorder  as  never  before,  primarily  because  scurvy  felled 
crewmen  in  large  numbers.  Sailors  plying  the  great  Atlan- 
tic and  Pacific  sea  lanes  were  all  too  familiar  with  its  early 
symptoms,  which  included  a debilitating  lassitude,  sore 
gums,  and  loosening  teeth.  But  they  had  far  more  to  fear 
from  its  later  symptoms,  which  included  hemorrhaging 
from  the  lungs  and  swollen  and  blackened  limbs.14  How- 
ever, long  before  the  1490s,  in  the  cities  of  Europe,  where 
most  vegetables  and  fruits  were  virtually  unobtainable 
through  the  fall  and  winter  months,  these  symptoms  were 
both  well  known  and  pronounced  in  victims.  Indeed,  as 
Anthony  J.  Lorenz  has  so  accurately  stated:  “[Land] 
scurvy  was  an  annual  spring  epidemic  for  the  large  cities.” 
“No  wonder,”  Lorenz  goes  on  to  say,  “the  earliest  writers 
on  the  subject  were  continental.  They  hailed  from  Am- 
sterdam, Leipsic  [sic],  Marburg.  It  was  not  until  after 
1492  that  we  had  read  of  sea  scurvy.”15  The  presence  of 
this  disease  was  also  widely  reported  among  children,  who 
were  often  said  to  be  subject  to  infantile  scurvy  upon 
weaning.16 

We  now  know  that  this  excruciating  condition  was 
caused  by  a very  specific  avitaminosis.17  The  first  man  to 
suspect  this,  even  vaguely,  was  the  Scottish  doctor,  James 
Lind  (Fig  1).  Writing  in  1753  about  experiments  he  had 
judiciously  conducted  with  scorbutic  sailors,  he  explains 
how  he  quickly  discovered  that  those  given  citric  foods  re- 
covered rather  instantly  from  this  disease.  His  carefully 
conceived  experiments  proved  without  a doubt  that  when 
it  came  to  this  disease,  oranges,  lemons,  and  cider  had 
therapeutic  qualities  that  had  not  been  previously  dis- 
cerned.1 5 A century  later,  in  1 842,  the  noted  British  physi- 
cian George  Budd  argued  to  a public  becoming  more  and 
more  appreciative  of  vegetables  and  fruits  that  the  only 
cause  of  scurvy  “is  [the]  complete  and  prolonged  absti- 
nence from  succulent  vegetables  or  fruits,  or  their  pre- 
served juices  as  articles  of  food  . . . ,”18  Scurvy  was  hard  to 
vanquish  prior  to  1800  because  vegetables  and  fruits  had 
such  a low  priority  among  doctors  and  the  general  pub- 
lic.19-20 This  ingrained  prejudice  against  vegetables  and 
fruits,  along  with  the  sheer  scarcity  of  these  sources  of 
ascorbic  acid,  the  key  nutrient  here,  tended  to  doom  the 
general  population  to  this  disease.21-22 

As  it  turned  out,  the  defeat  of  this  disorder  occurred 
subtly  and  inevitably,  first  with  the  introduction  of  pota- 
toes and  onions  to  the  diet  and  then  later  with  the  coming 
of  oranges  and  lemons.  In  the  interest  of  precise  analysis 
here,  it  should  be  pointed  out  that  the  potato  only  helped 
partially,  since  it  contains  but  one  fifth  of  the  vitamin  C 
(ascorbic  acid)  that  can  be  found  in  such  citric  products  as 
oranges  and  lemons.23  This  whole  process  was  also  aided 
and  abetted  as  the  1 9th  century  wore  on  by  the  progressive 
addition  to  the  diet  of  other  legumes,  besides  the  potato 
and  onion,  and  other  fruits  like  apples  and  cherries.7-24 


FIGURE  1.  James  Lind  (1716-1794).  Pioneer  in  developing  a cure  for 
scurvy  (from  the  Bettmann  Archive.  New  York  City). 


Tuberculosis 

Scurvy  was  more  often  than  not  a disabling  rather  than 
a deadly  disease.  Unfortunately,  tuberculosis  was  both. 
This  disease  was  often  active  within  the  body  for  years 
before  it  finally  claimed  its  victims,  and  only  after  the  in- 
dividual had  had  an  extended  bout  with  some  truly  ago- 
nizing symptoms.  These  often  disquieting  symptoms  were 
described  in  1799  by  the  British  physician  Thomas  Bed- 
does.  He  reported  that  those  terminally  ill  from  pulmo- 
nary tuberculosis  had  to  endure  symptoms  that  included  a 

hard  rending  cough,  attended  sometimes  by  retching  and  vomit- 
ing, [by]  expectoration  sometimes  nauseous,  [and]  always  offen- 
sive to  the  eye  and  harassing  when  it  is  not  free,  [by]  langour  . . . 
[and]  the  extremes  of  cold  and  heat  . . . [by]  sweats  . . . ,[by] 
breathlessness  . . . , and  [by]  a sense  of  drowning  . . . terminating 
in  actual  drowning  when  there  is  no  longer  strength  to  bring  up 
fluids  secreted  by  the  chest.”25 

The  tyranny  that  tuberculosis  could  exercise  at  this  time 
was  best  described  by  the  great  English  novelist  Robert 
Louis  Stevenson.  Talking  about  his  own  experience  with 
this  disease,  he  stated  plaintively,  “I  lie  awake  troubled  by  a 
hacking,  exhausting  cough  and  praying  for  sleep  or  morn- 
ing, from  the  bottom  of  my  little  shaken  body.  I have  writ- 
ten in  bed,  and  written  out  of  it,  written  in  haemorrhages, 
written  in  sickness,  written  torn  by  coughing  . . . ,”26 
Before  it  was  finally  overcome,  tuberculosis  was  the 
most  widespread  disease  to  occur  in  European  history. 
The  father  of  modern  bacteriology,  the  Germany  medical 
researcher  Robert  Koch,  called  it  Europe’s  greatest  health 
problem  ever27  (Fig  2).  According  to  statistics  compiled 
by  John  Bateman,  the  death  toll  from  tuberculosis  in  Lon- 
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FIGURE  2.  Robert  Koch  (1843-1910).  Discoverer  of  the  cause  of  tuber- 
culosis (from  the  Bettmann  Archive,  New  York  City). 


don  rose  steadily  from  one  in  every  6.2  deaths  in  1669  to 
one  in  every  5.5  mortalities  in  1749,  to  one  in  every  3.6 
people  dying  in  18  08. 28  These  figures  were  definitely  on 
the  low  side,  since  Bateman’s  statistics  included  only 
deaths  from  pulmonary  tuberculosis.  What  he  did  not  re- 
alize in  the  early  19th  century  was  that  the  other  forms  of 
tuberculosis,  not  yet  discovered  by  the  medical  profession, 
were  killing  off  an  additional  17%  of  the  population.29  Af- 
ter apparently  peaking  in  Britain  early  in  the  century,  the 
disease  took  hold  on  the  Continent.  Here  the  population 
was  indisputably  saturated  with  the  disease.  Koch’s  dis- 
covery of  tuberculin  in  1 894  gave  the  medical  profession  a 
diagnostic  tool  for  determining  just  how  extensive  the  dis- 
ease really  was.  The  results  were  shocking,  for  tuberculin 
proved  unquestionably  that  a full  85%  of  the  population 
was  in  some  way  wrestling  with  the  consequences  of  this 
disease.30 

The  initial  decline  of  tuberculosis  within  European  soci- 
ety was  evidently  not  the  result  of  any  medical  miracle, 
although  there  was  growth  in  medical  knowledge  about 
this  disease  as  well  as  significant  public  health  campaigns. 
Even  with  these  changes,  however,  the  first  workable  vac- 
cine against  this  disease  was  not  marketed  until  1929,  and 
the  final  defeat  of  tuberculosis  was  not  a given  reality  until 
the  introduction  of  streptomycin  in  1946.31-32  Yet  prior  to 
these  dates,  deaths  from  tuberculosis  were  noticeably  on 
the  wane.  In  Britain,  the  decline  was  almost  precipitous  by 
the  middle  of  the  19th  century.  In  major  English  urban 


centers  such  as  London,  Liverpool,  and  Ipswich,  the  death 
toll  from  tuberculosis  had  already  dropped  to  just  12%. 33 
On  the  Continent  itself,  where  the  death-dealing  effects  of 
this  disease  had  been  felt  later  in  the  century,  death  rates 
also  fell  off  beginning  in  the  1880s  and  1 890s,  especially  in 
major  industrial  states  like  France,  Belgium,  and  Germa- 
ny.34 By  the  eve  of  World  War  I,  tuberculosis  was  no  long- 
er seen  as  a disease  that  society  passively  had  to  put  up 
with.  The  unmistakable  loosening  of  tuberculosis’  grip  on 
this  society  may  have  been  due  to  a decline  in  the  virulence 
of  the  bacteria  that  causes  the  various  forms  of  this  dis- 
ease. But  just  as  probably,  the  disease  was  in  eclipse  be- 
cause of  rising  levels  of  immunity  within  the  general  popu- 
lation aided  by  dietary  changes. 

The  belief  that  tuberculosis,  like  scurvy,  was  actually  a 
deficiency  disease  somehow  tied  to  nutrition  is  by  no 
means  a novel  one.  The  first  individual  in  western  civiliza- 
tion to  insist  on  the  still  contentious  point  that  there  was 
an  intimate  connection  between  tuberculosis  and  diet  was 
none  other  than  the  Greek  medical  thinker  Hippocrates.35 
If  we  assume,  as  Hippocrates  did,  that  this  connection  was 
there,  then  the  reason  tuberculosis  declined  in  Europe  was 
the  direct  result  of  the  steady  addition  of  certain  co-en- 
zymes and  amino  acids  to  the  food  of  the  masses.  When 
this  occurred,  and  it  did  rapidly  after  the  1830s  and  1 840s, 
it  meant  that  Europeans  were  able,  most  likely  better  than 
ever  before,  to  produce  antibodies  against  invading  micro- 
organisms. The  increasing  biological  strength  of  most  Eu- 
ropeans had  to  be  the  consequence  of  the  ingestion  of  these 
key  nutrients.  That  process,  in  turn,  evidently  produced  a 
rising  level  of  immunity  within  the  population,  thanks  in 
part  to  a greater  intake  of  vegetables  and  fruits,  which 
provided  higher  levels  of  vitamins  A,  C,  and  E — the  first 
two  critical  co-enzymes  and  the  third  needed  to  sustain 
the  other  two;  and  the  dramatic  addition  of  meat  and  fish, 
which  produced  the  vital  amino  acids  the  body  needed  to 
create  antibodies.36-37  Without  really  knowing  their  re- 
deeming biochemical  worth,  famous  medical  men  like  the 
Frenchman  Marcel  D’Arcet  pushed  for  the  greater  con- 
sumption of  vegetables  and  meats  among  mass  ele- 
ments.38 These  novelties  became  basics  over  the  course  of 
a very  few  decades.  This  fact  was  quickly  recorded  by 
Charles  Booth,  that  justifiably  famous  student  of  English 
poverty.  In  the  1 880s,  even  among  the  less  well-off  of  Lon- 
don he  noted  that  “meals  are  more  regular.  For  dinner 
meat  and  vegetables  are  demanded  every  day.”39 

What  Charles  Booth  proved  about  the  poor  of  London 
later  in  the  19th  century  has  been  substantiated  else- 
where, and  with  respect  to  other  social  groups  by  more 
recent  historical  research.  Those  studies,  stemming  from 
any  number  of  European  countries,  demonstrate  unequiv- 
ocably  that  the  general  population  was  absorbing  vitamins 
A,  C,  and  E at  this  time  as  never  before.  It  is  true  that  for  a 
generation  or  so  too  many  people  were  totally  dependent 
on  the  potato  for  most  of  these  nutrients.40  But  gradually, 
other  vegetables  and  fruits,  also  carrying  these  co-en- 
zymes  and  biochemical  supporters,  spread  into  the  popu- 
lar diet.  Included  here  were  such  previous  “strangers”  as 
peas,  parsnips,  carrots,  cabbages,  peaches,  apples,  and  or- 
anges.41 These  foods  had  been  consumed  regionally  before 
this,  but  never  universally.  The  question  might  be  legiti- 
mately asked  at  this  juncture,  what  happens  to  a popula- 
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tion  deprived  of  just  these  vitamins?  The  answer  has  come 
from  two  scientists,  both  Rumanians,  who  in  recent  years 
have  been  in  the  forefront  of  current  nutritional  research. 
These  two  men,  Iancu  Gontzea  and  Florin  Jantea,  have 
shown  through  their  studies  that  “insufficient  vitamin  in- 
take” has  a very  negative  effect  on  the  body’s  “susceptibil- 
ity to  infections  and  the  organism  defence  mechanisms.”35 
From  an  ever-growing  amount  of  evidence,  it  could  be 
concluded  that  the  European  population,  because  of  un- 
dernutrition, had  been  at  risk  for  many  centuries,  with  tu- 
berculosis in  the  1 9th  century  being  just  the  most  recent  of 
these  risks. 

Diet  and  Disease 

Prior  to  the  great  dietary  revolution  of  the  industrial 
period,  Europeans  were  biologically  imperiled  in  another 
way,  and  that  was  caused  by  the  acute  shortage  of  certain 
amino  acids  in  their  food  supply.  As  early  as  the  1910s, 
medical  science  knew  that  malnutrition,  the  susceptibility 
to  disease,  and  death  could  be  the  direct  result,  as  two  of 
the  pioneers  in  this  area,  the  Americans  Thomas  Osborne 
and  Lafayette  Mendel,  said,  “[of  a]  lack  of  some  funda- 
mental unit  like  tyrosine,  trytophane,  lysine  or  cystine.”42 
With  meat,  fish,  and  milk  in  such  short  supply  prior  to  the 
19th  century,  it  was  little  wonder  that  the  population  at 
large  was  so  starved  for  protein.  Deprived  of  key  amino 
acids,  these  people  suffered  from  low  antibody  production 
and  extremely  low  levels  of  immunity.  Once  meat  and 
milk  became  integral  parts  of  the  everyday  diet,  Europe’s 
long  history  of  massive  protein  deprivation  came  to  an 
end.7’22’43-45  Concomitantly,  Europe’s  generations-long 
bout  with  the  death-dealing  effects  of  tuberculosis  also 
started  to  come  to  an  end,  and  as  the  evidence  suggests, 
more  than  likely  not  by  coincidence. 

References 

1.  Braudel  H:  Capitalism  and  Material  Life.  New  York,  Harper  and  Row, 
1973,  p 89. 

2.  Ackerknecht  EH:  A Short  History  of  Medicine.  Baltimore,  Johns  Hopkins 
University  Press,  1982,  p 91. 

3.  Knapp  VJ:  Europe  in  the  Era  of  Social  Transformation,  1700-Present. 
Englewood  Cliffs,  NJ,  Prentice-Hall,  1976,  pp  76-77. 

4.  Todhunter  EN:  Some  aspects  of  the  history  of  dietetics.  World  Rev  Nutr 
1973;  18:1-46. 

5.  Hemardinquer  JJ  (ed):  Pour  une  Hisloire  de  l’ Alimentation.  Paris,  Li- 
braire  Armand  Colin,  1970,  p 69. 

6.  Smith  E:  Practical  Dietary  for  Families,  Schools,  and  the  Labouring 
Classes.  London,  Walton  and  Humbolt,  1864,  pp  209ff. 

7.  Von  Tyska  C:  Lohne  und  Lebenskosten  in  Westeuropa  in  19.  Jahrhundert. 
Munich,  Dunken  and  Humblot,  1914,  p 263. 

8.  Leverton  R:  Building  blocks  and  stepping  stones  in  protein  nutrition.  J 
Nutr  1967;  9 1 (suppl) :39-43. 

9.  Morton  RA:  The  history  of  vitamin  research:  Selected  aspects.  Ini  Z Vita- 
minforsch  1968;38:5-44. 

10.  Carmichael  AG:  Infection,  hidden  hunger  and  history.  J Int  Hist 


1983;  14:249-264. 

1 1 . Marx  OM : Diet  in  European  psychiatric  hospitals,  jails  and  general  hospi- 
tals in  the  first  half  of  the  1 9th  century  according  to  travellers’  reports.  J Hist  Med 
1968;  23:217-247. 

12.  Prentice  EP:  Hunger  and  History:  The  Influence  of  Hunger  on  Human 
History.  New  York,  Free  Enterprise  Foundation,  1939,  p 91. 

13.  Wagner  D:  Wandlungen  der  Begriffs  Epidemie.  NTM:  Schriftenr  Gesch 
Nalurw  1972;  19:62-68. 

14.  Ihde  AJ,  Becker  SL:  Conflict  of  concepts  in  early  vitamin  studies.  J Hist 
Bio  1971;4:1-33. 

15.  Goldblith  SA,  Joselyn  MA  (eds):  Milestones  in  Nutrition.  Westport, 
Conn,  AVI  Publishers,  1964,  p 343. 

16.  Gibson  WC  (ed):  British  Contributions  to  Medical  Science.  London,  Well- 
come Institute  for  the  History  of  Medicine,  1971,  pp  121-123. 

17.  Fabianek  J,  Fournier  P:  Lucie  Randion — a biographical  sketch.  J Nutr 
1967;9:3-8. 

18.  Budd  G:  Scurvy.  London  Med  Gaz  1842;  2:632-636,  712-715,  743-749, 
825-831,  906-915. 

19.  Arbuthnot  J:  An  Essay  Concerning  the  Nature  of  Aliments  and  the  Choice 
of  Them.  London,  J.  Tonisen,  1731,  p 7. 

20.  Jahn  LC:  Norma  Diaetetica,  oder  Regelmassige  Abhandlung.  Dresden,  J 
Gerlach,  1757,  pp  62ff. 

21.  Drummond  JC,  Wilbraham  A:  The  Englishman’s  Food.  London,  Jona- 
than Cape,  1939,  p 8. 

22.  Isch  C:  A history  of  hospital  fare.  J Am  Diet  Assoc  1964;  45:441-446. 

23.  Carre  A:  Vitamin  C et  scorbut  a Travers  l’histoire  maritime.  Maroc  Med 
1971;5:524-536. 

24.  Hartwell  RM:  The  rising  standard  of  living  in  Britain,  1800-1850.  Econ 
Hist  Rev  1961;  13:397-416. 

25.  Beddoes  T:  Essay  on  the  Causes,  Early  Signs  and  Prevention  of  Pulmo- 
nary Consumption.  London,  TN  Longman  and  O Rees,  1799,  pp  8-9. 

26.  Williams  H:  Requiem  for  a Great  Killer:  The  Story  of  Tuberculosis.  Lon- 
don, Health  Horizon,  1973,  p 20. 

27.  Myers  JA:  Eighty  years  after  the  first  glimpse  of  the  tubercle  bacillus.  Dis 
Chest  1967;51:500-519. 

28.  Bateman  T:  Reports  of  the  Diseases  of  London,  and  the  State  of  the 
Weather.  London,  Longman,  Hurst,  Rees,  Orme  and  Brown,  1819,  p 22. 

29.  Reports  of  the  Society  for  the  Study  of  Disease  in  Children,  1904-1905. 
London,  J and  A Churchill,  1905,  p 1 1. 

30.  Junker  E:  Tuberkulinreihenuntersuchungen  in  Wien  seit  1907.  Wien  Med 
Wochenschr  1972;  122:228-233. 

31.  Weill-Halle  R,  Turpin  R,  Maas  A:  Etude  des  Reactions  a l’lnfection  Tu- 
berculeuse  des  Nourrisons  Vaccines  par  Ingestion  de  BCG.  Presse  Medic 
1932;40:1605-1607. 

32.  Waksman  SA:  The  Conquest  of  Tuberculosis.  London,  William  Green, 
1964,  p 196. 

33.  Hogg  J:  Practical  Observations  on  the  Prevention  of  Consumption  Lon- 
don, R Hardwicke,  1860,  pp  90-91. 

34.  Annual  Epidemiological  Report,  Collected  Statistics  of  Notifiable 
Deaths  for  the  Year  1 935.  Geneva,  League  of  Nations  Health  Organization,  1 937, 
PP  4-5. 

35.  Gontzea  I,  Jantea  FR:  Nutrition  and  Anti-Infectious  Disease.  Basel,  S. 
Karger,  1974,  p 23. 

36.  Thompson  RHS:  The  function  of  a vitamin:  The  legacy  of  this  concept  to 
biochemistry.  Biochem  Pharmacol  1970;  20:513-517. 

37.  Stare  FJ,  McWilliams  M:  Living  Nutrition.  New  York,  John  Wiley,  1973, 
pp  293-294. 

38.  D’Arcet  M:  Amelioration  du  Regime  des  Hopitaux,  des  Pauvres,  et  des 
Grandes  Reunions  d'Hommes.  Paris,  H Fournier,  1844,  pp  13-14. 

39.  Booth  C:  Life  and  Labour  of  the  People  of  London.  London,  William  and 
Norgate,  1899,  vol  5,  p 329. 

40.  Salaman  RN:  The  History  and  Social  Influence  of  the  Potato.  Cambridge, 
Cambridge  University  Press,  1949,  pp  506-507. 

41 . Pereira  J:  A Treatise  on  Food  and  Diet.  London,  Longman,  Brown,  Green 
and  Longmans,  1843,  pp  451,  506-512. 

42.  Osborne  TB,  Mendel  LB:  Feeding  Experiments  with  Isolated  Food  Sub- 
stances. Washington,  Carnegie  Institute  of  Washington,  1911,  p 559. 

43.  Forster  R,  Forster  E (eds):  European  Diet  from  Pre-Industrial  to  Modern 
Times.  New  York,  Harper,  1975,  p 77. 

44.  Deseri  G:  Viande  et  Poisson  dans  l’Alimentation  des  Francais  au  Milieu  du 
XlX'Siecle.  Annates,  Econ.Soc,  Civil  1975;  Supplement,  March-June,  519-539. 

45.  Whetham  EH:  The  London  Milk  Trade,  1860-1900.  Econ  Hist  Rev 
1964;  17:369-380. 


624  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/NOVEMBER  1989 


CASE  REPORTS 


Meningitis  following  bacteremia  with  Streptococcus  sanguis 
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Certain  species  of  bacteria  are  known  to 
be  meningiotropic,  with  a high  poten- 
tial to  invade  the  meninges  when  car- 
ried in  the  blood.1  These  organisms  in- 
clude Neisseria  meningitidis.  Strepto- 
coccus pneumoniae,  and  Haemophilus 
influenzae.  Other  organisms  such  as 
Staphylococcus  aureus,  viridans  strep- 
tococci, and  the  enteric  gram-negative 
rods  rarely  invade  the  meninges,  de- 
spite documented  episodes  of  continu- 
ous bacteremia.2 

We  report  a case  of  Streptococcus 
sanguis  bacteremia  following  an  esoph- 
ageal dilation  procedure,  with  subse- 
quent meningitis  by  the  same  organism. 
A detailed  account  of  the  development 
of  the  signs  and  symptoms  of  bacterial 
meningitis  is  presented. 

Case  Report 

A 48-year-old  man  was  admitted  to  the 
hospital  for  dilation  of  an  esophageal  stric- 
ture secondary  to  esophageal  reflux.  During 
his  two-month  hospital  stay,  he  underwent 
four  sessions  of  bougienage  using  sequen- 
tially larger  Maloney  dilators  with  no  seque- 
lae. The  dilators  were  decontaminated  with 
2%  glutaraldehyde  prior  to  each  use.  Three 
hours  after  the  fifth  session,  in  which  no 
complications  were  observed  during  the  pro- 
cedure, the  patient  complained  of  chills.  He 
was  not  receiving  antibiotics  prior  to  or  dur- 
ing the  procedure.  One  half  hour  after  the 
chills  began,  he  started  to  complain  of  severe 
headache  involving  his  entire  head. 

His  medical  history  included  chronic  al- 
coholism, chronic  pancreatitis  for  five  years, 
multiple  episodes  of  diabetic  ketoacidosis, 
and  undescended  right  testicle.  He  had  had 
insulin-dependent  diabetes  for  13  years.  He 
had  smoked  one  pack  of  cigarettes  a day  for 
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21  years.  He  had  no  risk  factors  for  acquired 
immunodeficiency  syndrome. 

On  physical  examination,  the  oral  tem- 
perature was  37.2°C  and  40.0°C,  three 
hours  and  six  hours,  respectively,  after  the 
procedure.  The  heart  rate  was  120/min;  res- 
piratory rate,  26/min;  and  blood  pressure, 
140/95  mm  Hg.  The  patient  appeared  to  be 
well  nourished.  Fundi  and  mucous  mem- 
branes were  normal.  There  were  no  petechi- 
ae  or  purpura  on  the  skin.  The  three  remain- 
ing teeth  were  in  good  hygienic  condition. 
No  heart  murmurs  were  audible,  and  the 
lungs  were  clear.  The  abdominal  examina- 
tion was  normal.  The  patient  had  Brudzinski 
and  Kernig  signs.  The  mental  status  re- 
mained normal  until  six  hours  after  the  pro- 
cedure, when  he  became  very  lethargic.  No 
focal  neurologic  signs  were  detectable  at  any 
time. 

The  chest  roentgenogram  was  normal,  as 
was  an  emergency  computed  tomogram  of 
the  head.  The  peripheral  leukocyte  count 
was  3,000/mm3  prior  to  the  procedure  and 
12,000/mm3  at  three  hours  after  the  proce- 
dure during  his  chills.  It  showed  83%  poly- 
morphonuclear forms,  10%  band  forms,  and 
7%  lymphocytes.  Hemoglobin  was  10.8  g/ 
dL.  A lumbar  puncture  was  performed  with 
an  opening  pressure  of  greater  than  40  cm 
water.  The  fluid  was  cloudy  with  a cell  count 
of  1,170/mm3  (97%  polymorphonuclear 
forms  and  3%  lymphocytes),  and  1 8 erythro- 
cytes/mm3. Cerebrospinal  fluid  (CSF) 
protein  and  glucose  levels  were  275  and  127 
mg/dL,  respectively,  with  a simultaneous 
serum  glucose  of  425  mg/dL.  Gram  stain  of 
the  CSF  showed  many  neutrophils  and  occa- 
sional intracellular  gram-positive  cocci  (Fig 
1 ).  Three  sets  of  blood  cultures  and  the  CSF 
grew  Streptococcus  sanguis  with  the  same 
identification  number  on  the  API  20S  Strep 
system  (Analytab  Products,  Plainview, 
NY). 

The  patient  was  initially  treated  intrave- 
nously with  2 g every  four  hours  of  nafcillin, 
ampicillin,  and  cefotaxime  at  eight  hours  af- 
ter the  procedure.  Gentamicin  was  given  si- 
multaneously in  a dose  of  80  mg  every  eight 
hours.  The  minimum  inhibitory  concentra- 
tions of  antibiotics  for  the  organism  were 
penicillin,  0.03;  ampicillin,  0.03;  cefotax- 
ime, 0.1;  and  gentamicin,  0.5  ^g/mL.  After 
48  hours  of  empiric  broad  spectrum  antibi- 
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FIGURE  1.  Clinical  course  of  the  patient  im- 
mediately after  the  esophageal  dilation.  Note 
the  sequence  of  signs  and  symptoms. 

otics,  therapy  was  changed  to  ampicillin  and 
continued  for  the  next  five  days.  After  72 
hours,  the  headache  began  to  resolve.  The 
chills  did  not  recur  after  the  therapy,  and  the 
rectal  temperature  returned  to  normal  with- 
in 24  hours.  The  patient  continued  with  the 
esophageal  dilation  procedure  with  prophy- 
lactic ampicillin,  and  he  was  well  at  six- 
month  follow-up. 

The  course  of  the  development  of  symp- 
toms of  meningitis  following  meningeal  in- 
fection is  summarized  in  Figure  1. 

Discussion 

Meningitis  caused  by  the  viridans 
group  of  streptococci  is  rare,  despite  oc- 
casional reports  of  such  cases.3-4  Stud- 
ies of  bacteremia  during  endocarditis 
by  these  organisms  show  that  the  bacte- 
rial densities  in  the  blood  are  approxi- 
mately 50  to  500  organisms  per  millili- 
ter.5 Yet,  despite  large  numbers  of 
patients  with  viridans  streptococal  en- 
docarditis, few  develop  meningitis.  This 
group  of  oropharyngeal  organisms  can 
easily  enter  the  bloodstream  with  even 
only  slight  trauma,  such  as  that  which 
occurs  during  brushing  of  the  teeth.6 
The  degree  of  bacteremia  is  small.6 

A review  of  infectious  complications 
resulting  from  bougienage  is  presented 
in  Table  I.  The  incidence  of  bacteremia 
ranged  from  8%  to  94%.7-15  This  inci- 
dence of  bacteremia  varied  depending 
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on  how  long  after  the  procedure  the 
blood  samples  were  obtained  for  cul- 
ture. Data  from  Botoman  and 
Surawicz15  support  the  transient  nature 
of  the  bacteremia.  One  author  believes 
that  contaminated  instruments  greatly 
contributed  to  bacteremia,8  while  an- 
other investigator  correlated  bacter- 
emia with  the  degree  of  trauma  to  the 
esophageal  mucosa.10  Species  of  alpha 
hemolytic  streptococci  and  staphylo- 
cocci are  the  predominant  organisms 
isolated  from  the  blood.  The  streptococ- 
ci were  most  likely  host  flora,  and  sta- 
phylococci may  be  from  contaminated 
instruments.  Therefore,  both  factors 
may  be  important  in  contributing  to  the 
complications  of  such  procedures.  The 
reported  complications  from  esophage- 
al dilation  (Table  I)  included  brain  ab- 
scess, endocarditis,  and  bacteremia.  No 
previous  cases  of  severe  bacteremia  and 
ensuing  bacterial  meningitis  have  been 
reported  following  this  procedure;  and, 
in  fact,  prophylactic  antibiotics  for  the 
procedure  are  commonly  accepted  as 
unnecessary. 

In  the  patient  described  here,  who 
was  not  acutely  ill  prior  to  the  proce- 
dure, a clear  episode  of  shaking  chills 
occurred  three  hours  following  the  pro- 
cedure. This  acute  episode  would  indi- 
cate that  the  bacteria  entered  into  the 
bloodstream  after  the  procedure,  prob- 
ably in  an  area  traumatized  by  the  dila- 
tor. This  is  especially  likely  as  the  intra- 
abdominal and  intragastric  pressures 
fluctuate  quickly  and  greatly.  There  ex- 
ists the  potential  for  large  numbers  of 
organisms  to  be  forced  into  a low  pres- 


sure, open,  and  traumatized  vein  in  the 
esophagus.  5 sanguis  is  an  oral  flora  or- 
ganism and  can  be  found  in  the  intesti- 
nal tract,  not  on  instruments.  There- 
fore, the  sterility  or  the  lack  of  sterility 
of  the  dilator  did  not  seem  to  contribute 
to  the  course  of  events.  From  the  clini- 
cal course  of  the  patient,  a large  num- 
ber of  organisms  must  have  invaded  the 
bloodstream.  Blood  cultures  taken  all 
contained  the  same  organism. 

This  case  offers  a rare  opportunity  to 
observe  the  time  course  of  meningitis 
following  seeding  of  the  meninges  by 
the  bacteria  in  the  bloodstream.  In  con- 
trast to  patients  often  seen  with  pneu- 
mococcal or  Haemophilus  influenzae 
meningitis,  in  which  the  symptoms  have 
usually  been  present  for  24  to  48 
hours,16  the  symptoms  developed  with- 
in minutes  of  the  chills  and  fever  in  this 
patient.  Signs  of  meningeal  irritation 
were  present  within  one  hour  of  the  bac- 
teremia. Less  than  four  hours  after  the 
onset  of  chills,  many  neutrophils  were 
already  present  in  the  CSF.  There  is  a 
possibility  that  the  patient  had  been  in- 
cubating meningitis  prior  to  the  proce- 
dure, but  the  complete  lack  of  physical 
findings  or  complaints  makes  this  possi- 
bility difficult  to  support. 

No  one  will  disagree  that  S sanguis  is 
not  a meningiotropic  organism  like 
meningococus.  Yet  this  case  demon- 
strates in  humans  a conclusion  based  on 
experimental  H influenzae  meningitis 
in  infant  rats:17  the  propensity  for  de- 
velopment of  meningitis  during  bacter- 
emia is  related  to  the  following  equa- 
tion: propensity  = (density  of  bacteria 


in  the  blood)  X (duration  of  bacter- 
emia)/ability  of  the  host  to  mount  a de- 
fense against  the  organism. 

It  is  unfortunate  that  quantitative 
blood  cultures  were  not  performed  dur- 
ing this  patient’s  illness.  Nevertheless, 
the  shaking  chills  following  the  proce- 
dure are  highly  suggestive  of  a high  de- 
gree of  bacteremia.  Clinicians  should 
conclude  that,  as  in  the  experimental 
animal  model  of  meningitis,  any  organ- 
ism that  is  carried  in  the  blood  may 
cause  meningitis  if  found  in  high  densi- 
ties in  the  blood  for  an  adequate  period 
of  time.  High-level  or  persistent  bacter- 
emia by  any  organism  should  be  treated 
as  soon  as  possible. 
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TABLE  I.  Summary  of  Reported  Bacteremic  Episodes  and  Complications 
from  Esophageal  Dilation 


No.  of 
Patients 
Studied 

Bacteremia 

Rate 

Organisms 
Recovered 
from  Blood 

Conclusions  or 
Complications 

Reference 

1 

1/1 

Staphylococcus 

Cerebral  abscess 

Rontal,7  1973 

18 

17/18  (94%) 

S epidermidis;  Staphylo- 
coccus aureus 

Raines,8  1975 

14 

2/14  (14%) 

Bacteria  from 
nonsterile 
instruments 

Raines,8  1975 

3 

0/3 

Cerebral  abscess 

Leahy,9  1977 

11 

5/11  (45%) 

Viridans  streptococcus; 
Staphylococcus  coagulase- 
negative 

Mucosal  trauma 
caused  bacteremia 

Stephenson,10 

1977 

17 

2/17  (12%) 

Staphylococcus  epidemidis 

Contaminants 

Welch,"  1983 

1 

1/1 

Viridans  streptococcus 

Yin,12  1983 

13 

1/13  (8%) 

Klebsiella 

Yin,13  1983 

1 

1/1 

Viridans  streptococcus 

Endocarditis 

Niv,14  1985 

59 

27/59  (46%) 

S aureus;  Viridans 
streptococcus 

Botoman,15 

1986 

1 

1/1 

Streptococcus  sanguis 

Meningitis 

Present  case 
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Arteriovenous  malformations  (AVMs) 
of  the  brain  are  one  cause  of  massive 
intracerebral  hemorrhage  and  sudden 
death  syndrome.'  Recently,  earlier  rec- 
ognition of  these  congenital  blood  ves- 
sel abnormalities,  using  such  modalities 
as  magnetic  resonance  imaging  (MRI), 
has  helped  to  identify  patients  in  whom 
the  only  manifestations  are  headaches, 
seizures,  and  transient  neurologic  defi- 
cits.2 

The  disturbances  of  neurologic  func- 
tion have  been  attributed  to  underlying 
cerebral  ischemia  caused  by  the  AVM. 
Deprivation  of  blood  flow  and  nutrients 
has  been  postulated  to  be  secondary  to 
either  “steal  phenomenon,”  in  which 
blood  is  shunted  away  from  cerebral  tis- 
sue into  non-nutrient  AVM  vessels,  or 
to  venous  hypertension  and  the  com- 
pressive effects  of  the  engorged  veins 
within  the  malformation.1 

Previous  studies  of  cerebral  blood 
flow  in  patients  with  AVMs  have  done 
little  to  quantify  the  perfusion  of  the 
area  of  brain  intimately  associated  with 
the  malformation.  Radiographic  or  flu- 
orescein angiography  demonstrates  al- 
terations in  large  vessel  flow  adequately 
but  does  not  reflect  microvascular  pat- 
terns of  perfusion.  Rosenblum  et  al2 
used  laser  Doppler  velocimetry  to  mea- 
sure local  cerebral  blood  flow  but  could 
only  use  this  technique  in  the  zone  sur- 
rounding an  AVM.  Conclusions  re- 
garding adequacy  of  blood  flow  and 
ischemia  were  therefore  inferred.  Posi- 
tron emission  tomography  (PET)  using 
radiolabeled  oxygen,  although  an  excel- 
lent indicator  of  local  cerebral  blood 
flow,  is  expensive  and  not  readily  avail- 
able. 

Single  photon  emission  computed  to- 
mography (SPECT)  scanning  is  an  at- 
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tractive  method  for  measuring  local 
cerebral  blood  flow,  since  it  can  easily 
be  performed  with  standard  nuclear 
medicine  equipment.3  This  is  the  first 
report  to  our  knowledge  of  blood  flow 
imaging  with  SPECT  scanning  in  a pa- 
tient with  an  AVM  before  and  after 
surgical  obliteration. 

Case  Report 

A left-handed,  31 -year-old  man,  previ- 
ously healthy,  had  a single  grand  mal  sei- 
zure. Neurologic  examination  after  recov- 
ery demonstrated  no  deficits. 

Computerized  axial  tomographic  (CAT) 
scanning  with  contrast  enhancement  dem- 
onstrated several  vermiform  structures  in 
the  right  parietal  region,  which  were  consis- 
tent with  tortuous,  enlarged  blood  vessels 
(Fig  1).  Cerebral  angiography  revealed  the 
presence  of  an  arteriovenous  malformation 
supplied  exclusively  by  branches  of  the  right 
middle  cerebral  artery  and  draining  exclu- 
sively via  a distended  cortical  vein  into  the 
superior  sagittal  sinus  (Fig  2).  SPECT  scan- 
ning with  n-isopropyl  p-iodoamphetamine 
iodine  123  (IMP)  showed  diminished  perfu- 
sion of  the  brain  beneath  the  AVM,  al- 
though surrounding  areas  appeared  to  re- 
ceive normal  blood  flow  (Fig  3).  Cerebral 
dominance  testing  revealed  lateralization  of 
the  speech  center  to  the  left  hemisphere. 

The  patient  underwent  right  parietal  cra- 


FIGURE  1.  Contrast  enhanced  computerized 
axial  tomogram  reveals  prominent  vascular 
structures  in  the  right  parietal  region  consistent 
with  an  AVM. 


FIGURE  2.  Cerebral  angiography  via  a right  in- 
ternal carotid  artery  injection  demonstrates  an 
AVM  supplied  by  the  middle  cerebral  artery  and 
draining  into  the  superior  sagittal  sinus. 

niotomy  and  microsurgical  excision  of  the 
AVM.  After  surgery,  the  patient  showed  no 
evidence  of  neurologic  deficit.  Repeat 
SPECT-IMP  scan  revealed  a wedge-shaped 
defect  representing  absent  perfusion  in  the 
region  of  the  surgical  resection.  Surround- 
ing brain  demonstrated  no  increased  blood 
flow  when  compared  to  the  preoperative 
study  (Fig  4). 

Discussion 

IMP  uptake  is  a good  measure  of  cer- 
ebral blood  flow  because  of  its  high 
first-pass  extraction  by  the  brain  and 
relatively  slow  washout.4 

SPECT  scanning  with  IMP  has  been 
used  in  the  imaging  of  cerebral  tumors 
and  in  patients  with  epilepsy  and  de- 
mentia, but  has  not  added  as  much  to 
the  diagnostic  information  in  these  ar- 
eas56 as  in  the  field  of  ischemic  states 
and  the  evaluation  of  intracranial  oc- 
clusive disease,  stroke,  and  transient 
ischemic  attacks.7  This  technique  can 
demonstrate  zones  of  diminished  perfu- 
sion with  greater  accuracy  and  sensitiv- 
ity earlier  in  their  evolution  than  rou- 
tine computerized  axial  tomography. 
Delayed  scans  have  also  been  useful  in 
outlining  the  ischemic  penumbra  and 
refilling  phenomenon  around  vascular 
cerebral  insults.  This  has  great  predic- 
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FIGURE  3.  Preoperative  SPECT-IMP  study  shows  diminished  perfusion  in  the  brain  beneath  the  coils 
of  the  dilated  blood  vessels  within  the  AVM.  Surrounding  cerebrum  has  normal  blood  flow.  Curved 
arrows  demonstrate  a linear  decrease  in  activity  which  corresponds  well  with  the  distended  cortical 
vein  draining  the  arteriovenous  malformation  into  the  superior  sagittal  sinus.  This  supports  the  role  of 
the  compressive  effect  of  engorged  veins  and  venous  hypertension  in  the  diminution  of  cerebral  blood 
flow.  Left,  sagittal  images.  Right,  coronal  images. 


tive  value  for  evaluating  clinical  recov- 
ery.7 

In  this  instance,  SPECT  scanning 
with  radiolabeled  iodoamphetamine 
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FIGURE  4.  Postoperative  SPECT-IMP  scan 
showing  lack  of  perfusion  in  the  area  of  surgical 
resection.  The  linear  defect  from  the  superficial 
draining  vein  is  no  longer  present.  The  remain- 
der of  the  brain  shows  no  change  in  blood  flow. 


exquisitely  demonstrated  a zone  of 
ischemic  brain  in  the  region  of  the 
AVM.  Routine  neuroradiologic  exami- 
nation would  not  have  the  capacity  to 
measure  physiologic  function,  as  these 
tests  only  demonstrate  anatomic  detail. 
Normal  perfusion  was  demonstrated  in 
the  region  surrounding  the  malforma- 
tion both  before  and  after  operative 
obliteration.  This  picture  does  not  sup- 
port the  concept  of  steal  phenomenon. 
If  “steal”  did  occur,  one  would  expect 
far-reaching  areas  of  decreased  local 
cerebral  blood  flow  surrounding  the 
malformation.  Delayed  scanning  may 
be  useful  to  check  for  the  presence  of 
blood  flow  redistribution,  a hallmark  of 
the  “steal”  phenomenon.  The  SPECT 
images,  however,  do  validate  the  AVM 
as  a localized  congeries  of  shunt  vessels 
which  are  not  involved  in  cerebral  sup- 
ply, and  which  can  therefore  be  safely 
removed.  Decreased  IMP  activity  with- 
in the  AVM  supports  the  concept  of 


brain  within  the  lesion  as  tissue  that  has 
been  damaged  by  loss  of  local  blood 
flow  to  the  malformation.  This  results 
in  loss  of  normal  function  by  the  cere- 
bral tissue. 

SPECT  scanning  with  IMP  is  a safe, 
easy  to  perform,  and  reliable  test  which 
can  be  performed  with  a standard  rotat- 
ing gamma  camera.  Its  expense  and  rel- 
ative nonspecificity  may  limit  its  utility 
as  a screening  tool  for  AVMs  in  pa- 
tients with  few  or  no  neurologic  find- 
ings but  with  a history  of  headaches, 
seizures,  syncope,  or  transient  ischemic 
attacks.  In  those  with  AVMs,  the  pres- 
ence of  underlying  zones  of  cerebral 
ischemia  suggests  a causative  correla- 
tion with  neurologic  symptomology  and 
may  help  to  guide  future  evaluation  and 
the  need  for  surgical  therapy.  In  con- 
junction with  angiography,  SPECT 
scanning  may  be  helpful  as  a tool  to 
guide  the  surgeon. 
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Dolichoectasia  of  the  intracranial  ar- 
teries is  an  uncommon  but  serious  dis- 
order.1-5 Although  the  most  familiar 
clinical  presentation  is  in  the  vertebro- 
basilar circulation,6-9  it  is  also  known  to 
occur  in  the  carotid  distribution.  When 
the  anterior  circulation  is  affected,  the 
most  common  site  of  disease  is  the  su- 
praclinoid  internal  carotid  artery 
(ICA),  and  the  middle  cerebral  artery 
(MCA),  particularly  the  M-l  seg- 
ment. u0’u  These  lesions  present  a ther- 
apeutic challenge,  with  several  major 
issues  that  must  be  addressed  when  sur- 
gical management  is  proposed.  We  re- 
port a case  of  dolichoectasia  of  the 
proximal  MCA.  Treatment  included 
intracranial  clip  exclusion  of  the  aneu- 
rysm from  the  circulation  and  superfi- 
cial temporal  artery  (STA)  to  deep 
middle  cerebral  artery  (STA-MCA) 
bypass.  The  literature  is  reviewed,  and 
treatment  options  are  discussed. 

Case  Report 

An  18-year-old  woman  presented  to  the 
emergency  department  of  Montefiore  Medi- 
cal Center  after  suffering  her  first  grand 
mal  seizure.  The  patient  had  previously  been 
in  excellent  health,  but  reported  experienc- 
ing a headache  of  precipitous  onset  for  the 
three  days  prior  to  the  ictus;  the  headache 
began  on  the  right  side  prior  to  generalizing. 
The  patient  was  awake  and  alert  within  30 
minutes  following  the  ictus.  Examination  re- 
vealed nuchal  rigidity,  photophobia,  and  un- 
sustained ankle  clonus  on  the  left  side  in  as- 
sociation with  an  ipsilateral  extensor  plantar 
reflex.  Routine  hematologic  and  biochemi- 
cal studies  were  unremarkable;  serum  hu- 
man chorionic  gonadotrophin  levels  were  el- 
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evated,  and  pelvic  ultrasonography  was 
consistent  with  an  early  gravid  state. 

A non-contrast  computed  tomographic 
(CT)  scan  demonstrated  diffuse  subarach- 
noid blood.  Additionally,  there  was  the  sug- 
gestion of  an  aneurysmal  dilation  of  the 
right  MCA  (Fig  1).  The  remainder  of  the 
study  showed  minimal  hydrocephalus  and 
an  old  infarct  in  the  right  globus  pallidus. 
Four-vessel  angiography  (Fig  2)  revealed  an 
aneurysm  of  the  right  MCA  extending  from 
the  middle  portion  of  the  M-l  segment  to 
the  trifurcation.  The  aneurysm  appeared  to 
be  fusiform  in  configuration.  The  lenticulo- 
striate  arteries  were  thought  to  originate 
from  the  proximal  (preaneurysmal)  portion 
of  the  M-l  segment.  A moderate  amount  of 
vasospasm  was  present,  but  there  were  no 
other  aneurysms  seen.  A common  carotid  in- 
jection showed  the  superficial  temporal  ar- 
tery to  be  adequate  for  utilization  in  case  an 
extracranial  to  intracranial  (EC-IC)  bypass 
would  be  required.  On  the  1 1th  hospital  day 
(post-bleed  day  1 4),  the  patient  underwent  a 
surgical  procedure. 

During  the  surgery,  complete  dissection 


FIGURE  1.  Non-contrast  CT  scan  of  head 
demonstrating  subarachnoid  hemorrhage  and 
suggesting  large  right  middle  cerebral  artery  an- 
eurysm. 


FIGURE  2.  Selective  right  internal  carotid  ar- 
teriogram, anteroposterior  oblique  projection, 
demonstrating  fusiform  middle  cerebral  artery 
aneurysm.  Mild  vasospasm  is  also  present. 


of  the  aneurysm  confirmed  the  angiographic 
impression  of  the  fusiform  nature  of  the  le- 
sion (Fig  3).  The  lenticulostriate  arteries 
were  found  to  be  arising  in  the  preaneurys- 
mal portion  of  the  MCA.  Due  to  an  over- 
hanging, saccular  portion  at  the  proximal 
end,  direct  visualization  of  the  lenticulo- 
striates  and  the  M-l  segment  just  proximal 
to  the  aneurysm  was  impossible  until  this 


FIGURE  3.  Artist's  conception  of  lesion  as  it 
was  situated  in  the  right  Sylvian  fissure.  Note 
lenticulostriate  vessels  arising  from  the  middle 
cerebral  artery  prior  to  the  origin  of  the  aneu- 
rysm and  the  overhanging  pouch  of  the  aneu- 
rysm. 
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portion  of  the  aneurysm  dome  was  clipped 
and  resected.  It  was  then  evident  that  the  en- 
tire portion  of  the  M-l  distal  to  the  lenti- 
culostriate  branches  was  aneurysmal.  It  was 
felt  that  an  acceptable  lumen  could  not  be 
reconstructed,  and  in  light  of  the  fact  that 
this  patient  had  presented  with  subarach- 
noid hemorrhage,  it  was  felt  that  wrapping 
was  not  an  acceptable  treatment.  The  deci- 
sion was  made  ultimately  to  exclude  the  le- 
sion. The  STA  was  anastomosed  to  one  of 
the  main  (M2)  branches  of  the  trifurcation 
of  the  MCA  in  the  Sylvian  fissure.  The  an- 
eurysm was  then  excluded  from  the  circula- 
tion by  the  use  of  clips  placed  proximal  to 
the  beginning  of  the  dilation  (beyond  the 
most  lateral  lenticulostriate),  and  proximal 
to  the  trifurcation  (Fig  4).  During  the  proce- 
dure, the  patient  was  maintained  in  a nor- 
motensive  state,  and  mannitol  was  used.  The 
patient  promptly  awoke  from  surgery,  and 
no  postoperative  deficits  were  noted.  Prior  to 
discharge,  an  elective  termination  of  preg- 
nancy was  performed,  but  the  patient  other- 
wise enjoyed  an  unremarkable  recovery.  A 
postoperative  angiogram  (Figs  5,  6)  con- 
firmed the  exclusion  of  the  aneurysm  from 
the  circulation  and  the  patency  of  the  bypass 
graft,  with  filling  of  the  entire  distal  middle 
cerebral  circulation  through  the  bypass.  The 
lenticulostriate  vessels  were  visualized.  The 
patient  was  discharged  to  home  on  anticon- 
vulsant therapy  and  aspirin. 

Histopathologic  analysis  of  the  resected 
aneurysm  was  consistent  with  that  reported 
elsewhere.  There  was  a diffuse  loss  of  elastic 
tissues,  as  well  as  a disordered  pattern  to  the 
muscular  fibers.  There  was  no  focal  area 
that  was  completely  devoid  of  muscular  fi- 
bers. There  were  no  other  findings  sugges- 
tive of  connective  tissue  disorders. 

Two  months  after  the  surgery,  the  patient 
presented  with  acute  onset  of  a left  upper  ex- 
tremity monoparesis.  A neurologic  exami- 
nation was  otherwise  within  normal  limits. 
The  CT  scan  was  without  change,  and  cere- 
bral angiography  confirmed  the  patency  of 
the  bypass,  with  good  filling  of  the  distal 
MCA  as  well  as  the  anterior  circulation. 
There  was  occlusion  of  the  M-l  segment 
proximal  to  the  aneurysm,  and  some  of  the 


FIGURE  4.  The  final  appearance  of  the  treated 
lesion.  Clips  have  been  placed  proximal  and 
distal  to  the  lesion,  as  well  as  on  the  pouch-like 
dilation  (which  was  resected),  prior  to  final 
placement  of  the  proximal  MCA  clip.  The  super- 
ficial temporal  artery  has  been  anastomosed  to 
a main  branch  of  the  middle  cerebral  artery  in 
the  Sylvian  fissure. 


FIGURE  5.  Postoperative  angiogram  with  se- 
lective anteroposterior  right  external  carotid  in- 
jection. The  bypass  is  patent  and  readily  fills  the 
middle  cerebral  artery  circulation,  and  there  is 
no  reflux  into  the  aneurysm. 

lateral  lenticulostriate  vessels  were  no  long- 
er seen.  The  patient  was  placed  on  heparin 
and  regained  normal  neurologic  function 
over  the  next  24-48  hours.  A repeat  CT  scan 
confirmed  the  presence  of  a new,  small  in- 
farct in  the  internal  capsule.  The  patient  was 
discharged  on  warfarin,  without  neurologic 
deficit,  and  has  remained  well  as  of  her  last 
follow-up  visit,  one  year  after  the  surgical 
procedure. 

Discussion 

Although  Dandy12  is  generally  cred- 
ited with  the  first  complete  description 
of  this  entity,  several  reports  did  pre- 
cede this.  The  first  angiogram  actually 
demonstrating  a fusiform  aneurysm 
can  be  seen  in  Moniz’s  1934  work.13 
The  first  actual  case  reports  come  per- 
haps from  Saphir,14  in  1935,  and  Ad- 
son,15  in  1942,  although  there  may  be 
even  earlier  descriptions.16  20 

Dandy’s  contribution,  then,  was  not 
that  he  was  necessarily  the  first  to  re- 
port this  entity,  but  rather  that  he  was 
the  first  to  describe  it  in  detail,  includ- 
ing a nomenclature.  He  utilized  the  no- 
menclature of  an  earlier  author,  calling 
the  entity  “serpentine”  aneurysm; 
hence  the  “S”  aneurysms  of  Dandy. 
Others  refer  to  this,  when  in  the  posteri- 


FIGURE  6.  Postoperative  angiogram,  internal 
carotid  artery  injection.  There  is  no  filling  of  the 
aneurysm,  and  the  lenticulostriate  vessels  are 
well  visualized. 


or  circulation,  variably  as  the  “megado- 
lichobasilar  artery,”  “basilar  ectasia,” 
or  “arteriectasis.”21-23 

According  to  Drake,24  Moffie,25  and 
others,  fusiform  aneurysms  affecting 
the  anterior  and  posterior  circulations 
represent  two  distinct  epidemiologic 
entities.  These  authors  suggest  that 
posterior  circulation  lesions  are  gener- 
ally seen  in  older  patients,  in  which  case 
arteriosclerosis  may  be  a greater  con- 
tributing factor;  whereas  the  anterior 
lesions  can  be  more  frequently  seen  in  a 
younger  population  in  which  congenital 
factors  may  be  related.  As  previously 
stated,  most  authors  report  a greater  in- 
cidence in  the  vertebrobasilar  system, 
although  Yu  et  al26  found  the  reverse  in 
their  substantial  series.  The  same  was 
true  of  the  report  from  Hulten-Gyllen- 
sten  et  al.23  These  lesions  may  be  seen  in 
association  with  Marfan’s  syndrome,27 
Ehlers-Danlos  syndrome,28-30  tuberous 
sclerosis,31-32  arteritis,33  nonsyphilitic 
aortitis,34  Moyamoya  disease,35  and 
other  connective  tissue  disorders,3  fur- 
ther supporting  a congenital  etiology. 
In  the  celebrated  study  of  the  pathology 
of  fusiform  aneurysms  by  Sacks  and 
Lindenberg,36  it  was  found  that  the  me- 
dia and  smooth  muscle  layer  were  fre- 
quently deficient  of  fibers  and  incom- 
plete in  their  formation.  However,  in 
contrast  to  the  pathology  in  saccular 
aneurysms,  the  medial  element  defi- 
ciency is  more  diffuse  and  haphazard, 
but  without  the  discrete  focal  deficien- 
cy of  these  elements  seen  in  saccular  an- 
eurysms. These  impressions  were  fur- 
thered by  the  report  from  Azzarelli  et 
al,37  describing  a case  of  fusiform  aneu- 
rysms that  appeared  five  years  after  ra- 
diation therapy  for  a pineal  germin- 
oma.  Although  this  appears  to  have 
been  the  first  case  of  such  lesions  occur- 
ring intracranially  after  irradiation,  it 
is  well  known  that  these  lesions  can  oc- 
cur elsewhere  in  this  setting.38-39  It  is 
also  generally  accepted  that  radiation 
therapy  injures  blood  vessels,  particu- 
larly the  medial  elements.40-41 
The  clinical  presentation  is  most  of- 
ten secondary  to  mass  effect.  *• 
3-6,  l o,  i 2,  i 5,2  i -23,25,26,36,42-46  j^ese  symp- 
toms may  include  headaches,  cranial 
neuropathies,  seizures,  visual  impair- 
ment, and  even  focal  deficits  such  as 
hemiparesis.  Subarachnoid  hemor- 
rhage is  reported  to  occur  in  a smaller 
percentage  of  cases.  Embolization  is 
also  thought  to  occur  from  these  le- 
sions, both  in  the  anterior1-47  and  poste- 
rior48 circulations.  The  patient  de- 
scribed in  this  report  presented  with 
subarachnoid  hemorrhage,  but  the  ini- 
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tial  CT  scan  also  showed  evidence  of  an 
old  infarct  in  the  distribution  of  the 
MCA.  As  this  was  proximal  to  the  an- 
eurysm, this  was  not  consistent  with 
previous  embolization  but  rather  with 
occlusion  of  lenticulostriate  arteries 
consequent  to  proximal  expansion  of 
the  aneurysm. 

Altogether,  there  have  been  approxi- 
mately 120  cases  of  dolichoectasia  of 
the  anterior  cerebral  circulation  report- 
ed in  the  literature  (Table  I). 

The  therapeutic  rationale  for  these 
lesions  must  provide  protection  from 
both  ischemic  complications  as  well  as 
subarachnoid  hemorrhage,  in  the  set- 
ting of  a lesion  that  cannot  be  secured  in 
the  standard  fashion  (clipping).  Tradi- 
tionally, “unclippable”  aneurysms  were 
treated  with  hunterian  ligation49’50;  this 
has  been  the  standard  against  which 
other  therapeutic  approaches  have  been 
measured.  The  risks  and  complications 
of  this  procedure,  as  well  as  its  efficacy 
in  preventing  recurrent  subarachnoid 
hemorrhage,  have  been  documented  by 
a number  of  reviews.51,52  A review  by 
Morley  and  Barr53  supported  the  use  of 


TABLE  I.  Reported  Cases  of  Anterior 
Cerebral  Circulation  Dolichoectasia 


Author,  Year, 
Reference  No. 

Number 

of 

Cases 

Saphir,  193514 

3 

Adson,  1942 15 

2 

Tassman,  194444 

1 

Dandy,  194712 

6 

Taptas,  194843 

7 

Ley,  195042 

5 

Yaskin  & Schlezinger,  195289 

1 

Housepian  & Pool,  195890 

5 

Courville,  19628 

47* 

Bladin  & Donnan,  196391 

1 

Mitts  & McQueen,  196545 

4 

Hilton  & Hoyt,  196692 

1 

Moffie,  196825 

1 

Sacks  & Lindenburg,  196936 

34 

Todorow  & Niessen,  197493 

1 

Ammerman  & Smith,  197778 

1 

Pia,  197994 

2 

Samson  et  al,  198083 

1 

Bushe  & Bockhorn,  198085 

1 

Goldstein  & Tibbs,  1981 5 

1 

Little  et  al,  1 98 1 1 

11 

Brambilla  et  al,  198270 

1 

Yu  et  al,  198226 

23 

Azzarelli  et  al,  198437 

1 

Nakasu,  Saito,  Handa,  19844 

1 

Tognetti  et  al,  198474 

1 

Yasargil,  198495 

1 

Yamada  et  al,  198535 

1 

* In  this  paper,  Courville  reports  47  patients  with 
both  anterior  and  posterior  ectasia  but  does  not  delin- 
eate between  them. 


this  procedure  in  selected  settings;  nev- 
ertheless, subsequent  long  term  follow- 
up reviews  on  such  patients,  including 
reports  by  Winn  et  al,54  German  and 
Black,55  Mount,56  and  others,57’59  have 
all  demonstrated  that  not  only  do  isch- 
emic complications  ensue,  but  that  this 
does  not  confer  complete  protection 
against  recurrent  hemorrhage. 

Of  course,  these  studies  included  sac- 
cular as  well  as  fusiform  lesions,  mak- 
ing extrapolation  of  this  information  to 
the  incidence  of  recurrent  hemorrhage 
in  the  setting  of  the  patient  presented 
here  somewhat  conjectural.  The  data 
regarding  ischemic  complications  are 
probably  more  applicable.  A number  of 
procedures  have  been  proposed  to  help 
better  define  the  suitability  of  operative 
candidates  for  ligation,  including  the 
Matas  test,60  intraoperative  electroen- 
cephalographic  (EEG)  monitoring, 
preoperative  cerebral  blood  flow  (CBF) 
studies  with  various  isotopes,  and  pre- 
operative angiographic  evaluation  for 
cross-filling.  Most  notably,  Miller  and 
associates61  have  reported  criteria  uti- 
lizing a combination  of  cerebral  blood 
flow  with  internal  carotid  artery  pres- 
sure, which  attempt  to  predict  which 
patients  will  tolerate  carotid  ligation. 
Using  these  criteria,  approximately 
20%  of  patients  will  not  be  suitable  can- 
didates for  ligation.  Weir62  points  out, 
however,  that  although  these  criteria 
are  frequently  cited,  their  accuracy  has 
yet  to  be  validated  in  a prospective  fash- 
ion. Nishioka,63  in  reporting  the  results 
of  the  Cooperative  Aneurysm  Study 
with  respect  to  this  issue,  stated  that 
there  was  a 27%  rate  of  immediate  or 
early  (first  four  days)  ischemic  compli- 
cations with  this  procedure.  In  further 
analyzing  these  data,  he  showed  that 
the  incidence  was  less  with  common  ca- 
rotid occlusion  than  with  cervical  inter- 
nal carotid  occlusion.  To  raise  yet  an- 
other concern,  Nishioka  stated  that  the 
incidence  of  ischemic  complications 
was  less  with  gradual  occlusion  than  it 
was  with  an  abrupt  procedure.  The  is- 
sues of  long  term  ischemic  complica- 
tions were  addressed  by  this  study,  as 
well  as  several  other  authors,  including 
Odom  and  Tindall,64  Roski  et  al,65  and 
Oldershaw  and  Voris.66  The  risk  of  long 
term  ischemic  complications  of  ligation 
appears  to  be  between  10%  and  20%. 

Thus,  it  is  conceptually  attractive  to 
consider  cerebral  circulatory  augmen- 
tation in  any  setting  in  which  ligation  or 
trapping  may  become  necessary.  These 
issues  are  amplified  when  MCA  occlu- 
sion is  considered.  In  contrast  to  ICA 
occlusion,  there  is  far  less  collateral  cir- 


culation and  a greater  likelihood  of 
ischemic  complications.  Whether  ex- 
tracranial-intracranial (EC-IC)  bypass 
surgery,  and  in  particular  a deep  STA- 
MCA  bypass,  reduces  ischemic  compli- 
cations in  this  setting  remains  specula- 
tive. 

The  use  of  bypass  procedures  as  part 
of  the  surgical  therapy  for  giant  or  un- 
clippable aneurysms  was  introduced  by 
Yasargil  in  1969.67  Several  other  au- 
thors have  reported  on  small  series  of 
patients  using  this  procedure,  usually  in 
conjunction  with  carotid  ligation.68  72 
In  reviewing  65  cases  in  which  EC-IC 
bypass  was  performed  in  association 
with  occlusion,  Peerless  and  Hampf73 
reported  successful  outcomes  in  57 
cases.  In  this  study,  a variety  of  tech- 
niques were  used  to  occlude  parent  ves- 
sels, including  carotid  ligation,  balloon 
occlusion  after  the  establishment  of 
EC-IC  bypass,  and  a “Drake”  tourni- 
quet applied  to  the  MCA.  The  tourni- 
quet technique  again  offers  the  advan- 
tage of  permitting  controlled  closure  of 
the  parent  vessel  while  observing  the 
patient’s  neurologic  status.  Other  au- 
thors have  also  reported  this  ap- 
proach.74 This  may  appear  to  be  the 
natural  evolution  of  surgery  for  these 
lesions,  but  other  issues  are  raised  by 
this  approach.  In  particular,  one  con- 
cern that  may  be  more  theoretical  than 
real  questions  the  possibility  that  estab- 
lishing a bypass  without  immediate  ex- 
clusion of  the  aneurysm  from  the  circu- 
lation may  result  in  altered  hemody- 
namics ultimately  culminating  in  aneu- 
rysmal hemorrhage.  Aneurysmal  rup- 
ture after  the  establishment  of  an  EC- 
IC  bypass  was  reported  by  Hopkins  and 
Grand75  in  one  of  1 1 patients  treated 
with  the  combination  of  bypass  and  li- 
gation. This  prompted  these  authors  to 
support  a strategy  of  bypass  and  imme- 
diate ligation.  Scott  et  al76  also  reported 
on  a patient  with  a previously  unrup- 
tured giant  aneurysm  who  suffered  a 
fatal  hemorrhage  13  days  after  an  EC- 
IC  bypass  was  performed.  Since  it  is  an 
oft-quoted  notion  that  these  lesions  do 
not  frequently  bleed,  some  surgeons 
may  find  this  to  be  less  of  a concern.  As 
previously  stated,  however,  these  le- 
sions in  fact  can  bleed  more  than  is 
commonly  thought;  more  importantly, 
the  subject  of  this  case  report  presented 
after  subarachnoid  hemorrhage.  This 
made  us  concerned  about  performing  a 
bypass  without  reducing  the  arterial 
flow  to  the  lesion  in  some  way. 

Diaz  et  al77  have  reported  a series  of 
13  patients  in  whom  EC-IC  revascular- 
ization was  performed  to  a main  limb  of 
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the  MCA,  rather  than  the  standard 
fashion  of  utilizing  one  of  the  cortical 
branches.  These  authors  postulated 
that  this  provides  a large-caliber  anas- 
tomosis which  immediately  restores 
flow  into  the  MCA  tree.  The  disadvan- 
tages cited  by  the  authors,  including 
temporary  occlusion  of  a main  branch 
of  the  MCA  and  retraction  on  the  Syl- 
vian fissure,  were  already  required  for 
treatment  of  the  aneurysm  in  the  case 
reported  here.  Therefore,  we  felt  that 
this  “main  branch”  anastomosis  would 
reduce  the  likelihood  of  a postoperative 
ischemic  complication,  considering  the 
increased  blood  flow  such  an  anastomo- 
sis would  potentially  provide.  Thus,  we 
felt  more  comfortable  with  immediate 
exclusion  of  the  aneurysmal  portion  of 
the  MCA,  rather  than  performing  ex- 
clusion in  a delayed  fashion  with  a bal- 
loon or  a Drake  tourniquet. 

The  first  report  of  intracranial  trap- 
ping and  exclusion  of  an  aneurysmal 
M-l  segment  with  simultaneous  EC-IC 
bypass  appears  to  have  been  that  of 
Ammerman  and  Smith  in  1977. 78  The 
patient  suffered  a postoperative  hemi- 
paresis  which  cleared  gradually  over 
the  two  subsequent  months.  Several 
others  report  the  use  of  intracranial 
trapping  with  EC-IC  bypass,  with  gen- 
erally acceptable  results.79,80  There  are, 
of  course,  reports  of  failure  of  this  pro- 
cedure due  to  thrombosis  of  the  proxi- 
mal vessel,81,82  such  as  occurred  in  this 
case,  but  this  appears  to  be  uncommon. 
For  this  reason,  as  well  as  the  limited 
clinical  experience  in  general  with  this 
situation,  it  is  unclear  how  aggressive 
one  should  be  in  terms  of  long  term 
anticoagulation.  The  patient  was  ini- 
tially discharged  on  aspirin;  whether 
the  episode  of  thrombosis  which  oc- 
curred two  months  after  surgery  would 
have  been  avoided  had  warfarin  been 
used  initially  is  at  best  conjectural  and 
awaits  more  clinical  data.  Also,  Sam- 
son and  Neuwalt83  reported  a case  in 
which  EC-IC  bypass  failed  to  protect 
against  ischemic  postoperative  deficit. 

Other  authors  have  reported  on  a va- 
riety of  other  approaches.  Segal  and 
McLaurin84  reported  the  excision  of 
two  such  lesions.  This  was  also  reported 
by  Bushe  and  Bockhorn,85  who  also  per- 
formed EC-IC  bypasses  in  two  patients. 
Sugita  and  associates86,87  reported 
treating  these  lesions  with  the  use  of 
multiple  angled  fenestrated  clips,  thus 
reconstructing  a lumen  and  excluding 
the  “aneurysmal”  portion  of  the  wall. 
This  procedure  appears  to  be  attractive, 
but  it  may  present  a problem  if  the  “an- 
eurysmal” portions  of  the  wall  cannot 


be  clearly  identified.  Other  authors  re- 
port the  use  of  thrombogenic  sub- 
stances, such  as  wire,78  or  catheter- 
guided  balloon  placement.88  Given  the 
configuration  of  this  patient’s  lesion, 
these  were  not  viable  alternatives. 

Ultimately,  more  experience  must  be 
gained  with  these  uncommon  but  diffi- 
cult lesions  before  a consensus  can  be 
reached  concerning  their  management. 
With  current  understanding  of  cerebral 
blood  flow  and  the  nature  of  these  le- 
sions, current  technology  favors  the  use 
of  exclusion  in  combination  with  EC-IC 
bypass  in  selected  cases. 
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Omental  infarction  in  pregnancy 

TO  THE  EDITOR:  Since  1851,  some 
200  cases  of  omental  infarction  have 
been  reported  in  the  English  literature.1 
Three  have  been  reported  during  preg- 
nancy: one  at  term,2  one  at  34  weeks,3 
and  one  at  three  months.4  The  diagnosis 
of  omental  torsion  is  rarely  made  preop- 
eratively.  Right  upper  quadrant  pain 
secondary  to  peritoneal  irritation  mim- 
icking cholecystitis  or  appendicitis  is 
the  most  common  presentation. 

Case  Report.  The  patient  was  a 26- 
year-old  woman,  para  1 -0-0-1,  who  had  a bi- 
lateral tubouterine  implantation  in  1985  af- 
ter confirmation  of  bilateral  cornual  closure. 
Her  last  menstrual  period  had  been  on  July 
18,  1987;  there  was  confirmation  of  a dizy- 
gotic twin  gestation;  the  estimated  date  of 
confinement  was  April  24,  1988.  The  pa- 
tient had  an  otherwise  uneventful  antepar- 
tum course  until  February  21,  1988,  when 
she  experienced  right  upper  quadrant  pain, 
loose  stools,  and  nausea.  Pertinent  findings 
upon  examination  included  tenderness  in 
the  right  upper  quadrant  with  no  rebound,  a 
twin  intrauterine  gestation  compatible  with 
32  weeks,  a normal  fetal  heart  rate  (FHR)  x 
2,  a closed  cervix,  and  a trace  of  protein  in 
the  urine.  On  admission,  the  only  positive 
finding  was  that  of  extreme  periumbilical 
tenderness,  along  with  a 3 x 4-cm  tender  mo- 
bile mass  that  appeared  to  be  contiguous 
with  the  dome  of  the  bladder.  The  patient 
was  observed  with  dual  monitors  and  bled 
slightly  with  uterine  cramping.  A sonogram 
and  biophysical  profile  were  obtained,  show- 
ing no  sign  of  abruptio  placentae  or  placenta 
previa  and  +10  ratings  on  both  32-week  in- 
fants. The  bleeding  increased  along  with  in- 
creasing uterine  tenderness  and  pain  in  the 
periumbilical  area.  Cesarean  section  was 
performed  with  delivery  of  twin  girls  weigh- 
ing 3 lb  1 oz  and  2 lb  14  oz,  respectively. 
There  was  a 30%  abruption  of  the  placenta. 
A 5 x 4-cm  purple  infarcted  and  twisted 
piece  of  omentum  was  found  on  the  anterior 
aspect  of  the  uterus,  which  was  resected. 
The  postoperative  course  was  uneventful, 
and  the  patient  was  discharged  on  the  third 
postoperative  day.  Both  children  and  moth- 
er are  doing  well  today. 

Discussion.  The  pathophysiology 
of  omental  torsion  with  resulting  in- 
farction is  still  not  fully  understood.  Ve- 
nous congestion,  Valsalva  maneuver, 
trauma,  sudden  body  position  change, 
overeating,  and  infective  or  inflamma- 


tory foci  have  all  been  suggested  as  in- 
citing factors  along  with  omental  mal- 
formations.5 

Perhaps  the  end  result  of  torsion  with 
secondary  infarction  of  smaller  por- 
tions of  omentum  may  be  the  pebble- 
like concretions  occasionally  found  in- 
cidentally at  the  time  of  exploratory 
laparotomy.  This  entity  must  be 
thought  of  anytime  one  investigates  the 
acute  abdomen  with  periumbilical  pain. 

MELVIN  BERLIN,  MD 
1 1 1 Carleton  Ave 
Islip  Terrace,  NY  11752 
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Thallium  stress  tests  and  the 
White  House  security  system 

TO  THE  EDITOR:  A report  was  recent- 

ly published1  of  a patient  who  received 
thallium-201  and  for  the  next  eight 
days  continually  triggered  a bank  radi- 
ation detector.  We  describe  a patient 
who  set  off  a radiation  monitoring  de- 
vice more  than  two  weeks  after  an  injec- 
tion of  thallium. 

A 59-year-old  woman  received  2.7 
mCi  of  thallium-201  chloride  as  part  of 
a stress  test  for  the  evaluation  of  atypi- 
cal chest  pain.  Fifteen  days  later,  she 
visited  the  White  House  in  Washing- 
ton, DC.  Alarms  went  off  after  she 
passed  through  what  she  thought  was  a 
metal  detector  at  the  visitors’  entrance. 
This  Five-foot  tall,  149-pound  grand- 
mother was  immediately  surrounded  by 
several  security  personnel  with  gun  hol- 
sters opened.  She  was  informed  that  she 
had  set  off  a sensitive  radiation  detec- 
tion device,  and  one  of  the  security 
agents  asked  her  when  she  had  her 
stress  test,  suggesting  that  this  was  not 
an  isolated  event. 

This  incident  reveals  that  sensitive 


radiation  detectors  can  be  triggered 
more  than  two  weeks  after  a thallium 
injection.  We  are  concerned  that  the 
shock  of  setting  off  alarms  and  being 
accosted  by  security  personnel  could  be 
detrimental  to  patients  with  significant 
coronary  artery  disease,2  especially  if 
they  are  unaware  of  the  potential  for 
these  situations. 

The  radionuclide  vendor  has  in- 
formed us  that  the  assay  of  the  thallium 
given  to  this  patient  contained  98.5% 
thallium-201  and  1.2%  thallium-202. 
After  fifteen  days  of  decay,  there  is  still 
approximately  Five  times  more  thalli- 
um-201  (T  72=73  hours)  than  thalli- 
um-202 (T  y2=  12.23  days).  We  suspect 
that  the  thallium-201  was  probably  re- 
sponsible for  setting  off  the  detector. 

We  strongly  agree  with  the  recom- 
mendation of  Levin  and  Fischer1  that 
patients  be  advised  of  the  protracted 
potential  for  setting  off  radiation  detec- 
tors after  nuclear  studies  using  relative- 
ly long  lived  radionuclides. 

BERNARD  GITLER,  MD 
IRA  S.  NOVICH,  MD 
ISAIAH  J.  SELIGMAN,  MD 
New  Rochelle  Hospital  Medical  Center 
16  Guion  PI 
New  Rochelle,  NY  10802 
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Primary  meningococcal 
conjunctivitis 

TO  THE  EDITOR:  Primary  acute  puru- 

lent conjunctivitis  caused  by  Neisseria 
meningitidis  is  apparently  unusual,  but 
may  be  associated  with  serious  medical 
and  social  consequences  if  the  diagnosis 
is  not  established  early  and  accurately. 
This  report  describes  an  eight-year-old 
girl  with  primary  meningococcal  con- 
junctivitis. 

Case  Report.  An  eight-year-old  Viet- 
namese girl  was  seen  with  bilateral  purulent 
conjunctivitis  of  two  days’  duration.  The  in- 
flammation was  first  noted  as  redness  of  the 
right  conjunctivum,  with  involvement  of  the 
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left  eye  after  24  hours.  Thick,  purulent  dis- 
charge increased  and  lid  swelling  progressed 
to  near  closure  of  the  palpebral  fissures. 
Photophobia  was  present  from  the  outset. 
There  was  no  fever,  headache,  or  other  com- 
plaints. 

Physical  examination  revealed  a well-de- 
veloped, alert,  afebrile  child  in  moderate 
distress  from  ocular  discomfort.  The  palpe- 
bral fissures  were  all  but  closed  by  lid  swell- 
ing, with  yellowish,  thick,  purulent  dis- 
charge, moderate  in  amount,  and  marginal 
crusting.  The  bulbar  conjunctivae  were  in- 
jected, the  corneae  were  clear.  Ocular  move- 
ments and  pupillary  reflexes  were  normal. 

The  palpebral  conjunctivae  were  bright 
red  and  chemotic.  No  preauricular  nodes 
were  palpable.  The  neck  was  supple,  and  the 
ears,  nose,  throat,  and  lungs  were  normal. 

Laboratory  findings  included  a white 
blood  cell  count  of  10,700/mm3,  with  a dif- 
ferential of  67%  segments,  5%  band  forms, 
20%  lymphocytes,  and  6%  monocytes.  The 
blood  glucose  and  serum  electrolyte  levels 
were  normal.  Blood  culture  was  negative. 
Gram-stained  smear  of  the  exudate  showed 
many  polymorphonuclear  cells  with  gram- 
negative diplococci  seen  intracellularly  and 
extracellularly.  The  presumptive  diagnosis 
was  gonococcal  conjunctivitis,  but  the  final 
culture  report  was  N meningitidis , type  B, 
beta-lactamase  negative,  sensitive  to  peni- 
cillin-G  and  erythromycin. 

The  child  was  treated  with  hourly  normal 
saline  ocular  irrigation,  erythromycin  oph- 
thalmic ointment,  and  penicillin-G,  250,000 
U intravenously  every  six  hours.  She  re- 
mained afebrile  and  alert.  On  day  two,  the 
swelling  and  discharge  were  significantly  di- 
minished and  she  was  able  to  open  her  eyes 
to  about  1 cm. 

The  patient’s  condition  continued  to  im- 
prove and  she  was  discharged  in  good  condi- 
tion to  pediatric  and  ophthalmologic  follow- 
up. Oral  rifampin  was  prescribed  for  family 
members  and  the  patient  following  dis- 
charge. 

Discussion.  Some  40  cases  of  pri- 
mary meningococcal  meningitis  have 
been  reported  in  the  medical  literature, 
the  majority  occurring  in  children.1 
The  onset  is  usually  unilateral,  but  may 
become  bilateral.  Clinically,  the  infec- 
tion is  not  distinguishable  from  gonoc- 
coccal  conjunctivitis.  In  10%  of  the 
cases,  systemic  infection  (sepsis,  men- 
ingitis) follows  the  conjunctivitis.2-3 
Dillman4  reported  the  case  of  a child  in 
whom  fulminant  meningitis  developed 
after  three  days  of  treatment  with  topi- 
cal sulfacetamide  ointment.  Nussbaum 
et  al5  described  a seven-month-old  in- 


fant with  meningococcal  meningitis 
which  developed  three  days  after  the 
onset  of  conjunctivitis.  A case  of  oph- 
thalmia neonatorum  caused  by  N men- 
ingitidis has  been  reported  in  a five- 
day-old  infant.6  Other  complications 
include  corneal  ulceration,  residual  cor- 
neal opacity,  endophthalmitis,  and  mei- 
bomitis.7-8  In  view  of  the  present  and 
past  experience,  N meningitidis  must 
be  included  in  the  differential  diagnosis 
in  infants  and  children  with  acute  puru- 
lent conjunctivitis  and  Gram’s  stain  of 
the  exudate  should  be  examined  as  soon 
as  possible.  If  gram-negative  diplococci 
are  seen  on  stain,  systemic  and  topical 
antibacterial  treatment  that  is  effective 
against  both  the  meningococcus  and 
gonococcus  should  be  started  and  ap- 
propriate precautions  instituted  to  pro- 
tect contacts.  The  systemic  drug  should 
be  administered  intravenously.  Finally, 
it  should  not  be  presumed  that  the  pres- 
ence of  gram-negative  diplococci  indi- 
cates gonococcal  infection.  No  action  of 
a sociolegal  nature  should  be  initiated 
until  the  definitive  culture  report  is 
available. 

JOHN  P.  CURRAN,  MD 
JORGE  R.  NUNEZ,  MD 
Department  of  Pediatrics 
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Caring  and  serving 

TO  THE  EDITOR:  In  the  modern  era,  a 

medical  society’s  membership  commit- 


tee has  to  bring  to  the  task  a different 
perspective  and  thrust.  Membership  is 
no  longer  a given.  Physicians  no  longer 
clamor  to  join.  They  must  see  the  orga- 
nization as  a caring  and  serving  society: 
caring  in  the  sense  that  we  must  be 
aware  of  their  needs;  serving  in  that  we 
exist  to  meet  those  needs. 

For  those  senior  physicians  who  are 
planning  to  retire,  the  Medical  Society  of 
the  State  of  New  York’s  membership 
committee  has  designed  programs  geared 
to  easing  the  transition.  For  young  physi- 
cians, we  have  developed  a plan  for  a 
Lake  Placid  weekend  to  answer  some  of 
their  pressing  concerns  (when  they  are 
not  enjoying  the  ski  slopes).  Other  pro- 
grams are  tailored  to  medical  students 
and  to  welcoming  newly  arrived  residents 
to  New  York.  Those  physicians  who  are 
contemplating  changing  their  type  of 
practice  have  had  a program  to  inform 
them  of  their  options. 

We  have  been  concerned  about  the 
physician  who  is  going  through  a medi- 
cal liability  lawsuit.  With  MSSNY 
staff  members  we  have  initiated  and 
supported  a program  of  peer  support. 
This  enables  such  a physician  to  have  a 
peer  to  listen  to  and  to  encourage  him  or 
her.  We  are  also  sensitive  to  the  Auxi- 
liary’s effort  to  maintain  the  viability  of 
the  family  structure  during  those  diffi- 
cult times. 

We  are  planning  to  survey  our  mem- 
bers in  a comprehensive  fashion  so  that 
we  will  have  a better  grasp  of  their  in- 
terests. We  do  not  know,  for  example, 
what  their  hobbies  are.  We  need  to  dis- 
cover fun  things  that  we  can  do  together. 

We  have  to  find  various  means  to 
support  our  county  societies  in  their 
membership  endeavors.  Theirs  is  a dif- 
ficult and  unsung  task.  Our  resources 
must  continue  to  assist  them  and  we  are 
exploring  initiatives  to  expand  our  com- 
mitment to  them. 

If  in  the  process  our  efforts  meet  with 
your  approval,  the  members  of  the 
membership  committee,  the  staff,  and 
yours  truly  will  have  achieved  the  ulti- 
mate accolades,  the  positive  responses 
of  satisfied  members. 

RANDALL  D.  BLOOMFIELD,  MD 
Chairman,  Membership  Committee 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd 
Lake  Success,  NY  11042 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  June  1989  issue  of  Epidemiology 
Notes  ( Vol . 4,  No.  6),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health,  Al- 
bany, NY. 


HIV  Partner/Contact  Notification 
Assistance  Programs 

The  New  York  State  Department  of  Health  and  New 
York  City  Department  of  Health  endorse  voluntary  part- 
ner notification  and  have  established  programs  to  assist 
HIV-positive  individuals  in  notifying  their  recent  sexual 
and/or  needle-sharing  partners.  For  areas  outside  New 
York  City  the  program  is  known  as  the  New  York  State 
Partner  Notification  Assistance  Program  (NYS  P-NAP). 
In  New  York  City  the  program  is  designated  as  the  Con- 
tact Notification  Assistance  Program  (CNAP).  These 
programs  seek  to  locate,  counsel  and  offer  HIV  testing  to 
partners  of  confirmed  HIV-positive  individuals,  a group 
at  high  risk  of  HIV  infection. 

Partner  Notification  Assistance  Program 

Local  health  departments  outside  New  York  City  pro- 
vide notification  services  within  the  context  of  pre-existing 
HIV  counseling  and  testing  services  offered  by  sexually 
transmitted  disease  (STD)  clinics  located  throughout  the 
state.  P-NAP  provides  the  following  services: 

• information  to  HIV-positive  individuals  regarding 
partner  notification  services; 

• counseling  to  encourage  and  enable  HIV-positive 
individuals  to  notify  and  refer  sexual  and/or  needle- 
sharing partners; 

• assistance  to  HIV-positive  individuals  to  complete 
the  partner  notification  process; 

• services  to  locate  and  notify  partners  of  HIV-posi- 
tive individuals; 

• HIV  risk  reduction  and  prevention  information  to 
all  STD  patients. 

Every  reasonable  effort  is  made  to  locate,  notify  and 
offer  counseling  and  testing  opportunities  to  those  individ- 
uals who  may  have  been  exposed  to  the  HIV  virus.  This 
process  begins  during  the  counseling  session  with  an  HIV- 
positive patient.  Patients  are  urged  to  notify  their  partners 
directly  and  are  provided  with  information,  guidance  and 
the  skills  needed  to  notify  partners  sensitively  and  effec- 
tively. If  the  patient  prefers  to  have  the  counselor  make 
the  notification,  it  then  becomes  the  counselor’s  responsi- 
bility to  obtain  a complete  and  accurate  description  of  the 
partner,  to  locate  information  to  expedite  the  partner  noti- 
fication process  and  to  ensure  that  the  correct  partner  is 
notified.  The  partner’s  name,  nicknames,  age,  race,  sex 


and  marital  status  are  obtained,  as  well  as  a physical  de- 
scription including  approximate  height,  weight,  hair  ap- 
pearance, facial  hair,  glasses,  complexion  and  other  visu- 
ally identifying  characteristics. 

The  counselor  obtains  at  least  one  additional  item  of 
locating  information:  work  address,  work  telephone  num- 
ber, places  where  the  partner  spends  time  and  the  name  of 
an  individual  familiar  with  the  partner’s  whereabouts.  Fi- 
nally, the  patient  is  asked  if  the  partner  lives  with  another 
individual  and  the  best  time  and  place  to  make  the  notifi- 
cation. All  notifications  are  made  with  strict  confidential- 
ity. Under  no  circumstances  is  the  identity  of  the  index 
person  given  to  the  partner  notified. 

Standard  STD  investigative  techniques  are  used  to  lo- 
cate and  notify  named  partners  with  the  following  impor- 
tant exception:  notifications  must  be  made  in  person.  Only 
one  first  person  notification  with  the  partner  is  attempted 
in  order  to  conduct  a counseling  session.  If  notification  or 
counseling  is  not  completed,  the  counselor  leaves  a tele- 
phone number  with  the  partner.  The  partner  is  then  ad- 
vised to  call  the  counselor  to  obtain  further  information. 
The  telephone  and  mail  may  only  be  used  to  set  up  an 
appointment  to  speak  with  the  partner  in  person.  No  more 
than  two  first  person  telephone  contacts  take  place. 

The  partner  notification  system  accepts  referrals  from 
three  different  provider  categories:  STD  clinics,  anony- 
mous test  sites  and  a third  category  of  all  other  providers. 
This  third  category  includes  family  planning  programs, 
prenatal  care  assistance  programs  (PCAP),  private  physi- 
cians, tuberculosis  clinics,  drug  treatment  programs, 
blood  banks,  hospitals  and  community  health  centers.  In 
each  of  these  settings,  there  are  three  universal  goals  for 
P-NAP: 

• All  patients  with  a positive  HIV  test  result  must  be 
made  aware  of  the  existence  of  the  partner  notifica- 
tion assistance  program  and  given  the  P-NAP  bro- 
chure. 

• All  health  care  providers  providing  HIV  counseling 
and  testing  services  must  be  made  aware  of  the  pro- 
cedure for  referring  patients  in  order  to  expedite  the 
partner  notification  process  and  minimize  trauma 
to  the  patient. 

• All  referrals  must  be  made  in  a manner  that  allows 
the  P-NAP  counselor  to  confirm  the  patient’s  posi- 
tive test  result.  No  partner  notification  efforts  can 
be  undertaken  until  a positive  HIV  test  is  con- 
firmed. 

The  key  to  the  implementation  and  success  of  partner 
notification  in  all  settings  is  the  emphasis  given  in  pre-  and 
post-test  counseling  sessions.  Patients  requesting  P-NAP 
services  should  be  referred  to  the  local  health  department 
for  a partner  notification  counseling  session. 

The  medical  provider  should  immediately  (or  as  soon  as 
possible)  call  the  local  health  department  P-NAP  pro- 
gram to  set  up  a counseling  session.  Some  identifying  in- 
formation regarding  the  patient  (usually  the  name)  will  be 
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Partner  Notification — Referral  Telephone  Numbers 


County 

Telephone  Number 

Albany  County  Health  Department 

(518)  447-4640 

Allegany 

(716)  268-9250 

Broome 

(607)  772-2839 

Cattaraugus 

(716)  375-4121 

Cayuga 

(315) 253-1301 

Chautauqua  (Jamestown) 

(716)  488-0755 

Chautauqua  (Dunkirk) 

(716)  366-8805 

Chemung 

(607)  737-2528 

Chenango 

(607)  335-4606 

Clinton  County  Health  Department 

(518)  565-3270 

Columbia  County  Health  Department 

(518)  828-3358 

Cortland 

(607) 753-5036 

Delaware  County  Nursing  Service 

(607)  746-3166 

Dutchess 

(914)431-2071 

Erie 

(716)  846-7853 

Essex  County  Nursing  Service 

(518) 873-6301 

Franklin  County  Nursing  Service 

(518)  483-5100 

Fulton  County  Nursing  Service 

(518)  762-0720 

Genesee 

(716)  344-2580 

Greene  County  Nursing  Service 

(518)  943-5201 

Hamilton  County  Nursing  Service 

(518) 548-4281 

Herkimer 

(315)  867-1176 

Jefferson 

(315)  782-9289 

Lewis 

(315)  376-5453 

Livingston 

(716)  658-2866 

If  Busy 

(716)  658-2757 

Madison 

(315)  366-2361 

Monroe 

(716)  274-6166 

Montgomery  County  Nursing  Service 

(518) 853-3531 

Nassau 

(516)  535-3280 

Niagara 

(716)  284-3114 

Oneida 

(315)  798-5747 

Onondaga 

(315)  425-3252 

Ontario 

(716)  396-4343 

Orange 

(914)  562-5832 

Orleans 

(716)  589-7004 

Oswego 

(315)  349-3568 

Otsego  County  STD  Clinic 

(607)  547-3391 

Putnam 

(914)  225-2115 

Rensselaer  County  Health  Department 

(518)  270-2640 

Rockland 

(914)  354-0200  X2547 

St  Lawrence  Planned  Parenthood 

(315)  386-8821 

Saratoga  County  Nursing  Service 

(518)  584-7460 

Schenectady  City  Health  Department 

(518)  382-5038 

Schoharie  County  Health  Department 

(518) 295-8174 

Schuyler 

(607)  535-2704 

Seneca 

(315)  539-9294 

Steuben 

(607)  776-9631 

Suffolk 

(516) 348-2748 

Sullivan 

(914)  292-5910 

Tioga 

(607) 687-0623 

Tompkins 

(607) 335-4606 

Ulster 

(914)  338-8443  X230  & 278 

Warren  County  Nursing  Service 

(518)  761-6415 

Washington  County  Nursing  Service 

(518)  747-0621 

Wayne 

(315)  946-5749 

Wyoming 

(716)  786-8890 

Westchester 

(914)  241-3900  X6251 

Yates 

(315)  536-4401 

required  in  order  to  identify  the  patient  upon  arrival.  A 
signed  release  specific  for  HIV  must  be  obtained  and  filed 
with  the  patient’s  record.  This  system  allows  the  P-NAP 
counselor  to  call  the  provider  back  in  order  to  confirm  any 


questionable  information  or  to  obtain  new  information. 

The  patient  should  be  told  to  be  prepared  to  provide  the 
kind  of  locating  information  that  will  be  necessary  to  suc- 
cessfully complete  partner  notification.  This  information 
includes  full  name,  address,  telephone  number,  hangouts, 
living  situation,  best  time  of  day  to  notify  partners  and 
distinguishing  physical  characteristics  of  partners. 

The  P-NAP  program  was  initiated  in  March  of  1989. 
During  the  months  of  March  and  April,  a total  of  1 5 indi- 
viduals received  counseling  through  the  P-NAP  system. 
P-NAP  counselors  obtained  the  names  of  20  partners 
from  14  of  those  patients  who  received  counseling;  14 
partners  were  notified  by  P-NAP  counselors. 

Contact  Notification  Assistance  Program 

Within  New  York  City,  a similar  contact  notification 
activity  is  underway.  CNAP  provides  consultation  with 
health  care  providers  on  contact  notification  counseling 
protocols,  skills  and  strategies.  Patients  can  also  access 
CNAP  directly  for  information  about  contact  notification 
counseling.  Health  care  providers  and  patients  may  call  to 
request  that  a public  health  officer  notify  contacts.  To 
make  referrals  or  to  obtain  more  information  about  the 
New  York  City  Department  of  Health’s  CNAP  activity 
call  (212)  340-4439. 

Hemolytic  uremic  syndrome  and 
verotoxin  producing  E coli 

Hemolytic  uremic  syndrome  (HUS)  and  thrombotic 
thrombocytopenic  purpura  (TTP),  a related  illness  with 
overlapping  clinical  signs,  have  been  associated  with  a va- 
riety of  infectious  and  noninfectious  agents.12  Some  of  the 
agents  include  shigella,  Campylobacter,  pneumococcus, 
verotoxin-producing  strains  of  E coli  (VTEC)  as  well  as 
oral  contraceptives,  mitomycin  and  cyclosporine.1-3 

HUS  is  an  acute  illness  characterized  by  microangio- 
pathic hemolytic  anemia,  thrombocytopenia  and  renal 
failure.  TTP  shares  these  clinical  features  and  is  also  ac- 
companied by  fever  and  neurologic  symptoms.  While 
HUS  may  be  associated  with  multiple  agents,  a signifi- 
cant portion  of  cases  are  related  to  bacterial  enteric  patho- 
gens, which  may  necessitate  public  health  intervention. 

Clinical  Aspects  of  HUS 

The  triad  that  composes  HUS  consists  of  hemolytic 
anemia,  thrombocytopenia  and  acute  renal  failure.  There 
is  microangiopathic  hemolysis  characterized  by  falling 
hemoglobin,  the  presence  of  microspherocytes  and  schis- 
tocytes  on  peripheral  smear  and  by  a low  platelet  count. 
Renal  failure  is  manifested  by  oliguria  or  anuria.  Urinaly- 
sis shows  hematuria  and  proteinuria  and  red  blood  cell 
casts.  Blood  chemistries  show  elevated  serum  creatinine, 
blood  urea  nitrogen,  potassium  as  well  as  metabolic  acido- 
sis.4-6 

Clinically,  patients  with  HUS  appear  seriously  ill;  they 
are  pale,  or  sometimes  jaundiced  and  often  hypertensive. 
Other  organ  systems  may  be  involved  including  the  gas- 
trointestinal tract  (mimicking  ulcerative  colitis)  and  the 
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cardiovascular  and  central  nervous  systems.  This  involve- 
ment can  lead  to  myocardial  decompensation  (heart  fail- 
ure), seizures,  coma,  hypertensive  encephalopathy  and 
can  exacerbate  renal  failure. 

The  pathogenesis  of  HUS  related  to  enteric  pathogens 
appears  to  be  associated  with  a toxin  (such  as  the  vero- 
toxin  produced  by  E coli  0157:H7)  which  damages  en- 
dothelial cells3  triggering  the  clotting  mechanism.  The 
resulting  microthrombi  partially  or  completely  occlude 
capillaries  of  the  kidneys  and  other  organs.1-2  Generally, 
children  with  HUS  respond  well  to  standard  supportive 
therapy  for  acute  renal  failure.1-4  6 In  specific  instances, 
plasmapheresis  or  plasma  infusions  may  be  beneficial. 
Morbidity  and  mortality  are  considerably  higher  in 
adults,  particularly  in  the  aged. 

Role  of  E coli 

Although  a number  of  inciting  agents  have  been  associ- 
ated with  HUS,  VTEC  have  attracted  recent  attention 
due  to  a number  of  HUS  outbreaks  where  this  particular 
agent  has  been  implicated.  Outbreaks  have  been  de- 
scribed in  children  in  day  care  centers,  households,  nurs- 
ing home  patients,  patrons  of  a fast  food  hamburger  chain 
and  patients  in  institutions  for  the  mentally  retarded.7  11 
Ground  beef  and  raw  milk  have  been  implicated  as  food 
vehicles  in  several  outbreak  investigations  and  dairy  cattle 
have  been  suggested  as  the  animal  reservoir  for  this  organ- 
ism.12 Person-to-person  transmission  via  the  fecal-oral 
route  has  also  been  described.13 

Exposure  to  one  particular  strain  of  VTEC  referred  to 
as  E coli  0157:H7  has  recently  been  described  in  the  liter- 
ature, in  association  with  HUS,  TTP  and  hemorrhagic  co- 
litis. Exposure  to  E coli  0157:H7  may  result  in  illness 
ranging  from  mild,  loose  stools  to  bloody  diarrhea,  HUS 
or  TTP.  In  one  study,  75%  of  patients  with  idiopathic 
HUS  had  evidence  of  VTEC. 

Laboratory  Aspects 

While  laboratory  identification  of  E coli  is  relatively 
simple,  identification  of  verotoxin  producing  strains  is 
more  difficult.3  Methods  involve  a tissue  culture  tech- 
nique plus  use  of  specific  antisera  for  confirmation  and  is 
not  routinely  performed  by  most  clinical  laboratories. 
Stool  cultures  for  VTEC  and  assays  for  presence  of  free 
verotoxin  can  be  performed  by  the  New  York  State  De- 
partment of  Health  Wadsworth  Center  for  Laboratories 
and  Research  (WCL&R).  Since  E coli  0157:H7  tends 
not  to  ferment  sorbitol,  local  laboratories  may  screen  E 
coli  isolates  using  MacConkey’s  sorbitol  media  and  sub- 
mitting suspicious  colonies  to  WCL&R  for  confirmation. 
Stools  obtained  within  the  first  six  days  of  illness  will  have 
the  highest  yield. 

Control  and  Future  Plans 

The  Bureau  of  Communicable  Disease  Control  of  the 
New  York  State  Department  of  Health  is  cooperating 
with  the  US  Centers  for  Disease  Control  in  a multicenter 
study  to  obtain  additional  epidemiologic  data  regarding 
the  association  between  HUS  and  E coli  01 57:H7.  Several 
teaching  hospitals  in  New  York  State  are  participating. 
The  purposes  of  the  study  are: 


• to  determine  the  proportion  of  HUS  cases  that  are 
associated  with  VTEC; 

• to  improve  laboratory  diagnosis  of  VTEC; 

• to  identify  geographic  clusters  that  could  represent 
common  source  exposures  (outbreaks). 

While  individual  cases  of  HUS  or  hemorrhagic  colitis 
are  not  reportable,  any  cluster  or  outbreak  should  be  re- 
ported to  the  Bureau  of  Communicable  Disease  Control  at 
(518)  474-3186.  In  addition,  people  with  bloody  diarrhea 
whose  stools  are  negative  for  common  enteric  pathogens 
(salmonella,  shigella,  Campylobacter)  may  be  screened  in 
local  laboratories  to  identify  suspect  VTEC  (E  coli  colo- 
nies which  do  not  ferment  sorbitol).  Isolates  may  be  sub- 
mitted to  WCL&R  for  confirmation. 
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Childhood  central  nervous  system 
tumors 

Central  nervous  system  (CNS)  tumors  are  an  impor- 
tant component  of  childhood  malignancies,  ranking  sec- 
ond only  to  leukemia  among  cancers  afflicting  children. 
The  most  frequent  CNS  tumors  are  various  types  of  brain 
cancer.  Although  these  tumors  are  a prominent  cause  of 
morbidity  and  mortality,  their  etiology  is  not  well  under- 
stood. Previous  clinical  studies  have  suggested  an  associa- 
tion between  the  occurrence  of  CNS  tumors  in  children 
and  neurofibromatosis.  Type  1 neurofibromatosis  (von 
Recklinghausen’s  disease)  is  a genetic  condition  charac- 
terized by  small  discrete  pigmented  lesions  (cafe  au  lait 
spots)  which  often  appear  in  infancy  or  early  childhood. 
These  can  develop  into  multiple  subcutaneous  neurofibro- 
mas (tumors)  that  may  slowly  increase  in  size  and  num- 
ber. It  may  develop  into  a seriously  disfiguring  and  debili- 
tating disease,  especially  if  the  neurofibromas  compress 
important  organs.  Neurofibromatosis  is  popularly  identi- 
fied as  the  disease  dramatized  in  The  Elephant  Man. 

The  Bureau  of  Cancer  Epidemiology  conducted  a popu- 


638  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/NOVEMBER  1989 


lation  based  case-control  study  with  338  patients,  less 
than  15  years  of  age,  who  have  been  diagnosed  with  a pri- 
mary tumor  of  the  central  nervous  system  from  January 
1968  through  December  1977  in  53  New  York  State 
counties.  The  study  included  676  controls  selected  from 
birth  certificate  files  of  the  New  York  State  Department 
of  Health.  The  study  explored  several  factors  which  may 
be  related  to  CNS  tumor  risk.  Neurofibromatosis  was 
among  the  possible  factors  examined,  as  well  as  other  con- 
ditions in  the  children  and  their  families.  Information  was 
obtained  on  neurofibromatosis,  congenital  anomalies  and 
seizures  in  study  subjects,  their  siblings  and  parents  by 
telephone  interview  with  the  mother  of  each  case  and  con- 
trol. Supplemental  information  was  collected  on  neurofi- 
bromatosis in  the  patients  and  their  families  from  hospital 
medical  records. 

This  study  confirmed  the  strong  association  of  neurofi- 
bromatosis with  CNS  tumor  risk.  Thirteen  cases  were 
found  to  have  neurofibromatosis  while  none  of  the  con- 
trols had  the  disease.  Seven  of  the  thirteen  cases  with 
neurofibromatosis  also  had  optic  gliomas.  This  is  consis- 
tent with  previous  clinical  observations  of  the  tendency  for 
neurofibromatosis  to  occur  in  conjunction  with  optic  glio- 
mas in  young  children.  None  of  the  patients  in  this  study 
exhibited  bilateral  acoustic  neuroma,  characteristic  of  the 
rarer  type  2 neurofibromatosis.  Two  fathers  and  three 
mothers  of  cases  had  neurofibromatosis;  five  cases  had 
siblings  with  neurofibromatosis.  None  of  the  parents  or 
siblings  of  controls  had  neurofibromatosis.  These  findings 
yielded  relative  risk  estimates  of  infinity,  which  were  sta- 


tistically significant  for  cases  compared  to  controls  and 
for  siblings.  The  relative  risk  estimate  was  not  found  to  be 
significant  for  parents. 

A relative  risk  of  4.5  for  seizures  was  observed  in  the 
patients.  This  was  expected,  as  seizures  are  often  a pre- 
senting symptom  of  CNS  tumors.  Seizures  were  also  more 
common  among  the  parents  of  CNS  tumor  cases  than  con- 
trols, however,  the  excesses  for  parents  were  not  statisti- 
cally significant. 

There  was  no  association  of  congenital  anomalies  with 
the  risk  of  CNS  tumors  when  cases  were  compared  to  con- 
trols. There  was  a nonsignificant  increased  relative  risk 
( 1 .4)  for  those  having  a sibling  with  a congenital  anomaly, 
but  this  was  reduced  to  1.1  when  controlling  for  the  num- 
ber of  siblings. 

The  results  of  previous  research  and  this  study  suggest  a 
strong  role  for  genetics  in  the  causation  of  some  childhood 
CNS  tumors.  More  research  with  large  case  groups  incor- 
porating chromosome  studies  and  detailed  family  histor- 
ies will  help  to  clarify  the  causal  mechanisms.  The  data 
strongly  support  the  recommendation  that  the  presence  of 
CNS  tumors,  especially  optic  gliomas,  be  explored  in  indi- 
viduals with  neurofibromatosis  and  that  patients  with  op- 
tic gliomas  be  evaluated  for  manifestations  of  neurofibro- 
matosis. 

The  information  for  this  article  was  drawn  from  a de- 
tailed report  of  the  study  which  was  recently  published 
(Baptiste  MS,  Nasca  PC,  Metzger  BM,  et  al:  Neurofibro- 
matosis and  other  disorders  among  children  with  CNS  tu- 
mors and  their  families,  Neurology  1989;  39:487-492). 
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UNLOCKING  THE  FAMILY  DOOR:  A 
SYSTEMIC  APPROACH  TO  THE 
UNDERSTANDING  AND  TREATMENT 
OF  ANOREXIA  NERVOSA 

By  Helm  Stierlin,  MD,  and  Gunthard 
Weber,  MD.  256  pp,  illustrated.  New 
York,  Brunner/Mazel  Publishers, 
1989.  $27.50  (hardcover) 

In  this  book,  Drs  Stierlin  and  Weber 
present  a challenging  picture  of  their 
technique  for  the  treatment  of  anorexia 
nervosa.  Both  authors  are  physicians 
and  well  qualified,  with  many  years  of 
hospital  and  private  practice  experience 
as  family  therapists. 

Since  their  assumption  is  that  the  un- 
derlying pathology  which  exists  within 
the  family  is  responsible  for  the  anorex- 
ia, therapy  is  directed  at  the  family 
rather  than  specifically  at  the  patient. 
Treatment  is  limited,  and  may  consist 
of  one  to  a maximum  of  ten  conjoint 
family  sessions,  with  emphasis  on  inter- 
personal rather  than  intrapsychic  pro- 
cesses. In  the  systemic  approach,  thera- 
py is  based  on  the  findings  of 
cybernetics,  systems  control  theory,  in- 
formation and  communication  theory, 
and  game  theory.  It  should  also  be  men- 
tioned that  the  responsibility  for  change 
or  nonchange  rests  squarely  with  the 
family.  The  goal  is  a reorganization  of 
the  family  structure  that  will  provide 
greater  individuation,  and  result  in  the 
patient’s  recovery. 

The  authors  recognize  that  the  other 
types  of  therapy — such  as  analytic, 
cognitive  and  behavioral,  nonanalytic 
psychotherapy,  and  hospital  or  residen- 
tial care — are  also  utilized  in  the  treat- 
ment of  anorexia.  They  make  no  claim 
that  systemic  family  therapy  is  a pana- 
cea, but  are  interested  in  presenting 
their  experiences  which  they  consider 
successful.  It  is  a therapy  designed  to  be 
relatively  short-term,  and  the  guiding 
principle  is  to  provide  stimuli  rather 
than  to  work  things  through  jointly. 
The  medical  model  of  illness,  however, 
is  rejected,  and  replaced  by  the  hypoth- 
eses founded  on  a cybernetically  based 
epistemology. 

The  chapters  are  all  carefully  orga- 
nized and  the  history  of  each  patient 
and  family  is  carefully  detailed.  This 
material  is  presented  in  a direct  and 
straightforward  style  which  may  al- 
most create  for  the  reader  a feeling  of 
being  present  at  an  interesting  lecture. 
There  is  also  a valuable  bibliography  as 


well  as  a name  and  subject  index.  In 
summary,  even  if  one  does  not  agree 
with  the  authors,  one  will  find  their 
book  challenging  and  thought  provok- 
ing. 

STEPHEN  NORDLICHT,  MD 
Memorial  Sloan-Kettering  Cancer  Center 
New  York,  NY  10021 


MOODSWING 

Revised  and  Expanded  Edition.  By 
Ronald  R.  Fieve,  MD.  276  pp.  New 
York,  William  Morrow  and  Co,  1989. 
$22.95  (clothcover) 

This  book  is  a revised  edition  of  a 
book  originally  published  in  1975.  The 
book  is  aimed  at  the  layman  and  should 
be  considered  in  that  light.  The  book’s 
central  thesis  is  that  lithium  is  a valu- 
able and  necessary  chemical  agent  for 
the  treatment  and  prevention  of  recur- 
rent mood  disorders.  Dr  Fieve  cites 
many  moving  case  examples  from 
among  the  more  than  10,000  patients 
he  has  treated  in  his  own  practice.  He 
also  discusses  evidence  for  mood  swing 
disorders  in  creative  people,  successful 
businessmen,  and  politicians.  The  ma- 
jority of  the  book  deals  with  the  treat- 
ment of  bipolar  disorders  but  he  also  de- 
scribes the  value  of  lithium  in  the 
management  of  recurrent  unipolar  de- 
pressions. Dr  Fieve  notes  that  for  many 
years  American  psychiatrists  failed  to 
differentiate  mood  disorders  from 
schizophrenia,  in  contrast  to  British 
psychiatrists,  who  more  frequently 
made  the  correct  diagnosis.  This  situa- 
tion persisted  as  long  as  there  was  no 
difference  in  the  treatment  of  the  two 
disorders.  He  notes  that  since  the  gen- 
eral introduction  of  lithium  in  the 
1970s,  this  situation  has  changed. 

Lithium  is  now  regarded  as  an  essen- 
tial component  in  the  treatment  of  bipo- 
lar mood  disorders.  Dr  Fieve  envisions 
that  lithium  will  play  a significant  role 
in  the  treatment  of  various  other  condi- 
tions including  drug  abuse,  alcoholism, 
gambling,  and  the  control  of  aggressive 
outbursts  and  behavioral  disorders  in 
children  and  adolescents.  He  discusses 
the  possibility  that  lithium  may  be  of 
value  in  the  prevention  of  heart  disease 
and  the  treatment  of  premenstrual  syn- 
drome (PMS)  and  some  kinds  of  can- 
cer. He  considers  studies  suggesting 
that  lithium  should  be  added  to  the  wa- 


ter supply  but  states  that  he  has  taken  a 
position  against  it. 

Dr  Fieve  writes  about  a very  impor- 
tant subject,  the  treatment  of  mood  dis- 
orders, a subject  about  which  it  is  im- 
portant for  the  general  public  to  be 
better  informed.  Unfortunately  the 
book  is  written  with  a combined  conten- 
tious and  evangelical  tone.  In  spite  of  a 
specific  statement  that  lithium  is  not  a 
panacea,  it  is  easy  to  see  how  one  could 
receive  the  opposite  impression  from 
this  book.  The  jacket  of  the  book  an- 
nounces that  this  “eminent  psychiatrist 
. . . reveals  a revolutionary  new  way  to 
prevent  depression.”  The  revolution  he 
is  revealing  is  lithium.  Dr  Fieve  de- 
scribes this  as  the  third  revolution  in  the 
treatment  of  mental  ills.  The  first  was 
the  work  of  Philippe  Pinel  in  1791, 
changing  people’s  attitudes  towards  the 
mentally  ill,  resulting  in  more  humane 
treatment,  and  the  second  was  the  work 
of  Sigmund  Freud.  The  book  frequently 
extols  Fieve’s  own  work,  giving  the 
book  the  flavor  of  a marketing  tool  for 
him  and  his  Clinic-Foundation. 

The  book  contains  a series  of  loosely 
related  chapters.  In  the  third  chapter, 
“Moods  and  Creativity,”  Dr  Fieve  dis- 
cusses madness  and  creativity.  He  be- 
lieves there  is  some  unclear  relationship 
between  the  two  but  he  is  surer  there  is 
a relationship  between  creativity  and 
manic-depressive  illness.  In  the  fourth 
chapter,  “Wall  Street  Wizards  and  the 
Midas  Touch,”  he  discusses  manic  be- 
havior and  business.  Throughout,  he 
ventures  into  popular  social  commen- 
tary, explaining  corporate  conglomer- 
ates as  the  “epitome  of  the  manic  art 
form.”  In  chapter  8,  “Moods  and  Great 
Men,”  he  discusses  the  lives  and  careers 
of  Abraham  Lincoln,  Winston  Chur- 
chill, and  Theodore  Roosevelt.  The 
lives  of  these  three  men  make  very  in- 
teresting reading  and  Dr  Fieve  is  able  to 
deal  with  them  in  one  chapter  because 
his  focus  is  on  the  signs  and  symptoms 
of  manic-depressive  illness  in  each  of 
them.  I could  only  wonder  where  Lin- 
coln and  the  United  States  would  be  if 
Dr  Fieve  had  been  in  charge  of  Lin- 
coln’s case.  His  recommendation:  “I 
would  insist  on  hospitalization  ...” 
The  book  does  contain  important  infor- 
mation about  depression  but  it  is  scat- 
tered all  about.  The  book  would  be 
more  valuable  if  it  contained  a better 
organized  discussion  about  depression, 
its  diagnosis,  its  signs  and  symptoms,  its 
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disguised  expression,  and  the  biochem- 
istry and  genetics.  Dr  Fieve  reports  that 
he  estimates  that  a parent  with  manic- 
depressive  disorder  has  about  a 1 0- 1 5% 
likelihood  of  transmitting  it  to  a child. 
He  says  he  recommends  that  a manic 
depressive  avoid  marrying  another 
manic-depressive.  I am  sure  the  inter- 
ested reader  would  appreciate  a fuller 
discussion  of  such  a vital  area  rather 
than  the  one  sentence  statement  given. 

Throughout  the  book  there  are  warn- 
ings of  the  dangers  of  the  wrong  treat- 
ment which  can  lead  to  a “real  disas- 
ter.” Psychodynamic  psychotherapy 
seems  to  be  a red  cape  waved  in  front  of 
Dr  Fieve.  He  uses  a special  phrase  for 
its  negative  effects,  “Psychotherapy 
toxicity.”  The  side-effects  of  lithium 
which  he  is  recommending  are  clearly 
underplayed.  The  index  contains  only 
three  references  to  side-effects,  two  of 
which  state  that  there  are  none  when 
used  in  the  correct  dose. 

Lithium  is  clearly  a very  important 
therapeutic  agent.  Reifman  and  Wyatt 
have  estimated  that  the  use  of  lithium 
in  stabilizing  manic-depressive  disorder 
has  led  to  a cost  savings  of  over  $400 
million  yearly  in  the  United  States 
alone.  The  world  psychiatric  literature 
in  general  supports  the  value  of  prophy- 
lactic lithium  use  in  recurrent  unipolar 
depressive  illness.  Dr  Fieve  could  have 
better  contributed  to  the  major  effort 
needed  to  reach  individuals  suffering 
from  the  spectrum  of  depressive  disor- 
ders who  remain  unrecognized  or  mis- 
diagnosed with  a better  balanced  book. 

ANDREW  DALSIMER,  MD 
Mount  Sinai  Hospital  and  Medical  School 
New  York,  NY  10029 


THE  TREATMENT  OF  PSYCHIATRIC 
DISORDERS 

By  William  H.  Reid,  MD.  414  pp.  New 
York,  Brunner/Mazel  Publishers, 
1989.  $35.00  (hardcover) 

This  is  an  excellent  treatment  hand- 
book which  supplements  the  current 
American  Psychiatric  Association’s  Di- 
agnostic and  Statistical  Manual-III- 
Revised.  The  author  aptly  describes 
this  volume  as  a “guide,  not  a reference 
text.” 

In  this  revised  edition  of  a book  pub- 
lished in  1983  as  a therapy  guide  to  the 
DSM-III,  the  author  has  not  only  up- 
dated it  to  complement  DSM-III-R, 
but  has  expanded  on  the  subjects  previ- 
ously discussed.  In  the  preparation,  sev- 
eral thousand  references  were  re- 


viewed, especially  those  dated  since 
1983,  and  nearly  1,000  have  been  listed 
as  references  for  readers  who  seek  fur- 
ther details  on  any  subject  discussed  in 
this  edition. 

In  its  Diagnostic  Manual,  III  and 
III-R,  the  American  Psychiatric  Asso- 
ciation defined  and  described  psychiat- 
ric disorders  much  more  accurately 
than  had  ever  been  done  before.  This 
was  accomplished  by  providing  exten- 
sive discussion  and  lists  of  criteria  for 
each  diagnostic  category,  with  the  re- 
quirement that  a patient  can  be  given 
that  diagnosis  only  when  a specific 
number  of  criteria  have  been  met.  This 
created  in  DSM-III-R  a detailed  vol- 
ume of  more  than  500  pages.  As  elabo- 
rate as  the  diagnostic  manual  may  be, 
however,  it  suggests  nothing  regarding 
treatment.  This  book  by  Dr  Reid  and 
his  colleagues  follows  the  structure  of 
the  DSM-III-R  and  discusses  the  ac- 
cepted treatments  for  each  disorder  list- 
ed. It  does  so  in  a very  clear,  concise 
fashion.  If  there  is  more  than  one  ac- 
cepted treatment  procedure,  there  is 
advice  as  to  which  ones  are  considered 
to  be  more  effective,  or  it  discusses  the 
order  in  which  alternative  treatments 
might  be  applied. 

Dr  Reid  is  very  well  qualified  as  the 
editor  and  principal  author  of  this  book, 
having  already  gone  through  the  exten- 
sive literature  review  necessary  for  the 
first  edition  and  thousands  of  more  re- 
cent articles  for  this  revision.  His  other 
books  are  Basic  Intensive  Psychothera- 
py and  Psychiatry  for  the  House  Offi- 
cer. He  also  has  been  editor  or  co-editor 
of  five  books  on  antisocial  disorders  and 
such  related  subjects  as  assaults  and 
terrorism.  He  is  currently  Clinical  Pro- 
fessor of  Psychiatry  at  the  University  of 
Texas  Health  Science  Center  in  San 
Antonio;  serves  on  the  editorial  boards 
of  five  professional  journals;  has  writ- 
ten numerous  papers,  journal  articles, 
and  book  chapters;  and  has  edited  or  co- 
edited several  monographs. 

Each  of  the  other  three  contributors 
to  this  book  is  an  expert  in  his  particular 
subjects.  George  Bayliss,  Professor  of 
Psychiatry  at  the  University  of  Mary- 
land School  of  Medicine,  did  the  sec- 
tions on  organic  mental  disorders  and 
psychoactive  substance  use  disorders. 
Dr  Jerry  J.  Tomasovic,  Clinical  Asso- 
ciate Professor  of  Child  Neurology  at 
the  University  of  Texas,  San  Antonio, 
contributed  the  section  on  sleep  disor- 
ders; and  Dr  James  S.  Wicoff,  a child 
and  adolescent  psychiatrist,  also  on  the 
faculty  at  San  Antonio,  contributed  the 
section  on  disorders  usually  first  evi- 


dent in  infancy,  childhood,  or  adoles- 
cence. 

The  importance  of  this  book  is  its 
usefulness  to  the  busy  clinician.  It  does 
not  attempt  to  offer  new  information 
unavailable  elsewhere.  Instead,  the  au- 
thors have  compiled  with  care,  and  with 
an  eye  to  practicality,  a therapy  guide 
for  any  and  every  diagnostic  category 
listed  in  DSM-III-R.  Its  value  to  the 
psychiatrist  or  other  mental  health  pro- 
fessional is  obvious,  but  it  will  also  be 
valuable  to  the  primary  care  physician, 
who  may  have  had  limited  training  in 
the  Field  of  psychiatry,  but  who  never- 
theless must  often  deal  with  a number 
of  psychiatric  problems  which  may  oc- 
cur in  his  practice. 

In  addition,  the  appendices  to  this 
edition  not  only  list  available  psycho- 
tropic drugs  by  generic  and  trade 
names,  but  also  provide  an  extensive  list 
of  drug-drug  interactions,  a subject 
that  should  be  of  particular  concern  to 
any  physician  prescribing  psychotropic 
medications.  Many  psychotropic  drugs 
have  a number  of  troubling  side  reac- 
tions and  yet  must  often  be  prescribed 
for  patients  also  receiving  other  medi- 
cations. 

This  is  a book  to  be  used  as  needed 
rather  than  read  cover  to  cover.  Never- 
theless, it  has  a very  readable  style  and 
there  are  some  convenient  tables  on 
such  subjects  as  drugs  capable  of  caus- 
ing delirium,  the  equivalent  doses  of 
neuroleptics,  sleep  hygiene,  the  various 
causes  of  organic  mental  disorders,  and 
medications  frequently  used  in  the 
treatment  of  insomnia. 

All  in  all,  it  is  a very  valuable  addi- 
tion to  one’s  professional  library. 

BEVERLEY  T.  MEAD,  MD 
Creighton-Nebraska  Department  of 
Psychiatry 
Omaha,  NE  68108 


DR  EDEN’S  HEALTHY  KIDS:  THE 
ESSENTIAL  DIET,  EXERCISE,  AND 
NUTRITION  PROGRAM 

By  Alvin  N.  Eden,  MD.  285  pp.  New 
York,  Nal  Penguin,  Inc,  1987.  $8.95 
(paperback) 

Dr  Eden’s  Healthy  Kids  presents 
parents  with  a comprehensive  nutrition 
and  feeding  guide  to  promote  optimum 
health  and  performance  in  children 
from  birth  through  adolescence.  He 
dramatically  states  his  case  for  the 
Eden  Diet  Plan  by  detailing  the  rather 
disturbing  state  of  health  of  our  youn- 
gest generation. 
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The  average  child  of  today  is  present- 
ed as  one  exhibiting  increased  weight 
and  decreased  fitness  who  craves  televi- 
sion and  junk  food  and  is  already  set- 
ting up  multiple  health  risks  for  later 
life.  The  author  offers  his  Eden  Diet 
Plan  as  hope  for  altering  this  seemingly 
inevitable  course  to  disaster. 

Dr  Eden,  as  a distinguished  pediatri- 
cian and  chairman  of  pediatrics  at 
Wyckoff  Heights  Hospital  in  New 
York,  has  many  years’  experience  in 
dealing  with  parents  and  children,  and 
firsthand  knowledge  of  their  current 
life  styles  and  concerns.  He  has  wisely 
enlisted  the  assistance  of  Dr  Andrea 
Boyar,  a registered  dietitian,  to  help 
produce  the  Eden  Diet  Plan. 

The  book  is  written  for  the  layman 
but  is  carefully  substantiated  and  docu- 
mented with  government  surveys  and 
medical  research.  It  certainly  fulfills  a 
need.  In  a nutrition/diet  book  market 
that  is  fraught  with  quackery  and 
promises  of  quick  cures,  it  is  often  diffi- 
cult for  the  layman  to  distinguish  truth 
from  fiction.  In  the  area  of  nutrition  for 
children  there  is  little  available  at  all  for 
parents  who  want  to  make  the  effort  to 
start  their  children  off  right. 

After  presenting  his  case  and  estab- 
lishing the  need  for  a conscious,  health- 
ful plan  of  eating  and  exercise  designed 
for  today’s  and  tomorrow’s  children,  Dr 
Eden  goes  on  to  provide  a map  for  “the 
best  way  to  put  your  child  on  the  road  to 
lifetime  fitness.”  His  six  essential 
guidelines  are  as  follows: 

1.  Emphasize  low-fat,  low-choles- 
terol foods. 

2.  Cut  down  on  salt. 

3.  Hold  the  line  on  sugar. 

4.  Include  enough  iron. 

5.  Add  more  fiber. 

6.  Fight  the  SOB  (sitting  on  be- 
hind) syndrome. 

These  guidelines  are  basically  in  line 
with  those  of  the  American  Academy  of 
Pediatrics,  the  American  Heart  Associ- 
ation, the  American  Cancer  Society, 
and  the  United  States  Dietary  Guide- 
lines. Dr  Eden  cites  numerous  refer- 
ences and  provides  a very  convincing 
argument  for  his  plan. 

If  he  errs  at  all  it  is  in  overstatement. 
His  overconcern  for  prevalence  and  ef- 
fects of  subclinical  iron  deficiency  goes 
far  beyond  that  established  by  the  bulk 
of  scientific  evidence.  Likewise  his  con- 
cern that  children  over  the  age  of  two  be 
given  only  low  fat  milk  fails  to  take  into 
consideration  the  thin  child  who  is  a 


poor  eater  and  may  need  the  additional 
calories  from  fat.  In  general,  however. 
Dr  Eden’s  guidelines  are  very  reason- 
able and  aimed  at  assuring  present-day 
as  well  as  long-term  health. 

After  providing  his  general  guide- 
lines Dr  Eden  addresses  each  individual 
stage  of  childhood,  including  infant, 
toddler,  preschooler,  school-ager,  and 
adolescent.  He  explains  nutritional 
needs  as  well  as  relevant  developmental 
and  psychosocial  needs.  His  discussions 
are  clear  and  very  readable.  He  lays  out 
both  basic  principles  and  specific  ways 
to  translate  principles  into  practice.  His 
advice  includes  what  foods  are  best  to 
eat,  how  to  accomplish  healthier  cook- 
ing, and  how  to  establish  good  eating 
habits.  Weekly  menus  and  snack  lists 
are  included  for  each  age  group,  clearly 
showing  how  sound  nutritional  princi- 
ples can  be  incorporated  into  daily  liv- 
ing. Not  only  the  child  but  the  entire 
family  can  benefit. 

As  with  nutrition,  the  discussions  on 
exercise  are  sound  and  practical.  Again 
the  author  has  done  his  homework. 
Statements  are  documented  and  refer- 
enced throughout.  Individual  age 
groups  are  addressed  and  advice  in- 
cludes not  only  what  to  do  but  how  to  do 
it.  Guidelines  are  aimed  at  establishing 
lifetime  habits  for  optimum  health  now 
and  later  on. 

In  Dr  Eden’s  Healthy  Kids,  the  in- 
formation is  all  there.  It  is  practical  and 
stated  with  clarity  and  simplicity.  The 
principles  are  nutritionally  and  medi- 
cally sound.  The  ultimate  test  lies  with 
the  readers.  Are  they  willing  and  able  to 
take  the  necessary  steps  to  achieve  a 
healthier  diet  for  themselves  and  their 
children?  Can  they  ensure  that  their 
children  adopt  these  healthy  eating 
habits  and  the  benefits  they  provide? 

FREDDA  GINSBERG-FELLNER,  MD 
FAITH  WINTER,  RD 
Mount  Sinai  School  of  Medicine 
New  York,  NY  10029 


THE  HETEROSEXUAL  TRANSMISSION 
OF  AIDS  IN  AFRICA 

Edited  by  Dieter  Koch-Weser,  MD,  and 
Hannelore  Vanderschmidt,  PhD.  203 
pp,  illustrated.  Cambridge,  Mass,  Abt 
Books,  Inc,  1988.  $29.00  (paperback) 

In  these  days  of  the  extraordinarily 
prolific  growth  of  information  about 
acquired  immunodeficiency  syndrome 
(AIDS),  one  might  ask  why  the  medical 
literature  needs  a publication  about 
AIDS  that  presents  previously  pub- 


lished materials?  Dr  Koch-Weser  (re- 
tired Chairman  of  the  Department  of 
Preventive  and  Social  Medicine  and 
Associate  Dean  for  International  Pro- 
grams, Harvard  University)  and  Dr 
Vanderschmidt  (co-director  of  the  Cen- 
ter for  Educational  Development  in 
Health  at  Boston  University  and  a fac- 
ulty member  of  the  Harvard  School  of 
Public  Health  and  the  Boston  Universi- 
ty School  of  Public  Health)  have  com- 
piled 62  studies,  reviews,  and  editorials 
that  chronicle  the  generally  available 
medical  literature  in  English  describing 
a broad  range  of  seemingly  unique  is- 
sues concerning  acquired  immunodefi- 
ciency syndrome  on  the  African  conti- 
nent. This  resource  provides  the 
researcher,  clinician,  social  scientist, 
and  interested  reader  an  opportunity  to 
access  rapidly  information  and  opinion 
that  “provide[s]  a general  understand- 
ing of  the  peculiar  characteristic  of  the 
[impact  from  the  historical  perspective 
of  the  medical  literature  of  the]  AIDS 
virus  in  Sub-Saharan  Africa  . . . The 
abundant  references  in  each  of  the  pa- 
pers . . . serve  as  a guide  for  further  stu- 
dies,” as  the  authors  have  intended. 

The  280-page  paper-bound  volume  is 
organized  into  six  general  areas  catego- 
rizing the  development  of  information 
about  AIDS  in  Africa,  under  the  head- 
ings of  “General  Dimension  of  the 
AIDS  Epidemic;”  “Historical  Perspec- 
tive;” “Heterosexual  Transmission 
and  Prostitution;”  “Epidemiology,  Se- 
rology, and  Virology;”  “Relationship  to 
Other  Diseases  and  Conditions;”  and 
“Social  and  Cultural  Factors.”  One  of 
the  more  important  aspects  of  this  work 
is  the  focus  on  the  critical  aspects  of 
control  of  the  worldwide  epidemic. 

The  editors  clearly  make  the  point 
that  understanding  the  spread  of  HIV 
(and  how  helping  those  infected  with 
HIV  may  be  accomplished)  is  seeming- 
ly easy  when  compared  to  the  challenge 
of  effecting  worldwide  cultural  changes 
that  may  be  needed  to  curtail  the  con- 
tinued dissemination  of  HIV  as  well  as 
the  suffering,  death,  and  economic  di- 
saster that  come  in  the  wake  of  this 
spread.  This  compendium  serves  to  fill 
an  important  void  in  the  medical  litera- 
ture that  challenges  the  English  reading 
readership  not  to  overlook  the  many 
cross-cultural  issues  faced  both  world- 
wide and  within  each  of  our  own  regions 
when  dealing  with  the  AIDS  epidemic. 

The  cost  of  $29.00  is  small  for  those 
who  have  an  interest  in  further  under- 
standing some  of  the  cross-cultural  is- 
sues the  control  of  HIV  demands.  As 
Schoepf  et  al  say  (p  275),  “unless  be- 
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havior  changes  before  HIV  infection 
becomes  widely  established  in  hetero- 
sexual populations  in  other  countries, 
Central  Africa’s  health  and  develop- 
ment of  the  1980’s  may  turn  out  to  be  a 
harbinger,  a grim  model  of  the  West  at 
the  dawn  of  the  twenty-first  century.” 

GERALD  GORDON,  MD 
Geisinger  Medical  Center 
Danville,  PA  17822 


PREVENTING  EMERGENCY 
MALPRACTICE 

By  Raymond  M.  Fish,  MD,  and  Melvin 
E.  Ehrhardt,  MD,  JD.  179  pp.  Oradell, 
NJ,  Medical  Economics  Co,  Inc,  1989. 
$31.95  (hardcover) 

The  emergency  department  (ED)  in 
a hospital  is  second  only  to  the  depart- 
ment of  obstetrics  and  gynecology  in 
the  number  of  medical  malpractice 
suits  it  generates.  This  is  true  because 
the  doctor /patient  relationship  is  not 
given  time  to  develop,  patients  may  not 
follow  or  even  remember  the  doctor’s 
directions  given  their  tense  response  to 
being  in  the  emergency  room  setting, 
and  key  elements  of  the  history  may  be 
unknown  to  the  physician.  Although 
chapters  in  other  books,  newsletters, 
and  seminars  have  touched  on  the  sub- 
ject of  emergency  medicine  malprac- 
tice, there  has  never  before  been  a book 
fully  devoted  to  avoiding  it. 

Raymond  Fish  and  Melvin  Ehrhardt, 
both  practicing  ED  physicians,  and  the 
latter  an  attorney  as  well,  explore  the 
traps  inherent  in  managing  complex 
cases  in  the  busy  emergency  depart- 
ment. The  book  is  readable  and  short 
enough  (179  pages)  to  absorb  in  full. 
Chapters  are  clearly  structured  and  key 
points  highlighted.  The  authors  repeat- 
edly underscore  the  importance  of  exe- 
cuting and  fully  documenting  the  thor- 
ough history  and  physical  examination 
as  the  best  malpractice  defense.  Dozens 
of  cases  are  presented  to  illustrate  the 
wrong  approach  and  the  missteps  that 
have  led  to  malpractice  suits. 

Topics  discussed  in  the  book  include 
the  proper  role  for  the  ED  physician;  is- 


sues concerning  consent  and  refusal  of 
treatment;  “red  flag”  cases,  which  alert 
the  physician  to  follow  a very  conserva- 
tive course;  the  conditions  that  most  of- 
ten precipitate  major  lawsuits,  and 
why:  myocardial  infarction,  meningitis, 
fractures,  wounds,  ectopic  pregnancy, 
and  appendicitis;  do-not-resuscitate 
(DNR)  orders;  the  ED  physician’s  legal 
responsibility  in  cases  of  child  abuse, 
rape,  and  other  crimes;  patient  confi- 
dentiality; and  finally,  psychiatric 
cases. 

The  authors  note  in  passing  that  the 
practice  of  defensive  medicine  is  as  un- 
fortunate a response  in  the  ED  as  in 
other  medical  arenas.  In  the  book’s  case 
analyses,  it  appears  that  an  idealized 
standard  of  practice  is  being  advocated. 
The  authors  acknowledge  that  while  in 
hindsight  many  a lawsuit  could  have 
been  avoided  if  only  the  physician  had 
held  to  this  ideal  standard,  the  physi- 
cian has  real  world  constraints,  too. 
Time  and  Financial  considerations  may 
hinder  the  completeness  of  the  history 
and  physical  exam  and  laboratory 
workups.  The  physician  will  not  x-ray 
every  area  of  minor  pain  and  will  not 
admit  all  patients  with  minimally  suspi- 
cious chest  pain  or  head  injury.  We  are 
left  with  a book  that  serves  as  a useful 
general  guide  without  helping  the  phy- 
sician find  the  best  balance  between 
“real”  and  “ideal.” 

Moreover,  there  are  two  omissions  in 
the  book.  First,  malpractice  in  the  ED  is 
committed  not  only  by  the  physician, 
but  also  by  the  rest  of  the  staff  includ- 
ing nurses,  clerks,  and  aides.  A team- 
work approach  should  be  instituted  in 
the  ED,  with  the  physician  as  coordina- 
tor. Nurses  should  act  as  additional 
eyes  and  ears  for  the  physician.  Individ- 
uals suited  to  emergency  medicine 
should  be  picked  to  join  the  team;  the 
wrong  mix  of  people  also  contributes  to 
the  risk  of  malpractice.  Second,  the  per- 
sonal characteristics  of  physicians  are 
ignored.  My  own  experience  is  that  the 
physician  with  a confident,  logical  ap- 
proach will  rarely  get  sued.  It  is  the 
physician  who  is  unsure  of  himself,  or- 
dering excessive  workups  but  missing 
the  key  symptoms,  who  will  be  involved 
in  a malpractice  case. 


It  should  not  be  expected  that  this  or 
any  book  can  teach  the  subtleties  that 
only  an  experienced  emergency  physi- 
cian possesses.  As  a starting  point  in 
coaching  the  emergency  practitioner, 
however,  the  book  fills  a void  as  a con- 
cise definition  of  the  medicolegal  dan- 
ger zones  in  the  ED  setting. 

MARK  LEBER,  MD 
Catholic  Medical  Center 
Jamaica,  NY  1 1432 


HISTORY  OF  MEDICINE 

Edited  by  Rebecca  Greene,  PhD.  133 
pp.  Binghamton,  NY,  The  Haworth 
Press,  Inc,  1988.  $24.95  (hardcover) 

I was  completely  misled  by  the  title 
of  this  book!  As  a medical  history  en- 
thusiast, I accepted  a request  to  review 
it,  expecting  to  receive  a very  thick  vol- 
ume. Instead  I received  a very  small 
package  containing  an  attractive  133- 
page  book  bearing  the  impressive  title 
History  of  Medicine.  The  introduction, 
as  written  by  editor  Rebecca  Greene, 
outlines  the  purpose  of  the  work  and  in- 
cludes a series  of  questions  which  are 
answered  by  the  authors  in  five  short  es- 
says ( 1 8 to  26  pages  in  length).  Those  of 
us  who  prefer  practical  and/or  clinical 
papers  will  enjoy  “The  History  of  Birth 
Control  in  the  United  States”  by  Esther 
Katz  and  “The  History  of  Medical 
Care  in  Infants  in  the  United  States”  by 
Gerald  Oppenheimer.  The  other  three 
papers,  John  Scarborough’s  “Classical 
Antiquity,”  Robert  Goler’s  “Health 
Sciences  in  Early  America,”  and  Faye 
Getz’s  “Western  Medieval  Medicine” 
will  appeal  to  medical  historians. 

The  book  is  unique  and  valuable  as  a 
source  of  information  for  those  interest- 
ed in  researching  the  past  history  of  our 
profession.  It  can  be  best  described  as  a 
complete  list  of  references  knitted  to- 
gether by  interesting  comments  and  re- 
views written  by  knowledgeable  ex- 
perts. 

JULIUS  E.  STOLFI,  MD 
Professor  Emeritus 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203 
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Promising  new  diagnostic  tool  for  early  detection  of 
breast  cancer 

Needle  localization  is  the  most  effective  and  reliable 
method  available  for  marking  potentially  cancerous 
lumps  in  the  breast  before  they  are  even  palpable.  Per- 
formed under  local  anesthetic  during  a mammographic 
examination,  marking  of  suspicious  masses  simplifies  sub- 
sequent biopsy  or  surgical  removal  of  the  lesion. 

The  “double  helix”  marker,  developed  at  Tulane  Uni- 
versity Medical  Center  (New  Orleans,  La),  offers  advan- 
tages over  current  tools  used  in  needle  localization:  it 
maintains  its  position  in  the  tissue,  without  slipping,  and  it 
produces  sharp,  clear  images  with  x-ray  or  ultrasonogra- 
phy. The  unique,  yet  simple  design  of  the  marker  incorpo- 
rates a steel  wire  with  helical  coils  at  both  ends.  As  the 
marker  is  introduced  through  a cannula,  the  first  helix 
enters  the  tissue  and  becomes  firmly  anchored  in  the  le- 
sion. The  other  helix  extends  beyond  the  cannula  and 
serves  as  a depth  gauge  as  well  as  a stabilizer  to  prevent 
deflection  of  the  needle  as  it  passes  through  the  breast  tis- 
sue. The  increased  surface  area  of  the  helical  structure 
enhances  ultrasonic  imaging. 

The  developers  of  the  double  helix  marker  are  now  seek- 
ing patent  protection  and  licensing  agreements  for  its 
manufacture. 

High  tech  yields  new  treatment  for  bacterial  infections 

As  many  as  200,000  people  each  year  in  the  United 
States  contract  bacterial  infections  that  can  lead  to  septic 
shock.  Most  victims  contract  the  infections  while  in  the 
hospital,  and  approximately  40%  of  such  infections  are  fa- 
tal (AY  Times , September  19,  1989,  p C5).  A new  treat- 
ment regimen,  based  on  monoclonal  antibody  technology, 
has  shown  promise  in  halting  these  infections  and  prevent- 
ing the  development  of  septic  shock. 

The  results  of  a large  study  of  this  treatment,  which 
included  nearly  500  patients  at  33  medical  centers,  were 
recently  announced  by  Xoma  Corp  (Berkeley,  Calif),  pro- 
ducers of  the  monoclonal  antibodies.  The  treatment  was 
effective  when  instituted  shortly  after  the  onset  of  infec- 
tion and  prior  to  the  development  of  septic  shock.  Xoma 
reported  a decrease  in  deaths  by  46%  with  the  treatment 
regimen.  There  was  no  reduction  in  mortality  among  pa- 
tients with  infection  who  were  already  in  shock. 

Gram-negative  bacteria  that  normally  inhabit  the  di- 
gestive tract  can  cause  these  infections  when  they  become 
hematogenous.  Surgery,  abdominal  wounds,  and  insertion 
of  contaminated  tubes  into  blood  vessels  provide  opportu- 
nities for  the  bacteria  to  become  bloodborne.  Antibiotic 
therapy  can  usually  destroy  bacteria,  but  antibiotics  do 
not  counteract  the  toxins  released  by  the  bacteria  that  pro- 
duce the  symptoms  of  septic  shock. 

Monoclonal  antibodies  specific  for  these  toxins  can 
bind  to  the  compounds  and  make  them  ineffective,  but 
cannot  reverse  the  progression  of  septic  shock  once  organ 
damage  has  begun.  Effective  treatment  depends  on  a com- 
bination of  antibiotics  and  targeted  monoclonal  antibod- 
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ies  administered  at  the  first  signs  of  infection  and  before 
the  patient  goes  into  shock. 

Food  and  Drug  Administration  approval  of  the  product 
is  anticipated  toward  the  middle  of  1990. 

Pressure  from  AIDS  patients  and  a growing  market  lead 
to  AZT  price  reduction 

The  antiviral  drug  azidothymidine  (AZT)  can  slow  the 
progression  of  AIDS  and  prevent  the  development  of  its 
associated  opportunistic  infections  in  some  patients  by  in- 
hibiting the  replication  of  human  immunodeficiency  virus 
(HIV),  reducing  serum  HIV  antigen  levels,  and  blocking 
immunologic  deterioration.  However,  treatment  with 
AZT  is  very  expensive,  thus  limiting  its  accessibility. 

AIDS  patients  and  their  advocates  have  been  demand- 
ing a price  reduction  by  Burroughs- Wellcome  Co  (Re- 
search Triangle  Park,  NC),  the  manufacturer  of  AZT. 
Faced  with  growing  pressure  from  AIDS  activists  as  well 
as  an  anticipated  increase  in  market  size — recent  studies 
suggest  that  AZT  may  delay  the  development  of  AIDS  in 
people  infected  with  HIV  but  not  yet  exhibiting  symptoms 
of  the  disease — Burroughs- Wellcome  reduced  the  price  of 
AZT  by  20%  {Wall  Street  J,  September  19,  1989,  p A3). 
This  produced  a drop  in  the  average  retail  price  of  AZT 
from  $8,000  to  $6,400  a year  for  each  patient.  “But  recent 
studies  suggest  that  the  drug  may  be  effective  at  40%  or 
50%  of  the  original  dose,  which  could  further  reduce  the 
cost  to  patients  to  about  $3,000.” 

The  company  cited  the  initial  uncertainty  surrounding 
AZT’s  effectiveness  against  AIDS  and  the  mounting  costs 
of  research  as  the  primary  reasons  for  AZT’s  high  price 
tag.  These  concerns  become  more  difficult  to  support  as 
the  numbers  of  AIDS  patients  increases,  the  demand  for 
AZT  continues  to  rise,  and  the  potential  market  for  AZT 
among  the  hundreds  of  thousands  of  people  infected  with 
HIV  but  not  yet  exhibiting  symptoms  of  AIDS  could 
boost  sales  of  the  drug  to  $1  billion  by  1992. 

FDA  investigations  sting  pharmaceutical  companies 

Under  increasing  scrutiny  by  the  US  Food  and  Drug 
Administration  (FDA),  several  drug  companies  face 
charges  of  unsafe  products  and  submission  of  false  or  in- 
complete data  from  drug  tests. 

Halcion  (Upjohn  Co;  Kalamazoo,  Mich),  a commonly 
prescribed  sleep  medication,  is  under  investigation  for  re- 
ports of  “a  disproportionately  high  number  of  negative 
side  effects,  including  hallucinations  and  heightened 
aggressiveness”  {Wall  Street  J , September  20,  1989,  p 
A 16).  Defending  its  product,  the  company  avers  that  the 
side  effects  associated  with  Halcion  are  no  more  severe 
than  those  of  similar  prescription  drugs. 

The  FDA  has  charged  Eli  Lilly  & Co  (Indianapolis, 
Ind)  employees  with  providing  false  or  incomplete  data  on 
drug  studies,  such  as  neglecting  to  report  failed  tests  for 
drug  stability  {Wall Street  J , September  21,  1989,  p A4). 
Investigators  also  cited  incidents  in  which  Lilly  employees 
signed  records  verifying  procedures  in  drug  production 
that  they  did  not  actually  witness.  The  investigations  sub- 
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committee  of  Congress’  House  Energy  and  Commerce 
Committee  will  pursue  the  FDA  charges. 

Misrepresentation  of  data  is  the  charge  against  Quan- 
tum Pharmics,  Ltd  (Amityville,  NY),  a generic  drug  unit 
of  American  Home  Products  Corp  ( Wall  Street  J,  Sep- 
tember 21,  1989,  p A4).  An  FDA  investigation  of  infor- 
mation supplied  by  the  company  during  the  approval  pro- 
cess of  three  drugs  prompted  Quantum  to  interrupt  its 
shipping  of  products  and  to  stop  operating.  During  a con- 
gressional investigation.  Quantum  was  shown  to  have  had 
a “special”  relationship  with  a former  FDA  reviewer  who 
apparently  accepted  gifts  and  favors  in  exchange  for  fa- 
vorable treatment  of  a company’s  application  for  approval 
to  market  a drug.  According  to  the  Wall  Street  Journal , 
three  FDA  employees  resigned  from  the  agency  and 
pleaded  guilty  to  criminal  charges  related  to  helping  cer- 
tain generic  drug  companies  obtain  approvals  to  market 
generic  versions  of  brand-name  drugs. 

FDA  probes  into  the  operations  of  two  other  generic 
drug  makers — Par  Pharmaceutical,  Inc  (Spring  Valley, 
NY)  and  Vitarine  Pharmaceutical  Co  (Springfield  Gar- 
dens, NY) — recently  forced  temporary  production  stop- 
pages at  those  companies. 

JAMA’s  education  issue  highlights  trends 

A recent  issue  of  JAMA  (1989;  262: 1001-1 002)  exam- 
ined the  status  of  medical  education  in  the  United  States 
in  1989.  Following  are  excerpts  from  that  issue: 

• The  number  of  applicants  to  US  schools  accredited  by  the  Li- 
aison Committee  on  Medical  Education  (LCME)  for  the 
1988-1989  academic  year  decreased  by  1402  individuals. 

• Of  the  26,721  applicants,  17,108  students  (64%)  were  accept- 
ed by  at  least  one  school  for  enrollment  in  the  fall  of  1988. 

• The  percentage  of  “A”  students  entering  has  decreased  and 
the  average  Medical  College  Admission  Test  score  of  entering 
students  is  down. 

• The  care  of  patients  as  a duty  of  medical  school  faculty  has 
expanded  over  the  past  several  years  as  medical  school  budgets 
have  become  more  dependent  on  patient  care. 

• The  average  indebtedness  of  1988  medical  school  graduates 
with  debt  was  $38,489. 

• The  number  of  women  enrolling  in  and  graduating  from  medi- 
cal schools  continues  to  increase,  although  the  number  apply- 
ing to  medical  schools  shows  a decrease. 

• Of  the  residents  on  duty  in  1988-1989,  about  15%  were  for- 
eign medical  school  graduates  (FMGs). 

• There  are  currently  nine  state  medical  societies  that  require 
continuing  medical  education  (CME)  for  membership.  There 
are  22  state  licensing  boards,  plus  one  in  Puerto  Rico,  that 
require  the  physician  to  have  CME  credits  for  reregistration  of 
the  medical  license. 

When  physicians  lose  their  malpractice  insurance:  what 
are  the  options? 

Physicians  may  be  refused  malpractice  insurance  for  a 
variety  of  reasons:  primarily,  poor  claim  and  payout  his- 
tories, as  well  as  loss  of  hospital  privileges,  drug  and  alco- 


hol abuse,  charges  of  sexual  harassment  of  patients,  and 
Medicare  fraud.  William  B.  Schwartz,  MD,  and  Daniel  N. 
Mendelson  examined  the  options  available  to  physicians 
who  are  refused  standard  malpractice  insurance,  and  they 
collected  and  analyzed  demographic  data  on  920  physi- 
cians who  applied  to  a so-called  surplus-lines  insurance 
company  {JAMA  1989;262:1335-1341). 

Physicians  who  cannot  obtain  standard  malpractice  in- 
surance often  turn  to  surplus-lines  companies,  which  can 
afford  to  insure  high-risk  applicants  by  setting  premiums 
and  deductibles  at  whatever  amount  the  insurer  believes 
to  be  appropriate  and  establishing  limitations  on  the  prac- 
tices of  the  insured.  “Laws  in  most  states  prohibit  physi- 
cians from  applying  to  a surplus-lines  carrier  unless  they 
have  been  denied  coverage  by  at  least  three  standard-lines 
companies.” 

The  authors  found  that  practice  specialties  including 
neurosurgery,  plastic  surgery,  obstetrics/gynecology,  and 
orthopedics  are  overrepresented  among  physicians  who 
applied  to  a surplus-lines  company.  Physicians  who  prac- 
tice psychiatry,  pediatrics,  and  internal  medicine  are  least 
likely  to  apply  to  the  company  represented  in  the  study. 
“Surplus-lines  physicians  aged  45  to  54  years  are  overrep- 
resented . . . (P<.01).  By  contrast,  physicians  aged  35  to 
44  years  are  underrepresented  . . . (P<.01).”  The  per- 
centage of  applicants  who  were  foreign  medical  graduates 
(FMGs)  did  not  differ  significantly  from  the  proportion  of 
FMGs  in  the  US  population. 

For  the  specific  insurance  company  depicted  in  the 
study,  premium  rates  were  two  to  four  times  higher  than 
those  charged  by  standard-lines  insurers.  Deductibles 
ranged  from  $5,000  to  $10,000  per  claim,  and  the  policies 
were  commonly  written  for  $1  million  per  claim.  “Up  to 
the  limit  of  the  deductible,  the  physician  is  responsible  for 
investigative  and  legal  costs  as  well  as  settlements  or 
awards.”  Restrictions  imposed  by  the  insurance  company 
included  the  right  to  perform  various  types  of  high-risk 
surgery  as  well  as  the  right  to  practice  obstetrics. 

The  estimated  2,000  physicians  each  year  in  the  United 
States  who  lose  their  malpractice  insurance  due  to  negli- 
gent behavior  do  have  other  options.  They  can  stop  seeing 
patients  and  apply  their  medical  training  to  an  adminis- 
trative or  research-oriented  position  in  a medical  center, 
government  agency,  health-related  organization,  or  phar- 
maceutical company,  for  example.  They  can  continue  to 
practice  with  no  insurance  coverage  and  limit  their  prac- 
tice to  lower  risk  patients  and  procedures.  Alternatively, 
as  described,  they  can  seek  insurance  from  a surplus-lines 
company  and  accept  the  financial  penalties  and  practice 
restrictions  that  accompany  their  malpractice  coverage. 
Another  option  is  a joint  underwriting  association,  which, 
by  law,  must  insure  any  physician  who  applies,  and  typi- 
cally does  not  carry  the  burden  of  higher  premiums,  has  no 
deductibles,  and  imposes  no  practice  limitations.  “The 
easiest  and  least  disruptive  path  for  the  physician  who 
wishes  to  stay  in  practice  is  to  turn  to  a joint  underwriting 
association.” 


NOVEMBER  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  645 


OBITUARIES 


In  addition  to  these  listings,  the  Journal  will  publish 
obituaries  written  by  physician  readers.  Inquiries  should 
first  be  made  to  the  Editor. 


Joseph  Carl  Addonizio,  MD,  Valhalla. 
Died  August  20,  1989;  age  59.  Dr  Ad- 
donizio was  a 1956  graduate  of  George- 
town University  School  of  Medicine, 
Washington,  DC.  He  was  a Diplomate 
of  the  American  Board  of  Urology  and 
a Fellow  of  the  American  College  of 
Surgeons.  His  memberships  included 
the  New  York  Academy  of  Medicine, 
the  New  York  State  Urological  Soci- 
ety, the  American  Urological  Associa- 
tion, the  Medical  Society  of  the  County 
of  Westchester,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

E.  Mark  Beckman,  MD,  New  York. 
Died  August  17, 1989;  age  54.  Dr  Beck- 
man was  a 1961  graduate  of  the  Chica- 
go Medical  School.  He  was  a Diplo- 
mate of  the  American  Board  of 
Obstetrics  and  Gynecology  and  a Fel- 
low of  the  American  College  of  Sur- 
geons and  the  American  College  of  Ob- 
stetricians and  Gynecologists.  He  was  a 
member  of  the  New  York  Obstetrical 
Society,  the  American  Society  of  Clini- 
cal Oncology,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

H.  Hermann  Bonheim,  MD,  Coram. 
Died  August  25,  1989;  age  82.  Dr  Bon- 
heim was  a 1931  graduate  of  the  Medi- 
zinische  Fakultaet  der  Universitaet 
Hamburg,  Hamburg,  Germany.  He 
was  a Fellow  of  the  American  Academy 
of  Family  Physicians.  He  was  a mem- 
ber of  the  Nassau  County  Medical  So- 
ciety and  the  Medical  Society  of  the 
State  of  New  York. 

Hubert  Francis  Carroll,  MD,  Indian 
Lake.  Died  July  19,  1989;  age  95.  Dr 
Carroll  was  a 1918  graduate  of  the  Al- 
bany Medical  College  of  Union  Univer- 
sity. He  was  a Fellow  of  the  American 
Academy  of  Family  Physicians.  He  was 
a member  of  the  Medical  Society  of  the 
County  of  Warren  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Irving  Cramer,  MD,  New  Hartford. 
Died  July  30,  1989;  age  74.  Dr  Cramer 
was  a 1941  graduate  of  the  Albany 
Medical  College  of  Union  University. 
He  was  a Diplomate  of  the  American 
Board  of  Surgery  and  a Fellow  of  the 


American  College  of  Surgeons.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  New  York 
State  Surgical  Society,  the  Society  of 
Surgical  Oncology,  the  Medical  Soci- 
ety of  the  County  of  Oneida,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Rodolph  M.  Cutino,  MD,  Lake  Hopat- 
cong,  New  Jersey.  Died  July  1,  1989; 
age  92.  Dr  Cutino  was  a 1921  graduate 
of  the  State  University  of  New  York 
Health  Science  Center  at  Brooklyn.  He 
was  a member  of  the  Medical  Society  of 
the  County  of  Kings  and  the  Medical 
Society  of  the  State  of  New  York. 

Michael  Angelo  Diana,  MD,  New  York. 
Died  August  20,  1989;  age  80.  Dr  Di- 
ana was  a 1931  graduate  of  the  New 
York  Medical  College.  He  was  a Diplo- 
mate of  the  American  Board  of  Surgery 
and  a Fellow  of  the  American  College 
of  Surgeons.  He  was  a member  of  the 
New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Louis  Jay  Gilbert,  MD,  New  York.  Died 
July  16,  1989;  age  75.  Dr  Gilbert  was  a 
1939  graduate  of  the  Indiana  Universi- 
ty School  of  Medicine.  He  was  a Diplo- 
mate of  the  American  Board  of  Psychi- 
atry and  Neurology.  He  was  a member 
of  the  American  Psychiatric  Associa- 
tion, the  American  Academy  of  Child 
Psychiatry,  the  Academy  of  Psycho- 
analysis, the  New  York  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Meyer  Leo  Goldman,  MD,  Lawrence. 
Died  August  18,1989;  age  82.  Dr  Gold- 
man was  a 1933  graduate  of  the  Uni- 
versity of  Maryland  School  of  Medi- 
cine. He  was  a Diplomate  of  the 
American  Board  of  Surgery  and  a 
Qualified  Fellow  of  the  International 
College  of  Surgeons.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  Pan  American  Medical 
Association,  the  Medical  Society  of  the 
County  of  Queens,  and  the  Medical  So- 
ciety of  the  State  of  New  York. 


Flem  Goolsby,  Jr,  MD,  Knoxville,  Ten- 
nessee. Died  August  13,  1989;  age  50. 
Dr  Goolsby  was  a 1975  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  He  was  a 
member  of  the  Dutchess  County  Medi- 
cal Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Raymond  Harris,  MD,  Albany.  Died 
August  25, 1989;  age  70.  Dr  Harris  was 
a 1943  graduate  of  the  Albany  Medical 
College  of  Union  University.  He  was  a 
Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a Fellow  of  the 
American  College  of  Cardiology.  He 
was  a member  of  the  New  York  State 
Society  of  Internal  Medicine,  the 
American  Rheumatism  Association, 
the  American  Geriatrics  Society,  the 
Medical  Society  of  the  County  of  Alba- 
ny, and  the  Medical  Society  of  the 
State  of  New  York. 

Frederic  W.  Holcomb,  Jr,  MD,  Kings- 
ton. Died  August  1,  1989;  age  70.  Dr 
Holcomb  was  a 1944  graduate  of  the 
Albany  Medical  College  of  Union  Uni- 
versity. He  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Ulster  and 
the  Medical  Society  of  the  State  of  New 
York. 

Robert  Sherman  Hotchkiss,  MD,  New 

Fairfield,  Connecticut.  Died  August  1, 
1989;  age  86.  Dr  Hotchkiss  was  a 1928 
graduate  of  the  University  of  Michigan 
Medical  School.  He  was  a Diplomate  of 
the  American  Board  of  Urology.  His 
memberships  included  the  American 
Association  of  Genito-Urinary  Sur- 
geons, the  American  Urological  Associ- 
ation, the  American  Fertility  Society, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Lee  Jackson,  MD,  Rochester.  Died  July 
9,  1989;  age  67.  Dr  Jackson  was  a 1950 
graduate  of  the  University  of  Rochester 
School  of  Medicine-Dentistry.  She  was 
a Diplomate  of  the  American  Board  of 
Pediatrics.  She  was  a member  of  the 
American  Psychiatric  Association,  the 
Medical  Society  of  the  County  of  Mon- 
roe, and  the  Medical  Society  of  the 
State  of  New  York. 
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Jose  E.  Jaen,  MD,  Binghamton.  Died 
August  1 1 , 1 989;  age  59.  Dr  Jaen  was  a 
1956  graduate  of  the  Faculty  of  Medi- 
cine and  Surgery  University  of  Santo 
Tomas,  Manila,  Philippines.  He  was  a 
member  of  the  Broome  County  Medi- 
cal Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Kurt  Lange,  MD,  New  York.  Died  July 
29,  1989;  age  83.  Dr  Lange  was  a 1932 
graduate  of  the  Friedrich-Wilhelms 
Universitaet  Medizinische  Fakultaet, 
Berlin,  Germany.  He  was  a Fellow  of 
the  American  College  of  Physicians 
and  a Fellow  of  the  American  College 
of  Cardiology.  His  memberships  in- 
cluded the  Society  for  Experimental  Bi- 
ology and  Medicine,  the  American  So- 
ciety of  Nephrology,  the  American 
Association  of  Pathologists  and  Bacte- 
riologists, the  New  York  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

John  Peter  Liu,  MD,  New  York.  Died 
June  9, 1989;  age  37.  Dr  Liu  was  a 1977 
graduate  of  the  Columbia  University 
College  of  Physicians  and  Surgeons.  He 
was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology.  He 
was  a member  of  the  New  York  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Harvey  John  Merk,  MD,  New  York. 
Died  August  13, 1989;  age  76.  Dr  Merk 
was  a 1940  graduate  of  the  State  Uni- 
versity of  New  York  Upstate  College  of 
Medicine,  Syracuse.  He  was  a Diplo- 
mate of  the  American  Board  of  Obstet- 
rics and  Gynecology  and  a Fellow  of  the 
American  College  of  Surgeons  and  the 
American  College  of  Obstetricians  and 
Gynecologists.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings 
and  the  Medical  Society  of  the  State  of 
New  York. 

William  Frances  Nitty,  Jr,  MD,  New 

York.  Died  August  9,  1 989;  age  67.  Dr 
Nitty  was  a 1946  graduate  of  the  New 
York  University  School  of  Medicine. 
He  was  a Diplomate  of  the  American 
Board  of  Surgery  and  a Fellow  of  the 
American  College  of  Surgeons  and  the 
American  College  of  Gastroenterology. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the  New 
York  State  Surgical  Society,  the  New 


York  Gastroenterological  Society,  the 
American  Geriatrics  Society,  the 
American  Trauma  Society,  the  Ameri- 
can Gastro-Enterological  Association, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Alice  E.  Bennett  Murray,  MD,  Phoenix, 
Arizona.  Died  July  31, 1989;  age  92.  Dr 
Murray  was  a 1937  graduate  of  the 
State  University  of  New  York  at  Buffa- 
lo School  of  Medicine.  She  was  a mem- 
ber of  the  Medical  Society  of  the  Coun- 
ty of  Erie  and  the  Medical  Society  of 
the  State  of  New  York. 

Bernard  S.  Puglisi,  MD,  Champaign,  Il- 
linois. Died  August  1,  1989;  age  82.  Dr 
Puglisi  was  a 1 93  5 graduate  of  the  Uni- 
versity of  Rochester  School  of  Medi- 
cine-Dentistry. He  was  a Fellow  of  the 
American  Academy  of  Family  Physi- 
cians and  the  American  College  of  Al- 
lergists. He  was  a member  of  the  New 
York  Academy  of  Medicine,  the  Pan 
American  Medical  Association,  the 
Medical  Society  of  the  County  of  Mon- 
roe, and  the  Medical  Society  of  the 
State  of  New  York. 

John  Morris  Rodgers,  MD,  East  Mor- 
iches. Died  August  11, 1989;  age  6 1 . Dr 
Rodgers  was  a 1955  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  His  mem- 
berships included  the  New  York  State 
Society  of  Internal  Medicine,  the 
American  Thoracic  Society,  the  Amer- 
ican Society  of  Internal  Medicine,  the 
Suffolk  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Isidore  Segal,  MD,  Scotch  Plains,  New 
Jersey.  Died  May  25,  1989;  age  39.  Dr 
Segal  was  a 1984  graduate  of  the  Al- 
bert Einstein  College  of  Medicine- Ye- 
shiva  University,  Bronx.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Queens  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Solomon  Slepian,  MD,  Union,  New  Jer- 
sey. Died  July  30,  1 989;  age  9 1 . Dr  Sle- 
pian was  a 1929  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a Fel- 
low of  the  American  College  of  Aller- 
gists. His  memberships  included  the 


New  York  State  Society  of  Internal 
Medicine,  the  Medical  Society  of  the 
County  of  Kings,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Samuel  Stone,  MD,  New  York.  Died 
July  26,  1989;  age  76.  Dr  Stone  was  a 
1937  graduate  of  New  York  University 
School  of  Medicine.  He  was  a Diplo- 
mate of  the  American  Board  of  Pediat- 
rics and  a Fellow  of  the  American 
Academy  of  Pediatrics.  His  member- 
ships included  the  New  York  Academy 
of  Medicine,  the  American  Thoracic 
Society,  the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Charles  Bernard  Storch,  MD,  Brooklyn. 
Died  August  7,  1989;  age  77.  Dr  Storch 
held  a Registrable  Qualification  Grant- 
ed by  the  Scottish  Conjoint  Board  in 
1 939.  He  was  a Diplomate  of  the  Amer- 
ican Board  of  Radiology.  His  member- 
ships included  the  Radiological  Society 
of  New  York  State,  the  New  York 
Roentgen  Society,  the  Medical  Society 
of  the  County  of  Kings,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Arthur  M.  Tunick,  MD,  Hackensack, 
New  Jersey.  Died  August  7,  1989;  age 
81.  Dr  Tunick  was  a 1934  graduate  of 
the  State  University  of  New  York 
Health  Science  Center  at  Brooklyn.  He 
was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a Fel- 
low of  the  American  College  of  Physi- 
cians. He  was  a member  of  the  New 
York  State  Society  of  Internal  Medi- 
cine, the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Manfred  Weichsel,  MD,  Floral  Park. 
Died  August  17,  1989;  age  86.  Dr 
Weichsel  was  a 1927  graduate  of  the 
Medizinische  Fakultaet  der  Johann 
Wolfgang  Goethe  Universitaet,  Frank- 
furt-am-Main,  Hessen,  Germany.  He 
was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a Fellow  of  the 
American  College  of  Allergists  and  the 
American  Academy  of  Pediatrics.  His 
memberships  included  the  American 
Public  Health  Association,  the  Ameri- 
can Association  of  Immunologists,  the 
Medical  Society  of  the  County  of 
Queens,  and  the  Medical  Society  of  the 
State  of  New  York. 
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Attention  Delegates 
Your  Next  Meeting 


The  1 84th  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York  will  be  held  at  the  New  York 
Hilton,  New  York,  on  March  29— April  1,  1990 


Nominating  Committee,  1990 

(The  committee  nominates  Officers,  Councilors,  and 
Trustees  of  MSSNY,  and  Delegates  to  the  American  Medi- 
cal Association.) 

Member-at- Large — Charles  D.  Sherman,  Jr.,  M.D.,  Monroe, 
Chairman 

First  District — John  A.  Finkbeiner,  M.D.,  New  York 
Second  District — Robert  B.  Bergmann,  M.D.,  Nassau 
Third  District — Arsenio  G.  Agopovich,  M.D.,  Rensselaer 
Fourth  District — Richard  A.  Hughes,  Sr.,  M.D.,  Warren 
Fifth  District — David  O.  Van  Eenenaam,  M.D.,  Jefferson 
Sixth  District — Antonio  F.  LaSorte,  M.D.,  Broome 
Seventh  District — William  A.  Dolan,  M.D.,  Monroe 
Eighth  District — Nancy  H.  Nielsen,  M.D.,  Erie 
Ninth  District — John  A.  Ramsdell,  M.D.,  Westchester 
Member-at-Large — Seymour  R.  Stall,  M.D.,  Dutchess 
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( FOR  MY  ) 

PATIENTS 

( NUMBER  IQ,  1 989  ) 


YOU  CAN  MAKE  WEAK  BONES  STRONGER 


Dear  Patient: 

If  you  are  a female,  you  have  a 50%  chance  of  having  osteoporosis  before 
you  reach  age  65.  If  you  are  a male,  your  chance  is  less  than  7%. 
Osteoporosis  or  thinning  of  bones  results  from  a gradual  loss  of  bone  mass 
over  many  years.  Bone  loss  increases  with  aging  and  can  begin  in  the  teenage 
years  if  the  daily  diet  has  too  little  calcium.  It  is  more  common  in  older 
women  because  the  estrogen  hormone  which  maintains  bone  mass  in 
females  is  produced  in  smaller  quantities  after  their  menopause. 


Dangers  of  Osteoporosis 

Little  by  little,  many  bones  become 
weakened  and  fragile.  When  it 
affects  the  spine,  it  can  lead  to 
kyphosis  ("round  back")  or  sco- 
liosis ("tilted  back").  It  can  also 
result  in  serious  fractures  of  the  hip, 
spine,  wrist,  or  ribs  following  slight 
injuries  or  falls  which  ordinarily 
would  not  affect  healthy  persons. 

Related  Risk  Factors 

Besides  poor  diet  and  lack  of 
exercise,  the  following  factors  are 
related  to  osteoporosis: 

□ petite,  thin  body  build 

□ smoking 

□ alcoholism 

□ family  history 

□ fair  complexion 

□ Caucasian  or  oriental  back- 
ground 

Prevention 

Taking  estrogen  hormone  regularly 
within  3-6  years  after  menopause 
will  slow  down  or  stop  further  loss 
of  bone  mass.  Daily  weight-bearing 
exercises  such  as  walking  also  help 


prevent  the  condition.  Eating  a 
proper  daily  diet  which  includes 
enough  calcium  (1000-1500  milli- 
grams) and  vitamin  D (400  inter- 
national units)  is  necessary  from 
adolescent  years  to  old  age.  Before 
you  take  these  important  steps, 
you  must  consult  me  so  that  I can 
tailor  the  prevention  to  your  exact 
needs. 

Boosting  Calcium  in  Your  Diet 

Focus  your  intake  on  these  items: 

□ Milk  and  milk  products  such 
as  yogurt  and  cheese 

□ Sardines  (with  bones) 

□ Steamed  vegetables  such  as 
broccoli  and  collards 

□ Calcium  supplements  (see 
me  for  recommendations) 

Ways  to  Detect  Osteoporosis 

□ Physical  examination  of  spine 
for  deformity 

□ X-rays  can  show  large 
amount  of  bone  loss  (late 
stage) 

□ CT  scans  can  show  small 
amount  of  bone  loss  (early 
stage) 


□ Absorptiometry  (imaging) 
can  show  small  amount  of 
bone  loss  at  the  wrist  (early 
stage) 

Treatment 

Treatment  of  osteoporosis  is 
individualized  according  to  the  age 
of  the  patient  and  the  amount  of 
bone  loss.  Usually  the  goal  is  to 
prevent  further  bone  loss  or 
replace  lost  bone.  Estrogen 
hormone  can  slow  or  prevent 
further  bone  loss  even  if  it  is  first 
prescribed  later  than  six  years 
post-menopause.  Some  studies 
have  indicated  that  sodium  fluoride 
added  to  calcium  and  vitamin  D 
each  day  may  stimulate  more  bone 
formation  in  patients  who  have 
had  spinal  fractures. 

Begin  now  to  strengthen  the 
framework  of  your  body  — your 
bones.  Let  me  figure  out  your  risk 
of  this  disease  and  advise  a course 
of  action,  if  you  need  one. 
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Office  Handouts  for  Your  Patients 

This  issue  of  the  New  York  State  Journal  of  Medicine  contains  another  “For  My 
Patients”  letter,  which  appears  on  the  preceding  page. 

Use  this  letter  series  to  keep  your  patients  informed  about  timely  issues  concern- 
ing diseases,  treatments  and  health  maintenance.  Simply  make  photocopies  of  the 
page  and  distribute  them  to  your  patients  with  your  newsletter  or  other  cor- 
respondence, or  place  them  in  your  reception  area  for  your  patients  to  read  and 
take  home. 

MSSNY  and  the  New  York  State  Journal  of  Medicine  have  waived  the  copyright 
for  these  handouts,  so  you  may  duplicate  them  without  permission. 

As  an  added  feature,  MSSNY  will  personalize  this  form  and  make  copies  for 
you,  at  a nominal  charge.  See  the  example  below  for  how  these  forms  would  look 
with  your  name  and  address  professionally  printed  on  them.  Use  the  order  form 
below,  and  we'll  ship  the  personalized  forms  to  you  as  soon  as  possible. 

C FOR  MY  ~) 

PATIENTS 


Please  direct  all  inquiries 
and  orders  to  MSSNY’s 
Communications  Division 

Please  mail  coupon  and  check, 
payable  to  MSSNY,  to 

MSSNY  Communications  Division 
For  My  Patients 
P.O.  Box  5404 
420  Lakeville  Road 
Lake  Success,  NY  11042 

Please  print  or  type  your  name  as  you  would  like  it  to  appear  on  the  page. 

Name 

Address 

City,  State,  Zip 

Please  identify  the  issue  you  are  ordering  

Check  box  to  order: 

□ $20  for  100  printed  in  one  color 

□ $48  for  100  printed  in  two  colors 

□ $28  for  200  printed  in  one  color 

□ $56  for  200  printed  in  two  colors 

Please  include  appropriate  local  sales  tax,  enclose  payment  with  your  order  and 
allow  three  weeks  for  delivery. 


( 3 
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Consistency 


Stable  rates,  responsive 
service,  excellence  in 
loss  control...anil  the 
predictability  that 
makes  our  valued 
insureds  tee  I confident. 


That’s... 


■ ■.  •;  •-  • • * - •'  W.  ••  • »■ ' : . <s , 

- .••••••  •-  • ••• 


MED  PRO 


• •*  * **  •’  jCJ 


Medical  Professional  Liability 
Agency,  Ltd. 

120  Kisco  Ave.  Ml.  Kisco,  NY  10549 

Call  tor  a Quote  on  your 
medical  malpractice  Insurance: 

800-822-8260 


Exclusive  Agent  For... 


INSURANCE  CO. 


A.M.  Best  Rated  B+ 


Internists  • Psychiatrists  Fulltime  (Most  Specialities  Part-Time) 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both . 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon s is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon1*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al. , New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  128: 

45-47, 1982 

Rev.  1/85 


AVAILABLE  EXCLUSIVELY  FROM 


Why  me. 
Mommy? 

Children  often  ask  hard-to- 
answer  questions.  And 
parents  don't  always  have  the 
right  answers.  But  how  do 
you  explain  cancer  to  your 
child? 

The  doctors  and  scientists 
at  St.  Jude  Children's 
Research  Hospital  have  been 
trying  to  answer  this  "why 
me"  since  1962.  We've  found 
many  cures;  we're  working  on 
a cause. 

Our  hope  is  that  once  a 
cause  can  be  found,  a preven- 
tion might  not  be  too  far 
behind.  Until  that  time; 
however,  St.  Jude  Hospital's 
work  must  continue  ...  for 
the  sake  of  all  children. 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


To  find  out  how  you  can 
help  St.  Jude  answer  the  ques- 
tions of  childhood  cancer, 
write  for  your  free  brochure, 
or  call  1-800-238-9100. 


St.  Jude  Children's 
Research  Hospital 

505  North  Parkway 
Memphis,  TN  38105 
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The  Latest  Government  Figures 
On  Health  Care  Costs  Are  In. 
And  They  Are  Encouraging. 


Some  misconceptions  exist 
that  Medicare  costs  are  spiral- 
ing out  of  sight,  and  that 
radical  changes  are  needed  to 
limit  Medicare  expenditures. 

Unfortunately,  the  figures 
being  quoted— that  Medicare 
costs  are  increasing  17%  a 
year— are  out  of  date. 

Department  of  the  Treasury 


figures  for  the  year  1988  show 
an  increase  of  only  5.4%.  And 
the  first  quarter  of  1989,  only 
a 5.2%  annual  rate. 

While  we  are  the  first  to  say 
that  these  short  term  figures  in 
themselves  do  not  establish  a 
trend,  we  believe  that  they  are 
very  encouraging. 


The  AMA  is  committed  to 
improving  the  health  care  sys- 
tem and  supports  many  of  the 
proposed  changes  in  the 
Medicare  p aysician  program. 

As  Congress  enacts  changes, 
we  urge  it  to  make  decisions 
based  on  the  most  recent 
information  available. 


American  Medical  Association 
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MISCELLANEOUS 


Something  BIG  is  Happening 
at  Great  Gorge 


INTRODUCING 

RESORT  SUITES 

bom  £45.000 


The  former  Great  Gorge  Playboy  Club  is  presently  undergoing  a $20  million 
renovation  plan  which  will  transfer  all  of  its  rooms  into  luxurious  new  one 
and  two  bedroom  Resort  Suites,  all  for  individual  sale. 

The  low  price  affords  buyers  the  opportunity  to  own  a convenient  vaca- 
tion retreat  within  a $50  million  masterplanned  Super  Resort. 

SEASONS  is  surrounded  by  52  ski  slopes,  36  championship  holes  of  golf , 
5 private  lakes,  and  the  world  famous 
Action  Park,  all  within  walking  distance. 

Best  of  all,  Suite  owners  have  the  op- 
tion of  earning  valuable  rental  income 
through  joining  SEASONS  rental 
program. 

So  don't  wait.  Take  the  short  drive  to 
SEASONS  today  and  check  out  the  BIG 
HAPPENING. 


MEDICAL  FACILITY 
3,000  Sq.  Ft. 

322  Tarrylown  Rd.,  White  Plains,  N.  Y. 
Free  Standing  Building 
Adjoining  Greenburgh 
Neighborhood  Health  Center 
Ample  Parking 
Available  Now 
(914)  238-0528 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


BALDWIN  HARBOR — large  home,  great  profes- 
sional location  with  separate  suite,  outstanding 
value  at  $285,000,  why  pay  rent?  (516)  546- 
7119. 


RADIOLOGIST  OFFICE,  EQUIPMENT  AND 
BUILDING  FOR  SALE.  Upstate  New  York.  Re- 
ply Dept.  488  c/o  NYSJM. 

HUNTINGTON,  L.I.,  just  off  Rt.  25A,  professional 
office-residence,  spacious  colonial,  center  hall, 
5 bedrooms,  3 baths,  formal  dining  room,  eat-in 
country  kitchen,  den  with  fireplace,  laundry 
room,  central  airconditioning,  gas  heat,  deck, 
inground  swimming  pool,  full-basement,  2 car 
garage,  for  sale  by  owner.  516-549-5839. 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


THE  CONTINENTAL — Professional  Co-op  office 
space  for  sale.  70-20  108  St.  Premier;  presti- 
gious building  in  the  heart  of  Forest  Hills, 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A/C,  separate  professional  wing.  1 600 
sq.  ft.  will  subdivide.  Call:  Mr.  Marvin  Wein- 
gart,  (718)  793-1081. 

MEDICAL  SPACE  perfect  for  Psychologist, 
Psychiatrist  or  other  professionals.  Available 
October  1,  1989,  full  or  part  time.  Prime  loca- 
tion at  1025  Northern  Blvd.  in  Manhasset  (cor- 
ner of  Searington  Road).  Includes  furnished 
consultation,  examination  and  waiting  room. 
Convenient  to  hospitals.  Accessible  to  L I E., 
Northern  State  and  Nassau  buses.  Free  park- 
ing. Contact:  Frances  (516)  365-3600,  Mon. 
to  Fri.  8-4  PM. 

BROOKLYN,  DYKER  HEIGHTS— Converted 
2 family  limestone  building/basement/yard. 
5 \ rm.  modern  apart,  (new  kitchen,  bath;  sep. 
heat,  220  wiring).  Plush  furnished  doctor’s 
office — 1st  floor.  1000  sq.  ft. — 2 exam,  rms., 
consultation  rm.,  sep.  clerical  station  from 
waiting  area,  2 bathrms.,  central  A/C-heat, 
alarmed.  By  private  owner.  Call  (718)  238- 
8049. 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S. 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.  Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  295  Madison 
Ave.  .Suite  700,  NYC.  (2 1 2)  697-2950  or  eve- 
nings (914)  723-0799. 

AVOID  IRS  PENSION  PENALTY  TAXES  on  Plan 
reversions  and  excess  accumulations.  Former 
IRS  pension  plan  specialist  and  revenue 
agent — Coordinate  pension  distributions  with 
estate  planning.  IRS  approval  for  plan  termina- 
tions, initial  IRS  qualifications  and  TRA  1986 
Amendments.  Annual  Administration  and  ac- 
tuarial certifications.  Professional  practice 
agreements,  dissolutions,  estate  planning  and 
probate.  No  insurance  required — References 
upon  request — Wachstock  & Dienstag  Attor- 
neys at  Law,  122  Cutter  Mill  Road,  Great  Neck, 
NY  11021  (516)  773-3322. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/ bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 

ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  212-661-8070. 


2V  STAT  STAT  STAT  STAT— Diagnostic/thera- 
peutic software,  covering  69  specialties.  Up- 
dated medical  algorithms  at  your  fingertips!!!! 
Only  $5,962.00  for  complete  turnkey  system 
(software,  knowledge  base/ 69  specialties,  AT 
computer  w/80MB  HD,  EGA  monitor  and  card, 
printer  and  40MB  backup).  Add  volume  to 
your  practice  with  only  a $5,962.00  one-time  in- 
vestment for  2V  STAT,  computer,  managerial 
support,  and  brochures.  +/-  a one-day  teach- 
ing seminar.  2V  STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067.  1-800-22V- 

STAT. 


WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Officers  for  the  Office  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings,  License  application /res- 
toration, Controlled  Drug  Proceedings,  Medic- 
aid/Medicare Proceedings,  Hospital  Privileges, 
Malpractice  Defense.  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  Butterfield 
8-9720. 
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U - R 

PRACTICE 

MADE  IV 

TORE 

PERFECT 


WITH  OVERHEAD 
EXPENSE  INSURANCE 
FROM  BLANKSTEEN. 

If  you  get  sick,  we’d  like  to 
help  keep  your  practice  well 
with  overhead  expense  cov- 
erage that  can  reimburse 
office  salaries,  rent,  insur- 
ance premiums,  and  utilities 
during  an  extended  dis- 
ability. Your  needs  are  spe- 
cial, so  call  and  talk  with  us. 
The  only  time  to  draw  a 
blank  in  your  insurance  is 
when  you  fill  it  in  with 
Blanksteen. 


The steen  Companies 


The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK- AG 


MISCELLANEOUS— CONT’D  MISCELLANEOUS— CONT’D  MISCELLANEOUS— CONT’D 


IS  ACTION  BEING  TAKEN  AGAINST  YOUR  LI- 
CENSE TO  PRACTICE  MEDICINE?  If  affirma- 
tive, contact  Susan  Kaplan,  Attorney-at-Law, 
(212)  877-5998.  Practice  limited  to  assisting, 
advising  and  defending  physicians  and  profes- 
sional misconduct  (licensure)  processings,  is- 
sues relating  to  chemical  dependence  and  res- 
toration of  medical  licenses — with  extensive 
trial  and  administrative  experience — formerly 
Assistant  Chief  of  Prosecution  and  Deputy  Di- 
rector of  Prosecution  for  New  York  State's  Of- 
fice of  Professional  Discipline  (the  state  agency 
responsible  for  regulating  NYS’s  31  licensed 
professions),  and  as  an  Assistant  District  Attor- 
ney in  Nassau  County.  Susan  Kaplan,  Esq., 
165  West  End  Avenue,  Suite  27P,  New  York, 
NY  10023. 

PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta.  GA. 
Serving  MD’s  for  over  10  years.  Toll-free  (800) 
241-6905. 

MED-TYPING  SERVICE,  INC.  Computerized 
Medical  Transcription  Service.  Radiology, 
Neurology,  Otolaryngology  and  all  medical  spe- 
cialties. Professional  work  and  fast  turn- 
around-time at  competitive  rates.  Transcribe 
by  telephone  upstate/out  of  state.  Free  pick 
up  & delivery  in  the  New  York  metropolitan 
area.  Call  718-894-1987  for  more  information. 


1990  CME  CRUISE/CONFERENCES  on  Medico- 
legal Issues  and  Selected  Medical  Topics — 
Caribbean,  Bermuda,  Alaska/Canada,  New 
England,  Scandinavia,  W.  Mediterranean,  Eu- 
rope, Asia,  Trans  Panama  Canal.  Approved 
for  20-28  CME  Category  1 Credits  (AMA/PRA) 
and  AAFP  prescribed  credits.  Distinguished 
lecturers.  Excellent  group  fares  on  finest  ships. 
Pre-scheduled  in  compliance  with  IRS  require- 
ments. Information:  International  Confer- 

ences, 1290  Weston  Road,  Suite  316,  Ft.  Lau- 
derdale, FL  33326.  (800)  521-0076  or  (305) 
384-6656. 

LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, defense  of  medicaid /medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician’s  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue,  New  York,  N.Y.  10010. 
212-213-8484. 


PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
•State  Attorney  General’s  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/ Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs  George  Weinbaum,  Esq  . 3 
Barker  Avenue.  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours.  (212)  621-7776-24  hours. 


BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 
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ment  of  the  Critically  111  Child.  Dec  14- 
15.  Update:  Pediatric  Ophthalmology. 

Hyatt  Regency,  San  Francisco.  Con- 
tact: Extended  Programs  in  Medical 
Education,  University  of  California, 
Room  C-124,  San  Francisco,  CA 
94143-0742.  Tel:  (415)  476-4251. 

COLORADO 

Dec  16-23.  Current  Issues  in  Medicine. 
24  Cat  I Credits.  Marriott’s  Mark  Re- 
sort, Vail.  Contact:  Professional  Semi- 
nars, Inc,  PO  Box  012318,  Miami,  FL 
33101.  Tel:  (305)  547-6411. 

MASSACHUSETTS 

Dec  4-8.  Managing  Physicians:  The 
Relationship  Between  Physicians  and 
Health  Delivery  Organizations.  Har- 
vard School  of  Public  Health,  Boston. 
Contact:  Office  of  Continuing  Educa- 
tion, Dept  A;  Harvard  School  of  Public 
Health,  677  Huntington  Ave,  Boston, 
MA  02115.  Tel:  (617)  732-1171.  □ 


STATEMENT  OF  OWNERSHIP.  MANAGEMENT  AND  CIRCULATION 

Required  try  39  U S C 3685i 


T itte  ol  Publication 

New  York  State  Journal  of  Medicine 


IB  PUBLICATION  NO 


0 10  |2  |8  17  16  12 


10/10/89 


Monthly 


Com  plat*  Mailing  Address  of  Known  Office  of  Publication  (Street  dry , Camry 

420  Lakeville  Road,  Post  Office  Box  5404,  Lake  Success.  New  York  11042 


38  Annual  Subtcnption  Price 

$30.00 


Complete  Mailing  Addreu  ol  the  Headquarter*  ol  General  Buamea*  Office*  of  the  Pubiiaher  (Hot  pruuer/ 

420  Lakeville  Road,  Post  Office  Box  5404,  Lake  Success 


New  York  11042 


Pull  Name*  and  Complete  I 


Jit  or  and  Managing  Ednoi  (Thu  turn  MUST  SOT  be  Mae k) 


Publisher  (Name  and  Compile  Hading  Add’ ns! 

420  Lakeville  Road,  P.0.  Box  5404 

Medical  Society  of  the  State  of  New  York  Lake  Success.  NY  11042 

Editor  (Name  and  Complete  Hailing  Addreu  i 

420  Lakeville  Road,  P.0.  Box  5404 

Pascal  James  Imperato,  M.D.  Lake  Success.  NY  11042 

Menegmg  Editor  (Name  and  Complete  Hailing  Addreu 1 

Full  Neme 

Complete  Mallng  Address 

Medical  Society  of  the  State  of  New  York 

A non-profit  membership  corporation. 

No  stockholders. 

8 Known  Bondholder*  Mortgegees  end  Other  Security  Holder*  Owning  or  Holding  1 Percent  or  More  ol  Totel  Amount  ol  Bond*  Mortgage*  or  Other 
Securities  Ilf  there  are  none  to  note) 

FuU  Name 

Complete  Mallng  Address 

None 

9 For  Completion  py  Nonproln  Orgenu etons  Autnonzed  To  Mm  at  Special  Rete*  t DHH  Srnwi  42}  12  oeilu 

1 — 1 He*  Not  Changed  During  1 — I He*  Changed  Ouring  (If  changed  publisher  must  submit  ciplonatun  of 

1 1 Preceding  12  Month*  1 1 Preceding  12  Month*  change  -oh  this  statement ) 

Ertent  and  Natur*  ol  Circulation 
1 See  tmtneaumi  an  reverse  udel 

Average  No  Copies  Each  issue  During 
Preceding  1 2 Months 

Published  Nearest  to  Filing  Date 

A Total  No  Copm*  (Net  Frets  Run/ 

B P*id  and/or  Requested  Circulation 

1 Sale*  through  dealers  and  earners,  street  vendor*  end  counter  sales 

-0- 

-0- 

( Paid  cmdJor  requested/ 

23.325 

23.475 

C Total  Paid  end/oi  Requested  Circulation 

23,325 

0 Free  Oi»tnbution  by  Mail.  Cemei  or  Other  Mean* 
Semple*.  Complimentary  and  Othei  Free  Copies 

E Total  Dutnbution  (Sum  of  C and  Dt 

F Copies  Not  Distributed 

1 Office  use.  left  over,  unaccounted,  spoiled  after  printing 

2.  Return  from  News  Agent* 

-0- 

-0- 

G TOTAL  (Sum  of  E.  FI  and  2—shsmld  etpeal  net  press  nm  shorm  in  A) 

29,813 

29.837 

1 certify  that  the  statements  made  by 
me  above  are  correct  and  complete 

Signature  and  True  of  Editor  Publisher  Business  Manager  or  Owner 

Doctor . . 

Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 

Telephone:  800-338-1833. 
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For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


THE 

PEACEMAKER. 

Antianxiety 

Antisecretory 

Antispasmodic 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg 
clidinium  bromide. 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCl  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating 
machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  discuss 
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As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Withdrawal  symptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
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more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such 
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presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
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essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established.  Inform  patients  to  consult  physician 
before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide. HCl  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoidable  in  most  cases 
by  proper  dosage  adjustment,  but  also  occasionally  observed  at 
lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  patterns 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occa- 
sionally with  chlordiazepoxide  HCl,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to 
those  noted  with  barbiturates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individuals  because  of  predisposition  to 
habituation  and  dependence. 
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In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 
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9773. 

Jan  27-28.  Pediatric  Dermatology  for 
the  Primary  Care  Physician.  9'/2  Cat  I 

Credits.  Holiday  Inn  Union  Square 
Hotel,  San  Francisco.  Contact:  Extend- 
ed Programs  in  Medical  Education, 
University  of  California,  Room  U-569, 
San  Francisco,  CA  94143-0742.  Tel: 
(415)  476-4251. 

FLORIDA 

Jan  7-11.  Thoracic  Imaging  1990.  34 
Cat  I Credits.  Ritz  Carlton  Resort  Ho- 
tel, Naples.  Contact:  Dawne  Ryals, 
Ryals  & Associates,  PO  Box  1925, 
Roswell,  GA  30077.  Tel:  (404)  641- 
9773. 


(continued  on  p 16 A) 
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Classified 

Advertising 


PHYSICIANS  WANTED 


NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 

and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided, 
signing  bonus,  relocation  reimbursement,  and 
optional  benefit  package.  Contact:  Emer- 

gency Consultants,  Inc.,  2240  S.  Airport  Rd.. 
Room  42,  Traverse  City,  Ml  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 


DANSVILLE,  NEW  YORK:  Seeking  full  and  part- 

time  emergency  physicians  for  active  depart- 
ment. Excellent  compensation,  paid  malprac- 
tice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Emergency  Con- 
sultants, Inc.,  2240  S.  Airport  Rd.,  Room  42, 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


WESTERN  NEW  YORK:  Seeking  full-time  and 
part-time  emergency  department  physicians  for 
moderate  volume  127  bed  hospital  located  be- 
tween Buffalo  and  Rochester.  Excellent  com- 
pensation, full  malpractice  insurance  coverage 
and  benefit  package  available.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


LEWIS  COUNTY  GENERAL  HOSPITAL  seeks  an 
Internist  for  a growing  community  in  the  foothills 
of  the  Adirondack  Mountains.  120  beds,  fully 
equipped  and  well  staffed.  Generous  guaran- 
tee and  benefits.  Office  adjacent  to  hospital. 
Call  315-686-2434  or  send  resume  to  Joseph 
Kehoe,  RR1,  Box  363,  Clayton,  N.  Y.  12624. 


ANESTHESIOLOGIST  BE/BC  needed  for  181  bed 

hospital  with  state  of  the  art  equipment,  25  min- 
utes from  major  metropolitan  area  in  New  York. 
Fee  for  service  private  practice  group.  No 
neuro  or  open  heart,  limited  OB.  Good  salary, 
benefits,  recreation,  schools,  community,  & 
working  environment.  Send  C.V.  to  P.O.  Box 
802,  Cortland,  NY  13045. 


CHARTER  MEDICAL  CORPORATION-PHYSI- 
CIANS NEEDED.  Internal  Medicine,  Family 
Practice,  Oncology,  General  Surgery,  Neurosur- 
gery, Endocrinology,  Neurology.  Group  prac- 
tice, solo,  or  urgent  care  available  through  our 
acute  care  hospital  network  located  in  Macon 
and  serving  all  of  middle  Georgia.  Your  practice 
will  be  located  80  miles  south  of  Atlanta  in  a 
growing  family  oriented  community  where  you 
can  avoid  traffic  and  enjoy  a rewarding  profes- 
sional career.  Please  contact:  Stephen  Wof- 
ford collect  at  (912)  741-6283  for  a confidential 
consultation  or  write  to  Stephen  Wofford,  Direc- 
tor of  Physical  Recruiting,  Charier  Northside 
Hospital,  P.O.  Box  4627,  Macon,  GA  31208. 


MEDICAL  DIRECTOR 


The  Managed  Care  Services  Group,  a developing  unit  within  the  Group 
Department  of  the  Metropolitan  Life  Insurance  Company,  unifies  all  the 
Managed  Care  Operations  of  MetLife.  A critical  component  of  the  opera- 
tion is  medical  management  which  is  accomplished  nationally  through 
Medical  Management  Centers  in  each  region. 

We  are  seeking  to  recruit  a Medical  Director  for  our  UTICA,  NEW  YORK 
Medical  Management  Center,  which  provides  Utilization  Review  for  mul- 
tiple health  care  insurance  products  for  many  clients  representing 
approximately  500,000  covered  lives. 

The  Director  will  play  an  active  role  in  managing  the  delivery  of  quality, 
cost-effective  health  care  through  the  NY  Health  Care  Network.  The 
Director  will  play  an  active  role  in  professional  relations  with  network- 
contracted  providers  and  in  marketing.  The  Director  will  also  have  medi- 
cal management  responsibility  for  a large  indemnity  claims  office 

Background  must  include  an  M.D.  Degree,  five  years  of  clinical  experi- 
ence and  a minimum  of  three  years  of  proven  management  experience 
in  a managed  care  or  HMO  setting.  Experience  with  the  State  of  New 
York  is  preferred. 

Interested  candidates  should  respond  with  resume  in  confidence  to: 
Carol  Takacs,  Human  Resources,  Metropolitan  Life  Insurance  Company. 
Managed  Care  Services  Group,  276  Post  Road  West,  Westport, 
Connecticut  06880.  An  equal  opportunity  employer  M/F/HA/. 


Metropolitan  Life 

AND  AFFILIATED  COMPANIES 


WC  MAAC  BCBS  MC  NEC  ICD9  ESDI 
HCFA  IBM  EOMB  MFM  PEN  AT  HMO 
NF  XT  NCR  ECS  DX  PS2  RVS  CPT  AST 
CPS  HCPCS  GHI ETS  OS2  PPO  RIA 


The  RX  is  MedPlus. 


Keeping  up  with  today’s  healthcare 
requirements  demands  more 
critical  and  immediate  attention 
than  ever. 

But  your  practice  needn’t  be  your 
most  challenging  patient. 

To  find  out  how  thousands  of  your 
colleagues  have  optimized  their 


Innovative  Healthcare  Solutions 


1326  55th  Street  Brooklyn,  New  York  1 

(800)  637-PLUS 


time,  energy  and  costs  by 
automating  their  practices,  call 
MedPlus  today. 

Better  yet,  call  our  clients  and  verify 
our  solid  reputation  for  yourself. 

Act  now.  It’s  not  only  patients  that 
need  your  critical  and  immediate 
attention. 


A fed  Plus 
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Y - O - U - R 


PRACTICE 


MAD 

E 1 

M O 

R 1 

PERFECT 


WITH  OVERHEAD 
EXPENSE  INSURANCE 
FROM  BLANKSTEEN. 

If  you  get  sick,  we’d  like  to 
help  keep  your  practice  well 
with  overhead  expense  cov- 
erage that  can  reimburse 
office  salaries,  rent,  insur- 
ance premiums,  and  utilities 
during  an  extended  dis- 
ability. Your  needs  are  spe- 
cial, so  call  and  talk  with  us. 
The  only  time  to  draw  a 
blank  in  your  insurance  is 
when  you  fill  it  in  with 
Blanksteen. 


The steen  Companies 


The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK- AG 


PHYSICIANS  WANTED— CONT’D  PHYSICIANS  WANTED— CONT’D 


PHYSICIANS  WANTED— CONT’D 


AUBURN,  NEW  YORK— Seeking  an  additional 
ED  Physician  to  join  a stable,  board  certified 
physician  team.  Board  certified/eligible  in 
emergency  medicine,  internal  medicine,  family 
practice,  and  ACLS,  ATLS  certification  re- 
quired. Located  in  the  Finger  Lakes,  Auburn 
Memorial  Hospital  is  a full  service  institution 
with  an  emergency  department  volume  of 
27,000  annually.  Excellent  compensation  and 
fringe  package  with  paid  malpractice.  Con- 
tact F.  P.  Lo  Turco,  D.O.,  FACEP,  Director 
Emergency  Department,  Auburn  Memorial 
Hospital,  17  Lansing  Street,  Auburn,  N.Y. 
13021. 


THE  UNIVERSITY  OF  ROCHESTER  AND 
STRONG  MEMORIAL  HOSPITAL  seek  board 
certified  or  board  eligible  internist  with  primary 
care  and  prevention  interests  for  clinical  and 
teaching  responsibilities  in  its  University  Health 
Service.  The  UHS  provides  a comprehensive 
health  plan  for  students  and  spouses;  an  occu- 
pational health  and  safety  plan  for  employees; 
some  fee-for-service  primary  care;  a teaching 
facility  for  medical  students,  residents,  and 
nurse-practitioners;  and  a facility  for  clinical, 
epidemiological  and  health  services  research. 
Clinical  faculty  appointment.  Interest  in  aca- 
demic general  Internal  Medicine  desirable. 
Minority  applications  encouraged.  Ralph  A. 
Manchester,  MD,  Medical  Chief,  UHS,  250  Crit- 
tenden Blvd.,  Box  617,  Rochester,  NY  14642. 


ANESTHESIOLOGIST — Immediate  position  avail- 
able at  Manhattan  based  hospital.  Corporate 
benefits  leading  to  full  profit  sharing.  All  types 
of  surgery  except  open  heart.  Minimum  re- 
quirement, board  eligibility.  Reply  Dept  489 
c/o  NYSJM. 


OTOLARYNGOLOGIST  needed  to  join  busy  prac- 
tice in  beautiful  area  of  WNY.  A large,  new 
computerized  office  with  facilities  and  staff  for 
general  ENT,  allergy  and  complete  audiological 
services.  Well  equipped  350  bed  hospital.  Ex- 
cellent compensation  leading  to  full  partnership 
in  1-2  years.  Call  716-664-3299. 


ALL  THE  ADVANTAGES  AND  NONE  OF  THE 
HEADACHES  OF  A SOLO  PRACTICE. 

Planned  Parenthood  of  Tompkins  County  is 
opening  a new,  comprehensive  Ob-Gyn  service. 
You'll  be  free  to  practice  medicine  while  we 
manage  administration  and  personnel.  We 
have  a reputation  for  excellence  and  an  estab- 
lished patient  base.  New  facility,  competitive 
salary,  and  excellent  benefits  including  mal- 
practice. Beautiful  Finger  Lakes  region,  home 
of  Cornell  University,  Ithaca,  New  York.  Board 
eligible  or  certified,  NYS  licensed,  begin  fall 
1990.  Send  CV  to  Executive  Director,  Planned 
Parenthood  of  Tompkins  County,  314  West 
State  Street,  Ithaca,  New  York  14850. 


RADIOLOGIST  WANTED.  Group  hospital,  pri- 
vate practice,  Orange  County,  NY.  Special 
procedure  ability  desirable.  Respond:  Ken- 
neth S.  Schwartz,  M.D.,  Northern  Metropolitan 
Radiology  Associates,  P.O.  Box  199,  Jefferson 
Valley.  NY  10535.  (914)  245-8935. 


INTERNIST  sought  for  hospital  based  program  on 
south  shore  of  Long  Island.  Position  entails  in- 
patient responsibilities  in  chemical  dependency 
and  acute  care  medicine  and  outpatient  prac- 
tice in  general  medicine.  Program  emphasis  on 
excellence  in  clinical  medicine.  Candidate 
should  be  board  eligible  or  certified  in  internal 
medicine.  Excellent  compensation  and  fringe 
benefits  with  paid  malpractice.  C.V.  to  Box 
598,  Amityville,  N.Y.  11701. 


ADIRONDACK  FOOTHILLS  OPPORTUNITY! 

Modern  124  bed  hospital  is  offering  a generous 
financial  package  for  Internists.  Family  Practi- 
tioners, Pediatricians.  Guaranteed  income  for 
two  years,  start-up  funds,  cash  flow  assistance. 
Medical  staff  provides  excellent  coverage. 
Located  in  a family-oriented  community  with 
year  round  recreation,  excellent  schools,  beau- 
tiful surroundings.  Contact  Thomas  J.  Dowd. 
Executive  Director,  Nathan  Littauer  Hospital,  99 
East  Street.  Gloversville,  NY  12708  (518)  725- 
8621. 
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The  big  difference  between 
your  retirement  plan 
and  AMA  Advisers  plan 

is  the  fees... 


We  have  none. 


Compare  your  present  retirement  plan  to  the 
"No  fee"  plans  offered  by  AMA  Advisers,  Inc., 
and  see  the  many  money-saving  advantages 
we  offer. 

• No  charge  to  open  or  rollover  to  an  AMA 
Advisers  plan 

• No  account  set-up  fees 

• No  maintenance  fees 

• No  charge  for  plan  amendments  to 
comply  with  changing  IRS  laws 


Advisers,  Inc.  to  see  how  much  money  you'll  save 
with  us  on  fees  and  services. 

AMA  Advisers,  Inc.,  the  Financial  Services  and 
Investment  Counseling  Organization  owned  by 
the  American  Medical  Association,  has  been 
helping  physicians  and  their  families  reach 
retirement  goals  for  23  years.  And  we'd  like  to 
help  you. 

Call  toll-free  today  and  compare.  Or  mail  the 
coupon  below. 


Whether  you  have  a retirement  plan  right  now 
or  not,  mail  the  coupon  below  or  call  AMA 


1-800-523-0864 


Address 


(In  PA  call  collect 
(215)825-0400) 

Serving  the  investment  needs  of 
physicians  and  their  families  since  1966. 


City State Zip 

Phone:  ( ) Birth  Date 


Year  In  Which  You  Plan  to  Retire 


Mail  this  coupon  to: 

AMA  Advisers,  Inc. 

200  N.  LaSalle  Street 
Suite  535 

Chicago,  IL  60664-1910 


AMA  ADVISERS,  INC 
The  Financial  Services  and  Investment 
Counseling  Organization  Owned  bv 
the  American  Medical  Association 

Established  in  1 966 


RPNFNY 


Name 


STYES!  I want  to  know  how  much  money  the  "No-fee" 
Retirement  Plans  offered  by  AMA  Advisers,  Inc.  will  save 
me.  I understand  I am  under  no  obligation  whatsoever. 


Residents/Fellows: 


A $500  AWARD  is  presented  annually  by  the  Medical  Society  of  the  State 
of  New  York  to  the  intern,  resident  or  fellow  who  submits  the  best  paper  on 
a clinical  subject  for  the  Society’s  1990  Merit  H.  Cash  Competition. 

Entrants  need  not  be  members  of  the  MSSNY  but  must  be  in  training  at  a 
hospital  within  the  State  of  New  York. 

Entries  should  be  “sponsored”  by  a faculty  member,  and  all  papers  submit- 
ted should  be  of  sufficient  quality  to  be  considered  for  original  publication 
in  the  New  York  State  Journal  of  Medicine. 

The  deadline  for  receipt  of  entries  is  January  1, 1990,  and  the  prize  for  the 
winning  paper  will  be  awarded  at  the  MSSNY’s  House  of  Delegates  meet- 
ing in  March  29-April  1,  1990. 

Address  all  entries  to:  Division  of  Scientific  & Educational  Activities 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

P.O.  Box  5404 

Lake  Sucess,  NY  11042 

Questions?  Please  contact  the  Division  of  Scientific  & Educational  Activi- 
ties at  (516)  488-6100,  EXT.  243. 
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COMMENTARIES 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

December  1989  • Volume  89,  Number  12 


Health  problems  associated  with  urban  poverty:  A narrowing 
gap  between  the  Third  and  First  Worlds* 


Health  leaders  who  met  at  the  World  Health  Organiza- 
tion’s conference  at  Alma  Ata  in  1978  defined  primary 
care  as  the  key  to  obtaining  “Health  for  All  by  the  Year 
2000. Now  that  the  fanfare  marking  the  tenth  anniver- 
sary of  that  historic  conference  has  subsided,  we  are  left 
with  two  important  questions:  First,  how  far  have  we  in 
the  United  States  advanced  towards  achieving  the  goals  in 
primary  care  which  were  then  set,  and  second,  do  the  dif- 
ferences in  health  problems  between  developed  and  devel- 
oping worlds  remain  as  prominent  as  they  were  ten  years 
ago?  It  is  with  regard  to  the  health  status  of  the  urban 
poor  that  these  questions  deserve  the  most  attention. 

The  growing  similarity  between  certain  health  prob- 
lems in  developed  and  developing  worlds  arises  from  the 
rapid  urbanization  which  is  seen  in  many  areas  of  the 
Third  World,  as  well  as  from  a failure  in  this  country  dur- 
ing the  1980s  to  improve  the  health  status  of  the  poorest 
urban  populations.  Certainly  the  fact  that  50%  of  the 
world’s  population  will  be  living  in  cities  by  the  year  20002 
lends  some  urgency  to  the  need  for  a dialogue  between 
developed  and  developing  worlds  about  approaches  to  a 
common  problem.  The  benefits  to  be  derived  from  such  a 
dialogue  will  in  no  way  accrue  only  to  the  developing 
world:  The  opportunity  to  draw  upon  innovative  ideas  is 
one  of  the  hidden  benefits  of  US  participation  in  interna- 
tional programs.3 

Health  indices  in  even  the  poorest  sections  of  American 
cities  tend  to  be  much  better  than  those  of  Third  World 
slums.  It  is  instead  the  disparity  which  exists  between 
health  indices  in  the  poorest  and  most  affluent  sections  of 
American  cities  that  resembles  the  situation  found  in  de- 
veloping countries.  Data  compiled  by  the  New  York  City 
Department  of  Health  illustrate  the  bimodal  distribution 
of  some  health  indicators:  In  1986,  the  infant  mortality 
rate  for  Central  Harlem  rose  to  27.6,  while  that  for  the 
more  affluent  section  of  Kips  Bay  was  7.5;  almost  23%  of 
births  in  Mott  Haven  were  to  teenaged  mothers,  com- 
pared to  5.9%  in  Richmond.4  This  type  of  disparity  is  even 


*This  commentary  is  based  in  part  on  a paper  prepared  while  the  author  was  a 
public  health  resident  with  the  New  York  City  Department  of  Health,  and  present- 
ed at  the  1988  conference  of  the  National  Council  on  International  Health  in 
Washington,  DC. 


more  pronounced  in  Third  World  cities,  where  the  wealth- 
iest inhabitants  have  access  to  the  most  advanced  technol- 
ogies while  people  living  in  slums  experience  living  and 
working  conditions  that  may  actually  be  worse  than  those 
of  the  rural  poor.5  The  tendency  on  the  part  of  govern- 
ments in  developing  countries  to  aggregate  all  data  from 
urban  areas  or  fail  to  even  collect  information  about  peo- 
ple living  in  slums  masks  the  true  health  status  of  the  ur- 
ban poor.6  It  should  be  remembered,  however,  that  the 
absence  of  data  about  urban  subpopulations  is  also  a prob- 
lem in  New  York  City,  where  information  about  the 
health  status  of  homeless  persons  and  undocumented  im- 
migrants— whose  numbers  are  not  negligible — is  sketchy 
at  best. 

In  the  last  ten  years,  we  have  realized  that  the  provision 
of  primary  care  in  urban  slums  worldwide  has  generally 
not  kept  pace  with  programs  designed  for  rural  areas.6 
The  extent  to  which  preventive  primary  care  remains  an 
illusion  for  many  poor  children  in  New  York  City  is  illus- 
trated by  the  occurrence  of  1 ,4 1 3 measles  cases  during  the 
1986-1987  measles  epidemic  (New  York  City  Depart- 
ment of  Health  Immunization  Bureau,  unpublished  data, 
1988).  This  is  especially  noteworthy  because  it  is  in  the 
field  of  child  health  that  health  care  workers,  in  very  di- 
verse settings,  have  tried  hardest  to  create  comprehensive 
programs  that  include  preventive  care.  The  young  age  dis- 
tribution of  New  York  City’s  poorest  people  indicates 
that,  as  in  the  Third  World,  maternal  and  child  health 
issues  are  of  vital  importance.  Within  Manhattan,  the 
proportion  of  the  population  younger  than  24  years  ranges 
between  34%  and  44%  in  the  three  community  districts 
with  the  lowest  median  household  incomes  (the  Lower 
East  Side,  Central  Harlem,  and  East  Harlem),  as  com- 
pared to  1 6%  and  20%  in  the  two  districts  with  the  highest 
household  incomes  (the  Upper  East  Side  and  the  Murray 
Hill  area).7  Children  in  New  York  City  are  more  likely  to 
be  of  nonwhite  race  or  Hispanic  descent  than  are  older 
persons;  almost  half  of  all  births  in  the  city  are  to  women 
classified  as  minority  group  members.4 

Until  the  goal  of  providing  ongoing  preventive  care  to 
all  city  children  can  be  realized,  it  seems  sensible  to  em- 
phasize, here  in  New  York  as  well  as  in  slums  of  the  devel- 


DECEMBER  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  649 


oping  world,  some  selective  primary  care  interventions 
that  adhere  to  the  growth  monitoring/oral  rehydration/ 
breast  feeding/immunizations — food  supplementation/ 
family  planning/female  literacy  (GOBI-FFF)  model  de- 
veloped by  UNICEF. 

Just  as  in  the  Field  of  international  health,  the  problem 
of  inadequate  immunization  status  lends  itself  most  easily 
to  direct  intervention.  In  order  to  address  the  problem  of 
poor  preschool  immunization  levels,  particularly  among 
homeless  and  uninsured  children  and  those  without  regu- 
lar medical  care  providers,  Department  of  Health  person- 
nel have  started  vaccinating  homeless  preschoolers  in  wel- 
fare hotels,  and  the  Bureau  of  Child  Health  and 
Immunization  have  opened  walk-in  clinics  where  pre- 
schoolers may  be  vaccinated  without  appointment;  there 
have  also  been  intensified  public  health  education  efforts. 

Parent-held  child  health  records  (which  include  growth 
charts,  immunization  records,  and  records  of  hospitaliza- 
tions and  illnesses)  are  currently  being  piloted  at  a few 
major  city  hospitals  (personal  communication,  D.  Gold- 
berg and  N.  Cunningham,  1988).  Successful  use  by  both 
parents  and  medical  care  providers  of  such  parent-held 
records  will  facilitate  more  accurate  growth  monitoring 
and  provision  of  good  health  care  to  patients  who  see  a 
variety  of  providers.  There  is  certainly  a greater  role  for 
nutrition  education  in  New  York  City’s  pediatric  facili- 
ties, but  for  families  with  very  limited  incomes,  education 
alone  will  not  ensure  the  provision  of  nutritious  diets.  Also 
indicated  is  an  expansion  of  such  domestic  versions  of 
“food  supplementation”  as  the  Women,  Infants,  and  Chil- 
dren (WIC)  and  State  Nutritional  Assistance  Programs 
which,  because  of  inadequate  federal  funds,  currently 
serve  only  46%  of  New  York  City’s  eligible  children,  in- 
fants, and  pregnant  women  (S.  Pirani,  unpublished  data, 
1988). 

The  ability  of  GOBI-FFF  type  interventions  to  improve 
the  health  of  children  in  New  York  City  is  borne  out  by 
the  success  of  breastfeeding  promotion  campaigns  within 
municipal  hospitals  and  of  citywide  breastfeeding  educa- 
tion efforts.  Between  1979  and  1986,  breastfeeding  rates 
upon  discharge  from  the  city’s  municipal  hospitals  in- 
creased from  14%  to  40%8;  the  latter  rate  is  comparable  to 
that  observed  among  more  affluent  mothers  who  deliver  at 
the  city’s  voluntary  hospitals.8 

The  “female  literacy”  and  “family  planning”  compo- 
nents of  the  GOBI-FFF  model  are  most  aptly  applied  to 
the  phenomenon  of  teenage  pregnancy  where  they  are, 
given  a broad  interpretation  of  female  literacy,  closely  in- 
terrelated. Of  all  live  births  in  New  York  City  in  1986, 
11%  were  to  teenagers4;  in  this  same  year,  most  teenage 
pregnancies  were  terminated  by  abortion.4  Data  on  use  of 
family  planning  methods  among  all  women  in  New  York 
City  are  scarce,  but  the  high  proportion  of  abortions 
among  teenagers  as  well  as  women  in  their  early  20s  sug- 
gests that  the  prevalence  of  contraceptive  use  is  far  lower 
than  it  should  be.  Of  all  teenage  births  in  New  York  City, 
83%  were  to  Hispanic  and  nonwhite  women.4  These  births 
are  concentrated  in  the  poorer  districts:  In  Manhattan, 
the  proportion  of  births  to  teenagers  ranged  from  12%  to 
20%  in  the  poorest  districts,  as  compared  to  2%  to  6%  in 
the  most  affluent.7  Educational  setbacks  are  one  of  the 
most  serious  consequences  of  teenage  parenthood.  The 


New  York  City  Commission  on  the  Year  2000  reported 
that  teenage  mothers  were  only  half  as  likely  to  graduate 
from  high  school  as  older  mothers,  and  teen  fathers,  40% 
as  likely.9  The  Department  of  Health  and  many  other 
health  care  providers  have  endeavored  in  recent  years  to 
increase  access  to  family  planning,  prenatal  care,  and  ado- 
lescent parenting  programs  for  women  living  in  poorer  dis- 
tricts. There  is  the  strong  possibility,  though,  that  lack  of 
interest  in  finishing  high  school  precedes  and  contributes 
to  early  childbearing.  The  very  limited  vocational  and 
educational  options  that  confront  many  inner  city  teen- 
agers make  early  parenthood  a more  meaningful  alterna- 
tive. Thus,  the  intertwined  problems  of  teenage  pregnancy 
and  educational  setbacks  among  adolescent  parents  illus- 
trate how  limited  health  care  interventions  can  be  when 
they  are  implemented  alone.  Without  a truly  comprehen- 
sive program  that  incorporates  medical,  social,  and  eco- 
nomic interventions  in  an  attempt  to  create  for  disadvan- 
taged youths  the  same  set  of  career  options  enjoyed  by 
their  more  affluent  counterparts,  health  care  providers 
will  continue  to  treat  only  the  most  superficial  manifesta- 
tions of  a more  deeply  rooted  environmental  problem. 

The  emphasis  here  on  GOBI-FFF  interventions  should 
not  obscure  the  fact  that  the  urban  poor  in  the  United 
States  and,  increasingly,  in  cities  of  the  developing  world 
also  bear  a heavier  burden  of  chronic  disease.2,4  Improv- 
ing maternal  and  child  health  and  erasing  the  disparities 
in  health  indices  between  poor  and  more  affluent  urban 
residents  may  require  choices  between  “. . . disease-spe- 
cific, vertically  organized  health  services...  ” and  a 
“. . . multi-purpose,  horizontal  primary  health  care  ap- 
proach . . . .”2  Use  of  “appropriate  technology”  in  deliver- 
ing health  care  services  to  mothers  and  children  and  to  the 
general  population  is  as  important  in  New  York  City  as  it 
is  in  the  Third  World,  particularly  with  regard  to  health 
education.  More  innovative  means  of  presenting  educa- 
tional messages  should  be  employed,  using  channels  ac- 
cessible to  the  urban  poor  and  languages  familiar  to  them. 
For  any  lasting  impact  to  be  achieved,  however,  integra- 
tion of  primary  health  care  programs  with  broader  agen- 
das for  socioeconomic  development  must  be  encouraged  in 
both  Third  and  First  Worlds.  Such  integration  will  not 
occur  unless  there  is  a degree  of  community  organization 
among  the  urban  poor  sufficient  to  allow  for  exertion  of  a 
cohesive  political  will  in  a responsive  sociopolitical  envi- 
ronment.2,5 

KATHERINE  KAYE,  MD,  MPH 
Senior  Research  Associate 
Health  Systems  Agency  of  New  York  City 
275  Seventh  Ave 
New  York,  NY  10001 

1 . Director-General  of  the  World  Health  Organization  and  the  Executive  Di- 
rector of  the  United  Nations  Children’s  Fund:  Primary  Health  Care.  World 
Health  Organization,  1978. 

2.  Evans  JR,  Hall  KL,  Warford  J:  Shattuck  Lecture — Health  care  in  the 
developing  world:  Problems  of  scarcity  and  choice.  N Engl  J Med  1981;  305:1 1 17- 
1127. 

3.  Taylor  CE,  Gorosh  M:  How  international  health  helps  the  U.S.A.  Present- 
ed at  the  annual  meeting  of  the  Association  of  Schools  of  Public  Health,  Washing- 
ton, DC,  April  1970. 

4.  Bureau  of  Health  Statistics  and  Analysis:  Summary  of  Vital  Statistics, 
1986:  The  City  of  New  York.  New  York.  New  York  City  Department  of  Health. 

5.  Rifkin  SB:  Confronting  some  obstacles,  in  Light  on  the  City,  Urban  Prima- 
ry Health  Care.  Division  of  Strengthening  of  Health  Services.  World  Health  Orga- 
nization. Newsletter  19,  Summer  1987. 


650  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/DECEMBER  1989 


6.  Tabibzadeh  I:  Urban  growth  and  health,  in  Light  on  the  City , Urban  Pri- 
mary Health  Care.  Division  of  Strengthening  of  Health  Services,  World  Health 
Organization.  Newsletter  19,  Summer  1987. 

7.  Bureau  of  Health  Statistics  and  Analysis.  New  York  City  Community  Dis- 
trict Vital  Statistics  Data  Book:  Manhattan.  New  York,  New  York  City  Depart- 


ment of  Health,  1986. 

8.  Higginson  G,  Paes  U,  Pakter  J:  Infant  feeding  practices  at  time  of  discharge 
from  hospital.  New  York  City,  1979-1986.  City  Health  Information  1987;  6(8). 

9.  Radosh  A:  Information  on  Adolescent  Pregnancy  in  New  York  City.  New 
York,  Mayor’s  Office  of  Adolescent  Pregnancy  and  Parenting  Services,  1986 


Demolishing  the  lead  danger 


North  American  physicians  trained  in  the  last  decade 
have  probably  never  faced  the  dramatic  cases  of  severe 
lead  poisoning  reported  more  than  40  years  ago,  describ- 
ing papilledema,  seizures,  encephalopathy,  and  blunted 
cognitive  skills.1  Lead-related  deaths  had  virtually  been 
eliminated  by  the  decade  of  the  1970s.  Data  from  the  sec- 
ond National  Health  and  Nutrition  Examination  Survey 
indicated  that  between  1976  and  1980  the  mean  blood 
lead  level  in  the  United  States  population  fell  significant- 
ly, paralleling  a decrease  in  the  use  of  lead-containing  gas- 
oline.2 More  recent  population  studies  by  Needleman  et 
al,3  Winneke  et  al,4  and  Yule  et  al5  clearly  demonstrated 
that  children  with  low  to  moderate  blood  lead  levels  may 
suffer  adverse  effects  on  intellectual  functioning  and  be- 
havior. 

Congressional  hearings  in  1970  led  to  the  passage  in 
1971  of  the  Lead  Based  Paint  Poisoning  Prevention  Act 
(PL  91-695)  which  prohibited  the  future  use  of  lead  based 
paint  in  residential  structures.  Lead  based  paint  in  both 
interior  and  exterior  surfaces  of  housing  is  by  far  the  most 
important  source  of  lead  poisoning  for  infants  and  pre- 
school children.  A 1978  US  census  survey  found  that  22 
million  occupied  dwellings  in  the  United  States  built  prior 
to  1940  contained  lead  based  paint.  An  additional  22  mil- 
lion dwellings  were  built  between  1940  and  1960,  and  75% 
of  these  units  were  estimated  to  contain  lead  based  paint.6 
The  use  and  manufacture  of  lead  based  paint  decreased 
considerably  after  1 950,  but  exterior  lead  based  paint  con- 
tinued to  be  available  into  the  1970s. 

Removal  of  lead  based  paint  is  a costly,  labor  intensive 
process.  A recently  recognized  problem  is  that  of  improp- 
er removal  of  lead.  Heat  gun  torches  and  sanding  ma- 
chines can  create  dangerous  fumes  or  tiny  dust  particles 
that  if  not  properly  disposed  of  or  removed  can  multiply 
the  hazard.  However,  nondilapidated  homes  have  not  pre- 
viously been  considered  hazardous. 

The  Centers  for  Disease  Control  considers  that  “a  lead- 
based  paint  hazard  exists  when  . . . the  surfaces  being  test- 
ed are  chewable  or  damaged  (cracked,  chipped,  loosened, 
chewed)  paint.  Lead  based  paint  on  intact  walls,  ceilings, 
or  other  surfaces  that  are  not  chewable  does  not  constitute 
an  immediate  hazard.”7 

The  report  by  Curran  and  Nunez  in  this  issue  of  the 
Journal  introduces  a new  twist  to  the  problem  of  lead  poi- 
soning.8 The  case  presented  occurred  during  elective 
structural  modernization  which  included  demolition  and 
replacement  of  most  of  the  walls  and  plumbing  in  a pre- 
World  War  II  single  family  dwelling  located  in  a middle 
class  neighborhood.  If  renovations  with  structural  modifi- 


cations of  leaded  walls  are  happening  in  many  homes 
across  the  United  States,  there  is  a potential  danger  for 
young  children  to  be  intoxicated  and  permanently  brain 
damaged  unless  detection  and  treatment  promptly  occur. 

The  American  Academy  of  Pediatrics  recommends 
lead  screening  of  children  nine  months  to  six  years  of  age 
living  in  older  dilapidated  housing  and  children  of  any  age 
living  in  older  housing  when  renovation  is  occurring.9  Pe- 
diatricians should  make  a conscientious  effort  to  inquire 
about  the  conditions  of  homes  where  young  children  live. 
Pediatricians  who  practice  in  more  affluent  communities 
should  now  be  more  astute  in  their  approach  to  the  screen- 
ing of  children  and  in  their  advice  to  parents  who  are  plan- 
ning renovations  and  remodeling.  Finally,  the  present  ap- 
proach to  screening  for  lead  and  to  inspection  of  the  homes 
and  environment  of  lead  poisoned  children  needs  to  be  re- 
viewed. 

Children  should  no  longer  be  used  as  “trouble  shooters” 
for  environmental  lead.  Old,  dilapidated  homes  should  be 
de-leaded  in  a safe  fashion  and  children  and  pregnant 
women  should  remain  out  of  the  homes  while  de-leading  is 
in  progress.  Renovations  and  remodeling  of  old  but  nondi- 
lapidated homes  should  also  be  done  in  a safe,  nonhazard- 
ous  fashion. 
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Resuscitation  of  cardiac  arrest  victims  by  advanced  life 
support  units  in  Monroe  County,  New  York 

Thomas  A.  Sweeney,  bs,  emt,  Martha  R.  Dorn,  md 


ABSTRACT.  Four  hundred  sixty-three  cases  of  cardiac  ar- 
rest treated  in  the  pre-hospital  setting  by  advanced  life  sup- 
port (ALS)  or  paramedic  units  in  Monroe  County,  New  York, 
were  evaluated  using  Eisenberg’s  criteria,  which  define  fac- 
tors known  to  be  critical  for  successful  resuscitation.  Forty- 
eight  patients  met  the  criteria  of  witnessed  collapse  and  car- 
diopulmonary resuscitation  (CPR)  within  four  minutes  and 
ALS  within  ten  minutes,  with  the  initial  rhythm  of  ventricular 
fibrillation  or  pulseless  ventricular  tachycardia.  Of  these,  16 
(33%)  patients  were  discharged  from  the  hospital.  This 
compares  to  12  of  415  (3% ) patients  discharged  who  did  not 
meet  the  criteria.  Of  the  171  patients  who  suffered  witnessed 
arrests  of  cardiac  origin,  20  survived  to  be  discharged.  This 
represents  a successful  resuscitation  rate  of  12%.  These 
percentages  are  within  the  range  noted  for  other  ALS  ser- 
vices in  the  United  States. 

(NY  State  J Med  1989;  89:652-654) 

In  1984,  cardiovascular  disease  accounted  for  almost  50% 
of  all  deaths  in  the  United  States.  A total  of  540,000 
deaths  were  due  to  coronary  artery  disease,  the  majority 
of  which  were  sudden  deaths.  As  60%  to  70%  of  sudden 
cardiac  deaths  occur  before  the  patient  arrives  at  the  hos- 
pital, and  the  greatest  risk  of  death  from  myocardial  in- 
farction is  in  the  first  two  hours  after  the  onset  of  symp- 
toms, emphasis  is  being  placed  on  reducing  the  time 
elapsed  between  the  onset  of  cardiac  symptoms  and  defin- 
itive care.1  A major  tool  in  this  effort  is  the  paramedic- 
manned  ambulance  or  advanced  life  support  (ALS)  unit. 
In  a well-served  area,  an  ALS  unit  is  able  to  respond  to 
any  location  within  minutes  of  a call  and  has  the  capabili- 
ty to  defibrillate,  secure  an  airway,  start  an  intravenous 
line,  administer  medications,  monitor  a patient’s  heart 
rhythm,  send  a rhythm  strip  by  telemetry  to  a physician  at 
a base  station  hospital,  and  discuss  the  case  with  the  physi- 
cian by  radio. 

The  criteria  used  for  this  study  were  those  proposed  by 
Eisenberg  et  al2  as  a way  of  measuring  the  effectiveness  of 
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emergency  medical  programs  in  reducing  mortality  from 
cardiac  arrest.  The  purpose  of  this  study  was  to  collect 
data  on  ALS-treated  cardiac  arrests  in  Monroe  County 
and  apply  Eisenberg’s  criteria  to  determine  the  impact  of 
the  pre-hospital  care  system  on  mortality. 

Methods 

Monroe  County,  NY,  has  a population  of  712,000  and  is 
served  by  29  91 1 -dispatched  ambulance  services,  12  of  which 
have  advanced  life  support  capability.  Fire  departments  act  as 
emergency  medical  service  (EMS)  first  responders  in  some  dis- 
tricts. Advanced  life  support  response  times  vary  among  urban 
Rochester  and  the  suburban  and  rural  localities.  ALS  techni- 
cians are  New  York  State  certified  at  the  Category  III  Emergen- 
cy Medical  Technician  level,  and  some  have  been  trained  in  en- 
dotracheal intubation.  Protocols  for  pre-hospital  care  are  the 
responsibility  of  the  Physicians  Advisory  Group  and  adhere  to 
the  American  Heart  Association  Standards. 

All  ALS  response  records  from  Monroe  County  between  April 
1,  1986,  and  March  31,  1987,  were  gathered  and  screened  for 
cases  of  cardiac  arrest.  All  cases  in  which  vital  signs  were  record- 
ed as  absent  or  in  which  CPR  was  started  were  entered  into  the 
study.  Patients  pronounced  dead  at  the  scene  were  omitted. 

The  response  records  were  screened  to  identify  those  cases  that 
met  the  Eisenberg  criteria.  If  the  record  indicated  that  the  arrest 
was  of  cardiac  origin  and  was  witnessed  (either  seen  or  heard);  if 
CPR  was  begun  within  four  minutes  of  the  arrest  and  ALS  with- 
in ten  minutes;  and  if  the  initial  rhythm  was  ventricular  fibrilla- 
tion or  pulseless  ventricular  tachycardia,  the  case  met  the  Eisen- 
berg criteria  and  as  such  represented  the  potential  for  survival. 
Cases  involving  trauma,  suicide,  terminal  cancer,  or  other  signif- 
icant noncardiac  problems  were  excluded.  All  unexplained  cases 
of  sudden  collapse  were  assumed  to  be  of  cardiac  etiology. 

Hospital  records  for  420  (91%)  cases  were  examined  for  pa- 
tient outcome.  Forty-three  hospital  charts  were  not  reviewed  as 
they  could  not  be  located.  None  of  these  patients  fit  the  Eisen- 
berg criteria  and  all  were  classified  as  nonsurvivors.  Patient  out- 
comes were  categorized  as  death  in  the  emergency  department, 
death  after  admission,  or  survival  to  discharge. 

Data  expressed  as  a mean  is  given  with  the  standard  deviation 
(SD).  Significance  was  determined  using  the  chi-square  test. 
Findings  with  p<0.05  were  considered  significant. 

Results 

Four  hundred  sixty-three  cases  of  cardiac  arrest  treated  by  ALS 
units  were  evaluated  utilizing  the  Eisenberg  criteria  (Fig  1).  The 
average  age  of  the  patients  with  arrests  of  cardiac  etiology  was  67 
years  (SD=  12.9;  range,  32-105  years).  Sixty-two  percent  of  the  pa- 
tients were  male  and  38%  were  female.  Nineteen  patients  who  fit  the 
Eisenberg  criteria  were  admitted.  The  average  age  of  the  16  survi- 
vors was  63  years  (SD=10.8;  range,  48-83  years).  Sixty-nine  per- 
cent were  male  and  31%  were  female. 

The  hospital  charts  of  372  of  the  415  cases  that  did  not  fit  the 
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FIGURE  1.  Patient  stratification  by  Eisenberg  criteria. 


Eisenberg  criteria  were  examined.  Sixty-six  (18%)  patients  were  ad- 
mitted, and  12  (3%)  survived.  The  arrests  of  four  of  these  survivors 
were  not  confirmed  by  the  ALS  unit  arriving  at  the  scene,  but  CPR 
was  reportedly  started  by  civilians  or  first  responders  who  then  ob- 
served that  the  patients  had  been  revived.  Five  of  these  survivors 
suffered  cardiac  arrest  due  to  a noncardiac  cause.  The  other  seven 
survivors  suffered  arrests  due  to  a probable  cardiac  cause  but  did  not 
fit  the  Eisenberg  criteria. 

One  hundred  seventy-one  (50%)  of  the  arrests  of  cardiac  origin 
were  witnessed.  Those  patients  who  suffered  a witnessed  arrest  had  a 
greater  chance  for  survival  (12%)  than  those  who  suffered  an  unwit- 
nessed arrest  (2%)  (p<0.00 1 ) . If  the  cardiac  arrest  incident  was  wit- 
nessed by  an  ALS  unit  instead  of  a bystander,  survival  was  29% 
(p<0.05). 

Witnessed  arrests  that  were  not  witnessed  by  an  ALS  unit  (“by- 
stander-witnessed”) posed  a significantly  greater  challenge  to  the 
EMS  system.  Generally  a civilian  with  no  medical  training  wit- 
nessed such  an  event.  Only  nine  (7%)  of  the  136  patients  suffering 
such  an  arrest  were  released  from  the  hospital.  All  nine  patients  were 
treated  by  two  ALS  services. 

Civilians  began  CPR  in  only  18%  of  the  136  cases  of  bystander- 
witnessed  arrest  of  presumed  cardiac  etiology.  The  initiation  of  CPR 
within  four  minutes  is  considered  by  Eisenberg  et  al2  to  be  critical  to 
survival.  More  patients  who  fit  the  Eisenberg  criteria  received  their 
initial  CPR  from  civilians  than  from  dispatched  EMS  units  (Table 
I).  For  those  patients  who  did  not  fit  the  Eisenberg  criteria,  the  great 
majority  received  their  initial  CPR  from  dispatched  EMS  units. 

More  time  was  spent  at  the  scene  for  medical  than  for  trauma 
cases  (Table  II).  The  most  time  was  spent  at  the  scene  for  those 
patients  who  fit  the  Eisenberg  criteria  and  who  were  released  from 
the  hospital.  Thirteen  cases  involving  extrication  difficulties  were 
excluded. 


TABLE  I.  Number  and  Percentage  of  Persons  Initiating 
Cardiopulmonary  Resuscitation  in  Bystander-witnessed 
Arrests  of  Presumed  Cardiac  Origin 


Persons  Initiating 
CPR 

Eisenberg 

Patients 

Non-Eisenberg 

Patients 

Civilians 

14(41%) 

10  (10%) 

EMS  first  responders 

9 (27%) 

57  (56%) 

ALS  technician 

1 (3%) 

26  (25%) 

Others 

10  (29%) 

9 (9%) 

Discussion 

It  appears  that  Eisenberg’s  criteria  provide  a useful  tool 
for  isolating  those  cases  with  the  best  chance  of  survival, 
as  57%  of  all  survivors  of  cardiac  arrest  fell  within  this 
group.  The  33%  survival  rate  for  those  patients  who  fit  the 
Eisenberg  criteria  is  compatible  with  the  29%  survival  rate 
reported  by  Eitel  et  al3  and  below  the  60%  survival  rate 
reported  by  Eisenberg.2  The  60%  rate  was  calculated 
based  on  ALS  within  eight  minutes;  however,  a recalcula- 
tion of  our  figures  based  on  this  eight-minute  parameter 
yielded  no  significant  change.  The  12%  survival  rate  for 
all  witnessed  arrests  of  cardiac  origin  is  comparable  with 
the  8%  noted  by  Eitel  et  al3  but  lower  than  the  26%  save 
rate  noted  by  Eisenberg.4 

The  longer  mean  on-scene  time  for  medical  cases  as 
compared  to  trauma  cases  (Table  II)  is  in  keeping  with  the 
philosophy  that  it  is  appropriate  to  attempt  to  stabilize  a 
medical  patient  in  the  field,  but  a trauma  patient  requires 
the  care  that  only  an  operating  room  can  provide.5  Keller- 
man  et  al6  has  indicated  that  patients  with  a cardiac  arrest 
of  medical  origin  have  an  extremely  poor  chance  of  surviv- 
al if  stabilization  does  not  occur  in  the  field.  All  of  the  16 
Eisenberg  patients  who  survived  until  discharge  were  de- 
livered to  the  hospital  with  organized  rhythms.  Of  the  32 
Eisenberg  patients  who  died,  only  three  had  organized 
rhythms  on  arrival  at  the  hospital. 

Two  ALS  units  treated  the  nine  survivors  of  the  136 
bystander-witnessed  arrests.  These  two  units  are  similar 
in  a number  of  ways.  Both  serve  densely  populated  areas 
and  utilize  first-responder  EMS  programs  operated  by 
fire  departments  with  two-  to  four-minute  average  re- 
sponse times.  The  other  five  ALS  units  had  no  successful 
resuscitations  of  patients  in  which  arrests  were  witnessed 
by  bystanders.  These  five  units,  in  general,  serve  larger, 
less  densely  populated  areas.  First-responder  fire  depart- 
ment EMS  programs  are  generally  not  available.  These 
units  did  have  1 1 bystander-witnessed  arrests  that  fit  the 
Eisenberg  criteria,  but  none  of  these  patients  survived. 

The  above  observations  may  be  a reflection  of  the  sys- 
tem that  must  be  in  place  to  aid  successfully  the  victim  of  a 
bystander-witnessed  cardiac  arrest.  The  first  component 


TABLE  II.  Average  Advanced  Life  Support  On-scene  Time 
in  Minutes  by  Type  of  Arrest 


Type  of  Arrest  (n) 

On-Scene  Time  (mean  ± SD) 

Medical 

(416) 

23  ± 11 

Trauma 

(34) 

10  ± 6 

Eisenberg 

(48) 

25  ± 10 

Eisenberg  survivors  (16) 

27  ± 9 
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is  the  citizen.  This  person  must  be  educated  in  how  to  ac- 
cess the  EMS  system  and  perform  CPR  promptly.  Early 
CPR  is  vital  to  enlarge  the  window  of  time  in  which  defi- 
brillation and  other  ALS  therapies  can  benefit  the  patient. 
It  was  noted  in  this  study  that  the  civilian  is  the  best  tool 
for  achieving  initial  CPR  within  four  minutes  (Table  I). 
The  process  of  civilian  recognition  of  the  emergency,  acti- 
vation of  EMS,  dispatching,  and  travel  time  makes  inap- 
propriate the  reliance  on  trained  EMS  first  responders  to 
begin  CPR  within  four  minutes  of  an  arrest.  Less  than 
20%  of  patients  suffering  a bystander-witnessed  arrest  of 
presumed  cardiac  etiology  received  initial  CPR  from  a ci- 
vilian. Additional  civilian  CPR  training  in  Monroe  Coun- 
ty is  needed. 

First  responding  EMS  units  do,  however,  provide  vital 
services.  These  units  are  usually  fire  department  vehicles 
manned  by  firefighters  cross-trained  in  EMS.  There  are 
many  more  fire  stations  than  ambulance  bases,  and  thus 
fire  department  first-responders  are  often  the  first  trained 
helpers  to  arrive  at  the  scene  of  an  emergency.  These  units 
provide  manpower  to  take  over  the  physically  tiring  task 
of  CPR  from  civilians;  they  also  provide  oxygen  therapy 
and  suction  devices  to  assist  with  airway  management. 

There  are  challenges  yet  to  be  met  to  allow  the  ALS 


component  to  be  fully  effective  in  dealing  with  out-of-hos- 
pital sudden  cardiac  death  in  Monroe  County.  These  in- 
clude improving  civilian  education  on  how  to  access  the 
EMS  system,  increasing  the  number  of  civilians  who  can 
perform  CPR,  increasing  the  number  of  first  responders, 
and  improving  ALS  coverage. 

This  study  demonstrates  the  effectiveness  of  the  emer- 
gency medical  services  system  operating  in  Monroe  Coun- 
ty when  all  components  of  the  EMS  system  function  in  a 
rapid  and  coordinated  fashion  to  assist  victims  of  cardiac 
arrest. 
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Paraesophageal  hernia 

Carlo  E.  Vitelli,  md;  Bernard  M.  Jaffe,  md;  Kim  U.  Kahng,  md 


ABSTRACT.  We  have  reviewed  our  experience  with  eight 
patients  with  paraesophageal  hernias  surgically  repaired  at 
this  institution  during  an  18-month  period.  Three  of  these  pa- 
tients required  emergent  operation,  and  although  the  morbid- 
ity was  higher  in  this  group  than  in  those  undergoing  elective 
surgery,  no  mortalities  occurred  in  either  group.  The  potential 
for  the  development  of  life  threatening  complications  war- 
rants immediate  surgery  on  patients  who  are  diagnosed  to 
have  paraesophageal  hernias,  even  if  asymptomatic.  We 
recommend  a transabdominal  approach  for  the  performance 
of  a crural  repair  and  an  antireflux  procedure. 

(NY  State  J Med  1989;  89:654-657) 

Paraesophageal  hernia  is  an  uncommon  disorder  of  the 
diaphragmatic  hiatus.  The  clinical  picture  and  associated 
complications  are  quite  distinct  from  the  more  commonly 
encountered  sliding  hiatal  hernia.  The  true  incidence  is 
unknown,  since  most  paraesophageal  hernias  are  initially 
asymptomatic  and  remain  undetected  until  complications 
arise.  It  is  estimated  that  paraesophageal  hernias  repre- 
sent approximately  2%  of  the  hiatal  hernias  demonstrated 
radiologically1  and  from  3%  to  8%  of  the  hiatal  hernias 
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that  require  surgical  repair.1-3  Paraesophageal  hernias 
are  characterized  by  the  essentially  normal  position  of  the 
esophagogastric  junction,  in  contrast  to  sliding  hiatal  her- 
nias, in  which  the  esophagogastric  junction  is  displaced 
into  the  chest.  As  a result,  patients  with  paraesophageal 
hernias  infrequently  present  with  symptoms  of  gastro- 
esophageal reflux. 

The  indication  for  surgical  repair  of  a paraesophageal 
hernia  is  the  diagnosis  itself  and  should  not  be  predicated 
on  the  presence  or  absence  of  symptoms.  Failure  to  inter- 
vene early  may  result  in  the  life  threatening  complications 
of  gastrointestinal  bleeding  or  strangulation  with  obstruc- 
tion, which  are  associated  with  an  unacceptably  high  mor- 
tality and  morbidity.2-4 

The  surgical  repair  advocated  for  paraesophageal  her- 
nias ranges  from  simple  closure  of  the  hiatus  to  crural  re- 
pair and  routine  use  of  an  antireflux  procedure.  This  re- 
port reviews  eight  cases  of  paraesophageal  hernias 
surgically  repaired  at  this  institution  during  an  18-month 
period. 

Patients  and  Methods 

All  charts  belonging  to  patients  with  the  diagnosis  of  paraeso- 
phageal hernia  who  underwent  surgery  at  this  institution  from 
January  1986  through  May  1987  were  retrieved  for  review. 
Eight  such  patients  were  identified  and  constitute  the  basis  of 
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TABLE  I.  Presenting  Complaints  in  Eight  Patients  with 
Paraesophageal  Hernia 


Upper  gastrointestinal  hemorrhage  2 

Acute  exacerbation  of  abdominal  pain  2 

Gastric  outlet  obstruction  1 

Acute  abdomen  1 

Dyspnea  on  exertion  1 

Chronic  anemia  1 

Total  8 


this  report. 

These  eight  hernias  were  found  in  five  women  and  three  men. 
The  mean  age  of  patients  was  67  years  (range,  55-76  yr).  Three 
patients  underwent  emergency  surgery  for  acute  abdomen,  upper 
gastrointestinal  bleeding,  or  gastric  outlet  obstruction.  The  re- 
maining five  patients  underwent  elective  surgery  once  the  diag- 
nosis of  paraesophageal  hernia  was  established. 

Results 

The  chief  complaints  at  the  time  of  admission  are  listed  in  Table  I. 
Of  the  two  patients  who  presented  with  an  upper  gastrointestinal 
hemorrhage,  one  was  being  treated  for  peptic  ulcer  disease,  and  the 
other  was  given  a diagnosis  of  hiatal  hernia.  Pertinent  past  history  is 
shown  in  Table  II.  Seven  of  the  eight  patients  had  previous  com- 
plaints of  epigastric  pain.  Of  interest  is  the  fact  that  62.5%  of  these 
patients  were  diagnosed  as  having  hiatal  hernia  and  were  being 
treated  with  antacids  and  H2  blockers  at  the  time  of  admission. 

The  chest  film  was  diagnostic  for  paraesophageal  hernia  in  two  of 
eight  (25%)  patients  (Fig  1).  An  upper  gastrointestinal  series  (UGI) 
was  obtained  in  seven  of  eight  patients  and  was  diagnostic  in  all 
(Figs  2,  3).  Upper  endoscopy  was  performed  in  seven  of  eight  pa- 
tients, and  the  correct  diagnosis  was  made  in  six  of  seven  (85%)  of 
the  cases.  The  patient  in  whom  the  endoscopic  procedure  was  incon- 
clusive was  noted  to  have  “distorted  anatomy”;  however,  the  endos- 
copist failed  to  make  the  diagnosis,  which  was  subsequently  made  by 
UGI. 

Exploration  revealed  that  the  majority  of  patients  had  stomach 
and  greater  omentum  in  the  hernial  sac.  The  patient  who  presented 
with  an  acute  abdomen  was  found  to  have  strangulated  transverse 
colon  within  the  paraesophageal  hernia.  In  no  instance  was  difficulty 
encountered  in  reducing  the  hernial  contents  via  an  abdominal  ap- 
proach. 

The  surgical  procedures  performed  are  listed  in  Table  III.  Antire- 
flux procedures  were  performed  in  five  of  eight  (62.5%)  of  the  pa- 
tients (four  Nissen  fundoplications,  one  Belsey-Mark  IV).  Simple 
crural  repair  without  an  antireflux  procedure  was  performed  in  the 
remaining  three  patients.  A thoracic  approach  was  used  in  two  of 
eight  patients.  The  diversity  of  procedures  performed  reflects  each 
surgeon’s  preference. 

Most  of  the  complications  occurred  in  those  patients  requiring 
emergent  operation  (Table  IV).  Of  note,  the  only  complication  en- 
countered in  the  group  undergoing  elective  surgery  was  pneumonia, 
which  resulted  in  eventual  tracheostomy  for  ventilatory  support;  this 
complication  was  related  to  the  use  of  a thoracic  approach  for  repair 


TABLE  II.  Previous  History  in  Eight  Patients  with 
Paraesophageal  Hernia 


n(%) 

Epigastric  pain 

7 (88) 

History  of  hiatal  hernia 

5(63) 

Postprandial  fullness 

4(50) 

History  of  peptic  ulcer/gastritis 

4(50) 

Chronic  anemia 

3(38) 

Chest  pain 

2(25) 

Dyspnea  on  exertion 

1 (13) 

FIGURE  1 . Lateral  view  of  the  chest  reveals  the  presence  of  an  air-fluid 
level  in  the  retrocardiac  area  (arrow).  The  esophagogastric  junction  ap- 
pears to  be  in  a relatively  normal  position. 

of  the  paraesophageal  hernia.  No  mortalities  occurred  in  either  the 
elective  or  emergency  group. 

Discussion 

The  etiology  of  paraesophageal  hernias  remains  specu- 
lative; however,  the  rarity  with  which  these  hernias  occur 
in  patients  younger  than  40  years  suggests  that  this  is  an 
acquired  rather  than  a congenital  condition.  The  average 
age  of  the  patients  in  this  report  was  67  years. 

Paraesophageal  hernias  should  be  clearly  distinguished 
from  the  very  rare  parahiatal  hernia.  This  latter  condition 


FIGURE  2.  Typical  appearance  of  a paraesophageal  herniation  of  the 
stomach. 
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FIGURE  3.  Lateral  view  from  the  upper  gastrointestinal  series  allows 
visualization  of  the  paraesophageal  hernia  as  well  as  the  position  of  the 
esophagogastric  junction. 

has  been  characterized  as  a diaphragmatic  defect  which 
occurs  in  proximity  to  but  quite  separate  from  the  esopha- 
geal hiatus.  Whether,  in  fact,  parahiatal  hernias  exist  has 
been  questioned  by  some.1-5 
The  mechanism  resulting  in  the  formation  of  a paraeso- 
phageal hernia  is  presumed  to  be  related  to  a relative  in- 
crease in  abdominal  pressure,  resulting  in  a defect  be- 
tween the  diaphragmatic  crura,  alongside  the  esophagus 
and  esophagogastric  junction.  As  this  defect  enlarges,  the 
most  mobile  portions  of  the  stomach,  the  body  and  an- 

TABLE  III.  Surgical  Procedures  Performed  in  Eight 


Patients  with  Paraesophageal  Hernia 

Laparotomy,  crural  repair,  Nissen  3 

Laparotomy,  crural  repair,  vagotomy  and  pyloroplasty  1 
Laparotomy,  crural  repair,  colectomy  1 

Laparotomy,  crural  repair,  vagotomy  and  pyloroplasty,  1 
Nissen,  splenectomy 

Left  thoracotomy,  crural  repair,  Belsey  Mark  IV  1 

Left  thoracotomy,  crural  repair  1 

Total  8 


TABLE  IV.  Complications  of  Surgery  in  Eight  Patients  with 
Paraesophageal  Hernia 


Emergent  Surgery  (n  = 3) 

Splenectomy  1 

Wound  infection  1 

Hemorrhagic  gastritis  1 

Elective  Surgery  (n  = 5) 

Pneumonia  with  tracheostomy  1 


trum,  are  pulled  toward  the  mediastinum  in  response  to 
the  negative  intrathoracic  pressure  developed  with  each 
inspiration.  This  repetitive  action  eventually  weakens  the 
pyloric  and  duodenal  attachments,  with  gradual  displace- 
ment of  the  stomach  into  the  chest.  As  the  stomach  contin- 
ues this  pendulum  motion  between  the  abdominal  and 
thoracic  cavities,  the  posterior  attachments  of  the  esopha- 
gogastric junction  may  become  weakened,  allowing  the 
esophagogastric  junction  to  migrate  cephalad,  the  basis  of 
the  mixed  form  of  paraesophageal  hiatal  hernia.5  The  in- 
verted position  of  the  stomach  in  the  chest  with  a relative- 
ly nondisplaced  esophagogastric  junction,  as  occurs  with 
paraesophageal  hernias,  should  be  clearly  distinguished 
from  the  nonrotated  intrathoracic  stomach  associated 
with  sliding  hiatal  hernias.  The  potential  complications  of 
the  former,  which  do  not  occur  with  the  latter,  include 
organoaxial  rotation,  volvulus,  and  obstruction  of  the 
stomach. 

Despite  the  degree  of  anatomical  distortion  that  occurs, 
many  patients  are  either  asymptomatic  or  have  relatively 
vague  complaints  until  a major  complication  develops. 
Borchardt  described  the  triad  of  epigastric  pain,  the  in- 
ability to  vomit,  and  the  inability  to  pass  a nasogastric 
tube,  which  is  pathognomonic  for  paraesophageal  hernia.2 
Unfortunately,  Borchardt’s  triad  was  present  in  only  37% 
of  the  patients  described  here,  which  emphasizes  the  diffi- 
culty in  establishing  the  diagnosis  on  clinical  grounds 
alone. 

The  most  reliable  study  in  our  experience  was  the  UGI, 
which  established  the  diagnosis  in  all  cases  in  which  it  was 
performed.  Although  not  as  reliable  as  the  UGI  for  diag- 
nosing paraesophageal  hernias,  endoscopy  is  a valuable 
adjunct  in  evaluating  associated  mucosal  pathology.  Ane- 
mia or  occult  gastrointestinal  blood  loss  occurring  in  asso- 
ciation with  paraesophageal  hernias  is  not  uncommon  and 
is  secondary  to  a gastritis  of  the  herniated  portion  of  stom- 
ach or  a gastric  ulcer  where  the  stomach  is  compressed  by 
the  esophageal  hiatus.1-2 

The  natural  history  of  paraesophageal  hernias  is  such 
that  if  left  untreated,  catastrophic  complications  will  oc- 
cur. This  was  clearly  demonstrated  by  Skinner  and  Bel- 
sey3 in  their  longitudinal  study  of  21  asymptomatic  pa- 
tients with  paraesophageal  hernias  in  which  six  (30%) 
died  from  complications  directly  related  to  the  hernia  it- 
self. Similarly,  three  of  eight  (37.5%)  of  the  patients  de- 
scribed here  presented  with  life  threatening  complications 
(gastric  hemorrhage,  gastric  outlet  obstruction,  strangu- 
lated hernial  contents).  Our  experience  is  consistent  with 
that  reported  in  the  surgical  literature  in  general.2-5  Once 
the  diagnosis  of  paraesophageal  hernia  is  made,  expedi- 
tious surgical  repair  should  be  performed,  regardless  of 
the  absence  of  any  symptoms. 
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Although  it  is  well  accepted  that  paraesophageal  herni- 
as should  be  repaired,  some  controversy  exists  with  regard 
to  the  approach  as  well  as  the  preferred  procedure  to  be 
used.  Review  of  our  experience  suggests  that  an  abdomi- 
nal approach  is  associated  with  less  morbidity  than  a tho- 
racic approach.  The  hernia  is  usually  bounded  by  a well- 
formed  sac,  and  no  difficulties  are  encountered  in 
reducing  its  contents  into  the  peritoneal  cavity  through  a 
laparotomy  incision.  In  contrast,  a thoracic  approach, 
particularly  in  this  older  patient  population,  may  result  in 
significant  pulmonary  complications. 

The  main  issue  with  regard  to  the  procedure  itself  re- 
volves around  the  necessity  for  an  antireflux  procedure  in 
addition  to  a crural  repair.  Hill  and  Tobias1  advocated  a 
simple  crural  repair  and  emphasized  that  mobilization  of 
the  esophagogastric  junction  should  be  avoided  to  prevent 
the  subsequent  development  of  a sliding  hiatal  hernia. 
However,  Walther  et  al6  demonstrated  that  60%  of  16  pa- 
tients with  paraesophageal  hernias  and  nondisplaced 


esophagogastric  junctions  had  incompetent  lower  esopha- 
geal sphincters,  as  assessed  with  24-hour  esophageal  pH 
monitoring.  We  agree  with  these  authors  who  suggest  that 
an  antireflux  procedure  should  be  performed  in  all  emer- 
gent cases  of  paraesophageal  hernias  and  in  those  situa- 
tions in  which  preoperative  lower  esophageal  sphincter 
studies  cannot  be  obtained. 
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PRESENT  STATUS  AND  RECENT  ADVANCES  IN  SURGERY  OF  THE  ESOPHAGUS 

. . . Hernias  through  the  esophageal  hiatus  usually  have  been  divided  into  three  types — the  sliding 
hernia,  agreed  to  be  the  most  common;  the  para-esophageal,  implying  that  the  esophagogastric  junction 
remains  at  the  proper  level  but  the  fundus  forms  the  herniated  part,  and  the  short  esophageal  type. 
Considerable  discussion  has  centered  on  the  frequency  of  occurrence  of  the  short  esophageal  type,  some 
authors  maintaining  that  it  is  hardly  ever  seen,  others  meeting  it  fairly  frequently.  According  to  Hum- 
phreys and  his  associates,  the  true  congenital  short  esophageal  hernia  is  characterized  by  the  fact  that 
the  intrathoracic  portion  of  the  stomach  derives  its  blood  supply  from  the  thoracic  aorta  but  not  from 
the  branches  of  the  celiac  artery.  Some  evidence  has  been  forwarded  that  the  short  esophagus  encoun- 
tered with  symptomatic  hiatus  hernias  is  the  result  of  peptic  esophagitis  rather  than  the  cause  of  it.  . . . 

The  evaluation  of  the  patient  with  hiatus  hernia  must  include  endoscopy  to  prove  or  disprove  the 
presence  of  esophagitis,  in  addition  to  ruling  out  symptomatic  disease  in  the  organs  already  enumerat- 
ed. Once  satisfactory  evidence  exists  that  a symptomatic  hiatus  hernia  is  present,  surgical  correction 
should  be  recommended. 

For  the  uncomplicated  hernia  the  best  results  have  been  obtained  utilizing  a transthoracic  approach 
as  described  by  Allison.  For  the  cases  which  have  an  esophagus  which  is  too  short  to  allow  reduction  of 
the  stomach  below  the  level  of  the  diaphragm,  Effler  and  Groves  recommend  transplanting  the  esopha- 
gus anteriorly  into  a new  hiatus  combined  with  crushing  of  the  phrenic  nerve.  Collins  recommends 
splitting  the  cardia  to  form  a gastric  tube  distal  to  the  esophagus  allowing  reduction  of  the  remainder  of 
the  stomach  below  the  diaphragm.  Fisher  and  Johnson  report  7 patients  with  a short  esophageal  hiatus 
hernia  which  they  treated  by  distal  gastric  resection,  with  the  result  that  the  hernia  spontaneously 
disappeared,  apparently  from  the  reduction  achieved  in  the  acid-peptic  factor.  Strictures  secondary  to 
hiatus  hernia  and  esophagitis  introduce  another  factor  difficult  to  overcome.  Lindskog  and  Kline  advise 
distal  esophagectomy  combined  with  vagectomy,  extensive  proximal  gastric  resection,  and  gastrojejun- 
ostomy for  irreversible  stricture  formation.  Others  advocate  resecting  the  involved  area  along  with  the 
proximal  part  of  the  stomach  and  interposing  a jejunal  segment  between  the  esophagus  and  pyloric  part 
when  stricture  formation  has  occurred. 

Whatever  the  procedure  chosen  for  irreversible  stricture  formation,  it  has  to  fulfill  two  conditions:  it 
must  eliminate  the  problem  of  recurrent  esophagitis  and  leave  sufficient  food  reservoir  to  insure  ade- 
quate nutritional  status.  Both  these  conditions  are  difficult  to  fulfill,  and  in  some  ways  this  is  still  an 
unsolved  problem. . . . 

FRANK  GLENN,  MD 
BJORN  THORBJARN ARSON,  MD 
(NY State  J Med  1959;  59:280-288) 
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The  crisis  in  New  York  City’s  perinatal  services 

Wendy  Chavkin,  md,  mph;  Cynthia  R.  Driver,  rnc,  mph;  Pat  Forman,  mph 


Infant  mortality  continues  to  be  a priority  on  the  public 
health  agenda.  Although  rates  have  generally  declined 
during  the  past  decade,  they  remain  high  across  the  na- 
tion. In  1987,  New  York  City’s  rate  increased  for  the  first 
time  in  14  years,  from  12.8/1,000  live  births  to  13.1/ 
1,000.’ 

High  infant  mortality  rates,  both  nationally  and  locally, 
have  promoted  a variety  of  responses,  most  of  which  have 
focused  on  expanding  access  to  prenatal  care.  While  ac- 
cess to  prenatal  care  is  essential,  a comprehensive  system 
of  maternal  and  infant  services,  with  adequate  capacity, 
access,  and  quality,  is  necessary  to  reduce  infant  mortal- 
ity. Examination  of  New  York  City’s  perinatal  health  care 
system  reveals  a crisis  in  both  capacity  and  access — a sys- 
tem on  a collision  course  with  the  growing  reproductive 
health  needs  of  the  citizenry. 

The  evidence  documents  that  the  “crisis”  could  have 
been  predicted  and  is  probably  just  beginning.  Increases 
in  the  rates  of  poverty,  drug  abuse,  and  homelessness,  and 
the  resulting  increase  in  morbidity  and  mortality;  rising 
rates  of  AIDS,  sexually  transmitted  diseases,  tuberculo- 
sis, and  hepatitis;  increases  in  births,  birth  rates,  and 
birth-related  illness  and  deaths;  and  changing  practice 
patterns  resulting  in  more  labor  intensive  and  technologi- 
cally advanced  intensive  care,  are  all  factors  in  the  in- 
creasing demand  for  maternal  and  infant  services  in  New 
York  City.  This  increased  need  has  coincided  with  cut- 
backs in  services  and  funds,  reductions  in  numbers  of 
beds,  and  staff  shortages. 

The  “Demand”  Side 

Birth  Rates.  A critical  factor  in  defining  need  for  peri- 
natal services  is  the  number  of  births.  The  number  of  New 
York  City  births,  and  the  birth  rate  per  population,  have 
risen  every  year  since  1980  (Fig  1).  There  was  a 19%  in- 
crease between  1980  and  1987,  nearly  44%  of  which  oc- 
curred in  the  past  two  years.1  This  pattern  of  continuing 
increase  prevails  nationally. 

The  increase  in  number  of  births  has  been  true  for  all 
racial,  ethnic,  and  age  groups  in  New  York  City  except 
teens,  although  the  magnitude  of  the  increase  varies.  Birth 
rates  have  increased  by  5%  among  whites  and  Hispanics 
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FIGURE  1.  Birth  rates,  New  York  City,  New  York  State,  and  United 
States. 

and  10%  among  blacks.  While  teen  birth  rates  declined 
between  1 985  and  1 986,  there  was  a 1 4%  increase  in  births 
to  women  over  the  age  of  30  among  both  black  and  white 
women.  The  increase  has  been  most  striking  in  some  com- 
munities, typically  those  that  are  also  experiencing  an  in- 
crease in  a range  of  social,  economic,  and  health  status 
problems.  For  example,  between  1980  and  1987,  Central 
Harlem  experienced  a 51%  increase  in  number  of  births, 
and  other  poor  communities  experienced  increases  be- 
tween 30%  and  49%.  The  smallest  increases  were  found  in 
some  of  the  city’s  white  middle  class  neighborhoods,  sev- 
eral of  which  had  increases  of  less  than  15%.' 

Neither  city  nor  state  projections  anticipated  the  mag- 
nitude of  this  increase.  Projections  for  the  ethnic  and  age 
composition  of  New  York  City’s  population  vary  by 
source,  making  birth  rate  projections  inconsistent  (Figs  2, 
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FIGURE  2.  Projected  total  population  by  year,  New  York  City. 
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FIGURE  3.  Projected  female  population,  ages  15-44  by  year,  New  York 
City. 

3).  The  New  York  State  Department  of  Commerce  pro- 
jected a 3.4%  increase  in  the  number  of  women  of  child- 
bearing age  in  New  York  City  between  1980  and  1990, 2 
but  did  not  project  any  increase  in  the  expected  number  of 
births.3  (It  is  important  to  note  that  the  New  York  City 
Health  Systems  Agency  (HSA)  used  these  projections  in 
determining  service  needs.)  The  New  York  City  Planning 
Commission,  on  the  other  hand,  predicted  that  the  birth 
rate  would  rise  between  1980  and  the  year  2000,  although 
the  number  of  births  would  decline.  For  the  decade  1980 
to  1990,  the  commission  projected  1,040,000  births.4  As 
there  were  more  than  920,000  births  in  New  York  City 
between  1980  and  1987,  the  commission’s  projection  for 
the  decade  was  surpassed  by  the  end  of  1988. 

The  number  of  women  of  childbearing  age  (15-44  yr) 
has  been  increasing  throughout  the  decade,  as  “baby- 
boomers”  have  come  of  age.  The  1980  Census  reported 
1.69  million  women  in  New  York  City  in  this  age  group. 
However,  the  city,  the  state,  and  the  National  Planning 
Data  Corporation  (NPDC)  concur  that  this  group  will 
have  peaked  in  size  at  some  point  between  1985  and  1990 
(reaching  somewhere  between  1.72  and  1.77  million),  al- 
though these  forecasts  differ  in  the  rate,  magnitude,  and 
starting  point  of  the  decline  in  the  number  of  women  of 
childbearing  age.  New  York  City  has  projected  a total  of 
1.46  million  women  in  this  age  range  in  the  year  2000. 
New  York  State  estimates  the  figure  to  be  closer  to  1.6 
million.2’4’5 

Also  predicted  to  change  between  1980  and  2000  is  the 
racial  and  ethnic  mix  in  the  city.  Blacks,  Hispanics,  and 
Asians  were  reported  to  be  47%  of  the  population  in  1980. 
The  Year  2000  Report  projects  this  proportion  to  rise  by 
13%  by  the  end  of  the  decade.6  According  to  NPDC,  the 
majority  of  the  increase  in  the  racial  and  ethnic  minority 
population  will  be  among  Hispanics,  as  the  black  popula- 
tion is  projected  to  decline.  As  fertility  rates  have  been 
higher  for  racial  and  ethnic  minorities,  these  projected 
changes,  if  accurate,  will  result  in  an  increase  in  the  pro- 
portion of  these  births.  In  1986,  28%  of  all  births  were  to 
Hispanics,  33%  were  to  black  non-Hispanics,  and  33% 
were  to  whites. 

Looking  primarily  at  the  declining  cohort  of  women  of 
childbearing  age,  it  would  appear  that  the  total  of  births 
could  begin  to  decline  in  the  next  few  years  in  New  York 
City,  and  therefore  the  need  for  maternity  and  infant  ser- 


vices might  also  decline.  However,  the  growth  in  the  rate 
of  increase  in  the  last  two  years  suggests  that  caution 
should  be  applied  to  any  such  assumptions,  as  dramatic 
changes  in  birth  rates  may  result  from  factors  such  as 
changing  immigration  patterns  or  patterns  of  sexual  be- 
havior. 

Poverty.  It  is  no  news  that  the  poor  suffer  greater 
health  and  social  problems  than  the  general  population 
and  have  less  access  to  services.  The  number  of  poor  peo- 
ple, particularly  the  number  of  poor  women  and  children, 
has  grown  significantly  in  New  York  City  in  the  1980s. 
Twenty-five  percent  of  New  York  City  residents  now  live 
below  the  federal  poverty  level.6  In  some  neighborhoods, 
that  proportion  rises  to  50%.  Two  of  every  five  children  in 
the  city  are  poor.7  The  economic  status  of  female-headed 
households  also  deteriorated,  with  over  200,000  of  these 
families,  close  to  65%,  living  below  the  poverty  level. 
These  figures  are  all  higher  than  those  for  the  state  or  the 
nation,  and  they  are  continuing  to  rise.6-7  Also  rising  is  the 
number  of  homeless  men,  women,  and  children  living  in 
the  streets,  shelters,  and  welfare  hotels  of  the  city,  current- 
ly estimated  at  over  70,000  people.  Approximately  two 
thirds  of  the  hotel  and  shelter  population,  about  19,000 
persons,  belong  to  single-parent  households  headed  by 
women  (personal  communication,  Coalition  for  the 
Homeless,  New  York,  NY,  April  1988). 

The  proportion  of  unmarried  women  giving  birth,  a 
marker  for  social  risk,  rose  from  34.6%  in  1 980  to  40.3%  in 
1987.  Approximately  45%  of  births  are  to  women  who 
qualify  for  Medicaid  or  have  no  health  insurance.  After 
reaching  a low  of  8.4%  in  1984,  the  proportion  of  infants 
weighing  less  than  2,500  grams  at  birth  has  risen  steadily 
in  each  subsequent  year.  Provisional  New  York  City  data 
indicate  that  9.4%  of  infants  born  in  1987  weighed  less 
than  2,500  grams.  Poverty  and  homelessness  have  been 
shown  to  be  associated  with  diminished  access  to  health 
care,  and  poor  health  status  and  pregnancy  outcomes. 
Thus,  it  is  not  surprising  that  a recent  study  by  the  United 
Hospital  Fund  (UHF)  found  the  bulk  of  the  increase  in 
hospital  utilization,  between  1985  and  1987,  to  be  by  resi- 
dents in  low-income  communities,  with  a continuing  de- 
cline in  utilization  by  the  more  affluent.  In  areas  with 
more  than  40%  of  the  population  living  below  the  poverty 
level,  UHF  found  a 4.6%  increase  in  patient  days,  while 
patient  days  were  down  3.3%  in  areas  with  levels  below 
10%  poverty.8 

AIDS  and  Substance  Abuse.  AIDS  has  emerged  as  a 
significant  factor  in  New  York  City’s  perinatal  morbidity 
and  mortality  profile.  An  increase  in  the  number  of  AIDS- 
related  infant  deaths  was  observed  in  1987,  with  2.2%  of 
infant  deaths  citywide  considered  to  be  AIDS-related.9 
AIDS-associated  maternal  deaths  have  also  been  report- 
ed.10 Recent  New  York  City  and  New  York  State  Health 
Department  studies  found  1.5%  of  all  newborns  in  New 
York  City  seropositive  for  HIV.11 

While  75%  of  all  pediatric  AIDS  cases  were  the  off- 
spring of  intravenous  drug  users,  the  problems  of  sub- 
stance abuse  for  women  and  infants  extend  beyond  AIDS. 
Maternal  substance  abuse  has  a variety  of  well-known 
harmful  physiologic  effects  on  the  women,  the  fetus,  and 
pregnancy  outcome.13  15  A recent  birth  and  death  certifi- 
cate review  found  infant  mortality  rates  among  babies 
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with  reported  maternal  substance  abuse  to  be  nearly  2.5 
times  higher  than  the  citywide  rate.  Only  42%  of  these 
women  were  reported  to  have  received  prenatal  care,  com- 
pared to  75%  citywide.  Thirty  percent  of  infants  weighed 
less  than  2,500  grams,  more  than  triple  the  citywide  pro- 
portion. 

Since  1981,  there  has  been  a dramatic  increase  in  the 
reporting  of  maternal  substance  abuse  on  birth  certifi- 
cates, from  6.7  per  1,000  live  births  in  1981  to  20.3  in 
1987.  The  largest  increase  was  seen  between  1985  and 
1986. 16  In  1985,  there  were  1,227  birth  certificates  report- 
ing maternal  substance  abuse;  in  1986,  the  figure  was 
2,069. 

Reports  from  chiefs  of  neonatology  around  the  city  in- 
dicate that  the  number  of  babies  born  with  in  utero  crack 
exposure  is  continuing  to  rise  rapidly.  At  a Brooklyn  hos- 
pital, 1 5%  of  the  women  in  prenatal  care  say  they  use  co- 
caine (personal  communication,  chiefs  of  obstetrics  and 
gynecology,  New  York,  NY,  March  1988).  At  a Bronx 
hospital,  an  anonymous  urine  toxicology  screen  of  200 
women  in  labor  revealed  21%  (42)  to  be  positive  for  co- 
caine.17 

Although  human  immunodeficiency  virus  (HIV)  infec- 
tion of  women  and  newborns  has  serious  long  term  conse- 
quences for  their  health  and  need  for  medical  care,  in  New 
York  City  it  is  through  the  association  between  HIV  and 
drug  use  that  the  impact  on  perinatal  services  is  chiefly 
manifested.  Drug-exposed  newborns  are  using  more  neo- 
natal intensive  care  unit  (NICU)  and  normal  nursery 
days  because  they  are  more  likely  to  be  of  low  birth 
weight,  to  experience  withdrawal  symptoms,  and  to  be  the 
subject  of  prolonged  negotiations  concerning  custody  and 
placement. 

The  United  Hospital  Fund  reports  a 14.8%  increase  in 
newborn  nursery  days  between  mid- 1985  and  mid- 1987, 
largely  due  to  an  increase  in  the  number  of  newborns 
needing  prolonged  intensive  care.  Drug  withdrawal  was 
found  to  be  one  of  the  ten  most  common  secondary  diag- 
noses among  “long  stay”  babies  (ie,  babies  staying  more 
than  21  days),  affecting  one  out  of  seven  of  these  infants. 
From  mid- 1985  to  mid- 1987,  UHF  found  a 50%  increase 
in  the  number  of  long  stay  baby  discharges  (from  457  to 
687)  and  a 3%  increase  in  the  number  of  short  stay  baby 
discharges  (from  16,136  to  16, 850). 8 

While  a minimal  abstinence  syndrome  has  been  report- 
ed in  crack-exposed  newborns,  the  major  medical  reason 
for  increased  length  of  stay  in  these  infants  is  low  birth 
weight.  Both  MacGregor  et  al18  and  Chervkuri  et  al19 
have  reported  significant  increases  in  proportions  of 
crack-using  women  who  deliver  prematurely,  and  whose 
infants  are  low  birth  weight  and/or  growth  retarded  com- 
pared to  controls.  Habel’s  birth  certificate  analysis  con- 
firms the  elevation  in  the  low  birth  weight  proportion.16 

When  the  first  impact  of  the  crack  epidemic  was  felt 
in  1985,  the  demand  for  placement  for  drug-exposed  ba- 
bies removed  from  maternal  custody  increased  dramati- 
cally, as  evidenced  by  the  number  of  “boarder  babies”  in 
hospitals  awaiting  placement.  The  problem  peaked  in  the 
winter  of  1986,  causing  severe  strains  on  nurseries  and 
NICUs.  New  York  City’s  Special  Services  for  Children 
(SSC)  reported  239  infants  without  “special  needs” 
awaiting  placement  in  hospitals  in  February  1987.  To 


meet  this  growing  problem,  the  placement  system  was 
rapidly  expanded,  with  recruitment  of  foster  parents  and 
the  establishment  of  “congregate  care”  facilities.  By  the 
end  of  October  1988,  SSC  reported  70  such  infants  await- 
ing placement.  However,  the  number  of  infants  with  “spe- 
cial needs”  increased  during  the  same  time  period,  from 
34  to  68.  While  the  response  to  the  crisis  effectively  re- 
duced the  number  of  boarder  babies  in  the  city’s  hospitals, 
if  the  number  of  drug-exposed  babies  doubles  as  project- 
ed, the  boarder  baby  crisis  will  resurface,  adding  signifi- 
cantly to  the  strain  on  already  overcrowded  NICUs. 

Sexually  Transmitted  Diseases  (STDs).  The  rapid  rise 
in  the  incidence  of  sexually  transmitted  diseases  repre- 
sents another  sign  of  the  deteriorating  health  status  of 
poor  women  and  infants.  Between  100,000  and  150,000 
cases  of  STDs  were  reported  in  New  York  City  last  year.20 

The  gonorrhea  rate  has  been  rising  since  1979.  Between 
1984  and  1986  alone,  there  was  a 46%  increase  in  the 
number  of  cases  reported. 1 The  incidence  of  syphilis  is  also 
rising  dramatically — more  than  60%  between  1986  and 
1987. 20  Postulated  causes  of  the  increase  are  increases  in 
antibiotic  resistant  strains  of  gonorrhea  and  syphilis,  lack 
of  adequate  follow-up,  association  with  the  HIV  virus,  an 
increase  in  the  exchange  of  sex  for  drugs,  and  a shift  in 
resources  from  STD  prevention  to  AIDS. 

An  alarming  increase  in  congenital  syphilis  has  also 
been  reported  both  nationally  and  locally.  In  New  York 
City,  the  number  of  reported  cases  has  more  than  tripled 
since  198420;  there  is  significant  under-reporting  accord- 
ing to  neonatologists.  In  more  than  40%  of  the  reported 
cases,  the  mothers  had  not  received  prenatal  care. 

While  the  rise  in  sexually  transmitted  diseases  is  a na- 
tional problem,  New  York  City  accounted  for  nearly  one 
third  of  the  total  national  increase  in  reported  cases  of 
infectious  syphilis  between  1986  and  1987.  As  with  AIDS 
and  substance  abuse,  it  is  overwhelmingly  a problem 
among  the  poor:  rates  for  blacks  and  Hispanics  have  in- 
creased 150%  and  73%,  respectively.  The  proportion  of 
females  has  also  increased  from  27%  to  34%  of  the  total, 
with  an  actual  increase  of  over  160%  between  1986  and 
1987. 20 

The  sequelae  of  untreated  STDs  include  premature 
rupture  of  membranes,  premature  births,  pelvic  inflam- 
matory disease  (PID),  and  ectopic  pregnancies.  A number 
of  New  York  City  hospitals  are  reporting  an  increase  in 
admissions  for  PID.  One  Brooklyn  hospital  reported  a 
150%  increase  in  monthly  PID  admissions  between  1981 
and  1987. 21  Ectopic  pregnancy  is  now  the  fourth  leading 
cause  of  maternal  death  in  New  York  City.  Between  1975 
and  1980,  the  estimated  total  of  ectopic  pregnancies  rose 
to  2,080. 22  Between  1985  and  1986,  there  was  a 13.6% 
increase  in  ectopic  pregnancies.23 

Changing  Patterns  of  Practice.  Over  the  past  several 
years,  perinatal  medicine  has  become  increasingly  more 
technologically  sophisticated.  Interventions  are  occurring 
earlier  and  more  frequently.  Additionally,  the  political  cli- 
mate, as  typified  by  the  Baby  Doe  case,  has  increased  the 
pressure  on  neonatologists  and  nurses  to  employ  heroic 
measures.  At  the  same  time,  defensive  medicine  has  be- 
come common  practice,  particularly  in  obstetrics,  in 
which  malpractice  rates  are  skyrocketing.  Cautious  obste- 
tricians are  giving  more  care,  and  more  intensive  care.  For 
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example,  the  rate  of  cesarean  sections  has  risen  from 
16.5%  in  1980  to  24%  in  1986  nationally.24-25  These 
changes,  along  with  the  increase  in  births  and  in  the  num- 
ber of  high-risk  mothers  and  infants,  place  increased  de- 
mands on  the  delivery  system  and  its  workers. 

Need  Becomes  Demand:  Patterns  of 
Utilization 

The  confluence  of  factors  described  has  resulted  in  a 
dramatic  increase  in  demand.  In  obstetric  services,  the 
citywide  occupancy  rate  has  risen  steadily  since  1981 
(with  a dip  in  1986)  to  its  highest  level,  86.6%  in  the  third 
quarter  of  1987. 26  The  recommended  occupancy  rate  for 
maternity  services  is  75%.  Many  of  the  city’s  busiest  ob- 
stetric services  are  experiencing  occupancy  rates  over 
100%.  One  public  hospital’s  occupancy  rate  in  obstetrics 
reached  165%  in  the  third  quarter  of  1987.  A voluntary 
hospital  serving  a large  AIDS  and  drug-using  population 
saw  its  occupancy  rate  rise  12%  between  the  second  and 
fourth  quarters  of  1987.  Numerous  other  facilities  are  re- 
porting rates  in  the  90%+  range.  Throughout  the  city, 
while  occupancy  rates  fluctuate,  they  remain  extremely 
high  (more  than  10%  higher  than  the  state  as  a whole) 
(Table  I).26 

Almost  every  hospital  in  the  city  with  an  obstetric  ser- 
vice experienced  an  increase  in  the  number  of  births  be- 
tween 1980  and  1987.  However,  the  increase  was  greater 
in  the  public  sector.  Births  to  women  delivering  in  the  ci- 
ty’s municipal  hospitals  increased  nearly  30%  between 
1980  and  1986,  while  the  voluntary  sector  experienced  an 
1 1%  increase.1  In  a “double  bind,”  the  municipal  hospitals 
can  be  fined  if  care  does  not  conform  to  standards,  but  as 
“the  provider  of  last  resort,”  they  can  also  be  cited  for 
turning  people  away,  even  if  they  are  filled  and  have  con- 
cerns that  care  will  therefore  be  inadequate. 

While  maternity  services  throughout  the  city  are  at 
high  levels  of  occupancy,  the  situation  is  more  severe  for 
neonatal  services.  In  neonatal  units,  occupancy  rates  are 
over  100%.  In  1987,  the  NICU  occupancy  rate  in  New 
York  City  increased  from  105.3%  in  the  first  quarter  to 
1 1 1.2%  at  the  end  of  the  year.  One  hospital  after  another 
reports  rates  of  127%,  139%,  104%,  etc,  with  one  reaching 
297.2%  in  the  third  quarter  of  1987. 26 

From  mid- 1985  to  mid- 1987,  newborn  discharges  rose 
4.4%,  and  unlike  obstetrics  (for  which  length  of  stay  de- 
clined 5.7%),  length  of  stay  increased  9.3%,  and  patient 
days  increased  14.8%.  The  biggest  increase  in  days  was 
among  “long  stay  babies”  (those  staying  longer  than  21 
days),  who  represented  only  4.1%  of  newborn  discharges 
in  1987,  and  used  35%  of  all  newborn  days.  Both  the  num- 
ber of  long  stay  babies  and  the  length  of  their  stays  have 


increased  since  1 985. 8 Given  the  overwhelming  demand,  it 
is  not  surprising  that  many  of  these  NICUs  closed  their 
services  to  admissions  numerous  times  during  1987. 

The  Supply  Side.  While  increased  demand  is  contrib- 
uting significantly  to  the  crisis  in  maternal  and  infant  ser- 
vices, a declining  supply  is  also  taking  its  toll.  A New  York 
State  policy  of  “downsizing”  the  state’s  hospital  system 
resulted  in  the  elimination  of  more  than  4,000  acute  care 
beds  since  1981.  As  recently  as  1987,  the  position  of  the 
New  York  State  Commissioner  of  Health  has  been  that 
New  York  City  had  too  many  hospital  beds.  It  was  not 
until  December  1987,  when  faced  with  a citywide  occu- 
pancy rate  of  95%,  that  the  commissioner  called  for  an 
immediate  reversal  of  this  policy,  and  requested  proposals 
from  the  hospitals  for  the  reopening  of  acute  care  beds.27 

Maternity  beds  have  been  cut  by  approximately  7% 
(compared  to  a 9%  overall  reduction  in  acute  care  beds 
between  1981  and  1986).  The  total  number  of  obstetric 
services  has  declined  significantly,  from  53  in  1980  to  44 
in  1987.  The  New  York  State  Department  of  Health  re- 
ports no  change  in  the  number  of  certified  NICU  beds 
between  1984  and  1987  for  the  city,  although  the  Health 
and  Hospitals  Corporation  (HHC)  reports  a 2.7%  loss 
during  this  period. 

Availability  of  ambulatory  services  can  be  inferred 
through  waiting  time  for  the  first  appointments.  The  wait- 
ing time  for  a first  prenatal  or  gynecology  appointment  is 
as  long  as  60  days  in  some  outpatient  clinics  in  New  York 
City  (personal  communication,  chiefs  of  obstetrics  and 
gynecology,  New  York,  NY,  1988). 

With  growing  crack  and  AIDS  epidemics,  drug  treat- 
ment programs  have  become  an  important  component  of 
the  maternal  services  delivery  system.  In  1985,  the  New 
York  City  Health  Systems  Agency  estimated  the  number 
of  additional  treatment  slots  needed  in  New  York  City  to 
be  30,000.  This  estimate  was  developed  before  the  crack 
epidemic.  At  present,  New  York  City  has  little  to  offer  a 
pregnant  woman  with  a drug  habit  because  of  the  short- 
age of  treatment  spaces,  which  are  financed  and  designat- 
ed by  the  state.  There  are  waiting  lists  in  most  programs, 
and  few  are  geared  to  address  the  growing  percentage  of 
drug  abusers  using  cocaine.  In  addition,  many  drug  treat- 
ment programs  do  not  accept  pregnant  women  or  those 
with  small  children.  Those  few  that  do  accept  pregnant 
women  have  traditionally  not  integrated  the  necessary 
health  care  services  into  their  programs,  either  through 
on-site  provision  of  prenatal  care  or  through  firm  linkages 
with  medical  providers.  Thus,  pregnant  women  motivated 
to  get  off  drugs  may  find  themselves  with  no  place  to  go 
for  drug  treatment;  pregnant  women  receiving  drug  treat- 
ment may  remain  unconnected  to  a prenatal  care 


TABLE  I.  Occupancy  Rates:  Neonatal,  Medical/Surgical,  and  Obstetrics,  New  York  City  (NYC)  and  New  York  State  (NYS), 

1985-1987* 


Neonatal 

NYC 

NYS 

Medical/Surgical 
NYC  NYS 

Obstetrics 

NYC 

NYS 

1985 

94.8 

96.5 

84.4 

81.6 

82.4 

74.9 

1986 

104.6 

101.6 

81.1 

78.7 

83.5 

73.3 

1987 

109.5 

103.2 

85.1 

84.3 

81.4 

71.9 

* Source:  New  York  State  Department  of  Health  Quarterly  Occupancy  Reports,  1985-1987. 
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provider. 

Staff  Shortages.  Compounding  the  bed  and  ambula- 
tory care  shortages  is  the  growing  shortage  of  health  care 
workers.  The  problem  is  particularly  acute  for  maternal 
and  infant  services  because  of  shortages  of  obstetricians 
and  nurse  midwives. 

The  American  College  of  Obstetrics  and  Gynecology 
(ACOG)  surveyed  practicing  obstetricians  in  1985  and 
again  in  1987  to  assess  the  impact  of  increased  malprac- 
tice costs  and  liability  claims  on  practice  patterns.  ACOG 
found  that  41%  had  changed  their  practice  patterns  as  a 
result  of  malpractice  considerations,  that  12.4%  of  those 
affected  no  longer  practice  obstetrics,  and  that  12.9%  had 
decreased  the  number  of  deliveries.  With  premiums  rising 
every  year — up  238%  in  the  past  five  years — a diminish- 
ing supply  of  obstetricians  appears  likely  to  be  an  ongoing 
problem.28 

Compounding  the  problem  in  New  York  City  is  the  dra- 
matic decline  in  the  number  of  obstetrics/gynecology  resi- 
dents in  New  York  City.  From  1975  to  1985,  there  was  a 
drop  of  20.2%.  (In  contrast,  the  total  number  of  residents 
for  all  specialties  in  New  York  City  decreased  1%.)29 

The  Report  of  the  New  York  State  Commission  on 
Graduate  Medical  Education  found  that  the  proportion  of 
Ob/Gyn  residents  trained  in  New  York  State  is  lower 
than  the  overall  proportion  for  all  residencies.30  Ironically, 
regulations  resulting  from  this  report  are  expected  to  fur- 
ther reduce  the  number  of  residency  slots  in  the  city.  New 
accreditation  requirements  for  training  programs,  and  re- 
organization of  these  programs,  with  more  control  going 
to  major  medical  centers,  is  expected  to  further  cut  HHC’s 
supply  of  physicians.  The  report’s  recommendation  to  re- 
duce the  supply  of  foreign  medical  graduates  (FMG)  in 
New  York  City  will  exacerbate  the  shortage.  The  commis- 
sion proposes  using  nonphysician  providers  as  substitutes, 
despite  the  fact  that  the  supply  of  midwives,  physicians’ 
assistants,  and  nurse  practitioners  is  already  inade- 
quate. 

The  Report  of  the  New  York  State  Ad  Hoc  Advisory 
Committee  on  Emergency  Services,  commonly  known  as 
the  Bell  Commission  report,  recommends  limiting  the 
number  of  consecutive  hours  that  residents  can  work.31 
The  state  has  indicated  that  it  will  pay  for  any  increases  in 
ancillary  staff  required  by  these  regulations.  Budget  defi- 
cits and  staff  shortages  make  this  unlikely. 

The  growing  shortage  of  registered  nurses  in  New  York 
City  and  across  the  nation  has  been  discussed  extensively. 
Low  salaries,  inadequate  career  advancement,  and  diffi- 
cult working  conditions  have  made  recruitment  and  reten- 
tion a problem  for  most  facilities.  While  most  New  York 
City  obstetric  and  neonatal  services  are  reporting  nursing 
vacancies,  municipal  facilities  experience  disproportion- 
ate difficulty  recruiting  and  retaining  nurses.  Nursing  va- 
cancy rates  in  municipal  hospitals  are  nearly  twice  as  high 
as  those  for  the  voluntary  hospitals. 

In  an  effort  to  address  the  nursing  shortage,  hospitals 
have  had  to  hire  more  per  diem  nurses.  These  nurses 
(some  of  whom  are  hospital  nurses  working  extra  shifts) 
are  more  costly  than  the  permanent  full-time  staff  they 
are  hired  to  replace. 

A recent  contract  between  New  York  City  and  the  New 
York  State  Nurses’  Association  should  go  a long  way  in 


closing  the  gap  between  the  voluntary  and  the  municipal 
hospitals.  This  contract  provides  for  parity  in  salaries  with 
14  selected  voluntary  hospitals,  increases  in  longevity  pay- 
ments, and  improvement  in  shift  assignment  procedures. 
The  New  York  City  Nursing  Task  Force,  with  representa- 
tives from  the  health  and  education  sectors,  is  also  exam- 
ining ways  to  improve  recruitment  of  nurses  and  other 
health  care  workers. 

In  addition  to  physician,  housestaff,  and  nurse  short- 
ages, maternity  services  report  high  vacancy  rates  among 
other  workers  as  well.  Many  also  state  that  the  approved 
positions,  even  if  filled,  would  be  inadequate  to  handle 
current  workloads. 

The  New  Y ork  State  Department  of  Health  is  reporting 
significant  problems  throughout  the  state  in  recruiting 
respiratory  therapists  and  pharmacists.  HHC  reports  a 
shortage  of  physical  therapists,  pharmacists,  health  aides, 
and  technicians.32  Both  New  York  State  and  the  Ameri- 
can Medical  Association  (AMA)  report  a decline  in  en- 
rollment in  training  programs  for  most  of  these  profes- 
sions. The  AMA  reports  that  between  1986  and  1987 
alone,  there  were  declines  of  over  one  third  in  enrollment 
for  lab  technicians,  medical  technologists,  medical  assis- 
tants, and  respiratory  therapists.33 

While  the  expansion  of  nurse  midwifery  could  increase 
the  availability  of  maternity  services,  the  New  York  State 
Department  of  Health  reported  a high  vacancy  rate  for 
CNM  positions  in  New  York  City.  There  are  400  certified 
nurse  midwives  in  New  York  State,  although  no  data  are 
available  on  how  many  are  practicing  in  New  York  City. 
As  only  30  certified  nurse  midwives  graduate  annually  in 
New  York  State,  it  could  be  years  before  these  vacancies 
are  filled,  and  much  longer  before  nurse  midwifery  capac- 
ity can  be  expanded. 

Conclusions 

The  factors  described  above,  which  are  contributing  to 
the  need  for  intensive  perinatal  services  in  New  Y ork  City, 
are  likely  to  persist  or  increase  in  the  coming  years,  with 
the  possible  exception  of  birth  rates.  The  current  supply  of 
services  is  inadequate  to  meet  this  need. 

The  perinatal  care  system  in  New  York  City  is  at  a crit- 
ical juncture.  Needed  are  both  immediate  actions  to  alle- 
viate the  current  crisis,  and  long  term  solutions,  some  of 
which  may  require  systemic  and  policy  changes. 

Without  an  increase  in  the  supply  of  health  care  work- 
ers, expansion  of  inpatient  and  outpatient  services  will  be 
very  difficult.  Unfortunately,  the  shortage  of  health  care 
workers  is  likely  to  worsen  in  the  face  of  rising  need,  unless 
significant  changes  are  made  in  recruitment  and  retention 
policies.  Creative  approaches  could  include  adjustment  of 
salary  levels,  benefits,  career  ladders,  and  training  oppor- 
tunities, as  well  as  the  development  of  day  care  and  flex- 
time options.  Recruitment  efforts  that  target  minority 
communities  might  better  succeed  if  attached  to  support- 
ive funding  for  recipients.  The  development  of  joint  pro- 
grams with  health  care  unions  to  offer  upgrading  and 
training  for  union  members  offers  another  route  for  filling 
mid-level  positions. 

The  malpractice  crisis  has  contributed  to  diminishing 
the  supply  of  obstetricians.  Obviously,  the  malpractice 
crisis  requires  resolution.  Innovative  approaches  that  ad- 
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dress  quality  assurance  as  well  as  providing  resources  for 
babies  with  perinatally  acquired  handicaps  might  provide 
a starting  point.  Virginia  has  been  a pioneer  in  establish- 
ing a no-fault  compensation  system  for  birth-related  neu- 
rologic injury,  which  also  encourages  physician  accep- 
tance of  Medicaid  patients.  Rosenbaum  and  Hughes34 
have  suggested  that  states  establish  subsidized  umbrella 
malpractice  plans  through  joint  underwriting  associations 
for  obstetricians  caring  for  public  sector  patients.  They  also 
advocate  that  state  insurance  commissions  closely  scruti- 
nize the  practice  of  setting  malpractice  insurance  rates. 

Obstetrician  shortages  have  been  further  exacerbated 
by  cuts  in  approved  residency  slots  in  New  York  City.  A 
major  factor  in  the  reduction  of  these  slots  has  been  con- 
cern about  the  adequacy  of  gynecologic  surgical  experi- 
ence. National  consensus  would  be  required  to  reassess 
these  educational  requirements  in  the  light  of  changing 
patterns  of  practice  and  need.  New  York  City’s  leading 
obstetric  educators  could  serve  as  gadflies  to  stimulate 
such  a review. 

Lastly,  perinatal  care  must  concern  itself  with  the  cur- 
rent socioeconomic  realities  and  integrate  a broad  spec- 
trum of  services  into  the  delivery  system.  While  perinatal 
care  clearly  cannot  resolve  underlying  societal  issues  such 
as  homelessness,  poverty,  and  drug  use,  it  can  incorporate 
recognition  of  these  factors  into  the  design  of  clinical  ser- 
vices. For  example,  obstetric  and  drug  treatment  provid- 
ers could  forge  programmatic  links  that  would  not  only 
ensure  coordination  of  all  medical  components  but  plan 
for  supportive  parenting  training  and  pediatric  develop- 
mental assessment  in  cases  in  which  supervised  family  re- 
unification can  be  anticipated.  San  Francisco  has  initiated 
a multi-agency  collaboration  toward  this  end  which  in- 
cludes representation  from  the  Department  of  Public 
Health,  Child  Protective  Services,  Community  Substance 
Abuse  Services,  Day  Care,  and  Housing  Police  (personal 
communication,  Geraldine  Oliva,  MD,  mph,  Director  of 
Family  Health,  San  Francisco  Dept  of  Public  Health,  De- 
cember 1988).  Another  such  example  could  consist  of 
strengthening  the  link  between  obstetric  and  gynecologic 
care  (past  a single  postpartum  visit)  in  order  to  intervene 
medically  prior  to  a subsequent  high  risk  pregnancy,  as 
well  as  in  recognition  of  the  STD  epidemic. 

New  York  City  is  currently  demonstrating  the  effects 
of  an  inadequate  response  to  signs  of  a growing  crisis  in 
perinatal  services.  The  cost  of  allowing  the  current  trends 
to  continue  could  be  reversal  of  prior  decades’  gain  in  ma- 
ternal-infant morbidity  and  mortality.  Short  term  cost 
savings  may  prove  to  be  extremely  costly  in  the  long  run. 
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ESS  A YS  IN  PEDIATRICS 


The  management  of  respiratory  failure  in  infants 

and  children 

Bruce  M.  Schnapf,  do 


Respiratory  failure  occurs  when  an  illness  or  impairment 
of  the  respiratory  system  results  in  inadequate  oxygen- 
ation, inadequate  ventilation,  or  both.  In  these  situations, 
the  pulmonary  system  is  unable  to  meet  the  metabolic  de- 
mands of  the  body.  Respiratory  failure  is  a common  medi- 
cal emergency  in  infants  and  children  and  is  encountered 
in  almost  every  type  of  pediatric  practice.  The  problem 
may  present  in  a variety  of  clinical  settings.  It  may  present 
as  an  exacerbation  of  chronic  underlying  lung  disease  or 
as  an  acute  process  occurring  in  previously  healthy  lungs. 

The  clinical  assessment  of  respiratory  failure  is  difficult 
and  often  unreliable.  The  diagnosis  is  most  easily  made  by 
the  physician  who  has  a high  index  of  suspicion  and  is 
aware  of  the  clinical  situations  in  which  respiratory  failure 
is  likely  to  be  a complication.  This  article  reviews  the  man- 
agement of  acute  respiratory  failure  in  the  pediatric  pa- 
tient excluding  the  neonatal  period. 

Definition 

There  is  no  uniform  clinical  definition  of  acute  respira- 
tory failure  that  includes  all  of  its  causes.  The  primary 
functions  of  the  respiratory  system  are  the  elimination  of 
carbon  dioxide  from  and  the  delivery  of  oxygen  to  the  pul- 
monary capillary  bed.  In  the  absence  of  an  intracardiac 
shunt,  acute  respiratory  failure  is  present  if  arterial  oxy- 
gen tension  (PaO?)  is  less  than  50  torr  in  a patient  breath- 
ing room  air,  or  the  arterial  carbon  dioxide  tension 
(PaCCH)  is  greater  than  50  torr.1-2  These  values  are  arbi- 
trary and  are  not  diagnostic  of  any  particular  disease. 

It  is  important  to  keep  in  mind  that  a patient  may  have  a 
normal  PaCU  and  be  in  profound  respiratory  failure  if  he  is 
breathing  air  containing  a high  oxygen  concentration. 
Furthermore,  patients  with  PaCC>2  values  in  the  40  torr 
range  may  have  profound  acidemia  if  they  have  preexist- 
ing bicarbonate  loss.  Thus,  they  may  have  a life  threaten- 
ing problem  in  the  presence  of  this  lesser  degree  of  hyper- 
capnia. Other  clues  to  the  existence  of  acute  respiratory 
failure  are  the  presence  of  dyspnea,  acidemia,  or  both. 

This  definition  of  respiratory  failure  allows  for  the  divi- 
sion of  the  condition  into  two  types.  Type  I is  a failure  of 
oxygenation  alone  and  is  characterized  by  a low  PaCb  and 
a normal  or  low  PaCC>2.  The  major  cause  of  type  I respira- 
tory failure  is  usually  a disease  process  involving  the  lungs 
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themselves.  Type  II  failure  is  primarily  a failure  of  venti- 
lation and  is  manifested  by  a low  Pa02  and  a high  PaCC>2. 
It  usually  results  from  either  a decrease  in  minute  ventila- 
tion or  an  increase  in  total  dead  space.3 

Classifying  respiratory  failure  as  either  type  I or  type  II 
offers  only  limited  clinical  information  and  reveals  noth- 
ing about  the  specific  disease  entity  involved  or  its  sever- 
ity. However,  the  classification  does  offer  insight  into  the 
basic  pathophysiologic  processes  involved  and  may  per- 
haps point  toward  appropriate  therapeutic  modalities. 

Etiology 

The  various  conditions  that  may  result  in  acute  respira- 
tory failure  in  children  are  best  considered  according  to 
the  location  of  the  defect.  A properly  working  respiratory 
system  requires  that  three  of  its  divisions  be  intact:  the 
central  nervous  system  respiratory  centers;  the  chest  bel- 
lows and  its  components;  and  the  lungs,  including  upper 
and  lower  airways.  Therefore,  a significant  disturbance 
affecting  any  one  of  these  components  may  lead  to  respi- 
ratory failure.  Some  of  the  major  diseases  and  conditions 
that  may  lead  to  respiratory  failure  are  listed  in  Table  I.  It 
is  important  to  realize  the  diverse  nature  of  these  causes. 

TABLE  I.  Causes  of  Respiratory  Failure  in  Children 

Central  nervous  system  dysfunction 
Drug  overdose  (narcotic,  sedative) 

Trauma 
Mass  lesions 
Infection 

Central  hypoventilation  syndromes 
Respiratory  bellows 
Congenital  neuromuscular  disorders 

Acquired  neuromuscular  disorders  (infections,  postinfections, 
toxins) 

Trauma 
Pleural  effusion 
Extreme  obesity 
Lungs  and  airways 

Foreign  body  aspiration 
Congenital  anomalies 

Infections  (supraglottitis,  bronchiolitis,  pneumonia) 

Asthma 
Cystic  fibrosis 
Obstructive  sleep  apnea 
Pulmonary  edema 
Trauma 
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Clinical  Manifestations 

The  clinical  signs  and  symptoms  of  respiratory  failure 
in  children  are  often  nonspecific.  The  manifestations  of 
respiratory  failure  are  not  always  clinically  evident,  and 
some  of  the  symptoms  may  be  due  to  nonrespiratory 
causes.  The  clinical  assessment  alone  of  hypoxemia  and 
hypercapnia  is  not  reliable.4  Clinical  judgment  is  required 
as  to  when  a blood  gas  determination  should  be  obtained. 
Signs  and  symptoms  that  may  be  related  to  hypoxemia, 
hypercapnia,  and  acidosis  are  summarized  in  Table  II. 
Mental  status  changes,  ranging  from  restlessness  and  agi- 
tation to  coma,  are  common  to  all  three.  Cyanosis  is  espe- 
cially unreliable  as  a guide  to  a low  PaC>2.  Cyanosis  may  not 
appear  until  hypoxemia  is  severe,  especially  in  the  anemic 
patient.  And,  probably  most  important  in  assessing  a pa- 
tient for  cyanosis,  there  is  large  interobserver  variability. 

Hypoxemia  interferes  with  brain  metabolism,  depresses 
the  myocardium,  and  causes  pulmonary  hypertension. 
Hypercapnia  depresses  the  central  nervous  system,  and 
acidemia  depresses  myocardial  function.  Therefore,  on 
first  evaluation,  any  child  who  is  comatose,  obtunded,  con- 
fused, or  appears  cyanotic  should  undergo  a blood  gas 
evaluation.  In  addition,  the  presence  of  severe  or  unex- 
plained dyspnea,  restlessness,  or  unexplained  somnolence 
probably  warrants  assessment  of  blood  gases. 

Pathophysiology 

The  basic  mechanisms  of  abnormal  gas  exchange  are 
hypoventilation,  ventilation-perfusion  imbalance,  intra- 
pulmonary  shunt,  and  diffusion  impairment  (Table  III). 
All  four  of  these  abnormal  mechanisms  are  potential 
causes  of  hypoxemia  in  a child  at  rest  and  breathing  room 
air  at  sea  level.  An  individual  with  respiratory  failure  may 
have  abnormal  arterial  blood  gases  due  to  any  one  or  a 
combination  of  these  mechanisms.5’6 

Alveolar  hypoventilation  occurs  when  ventilation  of  the 
lungs  does  not  remove  all  the  carbon  dioxide  produced  by 
cellular  metabolism.  Alveolar  hypoventilation  is  the  char- 
acteristic abnormality  in  patients  with  depressed  central 
nervous  system  function,  or  those  with  neuromuscular  or 
skeletal  abnormalities  that  result  in  inadequate  movement 
of  the  chest  bellows.  Hypoventilation  may  result  from  ei- 
ther a decrease  in  tidal  volume  or  respiratory  rate,  or  when 
there  is  an  increase  in  total  dead  space.  Causes  of  hypo- 
ventilation include  depression  of  the  respiratory  center 
caused  by  drug  overdose,  paralysis  of  the  respiratory  mus- 
cles, muscle  fatigue,  and  central  hypoventilation.  Both 
hypoxemia  and  hypercapnia  usually  result,  and,  if  the  pro- 
cess is  acute,  acidosis  will  usually  be  present. 


TABLE  II.  Clinical  Manifestations  of  Respiratory  Failure 


Condition 

Symptoms 

Signs 

Hypoxemia 

Restlessness 

Arrhythmias 

Agitation 

Tachycardia 

Confusion 

Tachypnea 

Dyspnea 

Cyanosis 

Hypercapnia 

Headache 

Diaphoresis 

Dizziness 

Tachycardia 

Somnolence 

Coma 

Hypertension 

Acidosis 

Coma 

Arrhythmias 

TABLE  III.  Causes  of  Hypoxemia 

Respiratory  causes  Ventilation-perfusion  imbalance 

Pulmonary  shunt 
Diffusion  barrier 
Hypoventilation 

Nonrespiratory  causes  Low  inspired  oxygen  concentration 

High  altitude 
Intracardiac  shunt 


Ventilation-perfusion  imbalance  occurs  when  there  is  a 
mismatch  of  ventilation  to  blood  flow  in  the  lungs  affect- 
ing oxygen  uptake.  The  matching  of  ventilation  to  perfu- 
sion becomes  increasingly  abnormal  as  the  lung  disease 
becomes  more  severe.  This  is  a characteristic  of  most  ab- 
normalities that  affect  the  lungs  in  children,  such  as  an 
acute  asthma  attack  or  mucoid  obstruction  of  the  airway 
with  resultant  atelectasis.  The  hypoxemia  caused  by  mild 
mismatching  of  ventilation  and  perfusion  can  usually  be 
corrected  by  increasing  the  oxygen  concentration  of  the 
inspired  air.  Acidosis  may  or  may  not  occur,  depending  on 
the  presence  or  absence  of  hypercapnia  and  the  severity  of 
hypoxemia. 

Intrapulmonary  shunting  results  from  perfusion  of 
large  areas  of  nonventilated  or  underventilated  alveoli. 
This  shunting  is  a major  cause  of  hypoxemia  in  children 
with  acute  lung  injury,  including  both  cardiogenic  and 
noncardiogenic  edema.  Hypercapnia  is  usually  not 
present.  However,  hypercapnia  may  develop  in  late  stages 
of  ventilation-perfusion  imbalance,  especially  when  respi- 
ratory muscle  fatigue  becomes  increasingly  significant.  If 
hypoxemia  is  severe,  acidosis  may  occur  as  cellular  metab- 
olism becomes  increasingly  anaerobic  leading  to  increased 
lactic  acid  production. 

Diffusion  impairment,  which  is  the  failure  of  the  pul- 
monary capillary  blood  to  fully  equilibrate  with  the  alveo- 
lar gas,  is  a very  uncommon  cause  of  hypoxemia  in  chil- 
dren. Additionally,  because  of  its  tendency  to  develop 
slowly,  diffusion  impairment  is  rarely  the  sole  cause  of 
acute  respiratory  failure  and  generally  results  in  hypox- 
emia but  does  not  produce  hypercapnia. 

Management 

A clinical  diagnosis  of  respiratory  failure  can  be  made 
by  use  of  findings  from  a complete  history,  physical  exam- 
ination, and  determination  of  blood  gases  and  other  rou- 
tine laboratory  tests.  From  these  data,  an  adequate  assess- 
ment of  oxygenation,  ventilation,  and  acid-base  balance 
can  be  made  as  well.  Table  IV  lists  important  questions 
one  should  consider  in  the  assessment  of  a patient  with 
respiratory  failure.  As  soon  as  possible,  treatment  should 
be  instituted  to  correct  the  underlying  disease  process  and 
to  ensure  adequate  ventilation  and  oxygenation. 

Table  V outlines  a sequential  approach  to  the  evalua- 
tion and  management  of  respiratory  failure.  Frequently, 
respiratory  failure  will  progress  slowly  over  a period  of 
hours  or  even  days.  This  allows  adequate  time  for  diagno- 
sis and  institution  of  therapy.  However,  some  patients, 
when  they  are  first  brought  to  medical  attention,  have  se- 
vere respiratory  distress  with  cardiorespiratory  arrest  im- 
minent, or  they  may  even  exhibit  respiratory  or  cardiac 
arrest.  Once  resuscitation  is  achieved,  the  best  method  for 
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TABLE  IV.  Questions  to  Consider  When  Assessing 
Oxygenation,  Ventilation,  and  Acid-Base  Status  in  Acute 
Respiratory  Failure 

Oxygenation 

Is  the  patient  adequately  oxygenated? 

Are  the  lungs  working  properly  to  effect  oxygenation? 

How  much  oxygen  should  be  administered  and  by  what  route? 
Ventilation 

Is  the  patient’s  alveolar  ventilation  adequate  for  the  level  of  COj 
production? 

Is  the  patient  working  too  hard  to  maintain  the  level  of  alveolar 
ventilation? 

Does  the  patient  need  ventilatory  assistance? 

Acid-base  status 

Does  the  patient  have  an  acid-base  disorder? 

What  is  the  acid-base  disorder? 

What  are  the  underlying  problems  causing  the  acid-base  disorder? 


determining  the  need  to  increase  the  inspired  oxygen  con- 
centration is  by  the  direct  measurement  of  the  arterial  ox- 
ygen tension. 

Even  in  the  absence  of  cyanosis,  the  presence  of  hypox- 
emia may  be  inferred  by  symptoms  such  as  restlessness, 
confusion,  and  coma.  When  these  findings  are  present,  ad- 
ministration of  oxygen  should  be  instituted  immediately 
and  blood  gas  tension  measurements  obtained  as  soon  as 
possible. 

Cyanosis  is  a poor  indicator  of  hypoxemia  because  it 
depends  on  the  hemoglobin  concentration.  Cyanosis  will 
be  evident  only  when  there  is  about  5 g of  reduced  hemo- 
globin per  100  mL  of  whole  blood.7-8  Therefore,  mild  cya- 
nosis may  be  difficult  to  detect  in  the  presence  of  anemia. 
When  polycythemia  is  present,  cyanosis  may  be  present 
even  though  adequate  oxygen  content  is  available  to  satis- 
fy tissue  demands.  Nevertheless,  the  presence  of  cyanosis 
requires  oxygen  administration  until  blood  gas  tensions 
are  assessed.9 

Oxygen  Administration 

There  are  few  respiratory  diseases  associated  with  hyp- 

TABLE  V.  Evaluation  and  Management  of  Respiratory 
Failure 

Suspect  diagnosis 
Confirm  diagnosis 

Determine  arterial  blood  gases:  classify  patient  as  type  I or  type  II 
respiratory  failure 
Evaluation 
Arterial  blood  gas 
History 
Physical  exam 
Chest  x-ray 

Routine  laboratory  data 

(ECG,  electrolytes,  blood  count,  etc) 

Other  procedures 

(cultures,  drug  [toxicology]  screen,  etc) 

Management 

Oxygenation 

Ventilation 

Fluids 

Chest  physiotherapy 
Treatment  of  specific  etiology 
Close  observation  and  monitoring 


oxemia  in  which  administration  of  oxygen  is  not  indicated. 
As  a general  rule,  oxygen  therapy  will  have  little  or  no 
effect  in  a hypoxic  child  when  desaturation  is  due  to  right- 
to-left  cardiac  or  intrapulmonary  shunting.  Although 
there  are  few  contraindications  to  oxygen  when  it  is  prop- 
erly used,  there  are  important  precautions  to  take  in  its 
administration.  Oxygen  should  be  considered  a drug  that 
has  proper  doses  and  routes  of  administration  for  provid- 
ing maximum  benefit  and  minimum  toxicity. 

The  use  of  oxygen  therapy  in  infants  and  children  is 
associated  with  some  adverse  effects.10  In  patients  with 
chronic  hypercapnia,  excessive  use  of  oxygen  may  cause 
further  respiratory  depression  by  decreasing  the  frequen- 
cy and  depth  of  breathing.8  This  is  uncommon  in  infants 
and  children,  but  it  occasionally  occurs  in  patients  with 
cystic  fibrosis.  Another  possible  adverse  effect  of  oxygen 
therapy  is  alveolar  collapse,  which  may  develop  during  in- 
halation of  air  containing  high  concentrations  of  oxygen. 
Nitrogen,  an  inert  gas  that  is  relatively  insoluble  in  blood, 
maintains  a residual  volume  in  the  alveoli.  If  oxygen  re- 
places nitrogen,  the  gas  volume  within  the  alveoli  is  re- 
duced because  oxygen  is  rapidly  absorbed  into  the  blood. 
This  is  particularly  likely  in  alveoli  in  which  there  is  mis- 
matching of  ventilation  and  perfusion.10 

Side  effects  of  oxygen  administration  in  animals  were 
recognized  for  many  years.  Oxygen  toxicity  is  of  concern 
primarily  in  intubated  patients  who  require  the  delivery  of 
continuous,  high  concentrations  of  supplemental  oxygen 
for  long  periods.  Oxygen  toxicity  may  affect  the  lungs, 
central  nervous  system,  retina,  hematopoietic  system,  and 
endocrine  organs.11  Normobaric  oxygen  toxicity  occurs 
when  oxygen  is  delivered  to  the  patient  at  normal  atmo- 
spheric pressure.  This  condition  is  most  often  manifested 
by  pulmonary  abnormalities  and  is  therefore  of  greatest 
clinical  importance.  Lastly,  to  minimize  the  drying  effects 
on  respiratory  epithelium,  oxygen  must  be  warmed  and 
humidified. 

Oxygen  Therapy  Equipment 

Until  recently,  oxygen  therapy  given  by  nasal  cannula 
was  not  tolerated  well  by  infants  and  young  children.  The 
prongs  had  large  external  diameters  that  were  uncomfort- 
able and  irritating.  In  some  cases,  these  large  prongs  were 
dangerous  when  modified  for  young  children.  Cannulae 
are  now  specifically  designed  for  infants.  They  are  conve- 
nient, they  are  relatively  noninvasive,  and  they  cause  only 
slight  restriction  of  the  child’s  movements.12  Eating, 
drinking,  and  communication  with  family  and  staff  are 
not  inhibited.  Children  rarely  experience  claustrophobia 
and  feelings  of  helplessness  and  suffocation  with  the  use  of 
nasal  cannulae,  as  often  occurs  when  other  forms  of  oxy- 
gen therapy  (such  as  a face  mask,  hood,  or  tent)  are  used. 

The  concentration  of  oxygen  in  the  inspired  air  varies 
greatly  with  changes  in  flow,  minute  ventilation,  and  can- 
nula position.  Nasal  cannulae  frequently  are  not  the  ideal 
device  to  use  for  active  or  restless  children,  because  cannu- 
lae are  easily  dislodged  from  the  nares.  In  addition,  they 
should  not  be  used  in  patients  with  nasal  obstruction.  The 
lowest  flow  rate  that  keeps  the  PaC>2  in  a safe  range  is  the 
one  to  use.  Oxygen  flow  rates  greater  than  6 L/min  should 
not  be  used,  because  such  high  gas  pressures  are  associat- 
ed with  gastric  retention  and  regurgitation,  and  with  pos- 
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sible  penetration  of  frontal  sinuses  by  gas,  leading  to  fron- 
tal headaches. 

Oxygen  hoods  are  clear  plexiglass  domes  or  boxes  of 
variable  sizes  placed  over  the  head  and  neck  of  the  patient. 
Designed  for  use  with  infants,  small  sized  hoods  are  capa- 
ble of  achieving  oxygen  concentrations  approximating 
95%  to  100%.  As  with  the  treatment  of  newborns,  oxygen 
hoods  for  use  in  older  infants  or  children  restrict  access  to 
the  head  for  activities  including  facial  care  and  feeding. 
Older  children  feel  confined  and  are  too  active  to  stay  in 
these  hoods.  While  using  a hood,  it  is  important  to  ensure 
against  accumulation  of  CO2  by  utilizing  oxygen  flow 
rates  of  8 to  10  L/min  or  greater  and  by  continuously 
monitoring  the  inspired  oxygen  concentration. 

When  a more  precise  oxygen  concentration  is  indicated, 
a face  mask  may  be  used.  A wide  variety  of  masks  are 
available  for  infants  and  children.  Regardless  of  type, 
however,  all  masks  should  be  soft  and  pliable  and  made  of 
transparent  material.  A flow  of  at  least  3 to  6 L/min,  de- 
pending on  the  type  of  mask,  is  necessary  to  prevent  CO2 
accumulation.  All  masks  impose  several  difficulties  in- 
cluding impaired  communication  with  the  patient,  dis- 
comfort, a feeling  of  claustrophobia,  and  interference 
with  feeding  and  expectoration  of  secretions. 

There  are  several  types  of  oxygen  masks  that  meet  spe- 
cific needs.  The  simple  oxygen  mask  can  provide  oxygen 
concentrations  from  about  35%  to  55%,  depending  on  the 
patient’s  inspiratory  flow  rate  and  tidal  volume  in  relation 
to  the  oxygen  flow  rate  into  the  mask.  For  example,  if  the 
patient’s  flow  rate  exceeds  the  oxygen  flow  into  the  mask, 
the  oxygen  concentration  is  diluted  by  room  air.  The  oxy- 
gen concentration  also  varies  if  there  are  any  leaks  around 
the  ports  or  perimeter  of  the  mask.  The  partial  rebreath- 
ing mask  contains  a reservoir  bag  and  may  achieve  an  in- 
spired oxygen  concentration  between  65%  and  95%.  The 
reservoir  bag  should  never  be  allowed  to  completely  de- 
flate during  inspiration.  If  this  occurs,  the  oxygen  flow 
rate  is  insufficient  to  handle  patient  needs  or  there  is  a sig- 
nificant leak  in  the  system.  A non-rebreathing  mask  uti- 
lizes one-way  valves  and  a reservoir  bag  and  is  commonly 
used  to  deliver  an  oxygen  concentration  approaching  100%. 

Venturi  mixing  masks  are  designed  to  deliver  a specific 
oxygen  concentration  to  the  patient.  They  are  especially 
useful  in  the  treatment  of  chronic  lung  disease,  and  for 
treating  those  diseases  that  require  a fixed  inspired  oxy- 
gen concentration  between  24%  and  50%.12-13 

The  most  popular  method  of  providing  infants  and  chil- 
dren with  an  oxygen  concentration  up  to  50%  is  by  use  of  a 
tent.  However,  the  oxygen  concentration  in  a tent  is  di- 
rectly proportional  to  the  oxygen  flow  rate  and  the  num- 
ber of  leaks  in  the  system.  Although  the  popularity  of  the 
oxygen  tent  has  diminished  somewhat  recently,  it  is  still 
very  useful  for  the  child  who  will  not  keep  a cannula  or 
mask  in  place.  However,  the  tent,  commonly  referred  to  as 
the  “croup  tent,”  may  be  unsuitable  for  active  or  agitated 
patients.  Entry  into  the  tent  quickly  reduces  the  oxygen 
concentration  of  the  inspired  air;  thus,  children  requiring 
frequent  nursing  care  should  receive  oxygen  or  humidity 
by  another  device. 

Tracheal  Intubation 

In  general,  patients  who  have  type  I or  borderline  type 


TABLE  VI.  Orotracheal  Tube  Specifications* 

Age  Group  Internal  Diameter  (mm) 


Newborn  (<  1 .0  kg) 

2.5 

Newborn  (>  1 .0  kg) 

3.0 

1-6  mos 

3.5 

6-12  mos 

4.0 

12-18  mos 

4.5 

18-36  mos 

5.0 

3-4  yrs 

5.5 

5-6  yrs 

6.0 

6-7  yrs 

6.5 

8-9  yrs 

7.0 

10-11  yrs 

7.5 

12-14  yrs 

8.0 

* Modified  from  Pagtakhan  and  Chernick.3 

II  respiratory  failure  usually  do  not  need  mechanical  ven- 
tilatory assistance.  They  require  only  oxygen  administra- 
tion, adjunctive  therapy,  or  a combination  of  the  two,  to 
improve  airway  function.  In  contrast,  the  presence  of  type 
II  respiratory  failure  with  a high  level  of  hypercapnia,  es- 
pecially when  there  is  a rapidly  rising  PaC02,  is  a clear 
indication  for  instituting  mechanical  ventilation.  In  addi- 
tion, mechanical  support  may  be  necessary  even  in  the  ab- 
sence of  evidence  of  type  II  respiratory  failure.  This  would 
be  the  case  when  it  is  clinically  evident  on  overall  evalua- 
tion that  the  child  is  likely  to  hypoventilate  and  develop 
serious  acidosis  and  hypoxemia. 

Assessment  of  the  patient’s  clinical  parameters,  includ- 
ing the  degree  of  cerebral,  cardiac,  and  respiratory  dys- 
function, together  with  the  blood  gas  evaluation  will  de- 
termine the  need  for  tracheal  intubation.  When  possible, 
the  patient  should  be  given  100%  oxygen  prior  to  intuba- 
tion. Sterile  polyvinyl  chloride  tubes  are  used,  with  their 
approximate  size  based  on  the  patient’s  age  (Table  VI). 

The  preferred  route  of  intubation  will  frequently  vary 
with  the  personal  preference  of  the  physician.  Nasal  intu- 
bation, which  may  be  used  in  older  infants  and  children, 
should  only  be  considered  once  an  oral  tube  is  in  place. 
This  route  offers  the  advantages  of  improved  oral  and 
pharyngeal  hygiene;  it  also  provides  a more  stable  fixation 
of  the  tube,  which  reduces  the  chances  of  tracheal  erosion 
and  accidental  extubation.  Nasal  intubation  is  the  pre- 
ferred route  when  an  adequate  artificial  airway  is  needed 
for  one  to  three  weeks.  The  complications  associated  with 
the  use  of  endotracheal  tubes  in  pediatric  patients  are  well 
known  (Table  VII).  Great  care  and  close  monitoring  of 
the  artificial  airway  will  minimize  the  risks  of  several  of 

TABLE  VII.  Complications  of  Intubation 

Loss  of  airway  and  hypoxia 

Aspiration 

Tube  obstruction 

Trauma  to  orificial  structures 

Nasopharyngeal  hemorrhage 

Sinusitis 

Laryngeal  injury 

Tracheal  ulceration 

Tracheitis 

Subglottic  edema,  stenosis 
Introduction  of  nosocomial  infections 
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these  complications.  Cuffed  tubes  are  rarely  required  in 
children  less  than  eight  years  of  age. 

Mechanical  Ventilatory  Support 

A variety  of  conditions  require  respiratory  intervention 
and  mechanical  support  in  the  infant  and  older  child. 
These  vary  from  apnea  due  to  neurologic  depression  to 
conditions  associated  with  acute  or  impending  respiratory 
failure.  The  adequacy  of  ventilator  support  can  best  be 
assessed  by  serial  blood  gas  determinations. 

The  ultimate  goal  of  mechanical  ventilation  is  to  pro- 
vide effective  gas  exchange  with  minimum  circulatory  im- 
pairment and  minimum  trauma  to  the  lung.  This  may  be 
accomplished  by  a ventilator  that  moves  gas  into  the 
lungs,  holds  it  there  for  a predetermined  amount  of  time, 
and  then  releases  it  to  a preset  baseline.  Most  ventilators 
used  in  the  care  of  children  with  respiratory  failure  are 
either  volume-cycled  or  time-cycled.14  Volume-cycled 
ventilators  end  their  inspired  cycle  when  a predetermined 
volume  of  gas  has  been  delivered.  The  volume  of  gas  deliv- 
ered to  the  patient  is  independent  of  the  pressure  that  the 
machine  develops.  An  increase  in  ventilator  pressure  may 
be  the  result  of  several  factors,  including  decrease  in  lung 
compliance,  kinked  ventilator  tubing,  malpositioned  en- 
dotracheal tube,  water  condensation  in  the  ventilator  tub- 
ing, and  increased  airway  resistance  due  to  accumulated 
secretions  or  bronchospasm. 

Time-cycled  ventilators  change  from  the  inspiratory 
phase  of  the  breathing  cycle  to  the  expiratory  phase  only 
after  a preset  time  has  elapsed.  If  the  gas  flow  is  constant, 
tidal  volume  is  the  product  of  flow  and  inspiratory  time. 
However,  some  volume  is  lost  due  to  expansion  of  ventila- 
tor tubing  as  well  as  from  leaks  within  the  system.  The 
optimal  tidal  volume  and  minute  ventilation  in  infants  and 
small  children  can  be  determined  by  observing  chest  ex- 
pansion, auscultation  for  air  entry,  measuring  exhaled 
volumes,  and  by  verifying  adequacy  of  gas  exchange  with 
analysis  of  blood  gases.15  Volumes  of  air  exchanged  are 
fairly  constant,  but  changes  in  airway  resistance  and  lung 
compliance  can  cause  a portion  of  each  breath  to  be  lost 
within  the  ventilator  circuit. 

To  avoid  delivering  excessive  pressures  to  the  patient, 
the  ventilator  chosen  should  have  an  upper  pressure  limit 
above  which  it  will  vent  any  excessive  pressure  to  the  at- 
mosphere through  a pressure-relief  device.  Both  volume- 
cycled  and  pressure-cycled  machines  have  a pressure  lim- 
iting feature  as  a safety  device. 

There  are  many  ventilators  available  that  are  capable  of 
providing  respiratory  support  for  the  older  infant  and 
child.  In  children  with  body  weights  greater  than  15  kg,  a 
volume-cycled  machine  is  most  commonly  used.  There  are 
several  parameters  on  the  ventilator  that  must  be  deter- 
mined. Each  control  setting  should  be  based  on  the  disease 
being  treated,  the  patient’s  metabolic  demands,  and  his  or 
her  size.14  One  should  always  ventilate  in  a manner  that  is 
consistent  with  the  patient’s  usual  pattern  of  blood  gas 
values.  For  example,  children  with  chronic  carbon  dioxide 
retention  are  usually  ventilated  so  that  the  pH  remains 
normal  despite  the  fact  that  PaC02  is  elevated. 

Most  patients  will  tolerate  a tidal  volume  that  is  slightly 
more  than  that  observed  while  breathing  spontaneously. 
Thus,  a tidal  volume  in  the  range  of  1 2 to  15  mL/kg  may 


be  chosen.  If  the  patient  is  assisting  the  ventilator,  it  may 
be  necessary  to  alter  the  delivered  volume  so  that  the  min- 
ute ventilation  does  not  become  excessive.  The  assist  mode 
on  the  ventilator  may  be  used  if  the  patient’s  work  of 
breathing  is  not  excessive.  Otherwise,  the  patient  should 
be  sedated  and  possibly  paralyzed  with  a muscle  relaxant 
and  ventilated  at  a controlled  rate  consistent  with  meta- 
bolic requirements.16 

The  setup  of  a mechanical  ventilator  for  a patient  re- 
quires several  considerations  other  than  minute  ventila- 
tion, that  is,  tidal  volume  and  rate.  These  additional  con- 
siderations include  pressure  limit,  oxygen  concentration, 
inspiratory  gas  flow,  inspiratory  to  expiratory  ratio,  and 
positive  end-expiratory  pressure.  Depending  on  the  pa- 
tient’s disease,  condition,  and  age,  several  ventilation 
strategies  may  be  considered.  While  it  is  beyond  the  scope 
of  this  article  to  discuss  all  strategies,  in-depth  discussions 
are  available  elsewhere.12-14 

Intermittent  mandatory  ventilation  (IMV)17  is  the 
most  common  mode  of  ventilation  in  children.  The  patient 
is  permitted  to  breathe  spontaneously  between  ventilator- 
administered  breaths.  Total  ventilation  is  achieved  by  a 
combination  of  ventilator  positive-pressure  breaths  and 
spontaneous  negative-pressure  breaths.  This  has  the  effect 
of  decreasing  mean  intrathoracic  pressure  and  therefore 
enhancing  venous  return  and  cardiac  output.  A potential 
problem  with  such  a mode  of  ventilation,  however,  is  that 
the  machine  does  not  always  synchronize  with  the  pa- 
tient’s breathing  pattern.  Newer  ventilators,  such  as  the 
Siemens  900C,  have  a synchronous  IMV  (SIMV)  capa- 
bility. Thus,  the  ventilator  will  not  produce  a positive  pres- 
sure during  a patient’s  spontaneous  breath  but  continues 
to  supply  a fresh  gas  flow. 

As  the  patient’s  condition  stabilizes  and  improves, 
weaning  from  mechanical  ventilation  is  accomplished  in  a 
step-wise  manner.  The  inspired  oxygen  level  generally  is 
maintained  at  50%  or  less  before  positive  end  expiratory 
pressure  (PEEP)  is  lowered.  PEEP  is  usually  decreased  in 
increments  of  2 cm  H20  as  long  as  oxygenation  is  main- 
tained, until  a level  of  4 cm  H20  is  reached.  The  ventilator 
rate  is  gradually  lowered  according  to  arterial  pH  and 
PaC02,  allowing  the  patient  to  assume  a greater  propor- 
tion of  the  work  of  breathing.  Maintenance  of  optimal  nu- 
trition is  an  integral  part  of  the  weaning  process.  Once  the 
patient  is  able  to  maintain  an  acceptable  blood  gas  level  of 
40%  or  less  inspired  oxygen,  PEEP  of  4 cm  H20,  and  IMV 
of  2-4,  removal  of  the  endotracheal  tube  is  considered. 

High-Frequency  Ventilation.  High-frequency  ventila- 
tion provides  a radically  new  concept  in  ventilation.  The 
technique  of  using  a ventilator  that  incorporates  a pulsing 
jet  effect  as  well  as  high  inspiratory  cycle  rates  allows  for 
small  tidal  volumes  and  low  peak  inspired  pressures.  This 
technique  has  been  used  in  selected  clinical  problems  in- 
volving infants  and  older  children  who  are  refractory  to 
the  established  modes  of  ventilation.  To  date,  controlled 
studies  using  this  technique  in  pediatrics  are  limited,  and 
further  clinical  trials  are  necessary  before  high  frequency 
ventilation  is  ready  for  general  clinical  use.18 

Additional  Therapy 

Management  of  respiratory  failure  in  children  often  re- 
quires additional  treatments,  depending  on  the  etiologic 
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or  pathophysiologic  features  of  the  illness.  Adequate  fluid 
balance  plays  an  important  role  in  the  management  of 
acute  respiratory  failure.  With  a few  exceptions,  patients 
in  respiratory  failure  benefit  from  being  kept  on  the  dry 
side  (slightly  underhydrated).  Reduction  of  hydrostatic 
pressure  in  the  capillary  bed  will  diminish  leakage  of  wa- 
ter into  the  lungs.  Increase  of  extravascular  lung  water 
can  cause  decreased  pulmonary  compliance,  which  may 
result  in  difficulty  in  achieving  adequate  ventilation  with- 
out high  pressures.  Keeping  the  patient  optimally  dry  or 
underhydrated  will  lower  pulmonary  vascular  pressures 
and  will  diminish  the  amount  of  extravascular  lung  water 
in  both  the  interstitium  and  the  alveoli.  “Optimally  dry” 
implies  avoidance  of  the  complications  of  dehydration 
such  as  hypotension  and  renal  insufficiency. 

Pharmacologic  agents  play  a major  supporting  role  in 
the  management  of  respiratory  failure.  Thus,  these  drugs 
are  effectively  used  as  bronchodilators  in  patients  with 
status  asthmaticus  or  other  respiratory  tract  disorders  ac- 
companied by  severe  bronchospasm. 

Chest  physiotherapy  and  suction  techniques  are  fre- 
quently indicated  in  cases  of  respiratory  failure  in  which 
an  excess  of  pulmonary  secretions  cannot  be  removed  by 
the  normal  clearance  mechanisms  of  ciliary  activity  and 
cough.  These  techniques  are  also  indicated  in  the  treat- 
ment of  atelectasis. 

Monitoring  of  Patient  Status 

Close  observation  of  the  acutely  ill  child  requires  regu- 
lar inspection  and  continuous  monitoring  of  vital  labora- 
tory parameters,  such  as  analysis  of  blood  gases.19  Mod- 
ern electronic  technology  provides  accurate  and 
noninvasive  methods  of  continuously  monitoring  oxygen 
and  carbon  dioxide.  Transcutaneous  monitoring  not  only 
correlates  well  with  determination  of  PaCb  and  PaCC>2,  but 
it  also  reflects  other  physiological  parameters  such  as  gen- 
eral circulatory  conditions  and  peripheral  blood  perfu- 
sion.20 It  has  been  used  extensively  in  neonates  as  a reli- 
able trend  monitor.  In  older  children  it  appears  to  be  less 
effective. 

Complications  of  Treatment 

There  are  many  potential  complications  associated  with 
treatment  of  acute  respiratory  failure.21  These  complica- 
tions may  involve  any  organ  or  system  of  the  body.  Signifi- 
cant advances  in  the  intensive  care  of  these  critically  ill 
patients  have  produced  longer  survival.  But,  unfortunate- 
ly, this  progress  has  also  resulted  in  a further  increase  in 
the  number  of  complications.  Common  problems  that  are 
encountered  are  discussed  in  the  following  sections. 

Complications  of  Airway  Pressure  Therapy.  The  clini- 
cal goal  of  airway  pressure  therapy  is  to  provide  optimal 
pulmonary  ventilation  while  minimizing  physiological 
stress.  It  is  imperative  to  understand  not  only  how  and 
when  to  apply  airway  pressure  therapy,  but  also  to  know 
how  and  when  the  therapy  may  be  detrimental  or  con- 
traindicated. 

Pulmonary  barotrauma  basically  consists  of  lung  rup- 
ture secondary  to  excessive  airway  pressure.  The  conse- 
quences of  this  trauma  include  interstitial  and  subcutane- 
ous emphysema,  pneumomediastinum,  pneumothorax, 
and  pneumoperitoneum.22  The  incidence  of  barotrauma 


varies  from  1%  to  5%  among  patients  receiving  positive 
pressure  airway  therapy.23  Positive  end-expiratory  thera- 
py of  8 to  10  cm  of  water  or  greater  is  associated  with  a 
greater  risk  of  barotrauma  (5%  to  7%). 23  The  diagnosis  of 
barotrauma  is  based  on  clinical  suspicion,  findings  on  ra- 
diologic evaluation,  and  the  finding  of  physiologic  alter- 
ations in  pulmonary  function. 

Venous  Return  Compromise.  Use  of  airway  pressure 
therapy  in  any  form  potentially  decreases  venous  return. 
Hemodynamic  monitoring,  intravenous  fluid  therapy,  and 
the  administration  of  drugs  that  alter  cardiovascular  func- 
tion significantly  affect  the  use  of  airway  pressure  thera- 
py- 

Pulmonary  Atelectasis  and  Infection.  Segmental  and 
lobar  atelectasis  are  common  complications  of  airway 
pressure  therapy.  Complete  reexpansion  may  be  possible 
with  the  use  of  bronchodilator  aerosols  together  with  chest 
physiotherapy  and  suction.  If  these  modalities  are  unsuc- 
cessful, fiberoptic  bronchoscopy  may  be  used.  This  tech- 
nique has  been  shown  to  be  of  great  value  for  treating  per- 
sistent atelectasis  in  infants  and  children.24  Pulmonary  in- 
fection is  a common  complication  of  intubation. 
Nosocomial  infections  caused  by  microbial  strains  resis- 
tant to  antibiotics  are  a constant  threat  to  these  patients. 
The  occurrence  of  these  infections  may  be  minimized  by 
use  of  optimal  pulmonary  hygiene  and  the  meticulous  care 
of  the  artificial  airway  and  respiratory  care  equipment. 

Extra-Pulmonary  Complications.  Organs  other  than 
those  of  the  pulmonary  system  may  be  at  risk  for  impair- 
ment of  function  secondary  to  airway  pressure  therapy. 
Impairment  of  renal  function  has  been  shown  to  be  direct- 
ly related  to  airway  pressure  therapy.  In  general,  positive 
airway  pressure  decreases  urinary  output  and  causes  re- 
tention of  sodium  and  water.  These  effects  may  be  partly 
attributable  to  increased  levels  of  antidiuretic  hormone,  to 
changes  in  the  distribution  of  intrarenal  blood  flow,  or  to 
the  combined  effects  of  both  factors.25 

Gastrointestinal  bleeding  due  to  stress  ulcers,  gastric 
distention,  and  pneumoperitoneum  are  commonly  ob- 
served in  patients  being  treated  with  positive  airway  pres- 
sure.26 Most  bleeding  appears  to  be  due  to  acute  ulcer- 
ations of  gastric  and  bowel  mucosa.  Antacid  regimens 
that  maintain  the  pH  of  gastric  fluid  over  5.0,  as  well  as 
early  and  frequent  enteral  feedings,  have  been  successful 
in  decreasing  the  incidence  of  gastrointestinal  bleeding. 

There  are  other  factors  not  related  to  airway  pressure 
therapy  that  significantly  contribute  to  the  morbidity  and 
mortality  of  acute  respiratory  failure.  The  complications 
are  too  numerous  for  this  discussion.  One  or  multiple  or- 
gans and  systems  may  be  involved.  One  such  factor  is  the 
increased  susceptibility  to  malnutrition.  In  addition  to  ba- 
sic nutritional  requirements,  these  patients  may  have  in- 
creased metabolic  rates  related  to  accelerated  protein 
turnover  in  support  of  host  defense  or  tissue  repair. 

If  significant  lung  injury  occurs  in  a malnourished  pa- 
tient, or  if  the  illness  becomes  protracted,  serious  loss  of 
lean  body  mass  develops.  The  end  result  of  protein-caloric 
malnutrition  in  a setting  of  critical  illness  is  increased 
morbidity  and  death,  commonly  related  to  infection.  Se- 
vere muscle  weakness  can  also  occur,  making  weaning 
from  ventilatory  support  very  difficult.  Repletion  of  mal- 
nutrition or  maintenance  of  normal  nutritional  status  can 
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be  accomplished  with  either  parenteral  hyperalimentation 
or  enteral  alimentation.27 

Many  complications  can  ensue  from  total  parenteral 
nutrition,  including  the  metabolic  complication  of  exces- 
sive carbohydrate  loads.28  It  appears  that  patients  with 
acute  respiratory  failure  are  at  risk  of  developing  hyper- 
capnic failure  when  given  large  carbohydrate  loads. 
Therefore,  caloric  replacement  should  not  be  greater  than 
the  resting  requirement  and,  if  possible,  some  nonprotein 
calories  should  be  given  as  lipid. 

Other  complications  of  acute  respiratory  failure  include 
hepatic,  neurologic,  and  hematologic  dysfunctions.  In  ad- 
dition, major  psychological  stresses  frequently  lead  to  ab- 
normal behavior  patterns. 

Conclusions 

Acute  respiratory  failure  in  infants  and  children  is  a life 
threatening  condition  with  a myriad  of  causes.  It  is  char- 
acterized by  a failure  of  oxygenation,  ventilation,  or  both. 
Hypoxemia  is  common  to  all  causes  of  respiratory  failure, 
whereas  PaC02  levels  may  be  normal,  decreased,  or  elevat- 
ed. These  abnormalities  result  from  several  pathophysio- 
logic processes,  including  ventilation-perfusion  mismatch, 
intrapulmonary  shunt,  hypoventilation,  and  diffusion  im- 
pairment. 

The  clinical  manifestations  of  acute  respiratory  failure 
are  usually  nonspecific.  For  this  reason,  a high  index  of 
suspicion  and  early  analysis  of  blood  gases  are  essential  to 
successful  management.  Many  complications  can  occur 
during  the  management  of  respiratory  failure  and  may  in- 
volve multiple  organs.  Thus,  early  diagnosis,  aggressive 
treatment,  and  prevention  of  complications  should  reduce 
morbidity  and  mortality  of  acute  respiratory  failure  in  the 
young  patient. 

References 

1.  Balk  R,  Bone  RC:  Classification  of  acute  respiratory  failure.  Med  Clin 
North  Am  1983;67:551-556. 


2.  Davis  HL:  Acute  respiratory  insufficiency.  Ado  Intern  Med  1974;  19:213- 
238. 

3.  Pagtakhan  RD,  Chernick  V:  Intensive  care  for  respiratory  disorders,  in 
Kendig  E,  Chernick  V (eds):  Disorders  of  the  Respiratory  Tract  in  Children , ed  4. 
Philadelphia,  WB  Saunders  Company,  1983,  p 147. 

4.  Hanley  ME,  Bone  RC:  Acute  respiratory  failure.  Pathophysiology,  causes, 
and  clinical  manifestations.  Postgrad  Med  1986;  79:166-176. 

5.  Jones  NL:  Blood  Gases  and  Acid-Base  Physiology.  New  York,  Brian  C. 
Decker,  1980. 

6.  Shoemaker  WC,  Thompson  WL,  Holbrook  PR:  Textbook  of  Critical 
Care.  Philadelphia,  WB  Saunders  Co,  1984. 

7.  West  JB:  Respiratory  Physiology — the  Essentials,  ed  2.  Baltimore,  Wil- 
liams and  Wilkins  Co,  1980. 

8.  West  JB:  Pulmonary  Pathophysiology — the  Essentials.  Baltimore,  Wil- 
liams and  Wilkins  Co,  1977. 

9.  Newth  CJ:  Recognition  and  management  of  respiratory  failure.  Pediatr 
Clin  North  Am  1979;  26:617-643. 

10.  Burton  GG,  Hodgkin  JE:  Respiratory  Care — Guide  to  Clinical  Practice, 
ed  2.  Philadelphia,  JB  Lippincott  Co,  1984. 

1 1 . Morray  JP,  Redding  GF:  Chronic  lung  disease,  in  Gregory  GA  (ed):  Res- 
piratory Therapy  in  the  Child.  New  York,  Churchill-Livingston,  1981,  p 182. 

12.  Burgess  WR,  Chernick  V:  Respiratory  Therapy  in  Newborn  Infants  and 
Children,  ed  2.  New  York,  Thieme,  1986. 

13.  Lough  MD,  Doershuk  CF,  Stern  RC:  Pediatric  Respiratory  Therapy,  ed 
3.  Chicago,  Year  Book  Medical  Publishers,  1985. 

14.  Pilbeam  SP:  Mechanical  Ventilation — Physiological  and  Clinical  Appli- 
cations. St  Louis,  Multi-Media  Publishing,  1986. 

15.  Norwood  SH,  Civetta  JM:  Ventilatory  support  in  patients  with  ARDS. 
Surg  Clin  North  Am  1985;65:895-916. 

16.  Stocks  JG:  The  management  of  respiratory  failure  in  infancy.  Anaesth  In- 
tensive Care  1973;  1:486-506. 

17.  Downs  JB,  Klein  EF  Jr,  Desautels  D:  Intermittent  mandatory  ventilation; 
a new  approach  to  weaning  patients  from  mechanical  ventilation.  Chest 
1973;64:331-335. 

18.  Gallagher  TJ,  Klein  MM,  Carlin  GC:  Present  status  of  high  frequency 
ventilation.  Crit  Care  Med  1982;  10:613-617. 

19.  Finer  NN:  Newer  trends  in  continuous  monitoring  of  critically  ill  infants 
and  children.  Pediatr  Clin  North  Am  1980;  27:553-566. 

20.  Peabody  JL,  Gregory  GA,  Willis  MM,  et  al:  Transcutaneous  oxygen  ten- 
sion in  sick  infants.  Am  Rev  Respir  Dis  1978;  1 18:83-87. 

21.  Pingleton  SK:  Complications  of  acute  respiratory  failure.  Med  Clin  North 
Am  1983:67:725-746. 

22.  Pollack  MM,  Fields  AL,  Holbrook  PR:  Pneumothorax  and  pneumome- 
diastinum during  pediatric  mechanical  ventilation.  Crit  Care  Med  1979;  7:536— 
539. 

23.  Bone  RC,  Francis  PR,  Pierce  AK:  Pulmonary  barotrauma  complicating 
positive  end-expiratory  pressure.  Am  Rev  Respir  Dis  1976;  1 13(S):921. 

24.  Sackner  MA:  Bronchofiberoscopy.  Am  Rev  Respir  Dis  1975;  111:62-88. 

25.  Khan  FA,  Chitkara  RK:  Renal  failure  in  respiratory  failure.  J Respir  Dis 
1983;  4:23. 

26.  Harris  SK,  Bone  RC,  Ruth  WE:  Gastrointestinal  hemorrhage  in  patients 
in  a respiratory  care  unit.  Chest  1977;72:301-304. 

27.  Benotti  P.  Blackburn  GL:  Protein  and  caloric  or  macronutrient  metabolic 
management  of  the  critically  ill  patient.  Crit  Care  Med  1979;  7:520-525. 

28.  Covelli  HD,  Black  JW,  Olsen  MS,  et  al:  Respiratory  failure  precipitated  by 
high  carbohydrate  loads.  Ann  Intern  Med  1981;  95:579-58 1 . 


670 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE/DECEMBER  1989 


COMMITTEE  REPORT 


Animal  experimentation  for  medical  research* 

Fred  Rosner,  md;  Allen  J.  Bennett,  md;  Eric  J.  Cassell,  md;  Peter  B.  Farnsworth,  md; 
Abraham  L.  Halpern,  md;  Allison  B.  Landolt,  md;  Laurence  Loeb,  md; 
Patricia  J.  Numann,  md;  Fernando  V.  Ona,  md;  Herman  M.  Risemberg,  md; 
Philip  H.  Sechzer,  md;  Peter  P.  Sordillo,  md;  Jonathan  R.  Wolpaw,  md 


Throughout  history,  animals  have  played  an  important 
role  in  man’s  understanding  of  himself  and  his  environ- 
ment. Over  the  years,  a wide  variety  of  animals  have  made 
invaluable  contributions  to  the  understanding,  treatment, 
and  cure  of  human  diseases.  These  animals  provide  essen- 
tial tools  for  studying  a broad  spectrum  of  infectious,  neo- 
plastic, hereditary,  metabolic,  and  other  human  disorders. 
Much  of  our  knowledge  of  our  own  bodies  and  many  med- 
ical discoveries  stem  from  experiments  with  laboratory 
animals. 

Humane  considerations  in  the  use  of  experimental  ani- 
mals have  been  discussed,  often  with  considerable  vigor, 
for  more  than  a century.  Medical  and  scientific  research 
workers  whose  studies  involve  experiments  on  animals 
have  been  criticized  because  they  are  said  to  needlessly 
repeat  and  duplicate  experiments,  subject  animals  to  un- 
necessary pain  and  distress,  use  too  many  animals,  and 
obtain  nonsignificant  information.1  Scientific  groups 
counter  by  asserting  that  experimental  procedures  are  de- 
signed to  minimize  animal  pain  and  distress,  that  while 
some  experiments  are  productive  this  fact  cannot  be  deter- 
mined in  advance,  and  that  confirmation  of  experimental 
results  is  an  essential  part  of  the  scientific  process. 

The  place  and  importance  of  the  experimental  animal 
in  medicine  today  is  hotly  disputed  by  antivivisectionists 
and  the  scientific  community.  While  abolition  of  animal 
experimentation  is  improbable,  unduly  restrictive  regula- 
tion, severely  inhibiting  medical  research,  is  a growing 
threat. 

Historical  Background 

In  Britain,  concerns  about  animal  experimentation  be- 
gan early  in  the  19th  century  with  the  establishment  in 
1 824  of  the  Royal  Society  for  the  Prevention  of  Cruelty  to 
Animals.  Its  main  focus  was  to  stop  painful  animal  re- 
search. In  1870,  partially  in  response  to  this  concern  and 
because  vivisection  had  become  a raging  controversy,  the 
British  Association  for  the  Advancement  of  Science  devel- 
oped guidelines  for  conducting  physiological  experiments, 
including  steps  to  minimize  animal  suffering  and  to  dis- 
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courage  animal  experiments  that  were  not  scientifically 
justified.  In  1875,  Queen  Victoria  urged  the  establish- 
ment of  a Royal  Commission  to  investigate  the  use  of  live 
animals  for  experiments,  to  study  the  cruelty  that  might 
be  involved,  and  to  suggest  possible  ways  to  prevent  it.  The 
report  of  the  commission  resulted  in  the  subsequent  pas- 
sage in  1876  of  the  now  famous  Cruelty  to  Animals  Act. 
The  main  features  of  the  act  include  the  licensing  of  ex- 
perimenters, the  establishment  of  an  inspectorate,  and  the 
“pain  rule.”  Pain  to  the  animal  had  to  be  minimized,  ex- 
periments had  to  have  the  goal  of  alleviating  human  suf- 
fering, and  experiments  on  domesticated  animals  such  as 
cats,  dogs,  and  horses  required  special  certification. 

The  immediate  impact  of  the  Cruelty  to  Animals  Act 
was  the  reduction  of  animal  experimentation.  In  response, 
in  1882,  the  British  medical  and  scientific  communities 
established  the  Association  for  the  Advancement  of  Medi- 
cine by  Research.  Its  goal  was  to  promote  research  and  to 
seek  a just  implementation  of  the  1876  Cruelty  to  Animals 
Act.  The  administrative  approval  of  applications  for  li- 
censes to  experiment  on  living  animals  was  transferred 
from  the  home  secretary  to  this  association,  which  issued 
licenses  to  large  numbers  of  qualified  scientists.  Experi- 
mental science  and  medicine  expanded  rapidly.  The  con- 
troversy in  Britain  did  not  abate  and  many  antivivisection- 
ists and  humane  societies  are  to  this  day  trying  to  abolish 
most,  if  not  all,  animal  experimentation.  The  1876  Cruel- 
ty to  Animals  Act  was  in  effect  until  1986.  After  several 
years  of  hearings  in  the  House  of  Lords,  the  Animals  (Sci- 
entific Procedures)  Act  was  passed,  with  full  implementa- 
tion to  take  place  over  three  to  five  years.2 

In  the  United  States,  the  American  Society  for  the  Pre- 
vention of  Cruelty  to  Animals  (ASPCA)  was  founded  in 
1 866.  In  the  following  year  and  again  in  1 880,  antivivisec- 
tion bills  were  presented  to  the  New  York  State  legisla- 
ture. Both  failed.  In  1883  the  first  antivivisection  society 
was  founded  in  Philadelphia.  It  was  not  until  the  end  of 
the  19th  century,  when  scientific  disciplines  found  animal 
experiments  to  be  necessary  for  the  education  of  physi- 
cians, that  protests  against  the  use  of  animals  for  experi- 
mentation became  organized.  Activities  by  American  ani- 
mal protection  groups  have  increased  since  that  time  and 
culminated  in  proposed  federal  legislation  which,  if 
passed,  would  not  only  restrict  the  use  of  animals  for  re- 
search but  would  also  restrict  the  kinds  of  research  that 
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could  be  conducted.  Present  laws  relating  to  research  ani- 
mals include  the  Federal  Laboratory  Animal  Welfare  Act 
( 1 966),  later  changed  to  the  Animal  Welfare  Act  (1970), 
and  its  amendments  (1976). 

The  Animal  Welfare  Act  (1966)  covered  the  transpor- 
tation, procurement,  and  care  of  cats  and  dogs,  providing 
minimal  standards  for  housing  and  adequate  veterinary 
care.  Amendments  in  1970  and  1976  broadened  coverage 
to  include  other  warm  blooded  animals,  and  strengthened 
the  concept  of  adequate  veterinary  care  to  include  appro- 
priate use  of  anesthetics  and  tranquilizers.  Still  exempted 
was  interference  with  actual  experimentation  with  ani- 
mals at  the  research  facility.  In  1985,  National  Institutes 
of  Health  policy  for  the  care  and  use  of  laboratory  animals 
was  revised  and  the  policy  was  enacted  into  law  by  Con- 
gress as  the  Health  Research  Extension  Act,  which  be- 
came the  new  Public  Health  Service  (PHS)  policy. 

The  main  feature  of  the  new  PHS  policy  was  the  re- 
quirement that  all  institutions  receiving  federal  funding 
establish  an  institutional  animal  care  and  use  committee. 
The  committee,  which  must  include  a veterinarian  and  a 
nonscientist,  is  charged  with  reviewing  and  approving  all 
protocols  using  animals  prior  to  submission  to  a federal 
agency.  Shortly  thereafter,  the  Animal  Welfare  Act  was 
again  amended,  putting  into  law  a requirement  that  every 
research  facility  covered  by  the  act  establish  an  institu- 
tional animal  committee.  That  committee  must  include  a 
veterinarian  and  an  unaffiliated  member  representative  of 
community  interests  concerning  proper  care  and  treat- 
ment of  animals.  Its  major  function  is  to  assess  animal 
care,  treatment,  and  practices  in  experimental  research 
with  animals.  These  regulations  are  applicable  to  the  ma- 
jority of  United  States  animal  researchers. 

Benefits  to  Mankind 

In  1988,  the  Council  on  Scientific  Affairs  of  the  Ameri- 
can Medical  Association  prepared  a glossary  describing 
the  indispensability  of  animals  in  research.3  The  glossary 
cites  review  articles  which  reference  more  than  800  origi- 
nal scientific  manuscripts  that  delineate  medical  advances 
that  were  dependent  on  the  use  of  experimental  animals. 

The  discovery  and  identification  of  hormones  and  vita- 
mins and  the  testing  of  most  antibiotics  and  chemothera- 
peutic agents  would  have  been  impossible  without  animal 
experiments. 

Dogs  were  used  in  the  classical  experiments  of  Banting 
and  Best  that  identified  insulin  as  an  important  hormone 
in  treatment  of  the  ocular  and  vascular  complications  of 
diabetes.  Procedures  for  transplantation  of  the  pancreas 
and  other  organs  were  developed  using  dogs  and  other  ani- 
mal models.  The  world’s  first  hepatitis-B  vaccine  depend- 
ed on  research  with  chimpanzees  and  other  primates, 
since  the  virus  cannot  be  transmitted  to  other  laboratory 
animals. 

The  rat  has  been  used  extensively  for  the  study  of  infec- 
tious diseases  caused  by  bacteria,  fungi,  mycoplasma, 
rickettsia,  viruses,  and  parasites.  Dogs  have  been  used  to 
study  rickets  and  calcium  and  vitamin  D deficiency.  Dogs 
have  also  been  used  to  develop  effective  therapies  for  com- 
mon human  ophthalmological  diseases  such  as  glaucoma, 
cataracts,  and  uveitis,  which  also  occur  in  dogs.  The  pump 
oxygenator  used  during  heart  and  lung  operations  was  de- 


veloped using  dogs.  Pasteur’s  original  work  on  rabies  vac- 
cines was  done  through  study  of  passage  in  rabbits.  Rab- 
bits were  also  used  to  prove  that  tuberculosis  was 
transmissible  by  both  inoculation  and  ingestion. 

The  rat  has  been  used  in  important  studies  of  reproduc- 
tive endocrinology,  including  the  physiology  and  control 
of  the  menstrual  cycle.  Primate  research  has  delineated 
hormonal  and  other  biological  mechanisms  responsible 
for  ovulation,  steroid  feedback,  gonadotropin  secretion, 
adrenarche,  puberty  and  adolescence,  sperm  maturation 
and  transport,  embryonic  and  fetal  development,  fetal  ex- 
emption from  the  maternal  immune  response,  and  the  on- 
set of  labor.  Basic  research  studies  carried  out  in  the  pri- 
mate have  led  to  the  development  of  fertility  control 
methods. 

Alternatives  to  in  vitro  fertilization  have  now  been  de- 
veloped from  primate  research  studies.  These  include  low 
tubal  transfer  of  eggs  and  surrogate  embryo  transfer. 

The  identification  of  rhesus  factor  (Rh)  was  an  early 
breakthrough  in  the  understanding  of  the  immunology  of 
pregnancy  and  resulted  from  tests  on  primates.  If  thalido- 
mide had  been  tested  properly  in  pregnant  monkeys  in  the 
1 950s,  its  potential  for  causing  limb  and  other  deformities 
in  the  fetus  would  have  been  recognized,  and  much  human 
suffering  would  have  been  avoided. 

The  dog  was  an  important  animal  model  for  the  devel- 
opment of  the  use  of  hypothermia  in  prolonged  neurosur- 
gery, and  for  many  cardiovascular  advances.  A variety  of 
autoimmune  diseases  such  as  thyroiditis,  arthritis,  myas- 
thenia gravis,  and  renal  disease  have  been  elucidated  in 
the  rat.  Basic  information  on  genetic  mechanisms  has 
been  tested  in  mice  models  and  has  led  to  understanding  of 
mRNA  transcription,  polypeptide  chain  production,  gly- 
cosylation,  immunoglobulin  molecule  assembly,  cell  se- 
cretion, and  immunoglobulin  transport  and  action  at  tar- 
get sites. 

The  rat  has  been  the  major  model  used  in  toxicology 
screening  for  carcinogenic  compounds.  Potential  thera- 
peutic techniques  for  a variety  of  cancers  have  been  stud- 
ied in  the  cat.  The  mouse  model  of  human  lymphoma 
holds  great  promise  for  future  research.  One  of  the  first 
links  between  diet  and  atherosclerosis  was  established  in 
rabbit  studies.  These  examples,  and  many  others  that 
could  be  cited,  clearly  demonstrate  that  “animals  have 
proven  invaluable  in  the  pursuit  of  knowledge  in  the  life 
sciences,  and  the  knowledge  gained  often  benefits  both  an- 
imals and  humans.”3 

The  Lay  Press 

On  Friday,  November  13,  1988,  an  animal  rights  advo- 
cate was  arrested  in  Norwalk,  Connecticut,  on  charges  of 
planting  a bomb  outside  a company  that  uses  dogs  in  med- 
ical research.  Hours  after  her  arrest,  members  of  a New 
York  City  Police  Department  bomb  squad  entered  her 
apartment  and  found  three  more  pipe  bombs,  a shotgun, 
and  animal  rights  literature.4  Although  many  animal 
rights  advocates  assail  the  use  of  force,5  break-ins  at  re- 
search laboratories,  with  the  release  of  animals  and  the 
destruction  of  research  Files  and  other  property,  are  fre- 
quent.6’7 

In  an  op-ed  essay  in  The  New  York  Times,  Zak8  argues 
against  the  use  of  animals  in  research,  saying  that 
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many  experiments  are  frivolous  and  waste  taxpayers’  money. 
Many  could  be  conducted  with  microorganisms,  computer  simu- 
lations, or  other  surrogate  subjects.  But  the  paramount  fact  is 
that  many  experiments  inflict  severe  pain  on  animals  and  are 
morally  objectionable.8 

Zak  presented  his  views  again  in  a letter  in  The  Wall 
Street  Journal  a few  months  later.9  Responding  to  Zak’s 
strong  opposition  to  animal  experiments,  Forman10  cate- 
gorizes such  opposition  as 

skillful  but  highly  misleading  propaganda  . . . .The  nation’s  bio- 
medical research  laboratories  are  not  the  sadistic  torture  cham- 
ber conjured  up  by  Mr.  Zak  and  other  “antivivisection”  activists. 
The  biomedical  research  community  is  deeply  concerned  about 
animal  welfare  and  aware  of  the  moral  responsibilities  inherent 
in  conducting  animal  research.  Animals  are  used  in  research  only 
when  necessary  because  there  is  no  meaningful  substitute. 

Another  writer11  states  that:  “Everyone  agrees  that  ani- 
mals should  not  be  exposed  to  unnecessary  pain.  But  nei- 
ther should  scientists  be  hamstrung  by  the  requirement  to 
use  anesthesia  in  every  animal  experiment  that  might 
cause  pain.” 

When  a baboon  heart  was  successfully  transplanted 
into  a human  infant  at  Loma  Linda  University  in  Califor- 
nia in  1984,  it  heralded  a new  era  in  the  long  history  of 
animal  contributions  to  medical  science  and  the  cure  of 
human  illness.  Yet  great  debate  ensued.  Some  people  ar- 
gued that  baboons  have  rights  and  should  not  be  treated  as 
a resource  for  exploitation  by  humanity.  Others  countered 
by  saying  that  on  an  ethical  value  scale,  we  will  always 
place  human  beings  ahead  of  subhumans,  especially  in  a 
situation  in  which  people  can  genuinely  be  served  by  ani- 
mals.12 

The  most  rational  and  prevailing  view,  in  spite  of  vocal 
and  well-financed  contrary  opinions  by  animal  rights 
groups,  is  that  “most  major  advances  in  medicine  would 
not  have  been  possible  without  research  and  testing  on  an- 
imals . . . many  key  discoveries  in  the  past  twenty-five 
years  in  understanding  the  cause  of  cancer,  arthritis, 
heart,  lung  and  kidney  disease  came  from  animal  re- 
search.”13 

Scientific  Literature 

Recently,  three  of  the  most  prestigious  American  medi- 
cal journals  have  published  major  articles  dealing  with  the 
use  of  animals  in  medical  research.  The  New  England 
Journal  of  Medicine  published  a special  report  on  the 
principles,  policies,  and  practices  of  animal  research  at 
Stanford  University.14  The  report  considers  why  animals 
are  used  in  biomedical  research;  reviews  past  achieve- 
ments and  predicts  future  advances  in  understanding,  pre- 
venting, and  treating  diseases  as  a result  of  animal  re- 
search; and  focuses  on  institutional  protection  of  animal 
research  subjects,  including  practices  at  Stanford  Univer- 
sity. 

In  the  Archives  of  Internal  Medicine , Smith  et  al15  re- 
view the  historic  role  of  the  American  Medical  Associa- 
tion and  the  American  physician  in  the  use  of  animals  in 
medical  research  from  1896  to  the  present  time.  The 
American  medical  community  has  always  promoted  the 
humane  and  appropriate  use  of  research  animals  and  at- 
tempted to  explain  to  the  public  and  legislators  the  impor- 


tance of  animal  research  to  medical  progress.  These  au- 
thors point  out  that  current  initiatives  by  physicians  to 
preserve  biomedical  research  are  a reaffirmation  of  their 
traditional  role.  An  accompanying  editorial  deplores  the 
increasing  vigor  of  those  people  who  are  more  concerned 
with  the  treatment  of  animals  than  with  advancing  the 
cause  of  human  health.16 

A commentary  on  animals  in  research  in  the  Journal  of 
the  American  Medical  Association  appeals  to  American 
physicians  and  scientists  to  assume  a primary  role  in  de- 
fending the  use  of  animals  in  biomedical  research.17  The 
authors  conclude  that  without  support  and  defense  of  ani- 
mal research,  “medical  advances  will  be  compromised. 
Opponents  of  animal  research  may  succeed  unless  an  ag- 
gressive, organized  effort  is  mounted  by  the  biomedical 
community.  The  integrity  of  research  in  medicine  must  be 
presented  ...  .”  The  commentary  elicited  considerable 
correspondence,  both  supportive  and  critical.18 

The  use  of  animals  for  medical  education  is  a different 
but  related  issue19  and  will  not  be  discussed  in  this  report. 

Do  Animals  Have  Rights? 

In  the  controversy  about  the  treatment  of  animals  in 
biomedical  research,  the  claim  is  frequently  made  that  an- 
imals have  “rights.”  An  alternate  view  is  that  the  word 
“rights”  does  not  apply  to  animals.  The  use  of  the  term 
“rights”  in  ethics  must  be  sharply  distinguished  from  its 
legal  meaning.  Legal  rights  can  be  claimed  by  individuals 
to  be  their  due,  owed  to  them  by  virtue  of  the  law.  The 
implication  of  a legal  right  is  that  it  can  be  enforced — that 
society  has  an  obligation  to  fulfill  the  requirements  inher- 
ent in  the  legal  right.  If  a law  were  passed  that  required 
every  experimental  animal  to  have  its  water  changed  ev- 
ery day,  the  animal  would  have  a (legal)  right  to  fresh 
water  daily.  Inspectors  could  enforce  that  right. 

Moral  rights  are  distinctly  different.  Most  ethicists  are 
of  the  opinion  that  whenever  a right  exists  for  one  party,  a 
corollary  consensual  duty  or  obligation  exists  for  another 
party.20  A right  automatically  entails  an  obligation.  Mor- 
al obligations  have  force  because  they  are  thought  to  be 
the  correct  thing  to  do.  It  is  clear  that  it  is  easier  to  pro- 
nounce rights  than  to  ensure  obligations,  but  they  remain 
morally  linked. 

The  term  “rights,”  therefore,  implies  an  obligation  and 
thus  sets  up  the  possibility  of  dispute.  The  term  is  also 
extended  to  matters  of  lesser  moral  weight.  Society  has 
obligations  to  animals,  trees,  and  the  environment  in  gen- 
eral. Does  that  mean  that  if  animals  have  “rights,”  then 
trees  also  have  “rights”? 

The  question  of  whether  animals  have  moral  rights  has 
been  seriously  discussed  by  philosophers  such  as  Hume, 
Bentham,  and  Kant,  and  modern  political  philosophers 
such  as  Nozick.21  Whether  one  ascribes  rights  to  nonper- 
sons depends  largely  on  one’s  theory  of  rights  and  their 
foundation.22  The  traditional  way  of  distinguishing  the 
moral  status  of  animals  from  that  of  humans,  from  Aris- 
totle to  Kant  to  the  present  day,  is  on  the  basis  of  man’s 
rationality.  However,  basing  rights  on  rationality  or  intel- 
lectual capability  would  deprive  of  their  rights  infants  or 
mentally  incompetent  individuals  who  have  less  intellec- 
tual capacity  than  some  animals.23 

Some  writers  attempt  to  extend  the  concept  of  rights  to 


DECEMBER  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  673 


animals  based  on  the  ability  of  animals  to  experience  pain 
and  suffering.24  Regan25  argues  that  animals  have  rights 
because  they  have  beliefs,  desires,  memory,  and  a sense  of 
identity.  The  scientific  community  rejects  these  argu- 
ments. Even  if  animals  have  intrinsic  moral  worth,  their 
moral  worth  is  not  equivalent  to  that  of  humans.  Although 
we  respect  the  principle  that  animal  lives  have  value,  we 
believe  that  “human  lives  are  generally  worthier  than  ani- 
mal lives,  and  the  right  to  life  of  a human  being  generally 
supersedes  the  right  to  life  of  an  animal.”23 

Religious  Views  on  Animal  Experimentation 

In  Roman  Catholic  teaching,  all  life  is  sacred,  both  hu- 
man and  animal.  Nevertheless,  animal  experimentation 
for  the  purpose  of  the  betterment  of  mankind  is  permissi- 
ble, if  done  in  a humane  manner.  Thus,  when  performed  to 
find  cures  for  human  diseases,  animal  experiments  may  be 
conducted,  but  must  be  done  with  concern  for  the  animal’s 
comfort.  However,  animal  experiments  to  develop  cos- 
metics and  the  like  are  not  acceptable. 

Jewish  law  forbids  cruelty  to  animals  and  also  requires 
that  we  have  compassion  for  them,  and  treat  them  hu- 
manely.26 Thus,  hunting  for  sport  is  prohibited  in  Juda- 
ism. At  the  same  time,  Judaism  teaches  that  everything 
created  in  this  world  was  created  to  serve  mankind.  Thus, 
animals  may  be  used  as  beasts  of  burden  and  for  food. 
Animal  experiments  designed  to  yield  information  that 
might  lead  to  cure  of  disease  are  sanctioned  by  Jewish  law 
as  legitimate  use  of  animals  for  the  benefit  of  mankind. 
The  animals’  pain  or  discomfort  must  be  eliminated  or 
minimized  by  analgesia,  anesthesia,  or  other  means.  Oth- 
erwise, the  pain  does  not  serve  a legitimate  human  need 
and  its  infliction  is  prohibited.  Animal  experimentation  is 
permissible  only  if  it  benefits  mankind,  not  if  it  merely 
satisfies  intellectual  curiosity. 

Ethical  Conduct  in  the  Use  of  Animals  for 
Medical  Research 

Statutory  law  in  many  countries,  including  France, 
Britain,  the  United  States,  Germany,  and  Scandinavian 
countries,  now  deals  explicitly  with  various  aspects  of  the 
use  of  animals  in  scientific  research.  Legislative  bodies 
have  given  authority  to  executive  departments  of  govern- 
ment to  insure  that  the  manner  of  treatment  of  animals 
does  not  depend  upon  the  whim  of  individual  investiga- 
tors.27 

In  Britain,  animals  subjected  to  experiments  likely  to 
cause  them  pain  were  protected  by  the  1876  Cruelty  to 
Animals  Act  and  are  now  protected  even  more  under  the 
1986  Animals  (Scientific  Procedures)  Act. 

These  laws  are  an  effective  instrument  for  exercising 
tight  and  detailed  control  over  animal  experiments.28 
Since  the  use  of  living  animals  for  the  acquisition  of  man- 
ual skills  was  prohibited  by  the  1 876  Act,  British  surgeons 
seeking  proficiency  in  microsurgery  had  to  train  abroad  or 
practice  on  decerebrate  animals.  Removal  of  this  restric- 
tion was  one  of  several  modifications  which  adapted  the 
act*  to  the  needs  of  present  day  research.29 

At  a 1983  Geneva  conference  of  the  World  Health  Or- 
ganization/UNESCO Council  for  International  Organi- 
zations of  Medical  Sciences,  international  guiding  princi- 
ples for  biomedical  research  involving  animals  were 


proposed.30  The  last  of  the  16  principles  states  that  the 
overriding  consideration  is  that  laboratory  animals  should 
be  treated  with  the  consideration  and  care  for  their  com- 
fort and  well  being  that  is  the  duty  of  man  to  all  sentient 
beings. 

In  the  United  States,  the  NIH  asserts  that  there  are 
valid  scientific  as  well  as  humane  reasons  for  giving  ex- 
perimental animals  good  care  and  compassionate  use.  It  is 
the  responsibility  of  those  who  use  animals  to  care  for 
them.  NIH  policy  requires  that  recipients  of  its  awards 
assure  NIH  that  they  are  carrying  out  this  responsibility. 
NIH  uses  the  National  Academy  of  Sciences  National 
Research  Council  “Guide  for  the  Care  and  Use  of  Lab- 
oratory Animals”  to  define  acceptable  animal  care  stan- 
dards and  a set  of  12  “Principles  for  the  Use  of  Animals” 
to  define  humane  animal  use.31 

The  National  Research  Council  (NRC)  recently  issued 
a report  on  the  use  of  laboratory  animals  in  research  and 
concluded  that  “animal  experiments  are  still  critically  im- 
portant to  further  improvements  in  medicine  and  biomed- 
ical science.”32  The  NRC  emphasizes  that  scientists  are 
ethically  obliged  to  ensure  the  well  being  of  animals  used 
in  research  and  to  minimize  their  pain  and  suffering. 

The  AMA  has  supported  the  proper  and  humane  use  of 
animals  in  research  for  more  than  100  years  and  opposes 
legislative  and  regulatory  initiatives  that  would  inappro- 
priately restrict  biomedical  research.16  The  most  recent 
position  statement  of  the  AMA  is  the  following: 

The  AMA  maintains  that  the  loss  of  biomedical  animal  research 
would  hamper  severely  the  remarkable  growth  of  knowledge  this 
nation  has  experienced  in  recent  decades.  Medical  break- 
throughs in  diagnosis,  treatment  and  prevention  of  heart  disease, 
cancer,  diabetes,  measles  and  many  other  diseases  can  be  traced 
directly  to  the  use  of  animals  in  research. 

Procedures  once  beyond  imagination  are  commonplace  today: 
open-heart  surgery,  blood  transfusions,  organ  transplantation, 
laser  neurosurgery.  All  were  made  possible  by  animal  investiga- 
tions. Crucial  to  control  of  the  AIDS  epidemic  will  be  animals 
used  in  research. 

While  cases  of  abuse  have  been  documented,  the  evidence 
demonstrates  that  the  overwhelming  use  of  animals  in  investiga- 
tions complies  with  federal,  state,  local,  and  institutional  guide- 
lines, and  is  conducted  with  strict  compliance  to  ethical  guide- 
lines. 

The  Ad  Hoc  Committee  on  Animal  Research  of  the 
New  York  Academy  of  Sciences  recently  published  inter- 
disciplinary principles  and  guidelines  for  the  use  of  ani- 
mals in  research,  testing,  and  education.33  These  princi- 
ples are  intended  for  use  in  development  of  experimental 
design  and  in  establishment  of  procedures  to  assure  the 
most  humane  treatment  of  animals  possible. 

The  American  Diabetes  Association  (ADA)  issued  a 
policy  statement  on  the  responsible  use  of  animals  in  re- 
search.34 The  ADA  believes  that  the  responsible  use  of 
animals  is  essential  to  biomedical  research  and  education 
in  the  treatment  and  ultimate  cure  or  prevention  of  diabe- 
tes mellitus.  The  Society  for  Neuroscience  issued  guide- 


*See  also  the  Animal  Welfare  Act,  Title  7,  US  Code,  chapter  54,  U 2131-2157, 
Public  Law  89-544  (1966),  and  amendments  (Public  Law  91-579  (1970),  Public 
Law  94-279  (1976),  and  Public  Law  99-198  (1985));  the  Public  Health  Service 
Act,  Title  42,  US  Code,  chapter  201  el  seq.  Public  Law  78-184  (1944),  amended  by 
the  Health  Research  Extension  Act  of  1985,  Public  Law  99-158  (1985);  NIH  Re- 
authorization, chapter  289(d),  § 495(a). 
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lines  for  the  use  of  animals  in  neuroscience  research  in  its 
1988  Membership  Directory.  The  Foundation  of  Biomed- 
ical Research  has  issued  a handbook  for  researchers  using 
animal  models,35  as  has  the  Canadian  Council  on  Animal 
Care.36’37  The  Association  of  American  Medical  Colleges 
has  also  issued  recommendations  for  the  governance  and 
management  of  institutional  animal  resources.38 

The  regulation  of  experimentation  on  animals  on  a state 
level  is  reviewed  by  Favre,39  who  proposes  new  legislation 
to  reduce  the  pain  and  suffering  of  animals  to  a minimum 
while  allowing  maximum  flexibility  for  the  researcher. 
The  laws  of  the  State  of  New  York  underscore  the  idea 
that  animal  experimentation  is  a necessary  part  of  medi- 
cal progress.  The  relevant  laws  are  found  in  sections  353 
of  the  Agriculture  and  Marketing  Laws  and  55-1.2 
through  55-1.6  of  the  Administrative  Rules  and  Regula- 
tions of  the  New  York  State  Department  of  Flealth.  Ani- 
mals are  to  be  treated  as  humanely  as  possible  consistent 
with  the  goals  of  the  needed  experimentation.  However, 

Nothing  herein  contained  shall  be  construed  to  prohibit  or  inter- 
fere with  any  properly  conducted  scientific  tests,  experiments  or 
investigations,  involving  the  use  of  living  animals,  performed  or 
conducted  in  laboratories  or  institutions,  which  are  approved  for 
these  purposes  by  the  state  commissioner  of  health.  The  state 
commissioner  of  health  shall  prescribe  the  rules  under  which 
such  approval  shall  be  granted,  including  therein  standards  re- 
garding the  care  and  treatment  of  any  such  animals. 

While  humanitarian  concerns  have  traditionally  played 
a significant  role  in  animal  research  in  the  United  States, 
it  is  only  in  the  last  decade  that  they  have  been  embodied 
in  detailed  written  principles  and  that  these  principles 
have  become  a compulsory  part  of  experimental  design 
and  implementation.  Before  the  1980s,  the  choice  of  ex- 
perimental procedures  and  the  steps  taken  to  avoid  or 
minimize  animal  suffering  were  left  to  the  individual  in- 
vestigator, perhaps  overseen  in  an  informal  and  haphaz- 
ard fashion  by  the  institutional  veterinarian  or  other  ani- 
mal care  personnel.  Now,  all  studies  involving  vertebrates 
must  receive  prior  approval  from  an  institutional  commit- 
tee composed  of  scientists,  veterinarians,  and  one  or  two 
others  from  outside  the  institution.15-40 

The  committee  evaluates  each  proposed  study  and  de- 
cides whether  it  satisfies  three  requirements.  First,  the 
study  must  have  a valid  scientific  objective  and  a reason- 
able probability  of  achieving  that  objective.  Second,  the 
objective  must  be  achievable  only  by  animal  research,  and 
the  species  and  number  of  animals  to  be  used  must  be  jus- 
tified. The  species  should  be  the  lowest  on  the  phylogenet- 
ic scale  consonant  with  the  scientific  objectives,  and  the 
numbers  should  be  the  lowest  needed  for  statistical  valid- 
ity. Third,  the  level  and  duration  of  animal  suffering  that 
will  occur  must  be  minimized  and  must  be  considered  ac- 
ceptable. The  third  requirement  is  clearly  the  most  com- 
plex and  difficult  of  the  three,  and  is  the  origin  of  the  bulk 
of  the  questions  in  animal  research  protocol  forms.  In 
practice,  it  focuses  on  four  major  issues. 

First,  provisions  for  housing,  feeding,  and  cleaning 
must  conform  to  federal  standards.  Second,  all  surgical 
procedures  and  other  traumatic  or  invasive  techniques 
must  be  essential  to  the  objective  and  must  be  accompa- 
nied by  acceptable  anesthesia,  antisepsis,  and  postopera- 


tive care.  Prevailing  standards  have  come  to  match  quite 
closely  those  followed  in  human  surgery.  Third,  other  like- 
ly suffering,  such  as  that  due  to  toxic  or  infectious  agents, 
should  be  carefully  and  frequently  monitored,  and  every 
possible  step  taken  to  reduce  it.  Thus,  terminally  ill  ani- 
mals must  normally  be  euthanized  to  end  suffering  as  soon 
as  their  condition  is  apparent.  Death  due  to  the  experi- 
mental toxin  or  infection  is  no  longer  a routine  endpoint.  It 
is  allowed  only  when  essential  to  the  objective.  Further- 
more, significant  discomfort  or  distress  must  be  alleviated 
or  the  animal  must  be  euthanized.  The  standards  for  ac- 
ceptable distress,  like  those  for  acceptable  anesthesia  and 
antisepsis,  are  coming  to  match  those  observed  in  clinical 
practice.  Thus,  a single  generalized  seizure  or  mild  ascites 
may  be  acceptable,  while  status  epilepticus  or  ascites  se- 
vere enough  to  cause  respiratory  distress  requires  appro- 
priate therapy  or  euthanasia.  Fourth,  and  finally,  eutha- 
nasia must  be  quick,  uniformly  effective,  and 
accompanied  by  very  little  or  no  suffering. 

Once  a study  begins,  institutional  veterinarians  and 
other  animal  care  personnel  maintain  close  contact  to  en- 
sure that  the  approved  protocol  is  followed.  Research  pro- 
jects which  extend  over  years  or  have  significant  changes 
in  goals  or  procedures  must  undergo  committee  reevalua- 
tion. In  addition,  animal  research  facilities  and  proce- 
dures are  monitored  by  federal  inspectors  in  periodic  un- 
announced visits. 

Finally,  many  scientific  journals  have  adopted  specific 
animal  research  principles,  and  have  included  them  in 
their  instructions  for  prospective  authors.41-42  Studies  in 
which  adherence  to  these  principles  is  absent  or  doubtful 
are  rejected.  This  salutary  censorship  is  a final  and  ulti- 
mately very  effective  check  on  animal  research  practices. 

The  Role  of  the  Practicing  Physician 

The  Committee  on  Bioethical  Issues  of  the  Medical  So- 
ciety of  the  State  of  New  York  firmly  believes  that  physi- 
cians should  assert  themselves  as  leaders  and  educate  the 
public,  their  patients,  and  their  elected  public  officials  re- 
garding the  value  of  animals  in  research.  When  discussing 
treatment  modalities,  new  or  old,  the  role  of  research  us- 
ing animals  should  be  stressed.  When  interfacing  with  the 
media  or  the  public  regarding  a new  development  or  an 
excellent  clinical  outcome,  the  animal  research  that  made 
it  possible  should  be  emphasized.  Physicians  should  be 
aware  of  the  rules  governing  the  humane  treatment  of  ani- 
mals so  they  can  correct  the  incorrect  statements  of  pro- 
testors and  animal  rights  activists.  When  inaccurate  and 
provocative  statements  are  made  in  the  press,  physicians 
should  write  to  the  editors  to  set  the  record  straight.  Physi- 
cians should  provide  informational  materials  in  their  of- 
fices describing  the  value  of  animal  research  as  it  applies 
to  their  specialty.  Physicians  cannot  and  should  not  re- 
main silent  and  let  animal  research  be  eliminated  or  se- 
verely impeded  by  the  ill  informed,  irrational  outcries  of  a 
minority  of  the  public. 

Summary  and  Conclusion 

The  New  York  Academy  of  Sciences,  speaking  on  be- 
half of  the  scientific  community,  states  that: 

The  scientific  community  seeks  to  understand,  improve  and  sus- 
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tain  life  and  alleviate  suffering.  The  pursuit  of  these  goals  may 
necessitate  the  use  of  animals  when  new  information  is  sought 
and  older  information  is  to  be  reassessed  for  educational  pur- 
poses, and  alternate  methods  are  unavailable.  Concern  for  the 
welfare  of  animals  used  in  research,  testing,  and  education  has 
led  scientists  to  adopt  more  comprehensive  standards  so  that 
gains  in  knowledge  can  be  achieved  using  the  smallest  number  of 
animals  and  the  most  humane  methods.13 

At  present,  animal  research  is  under  assault  from  a 
small  but  very  vocal  and  energetic  minority  of  the  public. 
This  attack  is  a serious  threat  to  biomedical  research  and 
to  the  benefits  it  yields  in  improved  human  (and  animal) 
health. 

As  highly  visible  and  influential  representatives  of  the 
scientific  community,  physicians  can  make  an  extremely 
important  contribution  to  combating  this  growing  danger 
by  educating  their  patients  and  the  public  at  large  in  re- 
gard to  the  great  contributions  animal  research  has  made 
to  medical  care,  its  crucial  role  in  future  progress,  and  the 
humane  treatment  given  research  animals.  The  American 
Medical  Association,  in  a resolution  passed  at  its  1988 
House  of  Delegates  meeting,  encouraged  physicians  to 
“place  copies  of  material  describing  the  medical  benefits 
of  animal  research  in  their  office  waiting  rooms”  (post- 
ers, pamphlets,  and  advice  are  available  at  no  cost  from 
the  Foundation  for  Biomedical  Research,  818  Connecti- 
cut Ave,  Suite  303,  Washington,  DC  20006). 

References 

1.  Sechzer  JA:  Historical  issues  concerning  animal  experimentation  in  the 
United  States.  Soc  Sci  Med  1981;  15F:13-17. 

2.  United  Kingdom,  Animals  (Scientific  Procedures)  Act,  1986,  Elizabeth  II, 
ch.  17.  May  20.  1986. 

3.  Bohigian  GM:  Animals  in  Research.  Informational  Report  of  the  Council 
on  Scientific  Affairs.  Chicago,  American  Medical  Association,  November.  1988. 

4.  McFadden  RD:  Animal  rights  advocate  held  in  bombing  attempt.  NY 
Times.  November  12,  1988.  p 7. 

5.  Hays  CL:  Animal  rights  advocates  assail  the  use  of  force.  NY  Times,  No- 
vember 13,  1988,  p 40. 

6.  MacKay-Smith  A:  Animal  rights  fight  against  pet  projects  worries  re- 
searchers. Wall  Street  J,  November  30.  1983.  p 1. 

7.  Robbins  W:  Animal  rights:  A growing  movement  in  the  U.S.  NY  Times, 
June  15,  1984,  p 1. 

8.  Zak  S:  Cruelty  in  labs.  NY  Times,  May  16,  1983,  p 17. 

9.  Zak  S:  Researchers'  pet  projects  questions.  Wall  Street  J,  December  29, 
1983,  p 9. 

1 0.  Forman  DS:  Grim  alternative  to  animal  experiments.  NY  Times,  May  30, 
1983,  p 16. 

1 1.  Noah  T:  Monkey  business.  New  Republic,  June  2,  1982,  p 23. 


12.  Regan  T,  Provonsha  J:  Use  animal  organs  for  human  transplants?  US 
News  & World  Report,  November  12,  1984,  p 58. 

13.  Findlay  S:  Animals,  medicine's  best  friend.  USA  Today.  October  31.  1984, 
p I0A. 

14.  Thomas  JA,  Hamm  TE  Jr,  Perkins  PL,  et  al:  Animal  research  at  Stanford 
University.  Principles,  policies,  and  practices.  N Engl  J Med  1988;  318:1630- 
1632. 

1 5.  Smith  SJ,  Evans  RM,  Sullivan-Fowler  M,  et  al:  Use  of  animals  in  biomedi- 
cal research.  Historical  role  of  the  American  Medical  Association  and  the  Ameri- 
can physician.  Arch  Intern  Med  1988;  148:1849-1853. 

16.  Ralston  HJ  3d:  The  use  of  animals  in  biomedical  research  [editorial].  Arch 
Intern  Med  1988;  148:1710-1711. 

17.  Smith  SJ,  Hendee  WR:  Animals  in  research.  JAMA  1988;  259:2007- 
2008. 

18.  Animals  in  research  [letters].  JAMA  1988;  260:2061-2064. 

19.  Barnard  ND,  Stolz  J,  Baron  L:  Use  of  and  alternatives  in  laboratory 
courses  at  US  medical  schools.  J Med  Educ  1988;  63:720-722. 

20.  Braybrook  D:  The  firm  but  untidy  correlativity  of  rights  and  obligations. 
Canad  J Philos  1972;  1:351-363. 

21.  Nozick  R:  Anarchy,  State  and  Utopia.  New  York,  Basic  Books  Inc,  1974, 
pp  35-47. 

22.  Beauchamp  TL,  Childress  JF:  Principles  of  Biomedical  Ethics.  New  York, 
Oxford  University  Press,  1979,  pp  54-55. 

23.  Hoff  C:  Sounding  board:  Immoral  and  moral  uses  of  animals.  N Eng!  J 
Med  1980;  302:115-118. 

24.  Singer  P:  Are  all  animals  equal?,  in  Regan  T,  Singer  P (eds):  Human 
Rights  and  Human  Obligations.  Englewood  Cliffs,  NJ,  Prentice  Hall,  1976. 

25.  Regan  T:  The  Case  for  Animal  Rights.  Berkeley,  Calif,  University  of  Cali- 
fornia Press,  1983. 

26.  Rosner  F:  Animal  experimentation.  The  Jewish  view  [editorial].  Arch  In- 
tern Med  1984;  144:927-928. 

27.  Vischer  MB:  Ethical  Constraints  and  Imperatives  in  Medical  Research. 
Springfield,  III,  Charles  C Thomas,  1975.  p 91. 

28.  Renkin  JD:  The  regulation  of  experiments  on  animals  in  the  United  King- 
dom. Acta  Physiol  Scand  1 986;  (suppl  554):  1 27  137. 

29.  Phillips  M,  Sechzer  JA:  Animal  Research  and  Ethical  Conflict:  An  Analy- 
sis of  the  Scientific  Literature,  1966-1986.  New  York,  Springer-Verlag,  1989. 

30.  Cooper  JE:  Ethics  and  laboratory  animals.  Veterinary  Record 
1985;  116:594-595. 

3 1 . NIH  Guide  for  the  Care  and  Use  of  Laboratory  Animals.  National  Insti- 
tutes of  Health  publication  No.  85-23  (revised).  Bethesda,  Md,  1985. 

32.  Holden  C:  Academy  explores  use  of  laboratory  animals.  Science 
1988:242:185. 

33.  The  Ad  Hoc  Committee  on  Animal  Research:  Interdisciplinary  Principles 
and  Guidelines  for  the  Use  of  Animals  in  Research.  Testing,  and  Education.  New 
York.  The  New  York  Academy  of  Sciences,  1988. 

34.  American  Diabetes  Association:  Policy  Statement:  Responsible  use  of  ani- 
mals in  research.  Diabetes  1985;  34:714. 

35.  The  Biomedical  Investigator's  Handbook  for  Researchers  Using  Animal 
Models.  Foundation  for  Biomedical  Research.  Washington,  DC.  1987. 

36.  Guide  to  the  Care  and  Use  of  Laboratory  Animals.  Ottawa,  Canada,  Ca- 
nadian Council  on  Animal  Care,  vol  1,  1980. 

37.  Guide  to  the  Care  and  Use  of  Laboratory  Animals.  Ottawa.  Canada,  Ca- 
nadian Council  on  Animal  Care,  vol  2,  1984. 

38.  The  Recommendations  for  Governance  and  Management  of  Institutional 
Animal  Resources.  Association  of  American  Medical  Colleges,  Washington,  DC. 

39.  Favre  D:  Laboratory  animal  act:  A legislative  proposal.  Pace  Environmen- 
tal Law  Review  3:  123-140. 

40.  Orlons  BF:  Regulation  of  animal  experimentation  in  the  United  States  of 
America.  Acta  Physiol  Scand  1986;  (suppl  554):  138- 152. 

41.  Information  for  Contributors.  Science  1988;  241:xxi-xii. 

42.  Information  for  Contributors.  J Neurophysiol  1988;  60(1). 


676  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/DECEMBER  1989 


SPECIAL  REPORT 


A strategic  plan  for  the  elimination  of  tuberculosis  in  the 

United  States* 


In  1987,  the  Department  of  Health  and  Human  Services 
(DHHS)  established  the  Advisory  Committee  for  the  Elimina- 
tion of  Tuberculosis  (ACET)  to  “provide  recommendations  for 
the  development  of  new  technology,  application  of  prevention 
and  control  methods,  and  management  of  state  and  local  tuber- 
culosis programs  targeted  toward  the  elimination  of  tuberculosis 
as  a public  health  problem.”  In  response  to  this  charge,  the 
ACET  completed  a strategic  plan  for  the  elimination  of  tubercu- 
losis (TB)  in  the  United  States  with  advice  and  consultation 
from  a large  number  of  persons  and  organizations.  The  following 
is  a summary  of  the  plan.  The  complete  plan  has  been  published 
as  an  MMWR  supplement.1 

The  plan  urges  the  establishment  of  a national  goal  of  TB 
elimination  (an  incidence  of  <1  case  per  million  population)  by 
the  year  2010,  with  an  interim  target  of  an  incidence  of  3.5  cases 
per  100,000  population  by  the  year  2000.  The  plan  cites  three 
factors  that  favor  the  achievement  of  this  goal:  1)  TB  is  retreat- 
ing into  focal  geographic  areas  and  demographically  well-de- 
fined groups;  2)  biotechnology  can  potentially  generate  better 
diagnostic,  therapeutic,  and  preventive  modalities;  and  3)  new 
computer,  telecommunications,  and  other  technologies  will  en- 
hance the  transfer  of  these  new  biotechnologies  into  clinical  and 
public  health  practice.  A three-step  plan  of  action  is  proposed: 

Step  1.  More  effective  use  of  existing  prevention  and  control 
methods,  especially  in  high-risk  populations; 

Step  2.  The  development  and  evaluation  of  new  technologies 
for  diagnosis,  treatment,  and  prevention;  and 

Step  3.  The  rapid  assessment  and  transfer  of  newly  developed 
technologies  into  clinical  and  public  health  practice. 

Current  problems  cited  in  the  plan  include  deficiencies  in 
identifying  and  reporting  TB  cases  and  contacts,  the  failure  to 
fully  use  prevention  interventions,  the  failure  of  many  patients  to 
complete  prescribed  therapy,  and  the  failure  to  adequately  as- 
sess the  effectiveness  of  community  prevention  and  control  pro- 
grams. 

Recommended  priorities  for  action  include  1)  identifying  and 
screening  high-risk  population  groups  within  each  health  juris- 
diction and  2)  making  adequate  and  appropriate  treatment  and 
prophylaxis  more  widely  available.  Elimination  of  TB  in  the 
United  States  depends  on  the  identification  of  groups  at  high  risk 
for  infection  and  disease.  These  groups  vary  through  time,  by 
place,  and  by  personal  characteristics.  In  1987,  the  identifiable 
groups  at  high  risk  included  HIV-infected  persons,  the  homeless, 
immigrants  and  refugees  from  high-prevalence  countries,  intra- 
venous-drug abusers,  and  residents  of  correctional  institutions 
and  nursing  homes.  Blacks,  Hispanics,  and  Native  Americans 
are  also  at  high  risk;  the  higher  risk  in  these  minority  populations 


* This  article  is  reprinted  from  Morbidity  and  Mortality  Weekly  Report 
1 989;  38:269-272.  The  Council  of  the  Medical  Society  of  the  State  of  New  York 
has  endorsed  the  “Strategic  Plan  for  the  Elimination  of  Tuberculosis  in  the  United 
States”  on  the  recommendation  of  its  Committee  on  Preventive  Medicine. 


appears  to  be  primarily  related  to  socioeconomic  status.2  How- 
ever, because  the  epidemiology  of  TB  changes,  populations  now 
at  high  risk  may  decline  in  risk  over  time,  and  groups  not  cur- 
rently identified  to  be  at  risk  may  become  at  risk.  Therefore,  the 
plan  urges  CDC  and  state  and  local  health  departments  to  con- 
tinue and  to  strengthen  TB  surveillance  activities  and  to  further 
improve  their  ability  to  define  groups  at  high  risk  for  TB. 

In  addition  to  identifying  high-risk  populations,  health-care 
providers  must  extend  TB  screening,  treatment,  and  prevention 
programs  to  these  groups.  For  such  programs  to  be  optimally 
effective,  high-risk  groups  and  health-care  providers  for  these 
groups  should  be  involved  in  designing,  implementing,  and  pro- 
moting these  programs. 

To  increase  the  proportion  of  patients  who  complete  therapy, 
the  plan  recommends  several  actions,  including  the  more  wide- 
spread use  of  the  newer  short-course  treatment  regimens.3  In 
addition,  for  each  new  case  of  TB,  a specific  health-care  provider 
should  be  responsible  for  assuring  that  patients  and  their  con- 
tacts are  educated  about  TB  and  its  treatment,  that  therapy  is 
continued  and  completed,  and  that  appropriate  contact  exami- 
nation and  preventive  treatment  are  conducted.  The  use  of  di- 
rectly observed  therapy  is  strongly  encouraged.  Quarantine 
measures,  including  temporary  institutionalization,  are  recom- 
mended only  in  those  rare  instances  when  an  infectious  patient 
refuses  to  comply  with  self-administered  or  directly  observed 
therapy. 

The  implementation  of  these  recommendations  will  require  an 
increase  in  the  number  of  health  department  outreach  staff  who 
are  members  of  the  populations  they  serve.  During  the  past  few 
years,  this  approach  has  proven  successful  in  public  health  prac- 
tice and  is  more  cost-effective  than  alternative  approaches  such 
as  long-term  hospitalization  (CDC,  unpublished  data). 

Intensified  use  of  existing  technologies  as  outlined  above  is 
essential  in  moving  the  nation  toward  elimination;  however,  this 
strategy  alone  will  not  be  sufficient  to  reach  the  goal.  It  is  crucial 
that  new  technologies  be  developed.  The  plan  points  out  that 
recent  developments  in  biotechnology  are  revolutionizing  the  di- 
agnosis, treatment,  and  prevention  of  other  infectious  diseases 
and  that,  by  applying  these  new  techniques  to  TB,  it  should  be 
possible  to  develop  the  new  tools  needed  to  eliminate  TB.4 

The  highest  priorities  for  new  technology  development  are  1) 
the  development  of  alternative  approaches  to  prevention  of  dis- 
ease among  persons  already  infected  and  2)  the  development  of  a 
more  rapid  and  effective  test  for  identifying  persons  infected 
with  living  tubercle  bacilli.  Research  efforts  directed  toward  de- 
veloping a more  reliably  effective  TB  vaccine,  more  rapid  and 
accurate  diagnostic  tests,  and  more  effective  and  rapidly-acting 
drugs  are  also  needed. 

Finally,  new  technologies  must  be  assessed  and  put  into  clini- 
cal and  public  health  practice  in  a timely  fashion.  The  plan 
points  out  that  federal  agencies;  professional  societies;  and 
schools  of  medicine,  nursing,  and  public  health  all  have  a role  in 
assessing  and  implementing  new  technologies  and  that  both  pub- 
lic and  private  funds  will  be  needed  to  support  demonstration 
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projects  for  technology  assessment  and  implementation. 

Health  departments,  medical  and  nursing  schools,  schools  of 
public  health,  voluntary  agencies,  professional  societies,  and  mi- 
nority advocacy  groups  share  responsibilities  for  educating 
health-care  providers  and  high-risk  groups  about  the  manifesta- 
tions, methods  of  diagnosis,  treatment,  and  prevention  of  tuber- 
culosis. The  plan  recommends  national,  regional,  and  state  con- 
ferences for  health-care  professionals  to  focus  attention  on  TB 
and  to  teach  modern  approaches  to  its  control  and  eventual  elim- 
ination. 

The  plan  suggests  that  advisory  committees  be  established  in 
the  states  and  major  metropolitan  areas  to  develop  more  specific 
strategies  and  tactics  for  TB  elimination  in  each  health  jurisdic- 
tion and  to  review  progress  toward  elimination.  These  reviews 
should  include  evaluations  of  morbidity  and  mortality  data,  the 
adequacy  of  case  reporting  and  casefinding  procedures,  and  the 
quality  of  treatment  and  prevention  activities.  Interested  constit- 
uencies, such  as  lung  associations,  minority  organizations,  and 
professional  societies,  should  be  represented  on  these  advisory 
committees. 

The  ACET  states  that  it  is  bringing  this  plan  to  the  attention 
of  the  medical  community  and  the  public  to  stimulate  positive 
and  constructive  discussion  and  action,  to  increase  the  level  of 
TB  awareness,  and  to  encourage  a commitment  toward  the  elim- 
ination of  TB.  [Reported  by:  Div  of  Tuberculosis  Control,  Cen- 
ter for  Prevention  Svcs,  CDC.] 

Editorial  Note:  The  TB  elimination  plan  developed  by  the 
ACET  provides  a roadmap  to  guide  the  TB  elimination  effort  for 
the  next  two  decades.  Consequently,  the  plan  is  being  distributed 
to  a wide  variety  of  public,  private,  and  voluntary  groups  with 
the  request  that  they  actively  join  in  identifying  and  supporting 
steps  essential  to  eliminating  this  disease  within  their  respective 
jurisdictions. 

Although  the  occurrence  of  TB  in  the  United  States  has  de- 
clined during  the  past  35  years,  the  disease  persists  as  a public 
health  problem  in  this  country.  From  1953  through  1987,  the 
number  of  reported  cases  decreased  from  84,517  to  22,255,  and 
the  annual  incidence  of  TB  decreased  from  53.0  to  9.3  cases  per 
100,000  population.5  The  reduction  has  been  substantially 
greater  among  whites  than  among  other  races;  as  a result,  the 
proportion  of  cases  occurring  in  nonwhites  has  risen  from  24%  in 
1 953  to  49%  in  1 987.6  Today,  TB  among  non-Hispanic  whites  is 
predominantly  a disease  of  the  elderly;  among  minorities,  it  is 
primarily  concentrated  in  young  adults.  In  1987,  the  median  age 
of  non-Hispanic  whites  with  TB  was  62  years;  for  minority  pa- 
tients, the  median  age  was  39  years.6 

Foreign-born  persons  constituted  24%  of  patients  in  1987,  and 
the  risk  among  immigrants  from  Asia  is  especially  high,  particu- 


larly in  the  first  years  after  arrival  in  the  United  States.5  The  risk 
for  immigrants  serves  as  a reminder  that  TB  persists  as  a global 
health  problem  of  enormous  dimension.  Throughout  the  world, 
approximately  7-9  million  new  cases  are  diagnosed  each  year, 
and  the  disease  is  estimated  to  cause  approximately  3 million 
deaths  annually.7  An  estimated  two  billion  persons  in  the  world 
have  latent  tuberculous  infection  (International  Union  Against 
Tuberculosis,  Paris,  personal  communication,  1988),  making  it 
one  of  the  most  prevalent  infections  in  the  world.  Through  the 
development  of  new  technology,  the  TB  elimination  effort  in  the 
United  States  can  potentially  contribute  to  the  solution  of  the 
global  TB  problem. 

In  the  United  States,  new  cases  occur  primarily  among  per- 
sons with  longstanding  Mycobacterium  tuberculosis  infection 
rather  than  among  persons  with  recent  infection.  An  estimated 
ten  million  persons  have  longstanding  tuberculous  infection 
(CDC,  unpublished  data).  Major  progress  toward  elimination 
can  be  achieved  by  targeting  TB  screening  and  preventive  thera- 
py programs  toward  groups  of  persons  with  M tuberculosis  in- 
fection who  are  at  high  risk  for  developing  clinical  disease. 

To  accomplish  this  objective,  health  department  TB-control 
programs  must  be  maintained,  strengthened,  and  continually 
evaluated  to  assure  the  most  beneficial  use  of  available  re- 
sources. CDC  will  continue  to  assist  health  departments  by  pro- 
viding technical  and  financial  assistance,  training  and  educa- 
tional resources,  and  surveillance  and  epidemiologic  assistance 
and  by  conducting  applied  and  operational  research.  CDC  will 
continue  to  work  with  advisory  groups,  other  federal  agencies, 
state  and  local  health  departments,  minority  organizations,  and 
other  organizations  to  develop  more  specific  strategies  and  tac- 
tics for  implementing  the  plan. 
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CASE  REPORTS 


Lead  poisoning  during  home  renovation 

John  P.  Curran,  md,  Jorge  R.  Nunez,  md 


In  childhood  lead  poisoning,  the  major 
sources  of  lead  have  been  leaded  paint 
or  plaster  chips  found  in  deteriorating 
pre-World  War  II  housing  and  avail- 
able for  ingestion  by  children  with  pica. 
Only  recently  has  the  importance  of 
lead  dust  which  contaminates  hands, 
food,  water,  kitchen  utensils,  and  air 
been  appreciated.14  Rabinowitz  et  al,5 
in  a 1985  report,  noted  that  refinishing 
procedures  of  dwelling  surfaces  con- 
taining lead  paint  were  associated  with 
elevations  of  blood  levels  (Pb-B)  aver- 
aging 69%  in  infant  residents.  Amitai  et 
al,6  and  Rey-Alvarez  and  Menke-Har- 
grave7  have  reported  a total  of  1 7 chil- 
dren who  experienced  significant  in- 
creases in  Pb-B  during  procedures 
undertaken  to  delead  their  homes  such 
as  scraping,  sanding,  and  burning  of 
paint.  We  could  find  no  report  of  child- 
hood lead  poisoning  that  occurred  dur- 
ing elective  structural  modernization 
(not  refinishing)  of  an  old,  well-main- 
tained house. 

Case  Report 

A two-and-a-half-year-old  boy  was  in- 
jured in  an  automobile,  accident  and  admit- 
ted to  another  hospital  with  a laceration  of 
the  right  lower  eyelid  and  minor  contusions. 
A complete  blood  cell  count  revealed  hypo- 
chromic, microcytic  anemia  (hemoglobin, 
7.8  g/dL;  hematocrit,  27.8%),  which 
prompted  blood  lead  (Pb-B)  and  zinc  proto- 
porphyrin (ZPP)  determinations,  reported 
as  79  Atg/dL  and  1,572  ng/dL  red  blood 
cells,  respectively.  This  established  a diag- 
nosis of  lead  poisoning,  Class  IV,  and  the  pa- 
tient was  transferred  to  this  hospital  for 
therapy. 

The  child’s  parents  were  both  working 
professionals.  He  lived  with  them  and  two 
siblings  (ages  12  and  9)  in  a pre-World  War 
II  single  family  brownstone  dwelling  located 
in  a middle  class  neighborhood.  The  house 
was  in  good  condition,  with  no  deteriorating 
paint  or  plaster.  For  eight  weeks  prior  to  ad- 
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mission,  extensive  renovations  had  been  on- 
going, including  demolition  and  replace- 
ment of  most  of  the  walls  and  plumbing, 
which  generated  large  quantities  of  dust. 
The  child  sucked  his  thumb  and  drank  more 
than  40  ounces  of  milk  daily  by  nursing  bot- 
tle. 

Physical  examination  revealed  a well- 
nourished  and  developed  child  who  ap- 
peared healthy  except  for  a sutured  lacera- 
tion of  the  right  lower  eyelid  and  scattered 
minor  contusions.  He  was  alert,  cooperative, 
somewhat  anxious,  but  not  irritable.  Neuro- 
logic examination  was  normal. 

A complete  blood  cell  count  produced  the 
following  Findings:  white  blood  cell  count, 
9,800/mm3  with  34%  polymorphonuclear 
leucocytes,  0 band  forms,  55%  lymphocytes, 
1%  monocytes;  hemoglobin,  8.4  g/dL;  he- 
matocrit, 27.3%,  red  blood  cell  count,  5.01 
million/mm3.  The  serum  ferritin  level  was 
less  than  3 Mg/L.  SMAC  and  urinalysis 
were  within  normal  limits.  The  Pb-B  level 
was  73  Mg/dL;  ZPP,  1,398  /ag/dL  red  blood 
cells.  Plain  films  showed  no  intra-abdominal 
opacities.  ZPP  levels  on  the  parents  and  two 
siblings  were  22.9,  22.6,  18.9,  and  12.6  ng/ 
dL  red  blood  cells,  and  Pb-B  levels  were  re- 
ported as  15,  13,  12,  and  12  Mg/dL. 

Based  on  the  Pb-B  and  ZPP  determina- 
tions, the  patient  received  three  courses  of 
chelation  with  Ca-EDTA  and  dimercaprol 
(BAL)  at  monthly  intervals. 

Discussion 

Child  inhabitants  of  deteriorating 
housing  stock,  and  adult  deleading 
workers,  have  been  reported  to  have  sig- 
nificantly increased  Pb-B  levels  during 
improper  deleading  procedures.5  7 
Wolf  has  reported  increased  lead  ab- 
sorption during  restoration  of  old 
homes  when  various  methods  of  paint 
removal  were  employed.8-9  In  this  re- 
port, the  source  of  lead  was  apparently 
dust  generated  during  demolition  and 
removal  of  interior  walls.  No  scraping, 
stripping,  or  burning  of  paint  occurred. 

The  importance  of  lead-containing 
dust  as  a source  in  childhood  lead  poi- 
soning has  been  recognized.  Good  evi- 
dence was  provided  by  reports  of  elevat- 
ed Pb-B  levels  in  children  of  lead 
workers  for  whom  the  only  source  of  ex- 


posure was  lead  dust,  brought  into  the 
homes  on  parents’  work  clothes,10  and 
studies  have  shown  that  dust  in  inner 
city  homes  contains  significant 
amounts  of  lead.1'4  Since  small  chil- 
dren have  extensive  contact  with  dusty 
surfaces,  wash  their  hands  infrequent- 
ly, and  engage  in  normal  hand-to- 
mouth  activity,  large  quantities  of  lead- 
ed dust  may  be  ingested  over  time.  Also, 
during  extensive  renovation,  food,  wa- 
ter, and  utensils  will  be  contaminated 
with  dust.  There  was  no  history  of  pica 
in  the  reported  case  and  no  other  source 
of  lead  was  identified. 

In  view  of  the  Pb-B  and  ZPP  levels  in 
the  older  children  and  adults,  inhala- 
tion of  leaded  dust  was  apparently  not 
important.  Iron  deficiency  probably 
contributed  to  the  marked  elevation  of 
ZPP. 

In  some  areas  of  large  cities  there  is 
an  influx  of  young,  middle  class,  “up- 
wardly mobile”  couples  with  small  chil- 
dren who  have  purchased  housing  con- 
structed prior  to  WW  II.  Due  to  the 
increased  availability  of  home  equity 
loans,  these  old  but  sturdy  houses  are 
undergoing  extensive  renovations  in  in- 
creasing numbers,  and  large  quantities 
of  lead  are  being  released  into  the  envi- 
ronment in  dust  particles. 

We  believe  that  the  present  case 
demonstrates  a hazard  not  sufficiently 
appreciated  by  pediatricians,  and  af- 
fecting primarily  children  in  older  mid- 
dle class  or  upper  class  homes  undergo- 
ing renovation  or  restoration.  The 
American  Academy  of  Pediatrics  has 
recommended  that  “children  of  any  age 
living  in  older  housing  where  renova- 
tion is  occurring  be  screened  for  lead 
absorption.”1 1 And  the  construction  in- 
dustry involved  in  such  renovations 
should  be  aware  of  the  risk  to  which 
their  workers,  and  perhaps  their  wor- 
kers’ children,  are  exposed. 
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We  report  a case  of  a patient  with  We- 
gener’s granulomatosis  who  was  the 
longest  known  survivor  of  this  disease 
(21.5  years).  She  was  one  of  the  first 
patients  to  be  treated  with  azathio- 
prine.1  Squamous  cell  carcinoma  of  the 
skin  and  undifferentiated  large  cell  car- 
cinoma of  the  lung  subsequently  devel- 
oped, of  which  she  died.  We  also 
present  a brief  review  of  the  literature 
on  the  development  of  second  malig- 
nancies in  various  immunosuppressed 
states,  such  as  homograft  organ  trans- 
plantation, Hodgkin’s  disease  treated 
with  chemotherapy  and  radiation,  ac- 
quired immunodeficiency  syndrome 
(AIDS),  and  Wegener’s  granulomato- 
sis treated  with  alkylating  agents. 

Case  Report 

A 42-year-old  woman  first  presented  at 
the  Lenox  Hill  Hospital  in  April  1965,  with 
fever  and  pulmonary  cavitary  lesions.  Noted 
was  a large  necrotic,  ulcerated,  left  para-oc- 
ular lesion  (Fig  1),  which  on  biopsy  revealed 
Wegener’s  granulomatosis  (Fig  2).  There 
was  erosion  of  the  floor  of  the  left  orbit  on 
radiography. 

Initial  high  dose  steroid  therapy  was  un- 
successful; remission  was  achieved  only  with 
the  addition  of  azathioprine  to  the  regimen. 
The  fever  abated,  the  pulmonary  lesions  dis- 
appeared, and  the  para-ocular  lesion  shrank 
to  a 1-mm  diameter  defect.1  In  1967,  be- 
cause of  reports  of  the  greater  efficacy  of  cy- 
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FIGURE  1.  The  large  paraocular  ulcerated  le- 
sion before  therapy. 


clophosphamide  in  immunosuppression, 
azathioprine  was  discontinued  and  cyclo- 
phosphamide was  substituted  at  50  mg  three 
times  a day,  together  with  prednisone,  2.5  to 
5.0  mg/day.  In  general,  the  disease  process 
was  well  controlled  on  this  regimen,  but  be- 
tween 1967  and  1985,  occasional  exacerba- 
tions occurred  when  massive  steroid  therapy 
was  instituted  (prednisone,  100  mg/day), 
with  rapid  downward  tapering.  These  epi- 
sodes were  characterized  by  fever,  epistaxes. 


FIGURE  2.  Histologic  appearance  of  the  left 
infraorbital  lesion.  Note  the  giant  cell  granuloma 
and  necrotic  arterial  wall  (original  magnification 
X155). 


and  secondary  infections. 

In  1971,  infiltration  of  the  left  retro-orbi- 
tal space  led  to  paralysis  of  left  cranial 
nerves  II,  III,  IV,  and  VI.  Radiotherapy  was 
unsuccessful. 

In  1 982,  gross  hematuria  developed,  diag- 
nosed through  biopsy  and  attributed  to  in- 
terstitial cystitis  associated  with  long  term 
cyclophosphamide  therapy.  Cyclosporin  A 
was  substituted  for  cyclophosphamide,  but 
had  to  be  stopped  within  one  week  because 
of  the  progressive  rise  of  the  serum  creati- 
nine level.  From  that  point  on,  prednisone, 
2.5-5  mg/day,  and  azathioprine,  150  mg/ 
day,  were  resumed.  From  1982  to  1985, 
multiple  cystoscopies  for  figuration  of 
bleeding  points  were  necessary.  In  1983, 
massive  arterial  bleeding  from  the  left  retro- 
orbital  area  was  successfully  treated  with 
nasal  packing  and  transfusions. 

In  September  1984,  a routine  chest  film 
disclosed  multiple  nodular  lesions.  An  open 
chest  biopsy  revealed  a large  cell,  undiffer- 
entiated carcinoma  of  the  lung  (Fig  3). 
Staging  revealed  increased  uptake  on  the 
bone  scan  in  the  lower  thoracic  and  lumbo- 
sacral spine.  Because  of  prolonged  marrow 
suppression  and  lack  of  agreement  on  the 
part  of  the  patient  and  her  family,  chemo- 
therapy was  not  instituted.  Low  back  pain 
presumed  to  be  due  to  bone  metastases  was 
palliatively  treated  with  local  radiotherapy. 

In  September  1 985,  an  ulcerative  lesion  of 
the  left  leg  proved  on  biopsy  to  be  squamous 
cell  carcinoma.  This  was  excised  and  did  not 
recur.  In  October  1985,  the  patient  was 
transferred  to  a cancer  hospice,  where  her 
clinical  course  worsened,  but  the  patient  re- 
mained free  of  pain.  On  October  22,  1986, 
she  died. 

Postmortem  findings  disclosed  Wegener’s 
granulomatosis  involving  the  upper  lobe  of 
the  right  lung;  large  undifferentiated  carci- 
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FIGURE  3.  Large  cell  undifferentiated  carci- 
noma of  the  lung.  Note  the  large,  pleomorphic 
nuclei. 


noma  of  the  right  lung;  organizing  thrombo- 
sis of  the  pulmonary  artery  in  the  right  up- 
per lobe;  chronic,  although  mild,  pyelone- 
phritis and  hydronephrosis  of  both  kidneys; 
cholelithiasis  and  chronic  cholecystitis;  and 
Paget’s  disease  involving  the  lower  thoracic 
and  lumbar  spine. 

Discussion 

A causative  relationship  between  im- 
munosuppression and  the  development 
of  neoplasia  has  been  suspected  and  re- 
ported for  more  than  a decade.2-13  Va- 
lagussa  et  al12  found  a 7.3%  incidence 
of  solid  tumors  and  a 2.4%  incidence  of 
acute  nonlymphoblastic  leukemia 
(ANLL)  in  764  patients  with  Hodg- 
kin’s disease.  The  solid  tumors  occurred 
in  patients  given  radiotherapy  with  or 
without  adjuvant  chemotherapy,  and 
ANLL  developed  only  after  treatment 
with  MOPP  (mustine,  vincristine,  pro- 
carbazine, and  prednisolone).  In  pa- 
tients treated  with  ABVD  (adriamycin, 
bleomycin,  vinblastine,  and  dacarba- 
zine)  solid  tumors  or  ANLL  did  not  de- 
velop. Armitage  et  al13  reported  five 
cases  of  non-Hodgkin’s  lymphoid  ma- 
lignant neoplasms  in  242  patients  ini- 
tially treated  for  Hodgkin’s  disease  be- 
tween 1973  and  1980,  an  incidence  of 
2.1%.  Deeg  et  al14  reviewed  delayed 
complications  of  bone  marrow  trans- 
plantation in  450  patients  and  found  17 
second  malignancies  (3.8%)  distributed 
as  follows:  acute  lymphoblastic  leuke- 
mia (ALL),  3;  acute  myeloblastic  leu- 
kemia (AML),  2;  sarcoma,  3;  Hodg- 
kin’s disease,  1;  lymphoproliferative 
disorder,  2;  follicular  center  cell  lym- 
phoma, 1;  glioblastoma  multiforme,  2; 
and  adenocarcinoma  of  rectum,  2.  The 


patients  with  glioblastoma  multiforme 
and  adenocarcinoma  of  the  rectum  had 
received  radiotherapy  to  the  brain  and 
pelvis,  respectively.  Four  hundred  fifty- 
three  de  novo  cancers  developed  in  432 
organ  homograft  recipients,  of  whom 
425  received  kidneys,  six  had  cardiac 
transplants,  and  one  had  a liver  homo- 
graft.15  The  malignancies  are  listed  in 
Table  I.  In  a group  of  320  patients  with 
Hodgkin’s  disease  followed  for  25 
years,  second  malignant  neoplasms 
(SMN)  developed  in  21  patients;  only 
two  neoplasms  were  acute  leukemias.16 
The  SMNs  are  listed  in  Table  II.  The 
concept  of  second  malignancies  was 
further  developed  by  Penn,17  who  found 
a variable  latent  period  between  com- 
mencement of  treatment  and  the  ap- 
pearance of  a new  cancer.  This  interval 
is  generally  10-15  years  after  radiation 
and  may  be  as  long  as  50  years.  For  ra- 
diation-induced leukemia,  the  mini- 
mum latent  period  is  two  years,  where- 
as that  for  chemotherapy-induced 
cancers  is  from  a few  months  to  12 
years.  Recently,  Ioachim  et  al18  from 
our  own  institution  reported  21  cases  of 
lymphoma  associated  with  acquired 
immunodeficiency  syndrome  (AIDS). 

With  respect  to  Wegener’s  granulo- 
matosis treated  with  alkylating  agents, 
there  have  been  reports  of  five  cases  of 


TABLE  I.  De  Novo  Malignancies  in 
Organ  Allograft  Recipients* 


Type  of  Malignancy1 

No. 

of 

Patients 

Cancers  of  skin  and  lips 

674 

Solid  lymphomas 

314 

Reticulum  cell  sarcomas 

1 55t 

Kaposi’s  sarcomas 

60+ 

Unclassified  lymphomas 

42 

B-cell  lymphomas 

26 

Hodgkin’s  disease 

10 

Lymphosarcomas 

8 

Plasma  cell  lymphomas 

6 

Lymphoreticular  malignancies 

4 

Burkitt’s  lymphoma 

1 

Histiocytic  medullary  reticulosis 

1 

Mycosis  fungoides 
Carcinomas  of  uterus 

1 

Cervix  (111);  body  (12) 

123 

Carcinomas  of  lung 

86 

Carcinomas  of  colon  and  rectum 

66 

Carcinomas  of  breast 

55 

Leukemias 

45 

Carcinomas  of  vulva  and  perineum 

40 

Miscellaneous 

364 

Total 

1767 

* Reprinted  with  permission  from  Penn.15 
+ There  were  1 ,66 1 patients,  of  whom  1 06  had  more 
than  one  type  of  tumor.  One  patient  had  Kaposi's  sar- 
coma and  a reticulum  cell  sarcoma. 


TABLE  II.  Subsequent  Maligancies 
with  Hodgkin’s  Disease  (in  320 
Patients  Followed  for  25  Years)* 


Type  of  Malignancy 

No. 

of 

Patients 

Cancer  of  cervix 

3 

Cancer  of  colon 

3 

Cancer  of  breast 

2 

Acute  nonlymphoblastic  leukemia 

1 

Acute  myeloblastic  leukemia 

1 

Cancer  of  esophagus 

1 

Cancer  of  ovary 

1 

Mesenchymoma  of  thigh 

1 

Melanoma 

1 

Leiomyoma 

1 

Sarcoma 

1 

Cancer  of  parotid 

1 

Myeloma 

1 

Lymphoma  of  tonsil 

1 

Cancer  of  pancreas 

1 

Astrocytoma,  spinal  cord 

1 

Total 

21 

* Reprinted  with  permission  from  Rubin  P,  Zagars 
G,  Chuang  C,  et  al.16 


leukemia,19-22  and  three  cases  of  solid 
tumors — Kaposi’s  sarcoma,23  histiocyt- 
ic lymphoma,24  and  spindle  cell  cancer 
of  the  bladder25 — have  been  reported  in 
Wegener’s  granulomatosis  treated  with 
cyclophosphamide.  To  our  knowledge, 
this  is  the  first  report  of  undifferentiat- 
ed, large  cell  carcinoma  of  the  lung  and 
squamous  cell  carcinoma  of  the  skin  de- 
veloping in  Wegener’s  granulomatosis 
treated  with  azathioprine  and  cyclo- 
phosphamide. The  oncogenetic  mecha- 
nism in  all  these  groups  is  presumed  to 
be  decreased  immunosurveillance,  al- 
lowing cloning  of  non-self,  neoplastical- 
ly  transformed  cells,  with  mutagenesis 
being  induced  by  alkylating  agents  and 
radiotherapy. 
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Leonard  B.  Stein,  md;  Richard  I.  Roberts,  md:  Jeffrey  Marx,  md;  Leonard  Rossoff,  md 


In  this  age  of  advancing  medical  tech- 
nology and  knowledge  about  the  patho- 
physiology of  cardiopulmonary  arrest, 
many  more  patients  survive  this  and 
other  hypotensive  events.  As  a conse- 
quence, many  of  the  survivors  suffer  the 
effects  of  cerebral  hypoperfusion  and 
hypoxia.  Several  neurologic  sequelae 
have  been  described.1-2  This  case  report 
describes  a previously  healthy  postpar- 
tum woman  in  whom  transient  cortical 
blindness  developed  subsequent  to  a 
pulmonary  embolism  and  profound  hy- 
potension. 

Case  Report 

A 40-year-old  nullipara  woman  with  no 
known  significant  medical  history  was  ad- 
mitted at  38  weeks’  gestation  with  spontane- 
ous rupture  of  membranes  and  no  uterine 
contractions.  She  subsequently  underwent  a 
primary  low  segmental  cesarean  section;  a 
healthy  baby  girl  was  delivered  with  Apgar 
scores  of  9 and  10  at  five  and  ten  minutes, 
respectively. 

The  postpartum  course  was  uneventful 
until  day  two,  when  the  patient  complained 
of  abdominal  pain.  A diagnosis  of  nonob- 
structive ileus  was  made,  based  on  physical 
examination  and  radiographic  findings.  De- 

From  the  Departments  of  Medicine  (Drs  Stein  and 
Marx),  Obstetrics  and  Gynecology  ( Dr  Roberts),  and 
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compression  was  effected  by  a nasogastric 
tube. 

On  day  three,  the  patient  was  found  to  be 
cyanotic  with  a systolic  blood  pressure  of  60 
mm  Hg.  An  endotracheal  tube  was  immedi- 
ately introduced,  with  subsequent  cardio- 
version after  ventricular  tachycardia  devel- 
oped. An  emergency  perfusion  scan 
demonstrated  multiple  pulmonary  perfusion 
defects.  In  light  of  an  unremarkable  chest 
roentgenogram,  a diagnosis  of  pulmonary 
embolus  was  made,  and  the  patient  was 
transferred  to  the  medical  intensive  care 
unit;  anticoagulation  therapy  with  heparin 
was  begun  shortly  thereafter. 

Approximately  six  hours  later,  the  patient 
was  observed  not  to  be  responding  normally 
to  visual  cues.  Physical  examination  re- 
vealed normal  pupillary  reflexes,  benign 
fundi,  no  response  to  optokinetics,  and  ab- 
sent blink  reflexes.  The  severity  of  the  visual 
impairment  precluded  the  testing  of  visual 
fields.  Heparin  therapy  was  discontinued.  A 
computerized  axial  tomographic  (CAT) 
scan  of  the  head  at  that  time  was  normal.  As 
a small  hemorrhage  secondary  to  anti-coag- 
ulation therapy  could  not  be  completely 
ruled  out,  and  the  need  to  prevent  further 
embolization  was  also  paramount,  a Kim- 
ray-Greenfield  filter  was  placed  in  the  infe- 
rior vena  cava. 

The  patient’s  endotracheal  tube  was  re- 
moved the  following  day.  The  previous  visu- 
al assessment  was  confirmed,  and  visual 
field  testing  revealed  that  peripheral  vision 
was  affected  less  than  central  vision.  Addi- 
tionally, the  patient  was  found  to  be  mildly 
confused,  with  impairment  of  recent  memo- 
ry. An  electroencephalogram  (EEG) 


showed  evidence  of  mild  diffuse  disturbance 
of  cortical  activity  with  no  clear  localized  or 
lateralized  disturbances;  there  was  no  poste- 
rior alpha  activity  (8-12  cycles  per  second). 
The  predominant  posterior  activity  was  an 
intermixture  of  18-20  cycle  per  second 
waves  and  some  low  amplitude,  4-5  cycle 
per  second  waves;  these  frequencies  did  not 
react  to  eye  opening.  Photic  stimulation  in- 
duced a driving  response  at  10  flashes  per 
second.  A repeat  CAT  scan  of  the  head  was 
normal.  The  patient’s  vision  improved  prior 
to  discharge,  and  the  deficit  has  resolved 
completely. 

Discussion 

Cortical  blindness  is  characterized 
by  an  inability  to  see  in  spite  of  intact 
anterior  visual  pathways.  It  is  often  due 
to  a border  zone  infarct  (bilateral)  in 
the  distal  branches  of  the  posterior  cer- 
ebral artery.1  This  “watershed”  area  is 
one  of  the  first  to  be  affected  by  gener- 
alized hypoxia  because  of  its  distance 
from  the  origin  of  cerebral  circulation.3 
Other  causes  include  bilateral  occlu- 
sions of  the  middle  cerebral  or  posterior 
cerebral  arteries  (secondary  to  cerebro- 
vascular accidents,  bacterial  meningi- 
tis, or  meningeal  carcinomatosis),  tox- 
ins, and  cerebral  edema.4 

Although  cortical  blindness  follow- 
ing cardiac  arrest  has  been  previously 
described,4"6  a recent  retrospective 
study  suggests  that  it  is  most  common 
in  surgical  patients  with  cardiovascular 
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disease,  and  that  it  is  only  a rare  com- 
plication of  nonoperative  cardiac  ar- 
rest." Postpartum  cortical  blindness  has 
also  been  previously  described.8-1 : In 
those  reports,  the  etiology  was  thought 
to  be  a cerebral  venous  thrombosis. 
This  current  report  describes  a previ- 
ously healthy  woman  in  whom  cortical 
blindness  developed  secondary  to  an 
acute  hypotensive  episode  related  to  a 
pulmonary  embolus.  The  diagnosis  was 
made  based  on  the  history  of  profound 
hypotension  (and  presumed  cerebral 
hypoperfusion),  as  well  as  physical  ex- 
amination, CAT  scan,  and  EEG  find- 
ings. 

The  response  to  photic  stimulation 
does  not  preclude  a diagnosis  of  cortical 
blindess;  Aldrich  et  al7  found  that  three 
of  20  patients  with  cortical  blindness 
had  similar  EEG  findings.  The  role  of 
visual  evoked  potentials  and  pattern  re- 
versal potentials  is  unclear  regarding 
diagnosis  and  prognosis  in  cortical 
blindness.7  The  absence  of  headache, 
convulsions,  and  focal  neurologic  signs 
made  a diagnosis  of  cerebral  venous 
thrombosis  less  likely.10  Delay  in  diag- 
nosis may  have  occurred  because  of  An- 


ton’s syndrome  (cortical  blindness  with 
denial  of  the  visual  defect)  or  the  pa- 
tient’s inability  to  communicate  (sec- 
ondary to  intubation),  or  because  of  glob- 
al impairment  of  neurologic  function. 

In  summary,  many  significant  hypo- 
tensive events  have  been  found  to  result 
in  several  types  of  neurologic  seque- 
lae1-2; many  of  these  may  go  undetected 
because  of  several  factors  (including 
the  transience  of  symptoms).  In  light  of 
conflicting  reports  in  the  literature  re- 
garding the  true  incidence  and  etiology 
of  cortical  blindness,  as  well  as  the  po- 
tential difficulty  in  making  a prompt  di- 
agnosis following  a hypotensive  event, 
we  believe  that  a detailed  neurologic  ex- 
amination is  indicated,  even  in  the  ab- 
sence of  symptoms  or  obvious  focal 
findings.  Additionally,  further  prospec- 
tive studies  may  help  to  define  the  true 
incidence  of  cortical  blindness  follow- 
ing such  events,  because  of  the  diagnos- 
tic difficulties  described  above. 
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House  staff  stress  and  the  impact 
of  the  new  regulations  on 
postgraduate  medical  education 

TO  THE  EDITOR:  The  special  articles 

by  Drs  Walerstein,  Rosner,  and  Wal- 
lace1 and  by  Reiner2  dealing  with  house 
staff  stress  and  the  impact  of  the  new 
regulations  on  postgraduate  medical 
education  that  appeared  in  the  August 
issue  of  the  Journal  need  dissemination 
to  the  public.  Doctors  have  heard  it 
many  times  over  already. 

All  would  agree  that  curricula  need 
to  be  revised  and  changes  need  to  be 
made  in  the  medical  care  system  to  less- 
en the  stress  of  the  work  load.  Residents 
put  years  into  their  educational  train- 
ing, and  must  absorb  and  retain  an 
enormous  amount  of  information.  Most 
people  outside  of  medicine  still  do  not 
understand  the  vastness  of  the  knowl- 
edge that  must  be  acquired  and  the 
enormity  of  stress  incurred.  Perhaps  the 
answer  lies  in  developing  different 
training  pathways  during  medical 
school  so  that  programs  in  psychiatry, 
surgery,  pediatrics,  internal  medicine, 
and  so  on  can  be  fashioned  early  on  to 
suit  an  individual’s  preference.  Acute 
intensive  care  medicine,  emergency 
medicine,  and  ambulatory  medicine 
programs  could  be  similarly  fashioned 
to  the  individual.  This  would  help,  but 
would  result  in  physicians  less  exposed 
to  the  overall  world  of  medicine.  Soci- 
ety might  be  sorry  in  the  long  run. 
Nonetheless,  since  medicine  has 
changed,  these  changes  may  also  be 
necessary. 

The  issue  of  sleep  deprivation  re- 
mains controversial.  The  new  regula- 
tions are  humane,  but  they  may  also  be 
an  overreaction  by  an  upset  public  and 
an  upset  department  of  health.  For  in- 
stance, it  is  not  generally  known  to  the 
public  that  at  certain  levels  of  their 
training  residents  perform  some  proce- 
dures more  adequately  than  more  se- 
nior physicians.  How  can  we  explain 
this  “paradox”  to  people  who  are  out- 
side of  medicine?  Can  we  liken  the 
medical  care  team  to  a baseball  team 
where  the  residents  are  the  players  and 
the  more  senior  physicians  are  the  man- 
agers, coaches,  and  scouts?  That  analo- 
gy also  does  not  seem  to  fit. 


Although  the  Bell  Commission  rec- 
ommendations are  commendable  they 
are  more  idealistic  than  realistic.  Nei- 
ther the  finances,  the  pool  of  future 
quality  doctors,  nor  the  availability  of 
the  correct  type  of  senior  doctors  are 
within  the  “do-able” — at  least  for  a de- 
cade or  two.  And,  it  is  doubtful  that 
even  with  creative  changes  in  education 
and  training  and  a possible  resurgence 
of  a desire  to  go  into  medicine  that  we 
will  be  able  to  achieve  what  the  com- 
mission has  asked  for.  As  Walerstein  et 
al  say,  “in  the  future  . . . with  more  eco- 
nomic competition  and  lower  incomes 
and  more  regulation  and  governmental 
control  a likely  scenario,”1  what  rea- 
sonable, logical,  and  even  empathetic 
person  would  choose  to  enter  medicine? 

The  stress  factor  is  inevitable.  Physi- 
cians in  training  must  develop  a healthy 
coping  mechanism  or  risk  jeopardizing 
their  future  career.  Perhaps  some  phy- 
sicians’ attitudes  towards  their  patients 
and  work  load  are  residua  from  dealing 
poorly  with  stress  while  in  training. 
Currently,  more  and  more  residents 
who  finish  their  training  are  taking 
“year-outs”  to  rethink  their  future,  of- 
ten taking  a temporary  position  (usual- 
ly at  a high  salary)  to  begin  to  pay  off 
the  financial  debts  that  they  have  in- 
curred as  a result  of  educational  train- 
ing costs.  A future  physician  must  face 
the  dilemma  of  getting  out  of  financial 
debt,  dealing  with  the  potential  for  poor 
psychological  and  physical  health,  and 
possibly  being  berated  by  society  and 
not  being  able  to  look  forward  to  a rea- 
sonable station  in  life.  What  other  pro- 
fession goes  through  this?  True,  physi- 
cians deal  with  people’s  lives,  not  with 
their  homes,  cars,  rights,  or  educa- 
tion— but  still  there  is  poor  understand- 
ing, little  compassion,  and  not  much  en- 
couragement from  individuals  outside 
the  medical  profession  to  help  resolve 
some  of  the  difficult  issues  that  con- 
front house  officers  and  their  lives.  The 
public  wants  physicians  who  are  knowl- 
edgeable, compassionate,  and  who  do 
not  make  mistakes,  but  the  regimenta- 
tion of  the  system  discourages  the  best 
of  this  type  of  individual  from  wanting 
to  get  involved. 

As  a member  of  an  internship  selec- 


tion committee,  I have  interviewed  fu- 
ture first  year  residents.  These  appli- 
cants have  expressed  concern  about  and 
question  how  the  Bell  Commission  reg- 
ulations will  impact  on  their  learning. 
There  was  more  concern  with  this  as- 
pect of  their  future  residency  programs 
in  New  York  State  than  with  how  the 
regulations  would  lessen  their  work 
load  and  shorten  their  working  hours. 
The  regulations  will  be  difficult  to  im- 
plement in  New  York  State.  They  may 
drive  quality  applicants  to  other  states. 
They  may  increase  the  number  of 
“average”  applicants  who  train  and  re- 
main in  New  York  State.  These  conse- 
quences will  be  further  extended  if  oth- 
er states  pass  similar  legislation.  The 
future  may  find  the  best  medical  care 
skimmed  off  and  lost  to  the  less  regulat- 
ed states.  This  remains  to  be  seen. 

PHILIP  P BONANNI,  MD 
Clinical  Associate  Professor  of  Medicine 
Department  of  Medicine 
University  of  Rochester  Medical  Center 
601  Elmwood  Ave 
Rochester,  NY  14642 
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The  future  of  medicine 

TOTHE  EDITOR:  I wish  to  comment  on 

Dr  Andrew  I.  Elkowitz’s  letter  in  the 
August  1989  issue,  “The  future  of 
medicine:  A resident’s  perspective.”1 

His  is  a long  letter  and  I want  to  dis- 
pute only  a few  of  his  points,  although 
the  whole  of  it  goes  against  my  grain. 
He  accuses  us  older  physicians  of  hav- 
ing “led  medicine  to  its  present  predica- 
ment by  our  dictums.”  If  indeed  Ameri- 
can medicine  is  in  a predicament — I am 
not  sure  which  one  he  refers  to — we 
have  not  dictated  it,  but,  alas,  let  it  hap- 
pen by  our  passivity.  He  then  goes  on 
and  puts  a dollar  price  on  human  life — 
be  it  $208,000  or  $8.5  million.  This  is  no 
way  for  a doctor  to  look  at  health  care. 
The  whole  idea  of  equating  it  with  dol- 
lars is  wrong. 

It  is  true  that  the  resources  of  our  so- 
ciety are  finite  and  limits  must  be 
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placed  on  what  we  as  a society  can  af- 
ford for  our  health  care.  Dr  Elkowitz 
draws  a parallel  between  health  care 
and  automobile  manufacture.  I dis- 
agree! If  we  are  indeed  willing  to  pay  $8 
million  to  a prize  fighter,  then  we 
should  be  able  to  afford  better  care  for 
all  people  in  this  country.  If  triage 
should  ever  become  necessary,  only 
medical  and  humane  considerations 
should  prevail,  never  counting  the  cost. 

And  that  brings  me  to  Dr  Elkowitz’s 
six  responsibilities: 

1.  “We  should  act  justly.”  Of 
course,  everybody  should,  but  he 
mixes  up  our  profession  with  the 
law,  in  naming  this  platitude  as 
the  very  first  command. 

2.  “We  should  act  responsibly.” 
This  is  again  a banal  generaliza- 
tion. 

3.  “We  should  act  ethically.”  This 
is  diminished  by  a long  paren- 
thetical comment.  There  is  in- 
deed controversy  about  medical 
ethics  in  some  details,  but  the 
Hippocratic  Oath  still  prevails. 

4.  “We  should  treat  the  poor  bene- 
volently.” In  truth  we  should  not 
make  any  distinction  in  how  we 
treat  the  rich  or  the  poor  and  in 
our  (the  “old”)  way  we  did  not. 

5.  “We  should  maximize  the  effi- 
ciency of  providing  care.”  This 
translates  to  “make  as  much 
money  as  possible.”  I am  old- 
fashioned  enough  to  hate  both 
“maximize”  and  “efficiency.” 

6.  “We  should  be  good  at  what  we 
do.”  This  is  not  a new  discovery, 
either. 

I would  replace  Dr  Elkowitz’s  six 
points  with  only  one:  “Try  to  help  your 
patients  using  your  medical  knowledge, 
tempered  by  humane  attention  to  the 
general  circumstances.” 

The  “specter  of  socialized  medicine” 
haunts  Dr  Elkowitz,  which  surprises  me 
in  one  so  young  (or  is  he?).  In  fact,  we 
are  the  only  industrial  nation  which  has 
not  yet  admitted  that  we  need  a nation- 
al health  care  system  such  as  all  nations 
in  Europe  have  had  for  years  and  Cana- 
da has  on  our  continent.  The  mess  we 
have  with  Medicare,  Medicaid,  HMOs, 
and  their  various  offspring  leaves  mil- 


lions of  our  citizens  without  adequate 
medical  care  whatsoever,  and  that  is 
our  predicament! 

We  do  have  Social  Security  and  let 
no  one  touch  it.  We  need  national 
health  care  now  and  we  can  afford  it  if 
we  want  it. 

HANS  POLLAK,  MD 
82  Oakland  Ave 
Gloversville,  NY  12078 
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Tombstone  erected  on  grave  of 
Arthur  Donaldson  Smith,  MD 

TO  THE  EDITOR:  In  1987  the  Journal 

published  a series  of  articles  on  Dr  Ar- 
thur Donaldson  Smith,  a famous  physi- 
cian-explorer.1 Dr  Smith,  who  died  in 
1939,  was  buried  in  Laurel  Hill  Ceme- 
tery in  Philadelphia  where  his  grave 
was  unmarked  for  half  a century.  In 
early  1989,  my  late  husband.  Dr  H. 
Spencer  Potter,  a grandnephew  of  Dr 
Smith,  and  I arranged  for  a tombstone 
to  be  erected  on  Dr  Smith’s  grave.  This 
was  done  through  the  United  States 
Army  as  Dr  Smith  had  served  as  a cap- 
tain during  World  War  I.  We  also 
thought  it  was  appropriate  to  have  the 
subtitle  of  the  Journal  series  about  him, 
“Physician,  Explorer,  Naturalist,  and 


FIGURE  1.  Grave  of  Dr  Arthur  Donaldson 
Smith  in  Laurel  Hill  Cemetery,  Philadelphia. 


Diplomat,”  inscribed  as  an  epitaph  on 
the  stone  beneath  his  name,  dates,  and 
rank.  I thought  that  this  information 
would  be  of  interest  to  readers. 

MARGARET  A.  POTTER 

521  7th  St 
Holmes  Beach,  FL  34217 

1.  Imperato  PJ:  Arthur  Donaldson  Smith,  MD: 
Physician,  explorer,  naturalist,  and  diplomat.  NY 
Stale  J Med  1987;87:90-105;  161-176;  210-225; 
334-351;  436-465. 

The  academic  boycott  of  South 
Africa 

TO  THE  EDITOR:  I wholeheartedly  en- 

dorse the  position  of  Crawshaw,1  who 
condemns  the  Royal  College  of  Psychi- 
atrists (United  Kingdom)  for  invoking 
academic  sanctions  against  South  Afri- 
can psychiatrists.  I recently  returned 
from  a lecture  tour  in  South  Africa  and 
can  attest  to  the  fact  that  the  medical 
academic  communities  at  the  universi- 
ties of  Cape  Town  and  Johannesburg 
(Witwatersrand)  are  in  the  forefront  of 
the  fight  against  apartheid.  At  great 
personal  risk,  many  of  the  faculty  mem- 
bers speak  out,  write,  and  demonstrate 
against  South  Africa’s  racist  policies. 
The  University  of  Cape  Town  is  fully 
integrated  in  terms  of  students,  faculty, 
and  employees  and  the  Groote  Schuur 
University  Hospital  also  has  full  inte- 
gration of  patients  and  patient  facili- 
ties. The  University  of  Witwatersrand 
is  following  the  example  and  lead  of  its 
sister  university  in  Cape  Town. 

The  academic  boycott  of  South  Afri- 
ca, coupled  with  the  “brain  drain”  of 
talented  academicians  leaving  the 
country  will,  in  the  long  run,  hurt  South 
Africa  and  its  people,  both  black  and 
white,  much  more  than  economic,  cul- 
tural, sports,  or  other  boycotts.  Let  us 
not  throw  out  the  baby  with  the  bath 
water.  Let  us  maintain  academic  ties 
with  our  medical  colleagues  in  South 
Africa  and  support  them  in  whatever 
ways  we  can  in  their  struggle  to  over- 
come apartheid. 

FRED  ROSNER,  MD 

Queens  Hospital  Center  Affiliation  of  the 
Long  Island  Jewish  Medical  Center 
Jamaica,  NY  1 1432 

1.  Crawshaw  R:  Academic  sanctions  against 
South  African  psychiatrists  by  the  Royal  College  of 
Psychiatrists  [letter],  N Engl  J Med  1988;  318:1624. 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  August  1989  issue  of  Epidemiology 
Notes  ( Vol . 4,  No.  8),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health,  Al- 
bany, NY. 


Lyme  disease  surveillance  in  New  York 
State 

Lyme  disease  is  currently  the  most  common  arthropod- 
borne  disease  reported  in  the  United  States  to  the  Centers 
for  Disease  Control  (CDC).  In  the  northeastern  United 
States,  Lyme  disease  is  transmitted  by  the  bite  of  an  in- 
fected Ixodes  dammini  tick,  commonly  known  as  the  deer 
tick.  The  etiologic  agent  of  the  disease  is  a spirochete, 
Borrelia  burgdorferi.  Lyme  disease  is  named  for  Lyme, 
Connecticut,  where  it  was  first  recognized  as  an  infectious 
disease  in  1975. 1 

The  disease  has  been  divided  into  three  clinical  stages 
that  are  not  always  distinct.2  Primary  or  nondisseminated 
Lyme  disease  usually  manifests  as  a unique  skin  lesion, 
erythema  migrans  (EM).  EM  typically  appears  about  one 
week  after  the  tick  bite  (range  3 to  32  days)  and  often 
begins  as  a macule  or  papule  surrounded  by  an  area  of 
redness.  The  lesion  expands  to  an  appreciable  size  (medi- 
an diameter  15  cm;  range  3 to  68  cm).3-4  As  the  lesion 
expands,  it  often  clears  or  fades  in  the  center.  EM  is  often 
described  as  a burning  sensation  or  being  warm  to  the 
touch.  Multiple  lesions  are  not  uncommon.  EM  is  clearly 
distinct  from  ringworm,  dermatitis,  local  reaction  to  an 
arthropod  bite  or  other  common  dermatologic  complaints. 
In  some  cases,  primary  Lyme  disease  may  not  develop  or 
may  not  be  recognized.  In  other  instances,  Lyme  disease 
may  be  self-limiting  and  may  not  progress  beyond  the  ear- 
ly stages. 

Secondary  Lyme  disease  is  most  often  characterized  by 
migratory  joint  pain  or  brief  arthritis  in  the  large  joints. 
Nervous  system  or  transient  cardiac  involvement  may  oc- 
cur. Tertiary  Lyme  disease  is  most  often  characterized  by 
frank  arthritis,  again  typically  involving  the  large  joints. 
Lyme  disease  should  be  aggressively  treated  with  antibiot- 
ics5,6 in  its  early  stages  before  refractory  manifestations 
develop.  Treatment  failures  have  occurred  with  all  stages 
of  the  disease,  though  they  are  more  common  with  the 
later  stages. 

Lyme  disease  first  became  reportable  throughout  the 
state  in  1986.  The  number  of  reported  cases  has  increased 
dramatically  from  443  in  1986,  to  877  in  1987,  to  2,553  in 
1988  (Fig  1).  New  York  State  has  been  disproportionate- 
ly affected,  comprising  almost  40%  of  the  total  cases  re- 
ported to  the  CDC  in  1988.  Several  factors  have  contrib- 
uted to  the  growing  number  of  case  reports,  including 
better  surveillance  by  local  health  units,  increased  sensi- 
tivity and  reporting  by  the  medical  community,  a height- 
ened awareness  among  the  general  public,  as  well  as  an 


FIGURE  1.  Lyme  disease  cases  by  month  of  onset,  New  York  State, 
1986-1988  (NYS-DOH  surveillance  data,  case  reports  through  12/88). 

increase  in  Lyme  disease  incidence. 

The  total  Lyme  disease  cases  reported  each  year  do  not 
necessarily  represent  the  true  incidence  of  Lyme  disease 
for  that  year.  Of  the  2,395  cases  reported  in  1988  in  New 
York  State,  exclusive  of  New  York  City,  1,634  (68%)  re- 
ported onset  of  symptoms  during  1988.  However,  454 
(19%)  reported  onset  in  previous  years  and  131  (5%)  had 
unknown  years  of  onset. 

Supplemental  surveillance  data  forms  completed  by 
physicians  and  local  health  units  were  received  for  1,656 
(69%)  of  the  2,395  cases  of  Lyme  disease  reported  in  New 
York  State,  exclusive  of  New  York  City.  Further  analysis 
described  here  is  limited  to  1,479  (62%)  cases  that  meet 
the  New  York  State  Department  of  Health  surveillance 
confirmed  case  definition: 

• history  of  EM  or  symptoms  clinically  compatible 
with  late  stage  Lyme  disease  and  a reactive  serolog- 
ic test; 

• history  of  exposure  in  an  area  (county)  known  to  be 
endemic  for  the  disease. 

This  differs  from  the  CDC  case  definition,  which  requires 
all  confirmed  cases  to  have  a history  of  EM. 

In  the  March  1988  issue  of  Epidemiology  Notes,  an 
analysis  of  600  serologically  confirmed  cases  surveyed  be- 
tween 1982  and  1985  was  presented.  The  supplemental 
information  was  voluntarily  submitted  by  physicians  re- 
questing serologic  testing  by  the  New  York  State  Depart- 
ment of  Health.  Strict  comparisons  of  the  current  and  pre- 
vious data  are  not  possible  because  of  the  different 
methods  of  sample  collection. 

The  New  York  State  Department  of  Health  defines  a 
county  as  endemic  for  Lyme  disease  if  ticks  infected  with 
B burgdorferi  have  been  found  or  if  confirmed  cases  of 
Lyme  disease  have  been  reported  in  county  residents  who 
have  no  history  of  travel  to  known  endemic  areas.  Coun- 
ties considered  endemic  for  Lyme  disease  prior  to  1986 
included  Nassau,  Suffolk,  Westchester  and  Putnam. 
Since  1986,  three  additional  counties  have  also  been  clas- 
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sified  as  endemic:  Dutchess,  Orange  and  Ulster.  Uninfect- 
ed Ixodes  dammini  have  been  found  in  seven  other  coun- 
ties that  border  the  endemic  counties.  Surveillance  shows 
that  Lyme  disease  continues  to  spread  throughout  Long 
Island  and  north  along  the  Hudson  River  Valley. 

Approximately  90%  of  reported  Lyme  disease  cases 
come  from  Suffolk  and  Westchester  counties  each  year 
(Table  I).  Incidence  rates  are  not  uniform  within  any  giv- 
en county;  the  highest  incidence  of  Lyme  disease  is  found 
in  eastern  Suffolk  and  northern  Westchester  counties.  In 
1988,  94  of  the  2,395  upstate  cases  were  reported  in  coun- 
ties not  currently  considered  to  be  endemic  for  Lyme  dis- 
ease; most  of  these  cases  reported  a history  of  travel  to  an 
endemic  area. 

EM  and  arthritis  were  the  most  common  manifesta- 
tions reported.  A history  of  EM  was  reported  by  760 
(51%)  of  the  cases,  arthritis  by  508  (34%),  arthralgia  (but 
not  arthritis)  by  446  (30%)  and  neurologic  manifestations 
by  157  (11%).  These  included  peripheral  neuropathy, 
Bell’s  palsy,  meningitis,  encephalitis  and  radiculitis.  Car- 
diac manifestations  were  reported  by  less  than  1%  of  the 
cases. 

A total  of  822  (56%)  of  the  confirmed  cases  reported 
onset  of  symptoms  during  the  months  of  June,  July  or  Au- 
gust (Fig  1).  EM  was  most  common  during  the  summer. 
Seventy-four  percent  of  those  cases  reporting  EM  report- 
ed the  onset  as  occurring  during  those  summer  months.  In 
contrast,  arthritis  was  the  most  common  symptom  report- 
ed during  the  winter.  A history  of  tick  bites  was  reported 
by  421  (28%)  of  the  cases.  Tick  bite  was  more  commonly 
reported  by  those  with  EM  alone  than  those  with  later 
stage  symptoms  of  the  disease.  Hospitalization  was  re- 
ported for  7.5%  of  the  cases. 

Caution  is  advised  when  interpreting  laboratory  results 
as  serologic  testing  for  B burgdorferi  antibodies  is  not  di- 
agnostic of  Lyme  disease  without  consideration  of  the 
clinical  presentation  of  the  patient.  Serum  drawn  in  the 
early  stages  of  EM  may  be  negative.  Positive  IgG  titers 
indicate  infection  at  an  unspecified  time  or  may  be  a false 

TABLE  I.  Lyme  Disease  Incidence  in  Endemic  Counties  of 
New  York  State,  1986-1988 


No.  of  Cases/Incidence  per  100,000 
Population3 

County  1986  1987  1988 


Dutchess 

3 

1.2 

11 

4.2 

66 

25.4 

Nassau 

7 

0.5 

23 

1.7 

131 

9.9 

Orange 

3 

1.0 

8 

2.8 

43 

14.9 

Putnam 

22 

26.6 

20 

24.2 

72 

87.2 

Suffolk 

197 

14.9 

446 

33.8 

1,238 

93.8 

Ulster 

2 

1.2 

1 

0.6 

10 

6.0 

Westchester 
All  non-endemic 
counties  (except 
NYC) 

182 

21.0 

3b 

253 

29.2 

7C 

741 

85.6 

93d 

NYC 

24 

0.3 

108 

1.5 

158 

2.2 

NYS  (except  NYC) 

419 

4.0 

769 

7.3 

2,395 

22.7 

Total  NYS 

443 

2.5 

877 

4.9 

2,553 

14.3 

a)  Estimated  1988  population,  NYS  DOH  Bureau  of  Biometrics 

b)  Residents  of  3 non-endemic  counties 

c)  Residents  of  4 non-endemic  counties 

d)  Residents  of  29  non-endemic  counties 


positive  due  to  cross-reactivity  with  other  organisms  anti- 
genically  similar  to  B burgdorferi.  Lyme  disease  serologic 
testing  is  further  complicated  by  variability  among  differ- 
ent laboratories  and  the  different  test  methods  available. 

Lyme  disease  prevention  consists  of  the  following  strat- 
egies: 

• Wear  light-colored  clothing  so  that  unattached 
ticks  may  be  easier  to  see  and  tuck  pants  into  socks. 
Stay  in  the  center  of  paths  in  tick  infested  areas. 

• Check  yourself  and  your  children  for  ticks  every  two 
to  three  hours  while  outside  and  make  a full  body 
check  while  inside. 

• Use  repellants  containing  the  compound  DEET  (di- 
ethyl toluamide)  which  is  effective  against  ticks. 
Follow  the  instructions  for  use. 

• Use  tweezers  to  remove  attached  ticks  by  grasping 
them  across  the  mouth  parts  and  pulling  upward 
and  outward  with  a firm,  steady  pressure.  Be  careful 
not  to  squeeze,  puncture  or  crush  the  tick. 

• See  a physician  if  the  symptoms  of  Lyme  disease 
develop. 

In  summary,  Lyme  disease  surveillance  depends  upon  a 
broad  spectrum  of  elements,  including  review  of  specific 
clinical  and  laboratory  data,  information  regarding  travel 
or  possible  exposure  to  disease  bearing  ticks  and  collection 
and  surveillance  of  ticks  themselves.  The  New  York  State 
Public  Health  Law  requires  physicians  to  report  all  cases 
of  Lyme  disease  to  their  local  health  department. 

For  more  information  about  Lyme  disease,  or  to  receive 
a public  information  pamphlet,  contact  the  New  York 
State  Department  of  Health,  Arthropod-borne  Disease 
Program,  ESP  Corning  Tower,  Room  651,  Albany,  NY 
12237. 
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Birth  outcomes  in  New  York  State 

This  article  represents  the  first  part  of  a two  part  series 
that  summarizes  the  findings  of  the  New  York  State  De- 
partment of  Health  Birth  Outcomes  Study.  Birth  out- 
comes that  were  examined  in  this  study  include  fetal  and 
infant  mortality,  low  birthweight,  congenital  defects, 
newborn  screening  results,  frequency  of  miscarriages  and 
abortions,  inclusion  in  selected  neonatal  diagnosis  related 
groups  (DRGs)  and  inclusion  in  the  Infant  Health  Assess- 
ment Program  (IHAP).  In  addition,  sociodemographic 
variables  such  as  maternal  age,  race,  ethnicity,  education, 
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marital  status  and  use  of  prenatal  care  were  studied  in 
conjunction  with  these  outcomes.  These  analyses  are 
strictly  descriptive  in  nature  and,  thus,  cannot  fully  ex- 
plain the  complex  interactions  of  host,  agent  and  environ- 
mental factors.  During  1987,  there  were  271,355  births  to 
New  York  State  residents  with  an  additional  145,264  in- 
duced abortions  and  2,442  spontaneous  fetal  deaths. 


Resident  Neonatal  Deaths 

Other  Perinatal  Cond  (38.2%) 


Birth  Asphyxia  (3.3%) 
Congenital  Anomalies  (18  8%) 


Perinatal  Infections  (2.2%) 

Shrt  Gestation/LBW  (20.15 


Resp  Dist  Synrome  (11  2%) 
Other  Causes  (6.2%) 


Fetal  Mortality 

The  rate  of  spontaneous  fetal  deaths  (20+  weeks  of  ges- 
tation) has  decreased  within  the  last  decade.  In  1977,  the 
rate  was  1 1 .9  per  1 ,000  and  fell  to  8.9  per  1 ,000  in  1 987,  a 
reduction  of  25.2%.  This  reduction  was  evident  in  both  the 
New  York  City  population  as  well  as  the  rest  of  the  state. 
The  nonwhite  spontaneous  fetal  death  rate  (11.6  per 

1,000)  was  58.9%  higher  than  the  white  rate  (7.3  per 

1,000)  in  1987.  The  spontaneous  fetal  death  rate  in- 
creased from  1986  to  1987  from  8.8%  to  8.9%. 


Resident  Postneonatal  Deaths 

Other  Perinatal  Cond  (8  1%) 
Resp  Dist  Syndrome  (1.2%) 

Congenital  Anomalies  ( 1 8 8%)' 


Gastro-lntest  Dis  (0  8%) 


,S  I D S.  (26  5%) 


Accidents  (2. 1 %) ' 

Other  Infections  (7  8%)'  . 

Pneumonia  (3  0ther  C0US6S  (28%) 

Other  Resp  Diseoses  (2.9%) 


FIGURE  2.  Cause  of  neonatal  and  postneonatal  deaths,  New  York  State, 
1987  (from  the  Office  of  Public  Health). 


Infant  Mortality 

The  infant  mortality  rate  in  New  York  State  for  1987 
was  10.7  per  1,000  live  births.  This  rate  increased  0.1  per 
1,000  after  a long  period  of  continuous  decline  and  was 
higher  than  the  provisional  national  rate  of  1 0.0  per  1 ,000. 
New  York  City  residents  had  an  infant  mortality  rate  that 
was  41.1%  higher  than  for  residents  in  the  rest  of  the  state 
(12.7  versus  9.0  per  1,000). 

The  difference  in  infant  mortality  rates  between  white 
and  nonwhite  residents  has  not  changed  substantially 
from  1977  to  1987  (Fig  1).  Nonwhite  residents  of  the  state 
had  a rate  77%  higher  than  their  white  counterparts  (14.0 
versus  7.9  per  1,000).  Hispanics  had  the  lowest  infant 
mortality  rate  (6.8  per  1,000)  compared  to  non-Hispanic 
white  (7.9  per  1,000)  and  non-Hispanic  black  (17.5  per 

1,000)  births. 

Cause  of  Death 

In  1987,  there  were  2,893  infant  deaths  to  New  York 
State  residents  (Fig  2).  Of  these  deaths,  68.6%  (1,985) 
occurred  during  the  neonatal  period  (first  28  days  of  life); 
3 1 .4%  (908)  were  postneonatal  (between  28  days  and  one 
year).  Of  the  neonatal  deaths,  1 8.8%  were  due  to  congeni- 
tal anomalies  (International  Classification  of  Diseases 
(ICD)  740-759),  20.1%  due  to  short  gestation-low  birth- 
weight  (ICD  765),  1 1 .2%  to  respiratory  distress  syndrome 
(ICD  769)  and  38.2%  to  other  conditions  originating  in 
the  perinatal  period  (ICD  760-764,  766-768,  770-779). 

Rate  Per  1 .000 


Office  of  Public  Health  Yoars 

FIGURE  1.  Infant  mortality  rates  by  race,  New  York  State,  1977-1987 
(from  the  Office  of  Public  Health). 


For  postneonatal  deaths,  the  leading  cause  was  sudden  in- 
fant death  syndrome  (ICD  798)  comprising  26.5%  of  the 
total.  Congenital  anomalies  was  the  second  leading  cause 
at  18.8%,  followed  by  other  conditions  originating  in  the 
perinatal  period  (8.1%). 

Low  Birthweight 

The  condition  that  poses  the  greatest  threat  to  the 
health  of  newborn  infants  is  low  birthweight.  Fully  two 
thirds  of  deaths  in  the  first  four  weeks  of  life  occur  among 
infants  weighing  less  than  2,500  grams  at  birth.  For  resi- 
dents outside  New  York  City,  the  infant  mortality  rate  in 
1987  for  those  less  than  2,500  grams  was  71.4  per  1,000, 
compared  to  approximately  4.9  per  1 ,000  for  babies  great- 
er than  or  equal  to  2,500  grams. 

Changes  in  the  rates  of  low  birthweight  births  within 
the  last  decade  have  not  paralleled  the  changes  in  the  in- 
fant mortality  rate  during  this  time  period.  The  rate  of 
births  less  than  2,500  grams  declined  from  7.8%  of  all  live 
births  in  1977  to  7.6%  in  1987.  There  was  a 7.4%  increase 
in  the  occurrence  of  births  less  than  2,000  grams  in  the 
same  decade,  from  2.7  to  2.9%. 

As  with  the  infant  mortality  rate,  the  white,  nonwhite 
differential  is  also  evident  when  comparing  the  percentage 
of  low  birthweight  infants.  The  rate  for  nonwhite  residents 
of  New  York  State  was  12.0%,  double  the  rate  for  white 
residents.  Although  Hispanic  births  had  the  lowest  1987 
infant  mortality  rate,  when  compared  to  non-Hispanic 
white  and  black  births,  this  pattern  did  not  reoccur  with 
low  birthweight.  Non-Hispanic  whites  had  the  lowest  per- 
centage of  low  birthweight  infants  (5.3%)  in  1987  as  com- 
pared to  Hispanic  (8.4%)  and  non-Hispanic  black  (13.6%) 
births. 

The  premature  birth  (less  than  37  weeks  gestation)  rate 
has  remained  fairly  constant  through  the  last  decade.  The 
rate  of  9.9%  for  1987  is  slightly  higher  than  the  rate  of 
9.4%  in  1977.  The  pattern  for  small  gestational  age 
(SGA)  infants,  defined  as  births  with  37  or  more  weeks 
gestation  and  weighing  less  than  2,500  grams,  is  almost 
opposite  that  for  premature  infants.  There  has  been  al- 
most a constant  decrease  in  SGA  births  from  1 977  to  1 984 
(4.0%  to  3.3%),  with  an  increase  from  1984  to  a rate  of 
3.7%  in  1986.  The  SGA  rate  dropped  to  3.4%  in  1987. 
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Congenital  Malformations 

The  Congenital  Malformations  Registry  collects  clini- 
cal and  demographic  data  on  every  child  born  with  a con- 
genital malformation  that  is  diagnosed  by  the  time  the 
child  is  two  years  old.  The  registry  now  has  data  on  its  first 
and  second  cohort,  children  born  in  1983  and  1984.  In 
1984,  17,228  children  were  born  with  a reported  congeni- 
tal malformation,  or  6.9%  of  all  live  births.  More  than 
80%  of  these  children  were  identified  as  having  one  mal- 
formation. The  rate  of  malformations  was  highest  among 
black  children  (7.5%),  followed  by  white  (6.7%)  and  other 
nonwhites  (6.1%).  Of  the  22,580  malformation  reports  re- 
ceived, the  organ  system  most  frequently  affected  w'as  the 


musculoskeletal  (22.2%),  followed  by  the  cardiovascular 
(18.7%)  and  integument  (12.8%)  systems. 

The  second  part  to  this  series  will  focus  on  those  maternal 
variables  that  have  been  associated  w-ith  poor  birth  out- 
comes. Specifically,  the  variables  that  were  examined  in- 
clude maternal  age,  race,  socioeconomic  status,  level  of  edu- 
cation, parity  and  absence  or  inadequacy  of  prenatal  care. 

This  article  was  adapted  from  a report  entitled  Birth 
Outcomes  in  New  York  State.  Limited  copies  of  the  report 
may  be  obtained  by  contacting  the  New  York  State  De- 
partment of  Health,  Office  of  Public  Health  Information 
Group,  Corning  Tower,  Room  890,  Empire  State  Plaza, 
Albany,  NY  12237. 


FROM  THE  LIBRARY 


EMPATHY  AND  SENSIBILITY  OF  HEART 

When  I was  a medical  student  before  the  era  of  antibiotics,  it  was  generally  considered  that  among 
the  highest  qualities  of  the  physician’s  sensibilities  was  his  skill  at  the  art  of  physical  diagnosis.  The 
doctor  who  could  detect  an  ailment  from  the  odor  of  a patient’s  breath  or  from  his  facies  or  from  the 
position  in  which  he  held  his  body  or  turned  his  eyes  and  who,  walking  into  a room,  was  heard  to  mutter, 
“fetor  hepatica,”  risus  sardonicus,”  or  “uremic  fetor,’’  moved  on  an  ethereal  plane. 

The  physicians’  reliance  on  his  physical  senses  in  place  of  the  highly  complex  diagnostic  tools  and 
laboratory  technics  was  not  merely  a lingering  nostalgia  for  the  days  of  their  teachers’  teachers,  but  it 
was  a reaction  to  and  almost  a disdain  for  the  growing  medical  reliance  on  technology  and  specific 
drugs.  Perhaps  it  was  the  voice  of  physicians  of  all  ages  saying,  “Remember  yourself,  and  use  yourself  in 
the  diagnosis  and  care  of  your  patients.’’ 

As  the  years  passed  and  medicine  has  grown  even  more  mechanically  complex  and  drugs  more  mar- 
velously miraculous,  there  has  simultaneously  developed  a deeper  interest  in  the  human  side  of  medical 
practice,  the  personal  relationship  between  patient  and  physician.  We  have  come  to  a time  when  the 
therapeutic  effectiveness  of  the  physician  himself  is  being  given  its  deserved  attention. 

Without  the  quality  of  empathy  the  physician,  except  in  emergencies  and  acute  illness,  may  be  only  a 
highly  effective  technician.  Physicians  often  consider  the  popular  alarm  about  the  state  of  the  doctor- 
patient  relationship  in  terms  of  economics.  I believe  that  it  is  not  the  rising  costs  of  the  practice  of 
medicine  that  account  for  the  popular  anxiety  but  a fear  at  the  passing  of  the  “doctor”  who,  relying  on 
his  senses  and  his  belief  in  himself,  gave  greater  relief  of  patients’  anxieties  than  all  his  drugs,  laborato- 
ries, and  chromium-plated  equipment  and  accessories.  These  things  have  no  heart;  they  are  only 
“things”. . . . 

In  1772  John  Gregory,  professor  of  medicine  at  the  University  of  Edinburgh,  wrote,  “I  now'  come  to 
mention  the  moral  qualities  peculiarly  required  in  the  character  of  a physician.  The  chief  of  these  is  that 
sensibility  of  heart  [italics  mine]  which  makes  us  feel  for  the  distresses  of  our  fellow  sufferers,  and 
which  of  consequence  incites  us  in  the  most  powerful  manner  to  relieve  them. . . . 

Sensibility  of  heart  is  an  ability  to  perceive  or  receive  sensations,  a responsiveness  to  stimuli,  a refined 
sensitiveness  in  emotions.  The  professor  was  writing  about  the  physician’s  heart.  So  much  interest  has 
been  devoted  to  the  psychology  of  the  patient  that  the  psychology  of  the  physician  has  been  somewhat 
neglected.  But  often  it  is  his  attitudes  and  feelings  which  determine  the  patient’s  attitude,  behavior,  and 
indeed  recovery. . . . 

COMMANDER  HARRY  A.  WILMER,  MD  (MC)  USNR 
{NY State  J Med  1957;  57:2410-2413) 
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BOOK  REVIEWS 


A PIECE  OF  MY  MIND.  AMERICA’S 
DOCTORS  SHARE  THEIR  MOST 
DRAMATIC,  INSPIRING,  AND  MOVING 
EXPERIENCES 

Edited  by  Bruce  B.  Dan,  MD,  and  Rox- 
anne K.  Young.  256  pp.  New  York, 
Feeling  Fine  Programs,  Inc,  1988. 
$18.95  (hardcover) 

In  Zen  Buddhism  neophyte  monks 
learn  to  meditate  upon  a single  thought 
until,  in  a mind  splitting  instant  of  en- 
lightenment (“Satori”),  the  heavens 
split  and  a bolt  of  light  illuminates  their 
minds,  producing  a moment  of  total 
clarity  and  profound  understanding.  I 
would  hope  that  most  of  us  involved  in 
caring  for  people  would  have  had  such 
an  experience  in  our  medical  lives.  For 
me,  such  an  experience  occurred  with 
the  bare-handed  delivery  of  my  infant 
daughter  with  the  surprised  collabora- 
tion of  my  laboring  wife.  It  was  a mo- 
ment of  the  surest  terror  and  joy,  a mo- 
ment since  unduplicated. 

In  A Piece  of  my  Mind , subtitled 
America’s  Doctors  Share  Their  Most 
Dramatic,  Inspiring , and  Moving  Ex- 
periences, Bruce  B.  Dan  and  Roxanne 
K.  Young,  medical  writers  and  editors, 
“bring  together  the  best  of  the  searingly 
honest,  immensely  popular  column 
called  “A  Piece  of  my  Mind,”  which 
has  appeared  weekly  for  the  last  eight 
years  in  the  Journal  of  the  American 
Medical  Association .” 

The  book  is  composed  of  80  vi- 
gnettes, each  more  compelling  than  the 
last,  that  detail  such  moments  of  en- 
lightenment in  the  careers  of  medical 
students,  nurses,  and  physicians.  The 
content  is  pure  emotional  dynamite.  I 
found  it  hard,  despite  the  brevity  of 
each  of  the  pieces,  to  read  more  than  a 
few  at  each  sitting;  the  experience  was 
too  emotionally  devastating.  In  the 
piece  entitled  “Sudden  Intimacies,”  the 
intense  quality  of  physician-patient  in- 
teraction is  described  as  “those  mo- 
ments when  the  human  barrier  cracks 
open  to  reveal  what  is  most  secret  and 
inarticulate.  These  revelations  can  fuse 
together  desperate  lives  and  unexpected 
kinship.” 

In  “Not  On  My  Shift”  successive 
teams  of  intensive  care  unit  residents 
battle  to  hold  off  the  imminent  death  of 
a hemorrhaging  patient.  At  sign-out 
each  resident  pronounces,  in  deadly  se- 
rious tones,  that  this  patient’s  impend- 


ing demise  will  “not  be  on  my  shift!”  A 
gem  of  a piece  entitled  “Internship — 
July  1962”  pits  the  steel-haired  nursing 
supervisor  against  the  “wet-behind-the- 
ears”  intern  on  July  1 and  should  stand 
as  a monument  to  those  nurses  who 
have  helped  generations  of  house  staff. 
In  “The  Music  and  the  Medicine”  a 
gastroenterologist  pipes  his  patients  to 
sleep  with  simultaneous  intravenous 
anesthetics  and  gentle  harmonica  mu- 
sic. 

Although  each  of  the  vignettes  in  this 
volume  are  worthy  of  mention  perhaps 
one  of  the  most  soul  shattering  is  “A 
Medical  Student  On  Call.”  A student 
spends  weeks  drawing  blood  and  at- 
tending to  a comatose,  obese,  brain  tu- 
mor victim  with  many  physically  repul- 
sive problems.  Despite  the  patient’s 
comatose  state  this  student  alone,  act- 
ing from  heartfelt  emotions,  and  in  the 
midst  of  rough  and  insulting  handling 
by  other  house  staff,  talks  to,  strokes, 
and  comforts  the  seemingly  unrespon- 
sive coma  victim.  Weeks  later,  the  pa- 
tient emerges  from  the  twilight  and  is 
able  to  recount  nearly  every  word  ut- 
tered in  the  room,  every  thoughtless 
and  painful  procedure  imposed  on  her, 
and  most  importantly,  the  loving  care 
of  this  lone  student. 

The  litany  of  lessons  learned  from 
this  volume  is  so  simple,  so  straightfor- 
ward, as  to  constitute  aphorisms  of  the 
human  condition:  the  nobility  of  the  el- 
derly; the  brutal  honesty  of  children; 
the  inestimable  value  of  the  gentle  hu- 
man touch.  The  goal  of  the  authors  of 
producing  “a  testament  to  the  redeem- 
ing qualities  of  the  human  heart,  a re- 
cord of  needs  and  desires,  of  frailty, 
courage,  frustration  and  hope”  has 
clearly  been  met. 

This  book  has  already  been  adopted 
by  my  hospital  department  as  required 
reading  for  fourth  year  students  and 
residents  in  family  medicine.  I would 
highly  recommend  it  for  all  members  of 
the  caring  professions,  and  I can  think 
of  a few  practitioners  I have  met  along 
the  road  who  should  be  locked  in  a room 
and  made  to  read  it. 

STEVEN  REINER,  MD 
Department  of  Family  Practice  and 
Community  Medicine 
Catholic  Medical  Center  of  Brooklyn 
and  Queens 
88-25  153rd  St 
Jamaica,  NY  1 1432 


THE  DOCTOR  AS  A PERSON 

Edited  by  Jan  Van  Eys,  MD,  and  John 
P.  McGovern,  MD.  151  pp,  illustrated. 
Springfield,  111,  Charles  C.  Thomas, 
Publisher,  1988.  $29.75  (hardcover) 

There  has  been  an  exponential  in- 
crease in  basic  scientific  knowledge 
since  World  War  II,  particularly  in  the 
last  20  years.  Physicians  can  now  diag- 
nose, understand,  and  rationally  treat 
diseases  that  were  previously  “unbea- 
table” or  uniformly  fatal.  Yet  in  some 
ways  this  has  been  a mixed  blessing. 

What  logic  suggests  should  have  in- 
creased the  patient’s  respect  and  admi- 
ration for  the  physician  has  actually 
had  the  opposite  effect.  Where  once 
there  was  relatively  widespread  agree- 
ment as  to  medicine’s  social  and  scien- 
tific utility,  there  is  now  a plethora  of 
ethical  and  philosophical  problems. 
The  Doctor  as  a Person  asks  what 
changes  in  the  behavior  of  the  physician 
and  the  values  of  society  might  revital- 
ize this  relationship. 

The  essays  in  this  book  were  first  pre- 
sented as  papers  at  the  University  of 
Texas’  M.  D.  Anderson  Hospital  and 
Tumor  Institute,  during  the  Eleventh 
Annual  Mental  Health  Conference, 
May  22-23, 1986,  Houston,  Texas.  The 
12  contributors  are  all  experts  in  their 
fields.  Most  are  senior  faculty  members 
engaged  in  clinical  research  and  in  reg- 
ular contact  with  patients  and  their 
families.  They  are  thoughtful,  scholarly 
individuals,  ideally  positioned  to  track 
the  continual,  sometimes  wrenching 
changes  in  American  health  care.  They 
agree,  or  seem  to  agree,  that  technology 
has  contributed  to  a widespread  percep- 
tion of  physicians  as  “super  mechan- 
ics,” technocrats  who  operate  miracu- 
lous machines  but  who  have  lost  sight  of 
the  uniqueness  and  dignity  of  their  pa- 
tients. To  the  degree  this  is  true,  it  is 
tragic.  Patient  problems  inevitably 
have  two  dimensions,  emotional  as  well 
as  organic.  Science,  history  and  experi- 
ence all  demonstrate  that  these  are  in- 
separable. The  physician  who  concen- 
trates on  the  technological  aspects  of 
disease  and  treatment  must  inevitably 
neglect  the  emotional  aspects,  and  the 
patient-physician  relationship  suffers. 
The  Doctor  as  a Person  suggests  that 
both  parties  suffer  as  human  beings  as 
well. 

The  authors  use  a coined  term:  “doc- 
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tor-person.”  This  means  a “care-giver” 
who  pays  special  attention  to  the  emo- 
tional needs  of  the  “care-receiver.”  An 
ideal  doctor-patient  relationship  is  de- 
scribed as  one  in  which  the  physician 
truly  cares  and  the  patient  perceives 
this  caring.  In  this  exchange,  both  gain 
important  benefits,  even  if  the  patient  is 
not  cured.  The  authors  identify  a spec- 
trum of  role  possibilities  for  the  “doc- 
tor-person.” These  range  from  that  of  a 
secular  holy  man  who  forsakes  all  to 
minister  to  the  sick,  to  a more  pragmat- 
ic physician  who  consciously  chooses  to 
spend  as  much  time  caring  for  the  emo- 
tional and  spiritual  needs  of  patients  as 
seeing  to  their  physical  and  scientific 
treatment. 

The  authors  admit  that  many  factors 
beyond  technology  have  contributed  to 
changing  the  physician-patient  rela- 
tionship. The  litany  is  familiar:  govern- 
ment intervention,  third  party  payers, 
the  business  community  which  pays 
health  insurance  premiums,  the  corpo- 
rate practice  of  medicine,  consumer- 
ism, advertising  by  doctors,  the  growing 
priority  of  cost-containment,  and  the 
rationing  of  medical  care.  The  book  of- 
fers no  consideration  of  other  factors 
that  would  also  seem  to  motivate  the 
practice  of  impersonal,  technology- 
based  medicine,  such  as  the  debt  medi- 
cal graduates  accumulate,  obligations 
to  spouses  and  children,  the  need  for 
continuous  learning,  and  perhaps  other 
factors  not  yet  apparent. 

Efforts  to  help  physicians  be  better 
“doctor-persons”  are  addressed.  One 
essay  inquires  as  to  whether  increasing 
the  study  of  the  humanities  in  the  medi- 
cal curriculum  will  lead  to  tangible 
changes  in  how  patients  are  treated.  It 
concludes  there  is  more  lip  service  than 
new  and  productive  approaches. 

On  consideration,  it  seems  the  term 
“person”  in  “doctor-person”  is  proba- 
bly best  expressed  by  the  Yiddish  word, 
mensch.  The  word  has  a double  mean- 
ing. A mensch  is,  in  general,  any  human 
being.  A mensch  is,  in  particular,  an  in- 
dividual of  integrity  and  honesty  and 
one  who  has  a true  love  for  all  human 
beings — true  love  because  it  is  unself- 
ish, demanding  no  reward. 

The  Doctor  As  a Person  is  not  casual 
reading.  It  is  deep  and  stimulating,  and 
requires  frequent  pauses  to  reflect  on 
the  issues  discussed.  This  reviewer 
urges  medical  students,  house  officers, 
medical  administrative  personnel, 
nurses,  and  physicians  to  undertake  this 
intense  and  rewarding  effort.  Many  of 
us  with  MD  degrees  could  greatly  bene- 
fit ourselves  and  our  patients  by  becom- 


ing better  “doctor-persons.” 

HYMAN  MERENSTEIN,  MD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  1 1 203 


DATA  ANALYSIS  FOR  CLINICAL 
MEDICINE:  THE  QUANTITATIVE 
APPROACH  TO  PATIENT  CARE  IN 
GASTROENTEROLOGY 

Edited  by  Thomas  C.  Chalmers,  MD. 
217  pp,  illustrated.  Cheshire,  England, 
International  University  Press,  $49.00 
(hardcover) 

This  unusual  monograph  addresses 
the  application  of  quantitative  methods 
to  the  practice  of  gastroenterology,  in- 
cluding the  contribution  of  clinicians  as 
well  as  those  from  specialists  in  com- 
puters, epidemiology,  and  decision 
analysis.  Edited  by  Thomas  Chalmers, 
MD,  its  13  chapters  are  uniformly  well- 
written  and  well-referenced,  and  come 
with  the  added  bonus  of  a 5 'A"  floppy 
disk  for  use  with  IBM-compatible  per- 
sonal computers.  Its  contents  are  the  re- 
sult, in  part,  of  a recent  meeting, 
ROMA  88:  The  XIII  International 
Congress  of  Gastroenterology  and  the 
VI  European  Congress  of  Digestive  En- 
doscopy. Topics  covered  include  biosta- 
tistics for  the  clinician,  principles  for 
using  and  interpreting  epidemiologic 
data,  clinical  decision  analysis,  and 
clinical  trials,  to  name  a few.  A series  of 
case  histories  with  a “gastrointestinal” 
theme  is  then  presented,  where  the  ma- 
terial covered  in  these  chapters  is  put  to 
use.  Two  additional  chapters  that 
would  be  of  particular  interest  to  physi- 
cians regardless  of  specialty  include  one 
on  the  use  of  computers  in  clinical  prac- 
tice, and  one  on  access  to  the  medical 
literature.  The  enclosed  5 'A"  floppy 
disk  contains  several  programs  which 
would  be  of  interest  to  both  the  novice 
and  experienced  personal  computer 
user. 

The  chapter  by  Dr  Chalmers,  “Clini- 
cal Trials,”  is  a nice  overview  of  the 
faults  of  clinical  trials  and  how  to  be 
aware  of  their  existence,  as  one  at- 
tempts to  read  through  the  many  jour- 
nals that  our  profession  requires.  A 
chapter  on  meta-analysis,  the  combin- 
ing of  results  of  several  related  studies, 
is  quite  well  written  and  informative. 

My  only  criticism  of  this  book  con- 
cerns the  chapters  in  which  data  analy- 
sis is  applied  to  clinical  problem  solving. 
These  tend  to  be  quite  technical,  are 
heavily  laced  with  statistics,  and  result 


in  tedious  reading.  This  sets  the  stage 
for  the  nonstatistically  oriented  clini- 
cian to  lose  the  message  of  the  chapter. 
This  is  in  part  addressed  by  the  exten- 
sive use  of  subtitles  posed  as  “clinical 
questions”  throughout  these  chapters. 
These  same  questions  might  well  be 
asked  by  the  physician  confronted  by 
the  clinical  scenarios  that  are  present- 
ed. 

This  book  should  find  its  way  into 
most  medical  libraries.  It  will  be  of  val- 
ue in  teaching  clinical  decision  making 
to  medical  students,  perhaps  as  supple- 
mental reading  in  a formal  course.  It 
should  be  required  reading  for  all  gas- 
troenterology fellows,  particularly 
those  who  are  in  programs  active  in 
clinical  research.  The  chapters  on  ac- 
cess to  medical  literature  and  comput- 
ers in  clinical  practice  will  be  of  interest 
to  most  physicians.  Those  with  an  IBM- 
compatible  PC  will  enjoy  the  programs 
provided  on  the  floppy  disk. 

PAUL  FREDERICK  MISKOVITZ,  MD 
Associate  Professor  of  Clinical  Medicine 
Cornell  University  Medical  College 
New  York,  NY  10021 


PHYSICIAN’S  GUIDE  TO  INSULIN- 
DEPENDENT  (TYPE  I)  DIABETES: 
DIAGNOSIS  AND  TREATMENT 

By  the  American  Diabetes  Association, 
Inc.  150  pp,  illustrated.  Alexandria, 
Va,  American  Diabetes  Association, 
1988.  $22.45  (spiralbound) 

This  volume  is  an  excellent  reference 
which  provides  the  primary  care  physi- 
cian with  current,  comprehensive,  prac- 
tical information  on  the  diagnosis, 
management  goals  and  complications 
of  type  I diabetes  mellitus.  It  is  the  com- 
panion manual  to  the  American  Diabe- 
tes Association’s  (ADAs)  Physician's 
Guide  to  Non-Insulin  Dependent  ( Type 
II)  Diabetes:  Diagnosis  and  Treatment 
(reviewed  below)  which  provides  essen- 
tial information  regarding  the  care  and 
management  of  patients  with  type  I di- 
abetes in  an  easy  to  read,  high  quality, 
well  organized  format.  It  represents  the 
collaborative  efforts  of  13  contributing 
editors  and  ten  diabetes  consultants,  all 
of  whom  are  experts  in  the  research  and 
clinical  aspects  of  insulin  dependent  di- 
abetes mellitus. 

The  guide  is  organized  into  six  main 
chapters  which  are  tabbed  for  easy  ac- 
cess. Each  section  is  preceded  by  a 
highlight  summary  which  lists  essential 
information  to  be  understood  in  the 
chapter.  Emphasis  is  placed  on  the 
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chronicity  of  type  I diabetes  mellitus 
and  the  life  threatening,  multi-organ 
complications  that  result  from  the  dis- 
ease. The  focus  of  this  manual  is  on  rou- 
tine management  objectives  and  tools, 
ie,  insulin  treatment,  monitoring,  nutri- 
tion, and  exercise.  The  chapter  on  spe- 
cial problems  of  diabetic  ketoacidosis, 
hypoglycemia,  pregnancy,  and  surgery 
in  the  diabetic  patient  is  a welcome  aid 
to  assist  the  primary  care  physician  in 
managing  these  clinically  challenging 
situations. 

The  primary  care  physician  will  find 
this  text  a useful  companion  reference 
source  to  the  type  II  manual  also  pub- 
lished by  the  American  Diabetes  Asso- 
ciation. 

MIRIAM  VINCENT.  MD 
Assistant  Professor 
Department  of  Family  Practice 
Director  of  Ambulatory  Care 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203-2098 


PHYSICIAN’S  GUIDE  TO  NON-INSULIN- 
DEPENDENT  (TYPE  II)  DIABETES: 
DIAGNOSIS  AND  TREATMENT 

Second  Edition.  By  the  American  Dia- 
betes Association,  Inc.  98  pp.  Alexan- 
dria, Va,  American  Diabetes  Associa- 
tion, 1988.  $22.45  (spiralbound) 

The  intent  of  this  handbook,  a second 
edition  and  part  of  the  American  Dia- 
betes Association  Clinical  Education 
Program,  is  to  provide  a key  reference 
guide  to  all  health  professionals  caring 
for  individuals  with  non-insulin-depen- 
dent (type  II)  diabetes  mellitus.  It  rep- 
resents the  collaborative  efforts  of  16 
renowned  research  and  clinical  special- 
ists in  the  field  of  diabetes  from  across 
the  country.  Nine  contributing  editors 
compiled  the  most  current  information 
on  the  pathogenesis,  diagnosis,  and 
treatment  of  type  II  diabetes  with  em- 
phasis on  the  clinical  application  of  this 
knowledge.  The  information  was  then 
reviewed  and  revised  by  seven  addition- 
al diabetes  consultants.  This  effort  was 
led  by  the  editor-in-chief,  Dr  Harold  E. 
Levovitz,  a much  respected  diabetolo- 
gist  well  known  for  his  clinical,  re- 
search, and  teaching  expertise. 

The  book  provides  a concise  yet  com- 
prehensive, practical,  well-organized, 
up-to-date  reference  source  for  all 
health  professionals  treating  patients 
with  type  II  diabetes  mellitus.  It  is  a 
handy,  easy  to  use,  and  indispensable 
guide  for  the  primary  care  physician,  as 


well  as  a useful  addition  to  the  body  of 
medical  literature. 

The  guide  is  organized  into  five  main 
chapters  which  are  tabbed  for  easy  ac- 
cess. Each  section  is  preceded  by  a 
“highlight”  summary  which  lists  the  es- 
sential information  to  be  understood  in 
the  chapter.  Emphasis  is  placed  on  the 
role  of  blood  glucose  regulation,  blood 
pressure  control,  and  blood  lipid  nor- 
malization as  important  factors  in  mod- 
ifying the  chronic  complications  of  dia- 
betes mellitus.  The  text  is  easy  to  read, 
basic,  yet  comprehensive.  The  focus  of 
the  manual  is  on  the  evaluation  and 
treatment  of  the  patient  from  the  “Di- 
agnosis and  Classification”  (Chapter 
1)  to  “Pathogenesis”  and  “Manage- 
ment” (Chapters  2,  3)  and  finally 
“Helping  the  Patient  to  Cope”  (Chap- 
ter 4)  through  the  “Detection  and 
Treatment  of  Complications”  (Chapter 
5).  The  bibliography  which  follows 
each  chapter  is  complete  and  up  to  date. 
The  tables,  28  of  them,  provide  accu- 
rate, basic  information  for  the  physi- 
cian who  provides  well-managed  care 
for  the  patient  with  non-insulin-depen- 
dent  diabetes. 

The  primary  care  physician  will  find 
this  text  very  useful  in  the  everyday 
practice  of  medicine.  Its  high  quality 
and  well  organized  practical  approach 
make  it  a must  for  all  health  profession- 
als. 

MIRIAM  VINCENT,  MD 
Assistant  Professor 
Department  of  Family  Practice 
Director  of  Ambulatory  Care 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203-2098 


SYNOPSIS  OF  CARDIAC  PHYSICAL 
DIAGNOSIS 

Edited  by  Jonathan  Abrams,  MD.  253 
pp,  illustrated.  Philadelphia,  Lea  & Fe- 
biger,  1989.  $18.50  (paperback) 

In  the  preface  to  this  book,  Jonathan 
Abrams  states,  “There  is  a real  danger 
that  modern  technology  will  again  de- 
emphasize  the  role  of  the  stethoscope.” 
To  decrease  the  chances  of  this  happen- 
ing, Abrams  has  produced  a very  useful 
text  illustrating  how  much  information 
can  be  obtained  by  physical  diagnosis. 
This  may  be  particularly  important  at 
this  time  because  of  concerns  about  ex- 
pensive, and  perhaps  unnecessary,  tests 
which  are  frequently  used  in  establish- 
ing a diagnosis.  Dr  Abrams  correctly 
believes  that  the  clinician  and  student 


with  a good  background  in  cardiac 
physical  diagnosis  will  use  the  physical 
examination  to  its  maximum  before  us- 
ing more  expensive  tests.  This  book 
serves  to  bridge  the  gap  between  texts  in 
physical  diagnosis  and  clinical  medi- 
cine. It  can  be  used  by  medical  students 
to  further  their  knowledge  of  physical 
diagnosis  and  to  show  them  how  these 
physical  signs  are  used  in  assessing  vari- 
ous clinical  conditions.  The  book  can 
also  be  used  by  house  officers  who  are 
more  interested  in  specific  clinical  con- 
ditions, and  need  a review  of  the  use  of 
physical  diagnosis  as  it  applies  to  these 
conditions. 

Abrams  is  the  Chief  of  the  Division 
of  Cardiology  at  the  University  of  New 
Mexico  School  of  Medicine  and  is  high- 
ly regarded  as  a teacher.  His  contact 
over  the  years  with  medical  students 
and  house  officers  enables  him  to  ap- 
preciate the  teaching  material  needed 
by  each  group  at  different  levels  of 
training.  Several  sections  of  the  book 
seem  to  be  designed  for  the  student  to 
use  in  responding  to  questions  raised  at 
bedside  rounds.  An  example  is  seen  in 
the  section  on  mitral  regurgitation, 
where  one  table  lists  clues  to  hemody- 
namically  severe  mitral  regurgitation, 
while  a separate  paragraph  lists  the  dif- 
ferential diagnosis  of  the  systolic  mur- 
mur of  mitral  regurgitation. 

This  text,  which  is  entitled  a “synop- 
sis,” is  intended  as  a review  for  the 
reader  who  already  has  knowledge  of 
the  subject.  The  size  of  the  book  and  its 
soft  cover  design  suggest  that  it  is  best 
suited  for  the  house  officer  to  carry  in 
the  pocket  for  quick  reference.  The 
book  is  organized  into  two  sections.  The 
first  part  describes  the  basic  approach 
to  physical  examination;  this  includes 
discussion  of  cardiac  sounds  and  the  use 
of  the  stethoscope.  Other  chapters  re- 
view the  arterial  pulse,  the  jugular  ve- 
nous pulse,  the  precordial  impulse, 
heart  sounds,  ejection  sounds,  and  last- 
ly, cardiac  murmurs.  The  second  sec- 
tion is  more  clinically  oriented  and  dis- 
cusses the  major  valvular  lesions.  In 
addition  to  these  valvular  lesions,  there 
are  separate  chapters  dealing  with  hy- 
pertrophic cardiomyopathy  and  mitral 
valve  prolapse. 

Each  chapter  in  the  second  half  of  the 
text  has  the  same  organization.  Each 
starts  with  a discussion  of  anatomy  and 
pathophysiology,  then  discusses  physi- 
cal diagnosis,  differential  diagnosis, 
and  then  finally  Doppler  echocardio- 
graphic  diagnoses.  There  is  appropriate 
use  of  tables  and  illustrations.  The  illus- 
trations of  the  extra  heart  sounds  and 
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the  various  types  of  ejection  clicks  are 
particularly  useful. 

Among  the  most  novel  and  useful  as- 
pects of  this  text  are  the  “practical 
points”  mentioned  by  Abrams.  These 
practical  points  are  seen  periodically  in 
both  sections  of  the  book.  They  are  very 
useful  and  set  this  book  apart  from  oth- 
er physical  diagnosis  textbooks.  These 
points  are  presented  as  if  the  experi- 
enced professor  were  on  rounds  with  the 
reader,  giving  him  or  her  his  little 
“pearls.”  The  addition  of  the  section  on 
Doppler  echocardiographic  studies  af- 
ter each  section  on  valvular  lesions  is 
useful.  Abrams  correctly  makes  the 
point  that  it  is  impossible  adequately  to 
evaluate  valvular  lesions  without  con- 
sideration of  Doppler  echocardiogra- 
phic studies.  He  tries  to  show  how  the 
combination  of  the  physical  examina- 
tion and  the  echocardiographic  study 
can  give  an  accurate  estimate  of  the  se- 
verity of  many  of  the  valvular  lesions. 

Abrams  states  that  the  purpose  of  his 
book  is  to  “provide  the  clinician  and 
student  with  a solid  background  in  car- 
diac physical  diagnosis  so  that  the  phys- 
ical examination  extracts  the  maximum 
diagnostic  information  before  expen- 
sive and  extensive  tests  are  ordered.” 
The  text  is  well  organized  and  ade- 
quately illustrated.  I think  the  author 
has  achieved  his  goal  and  produced  a 
text  that  will  be  useful  for  medical  stu- 
dents, house  officers  and  practicing 
physicians. 

EDGAR  LICHSTEIN,  MD 
Director 
Department  of  Medicine 
Maimonides  Medical  Center 
Brooklyn,  NY  11219 


DIAGNOSIS  AND  TREATMENT  OF 
MUSCLE  PAIN 

Edited  by  Hans  Kraus,  MD.  1 16  pp,  il- 
lustrated. Chicago,  Quintessence  Pub- 
lishing Co,  Inc,  1988.  $48.00  (soft- 
cover) 

Dr  Kraus  has  written  a book  that 
serves  as  a basic  guide  for  the  clinician 
in  approaching  the  entity  of  muscle 
pain.  The  reader  is  left  with  a general 
understanding  of  the  diagnostic  catego- 
ries of  muscle  pain,  evaluation  tech- 
niques and  selective  therapeutic  re- 
gimes. Numerous  years  in  academic 
medicine  and  clinical  research  have 
provided  Kraus  with  a broad  spectrum 
of  experience  which  establishes  his 
qualifications. 

In  a series  of  four  concise  chapters, 


muscle  spasm,  muscle  tension,  muscle 
deficiency,  and  trigger  points  are  de- 
fined and  some  therapeutic  approaches 
described.  Chapter  five  presents  a brief 
description  of  the  nationally  established 
YMCA’s  “The  Y’s  Way  to  a Healthy 
Back,”  adapted  from  Dr  Kraus’  pro- 
gram. The  succeeding  chapters  present 
methods  of  quantifying  muscle  pain 
and  craniocervical  mandibular  disor- 
ders, followed  by  sections  discussing  the 
influence  of  metabolic  disorders,  the 
psychological  components,  and  the  neu- 
rological perspective  of  muscle  pain. 

The  text  is  well  organized,  using  ba- 
sic medical  terminology  that  facilitates 
easy  reading.  A blend  of  diagrams,  ta- 
bles, and  case  histories  displays  data 
clearly  and  efficiently.  The  use  of  con- 
tributing authors  adds  a flavor  of  the 
team  approach  to  treatment.  A short- 
coming of  the  book  is  the  lack  of  input 
from  a physical  therapist,  since  a high 
percentage  of  clients  seen  by  these  pro- 
fessionals are  referred  specifically  for 
the  treatment  of  muscle  pain.  The  only 
reference  to  physical  therapy  is  in  the 
case  histories  where  the  approach  men- 
tioned was  not  effective.  The  use  of 
cryotherapy,  heat  modalities,  deep 
massage,  pulsed  ultrasound,  and  exer- 
cise, to  name  a few  modalities,  has  been 
quite  successful.  As  professionals  edu- 
cated about  muscle  pain  and  therapeu- 
tic exercise  for  years,  physical  thera- 
pists are  valuable  and  resourceful  team 
members. 

One  area  highlighted  in  the  text  is 
Kraus’  experience  with  ethyl  chloride  in 
conjunction  with  immediate  controlled 
mobilization  for  the  treatment  of  mus- 
cle spasm.  His  data  reveal  faster  recov- 
ery, with  decreased  or  no  relapses  of 
pain.  Kraus  hypothesizes  that  these  re- 
sponses occur  from  the  interruption  of 
the  sensory  motor  chain  with  the  use  of 
ethyl  chloride,  which  in  turn  blocks 
muscle  spasm.  He  believes  ethyl  chlo- 
ride is  more  effective  than  ice  as  an  an- 
esthetic. However,  cost  and  availability 
of  ethyl  chloride  should  be  considered, 
especially  when  home  treatment  pro- 
grams are  recommended.  For  clients 
tolerating  ice,  it  can  be  effective  and 
conveniently  used  with  minimal  cost  to 
the  client.  Emphasis  is  placed  on  active 
exercise  of  the  injured  part,  within  the 
limits  of  pain,  immediately  following 
the  application  of  ethyl  chloride  to 
make  the  treatment  effective.  This  en- 
courages the  clinician  to  think  about 
early  mobilization  when  treating  clients 
with  muscle  pain. 

Another  area  of  interest  is  the  quan- 
tification of  muscle  pain  which  de- 


scribes pressure  threshold,  tissue  com- 
pliance (new  method  developed  by  the 
author),  and  thermography  as  methods 
of  measurement.  These  objective  tools, 
coupled  with  physical  examination  and 
observation,  assist  the  clinician  in  accu- 
rate objective  documentation.  They  are 
of  prognostic  value  for  the  patient’s 
course  and  allow  for  data  collection  in 
research  evaluation.  Chapter  five  is  de- 
voted to  trigger  points,  which  are  com- 
mon, and  which  are  often  unfamiliar  to 
the  clinician  when  treating  muscle  pain. 
The  author  advocates  trigger  point  in- 
jection with  procaine  or  lidocaine,  fol- 
lowed by  exercise,  as  the  treatment  reg- 
imen. Only  brief  mention  is  made  of  one 
other  method  (deep  point  massage), 
and  the  author  states  that  it  is  rarely  ef- 
fective. This  is  indeed  a controversial 
point  and  a broader  discussion  would 
have  been  helpful.  The  last  area  that 
warrants  attention  is  the  chapter  on 
craniocervical  mandibular  disorders.  It 
combines  thoroughness  and  accuracy 
yet  is  presented  in  a concise  fashion. 

In  conclusion,  this  book  provides  the 
clinician  with  an  introductory  approach 
to  muscle  pain  diagnosis  and  selective 
treatment  regimes.  The  references  pro- 
vide an  additional  source  of  informa- 
tion which  should  be  explored  for  treat- 
ment alternatives  and  in-depth 
discussions  on  areas  of  interest. 

ELIZABETH  BIRRER,  PT 
1 1405  Woodington  Terrace 
Potomac,  MD  20854 


SURGERY  FOR  THE  MORBIDLY  OBESE 
PATIENT 

Edited  by  Mervyn  Deitel,  MD.  400  pp, 
illustrated.  Philadelphia,  Pa,  Lea  & Fe- 
biger,  1989.  $70.00  (hardcover) 

In  Surgery  for  the  Morbidly  Obese 
Patient , Dr  Mervyn  Deitel  and  his  fel- 
low authors  have  given  us  an  extensive 
review  of  the  field  of  bariatric  surgery 
as  it  exists  today.  More  than  that,  this 
text  offers  a superb  overview  of  all  as- 
pects of  the  treatment  of  the  morbidly 
obese  patient  and  the  present  state  of 
the  art.  I found  the  multiplicity  of  pro- 
cedures which  have  arisen  over  the  past 
ten  years  to  be  fascinating  and  quite 
succinct  in  their  presentations,  both 
written  and  pictorial.  Obviously  Dr 
Deitel  and  his  authors  are  well  qualified 
to  cover  a topic  of  this  vast  nature.  I 
would  find  this  to  be  a useful  addition  to 
the  medical  library  of  anyone  who  deals 
with  the  morbidly  obese  patient. 

The  volume  is  divided  into  three  ma- 
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jor  sections:  Basic  principles  of  obesity, 
operations  for  morbid  obesity,  and  asso- 
ciated care  follow-up.  The  topics  in 
each  section  give  an  excellent  authori- 
tative review  as  to  the  preoperative,  op- 
erative, and  postoperative  care  of  the 
obese  patient. 

I was  amazed  at  the  ingenuity  of  the 
surgical  mind  regarding  the  variety  of 
procedures  which  have  progressed  from 
the  wiring  of  the  jaw  right  up  to  the 
present-day  vertical  banding  proce- 
dures. The  most  informative  section  for 
me  dealt  with  associated  care  and  fol- 
low-up of  the  morbidly  obese  patient. 
Obviously  the  topics  in  this  section  are 
given  as  a general  overview  and  are  cov- 
ered in  more  detail  in  other  sources,  but 
I thought  the  broad  nature  of  these  sec- 


tions was  useful  in  dealing  with  this 
subject  matter. 

The  most  useful  of  all  was  the  refer- 
ence to  the  National  Bariatric  Surgery 
Registry.  I believe  participation  is  an 
absolute  must  for  any  surgeon  working 
in  this  field. 

Overall,  I found  the  general  organi- 
zation and  technical  features  of  this 
book  to  be  superb  and  easy  to  follow 
and  understand.  It  obviously  places  this 
text  as  one  of  the  musts  and  mainstays 
in  the  literature  for  anyone  dealing  with 
bariatric  surgery.  The  drawings  are  ex- 
cellent and  the  descriptions  of  the  surgi- 
cal procedures  themselves  could  be 
quite  useful  in  their  detailed  nature. 
The  references  are  replete  with  works 
by  both  the  new  and  old  contributors  in 


a field  which  has  become  quite  exten- 
sive in  dealing  with  the  patient  with 
morbid  obesity. 

I think  one  point  to  keep  in  mind  in 
dealing  with  this  subject  matter  is 
whether  or  not  its  future  truly  lies  with 
surgery  as  was  noted  in  the  text.  Practi- 
tioners in  the  field  of  medicine  have 
become  frustrated  in  dealing  with  these 
patients  and  the  surgeon  has  taken  over. 
Whether  the  future  and  the  answer  is 
in  the  surgical  field  remains  to  be  seen, 
but  at  least  the  initiative  has  been 
taken  to  pursue  this  for  future  genera- 
tions. 

RICHARD  W.  ZOLLINGER  II,  MD 

Mercy  Hospital 
Presbyterian  Hospital 
Charlotte,  NC  28207 


FROM  THE  LIBRARY 

MEDICAL  LIBRARIES  FOR  THE  SMALLER  CENTRES 

In  the  nearly  five  hundred  incorporated  villages  in  the  State  of  New  York  and  in  all  but  seven  of  its 
cities  there  is  not  a medical  reference  and  circulating  library  yet  to  be  found.  While  other  kinds  of 
libraries  are  everywhere  springing  up,  it  is  still  the  common  practice  for  each  physician  and  surgeon  to 
purchase  his  own  books,  subscribe  for  his  own  periodicals,  and  consequently  to  limit  his  professional 
reading  closely  to  these  alone.  Such  a course  necessitates  useless  duplication  of  professional  works  and 
periodicals  in  each  community,  and  not  only  wastes  hard-earned  funds  unduly,  but  results  in  each  one’s 
being  very  inadequately  provided  for,  especially  the  younger  men  who  have  the  greater  share  of  time 
and  strength  with  which  to  make  use  of  a large  collection.  Moreover,  by  such  a method,  or  lack  of 
method,  the  more  expensive  and  more  useful  books  of  reference  are  often  not  to  be  found  at  all  in  private 
libraries,  or  if  found,  are  in  possession  of  the  older,  more  prosperous  men,  who  are  thus  at  once  placed  at 
a corresponding  advantage  over  their  younger  or  less  prosperous  neighbors.  For,  as  it  still  too  often 
appears,  there  is  not  yet  everywhere  in  the  ranks  of  the  profession  that  community  of  even  literary 
interest  which,  if  present,  would  make  the  libraries  of  individuals  freely  accessible  to  all  who  might  need 
or  desire  their  use  without  incurring  undue  obligation  or  other  disagreeable  experience. 

Affirming,  then,  that  the  whole  present  custom  is  uneconomical,  interfering  and  unwise,  and  that  it 
likewise  results  in  great  disadvantage,  not  only  to  the  younger  men  and  women  in  the  profession,  but 
even  more  so  to  all  who  would  keep  comprehensively  abreast  of  medical  progress,  it  is  seen  also  to  be 
irreparably  disadvantageous  to  those  who  aspire  to  prepare  papers  and  get  ready  for  scientific  discus- 
sion, and  otherwise  contribute  to  the  profit  and  enthusiasm  of  the  professional  cult.  Undoubtedly  it  is 
somewhat  largely  owing  to  the  want  of  books  and  an  early  habit  of  using  them,  that  we  have  so  frequent- 
ly to  note  such  arrests  of  professional  development  as  untimely  dropping  off  of  early  enthusiasm,  falling 
into  everyday  intellectual  complacence,  shiftlessness,  routinism,  and  obvious  scientific  stagnation  and 
inefficiency  where  and  when  enterprise  is  most  needed;  and  more  than  all,  the  admitted  inability  rightly 
to  cope  with  quackery  and  ignorance,  under  whatever  guise  these  may  seek  to  attract  and  capture  public 
attention.  In  fact,  so  damaging  and  interfering  is  all  this  that  the  present  method  whereby  isolated  and 
small  groups  of  hard-working  and  in  every  way  nobler  struggling  practitioners  are  inadequately  provid- 
ed with  the  higher,  broader  means  of  intellectual  stimulus  and  most  useful  information,  should  be 
recognized  at  once  and  by  everybody  as  absolutely  effete,  and  consequently  should  be  superseded  by 
modern  reference  and  circulating  libraries,  which  in  every  other  kind  of  professional  life  have  proved 
useful  and  stimulating. 

But  this  is  by  no  means  all,  for  it  is  easily  observable  that  not  only  is  the  better  prosperity  of  the 
profession  itself  thus  involved,  but  that  of  the  community  as  well;  especially  in  connection  with  sources 
of  infection  and  contagion,  and  the  means  and  methods  required  by  improved  sanitation  and  hygiene.  I 
venture  to  say  that  every  unrecognized  case  of  small-pox  within  the  past  few  years  has  been  largely 
owing  to  the  fact  that  the  attending  physician  did  not  have  any  one  of  the  several  rather  expensive  books 
for  reference,  which,  if  timely  used,  might  not  only  have  helped  him  out  and  thus  saved  his  professional 
reputation,  but  also  might  have  saved  the  community  from  untold  misery  and  loss.  . . . 

SMITH  BAKER,  MD 

(NY State  J Med  1908;  8:361-363) 
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NEWS  BRIEFS 


Seizures  are  a potential  side  effect  of  DEET  use 

N,N-diethyl-m-toluamide  (DEET),  a topical  repellent 
that  blocks  tick  attachment,  is  an  important  weapon  in  the 
prevention  of  Lyme  disease  (caused  by  Borrelia  burgdor- 
feri through  the  tick  vector  Ixodes  dammini).  Between 
June  and  August  1989,  there  were  five  reports  of  general- 
ized seizures  temporally  associated  with  the  use  of  DEET 
in  New  York  and  Connecticut  ( MMWR  1989;  38:678— 
680). 

Although  in  none  of  these  cases  has  DEET  toxicity  been 
proven  as  the  cause  of  the  seizures,  health  officials  have 
advised  caution  when  using  repellents  that  contain  DEET. 
“The  optimal  concentration  of  DEET  for  prevention  of 
tick  bites  is  unknown.  However,  repellents  containing 
20%-30%  DEET  applied  to  clothing  are  approximately 
90%  effective  in  preventing  tick  attachment.”  Recom- 
mendations for  safe  use  of  DEET  include  the  following: 
use  repellent  sparingly — one  application  will  last  4-8 
hours,  and  saturation  does  not  increase  efficacy;  wear 
clothing  with  long  sleeves  and  long  pants  and  apply  repel- 
lent to  the  clothing  rather  than  to  your  skin;  avoid  inhaling 
or  ingesting  repellent  and  avoid  contact  with  eyes;  do  not 
apply  repellent  to  areas  of  children’s  hands  that  may  come 
into  contact  with  their  eyes  or  mouth. 

The  five  reported  cases  of  seizures  included  four  boys, 
aged  three  to  seven  years,  and  a 29-year-old  man.  All  five 
patients  reported  few  prodromal  symptoms,  recovered 
rapidly,  had  unremarkable  medical  histories,  had  had  no 
previous  seizures  or  neurologic  events,  and  had  normal 
nonfocal  neurologic  examinations  following  the  seizures. 
“Each  had  had  topical  cutaneous  exposure  to  varying  con- 
centrations of  DEET  . . . The  interval  between  last  use  of 
DEET  and  onset  of  seizures  ranged  from  8 to  48  hours.” 

Previous  reports  of  DEET  toxicity  have  described 
symptoms  such  as  behavioral  changes,  ataxia,  encepha- 
lopathy, confusion,  irritability,  and  insomnia,  as  well  as 
seizures  and/or  coma  following  repeated  cutaneous  expo- 
sure to  DEET. 

Distribution  of  experimental  AIDS  drug  DDI  increases 

Dideoxyinosine  (DDI;  Bristol-Myers  Co,  New  York, 
NY)  has  shown  promise  in  blocking  replication  of  the 
AIDS  virus  and  boosting  the  immune  systems  of  AIDS 
patients.  Although  DDI  has  not  yet  been  approved  by  the 
FDA  for  widespread  marketing,  the  FDA  and  the  Nation- 
al Institutes  of  Health  (NIH)  have  recently  allowed  for 
increased  distribution  of  DDI  to  AIDS  patients  not  partic- 
ipating in  supervised  clinical  trials  ( Science  News 
1989;  136:231). 

The  increasing  need  for  effective  anti-AIDS  treat- 
ments, and  mounting  pressure  from  AIDS  patients  and 
activists  to  accelerate  the  availability  of  experimental 
therapies,  have  led  to  this  unprecedented  action.  At 
present,  azidothymidine  (AZT)  is  the  only  drug  approved 
for  treating  AIDS  in  the  United  States,  and  it  is  associated 
with  a variety  of  adverse  effects.  DDI  will  now  be  avail- 
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able,  through  the  manufacturer,  for  AIDS  patients  who 
cannot  qualify  for  clinical  trials  of  the  drug,  and  who  can- 
not tolerate  or  receive  no  benefit  from  AZT  therapy. 

DDI,  too,  has  its  side  effects,  including  limb  pain  and 
pancreatic  swelling,  which  appear  to  subside  following 
cessation  of  the  drug.  “A  daily  dose  of  500  to  750  milli- 
grams appears  effective  and  relatively  nontoxic,”  accord- 
ing to  one  developer  of  the  drug.  AIDS  patients  receiving 
DDI  will  report  regularly  to  their  personal  physicians, 
who  will  provide  information  on  the  drug’s  efficacy  and 
toxicity  to  researchers  conducting  the  clinical  studies  of 
DDI. 

AZT  now  being  distributed  free  to  children  with  AIDS 

On  October  26,  1989,  US  Secretary  of  Health  and  Hu- 
man Services,  Dr  Louis  W.  Sullivan,  announced  that  the 
Food  and  Drug  Administration  (FDA)  would  allow  the 
manufacturer  of  azidothymidine  (AZT),  the  Burroughs 
Wellcome  Company,  to  distribute  the  drug  to  children 
with  AIDS.  Until  this  announcement  was  made,  AZT  had 
not  been  approved  by  the  FDA  for  use  in  children  with 
AIDS  except  among  those  participating  in  clinical  trials. 
Of  the  approximately  1,900  children  in  the  US  12  years  of 
age  or  younger  who  have  been  diagnosed  with  AIDS,  800 
have  died.  Prior  to  the  October  26,  1989,  announcement 
only  200  to  300  were  getting  AZT  in  clinical  trials.  The 
remainder  went  untreated  (NY  Times,  October  26,  1989, 
pp  Al,  A22). 

Burroughs  Wellcome,  which  had  not  applied  for  ap- 
proval of  AZT  for  children  until  a few  weeks  before  Dr 
Sullivan’s  announcement,  is  now  making  the  drug  avail- 
able free  of  charge  to  children  with  AIDS.  The  company 
had  been  under  mounting  pressure  to  apply  for  FDA  ap- 
proval for  the  drug’s  use  in  children  from  AIDS  activists, 
government  health  officials,  and  members  of  Congress. 
More  than  a quarter  of  all  children  with  AIDS  reported  to 
the  Centers  for  Disease  Control  reside  in  New  York  State. 

Risk  of  HIV  transmission  through  blood  transfusions  is 
decreasing 

In  April  1985,  the  American  Red  Cross  began  screen- 
ing donated  blood  for  the  human  immunodeficiency  virus 
(HIV).  Between  April  1985  and  December  1988,  the  risk 
of  infection  with  HIV  from  a transfusion  of  blood  or  blood 
components  that  tested  antibody-negative  decreased  by 
more  than  30%  each  year.  Despite  this  encouraging  find- 
ing, there  still  exists  the  risk  of  failing  to  detect  HIV-in- 
fected blood  products. 

There  is  a period  of  time,  commonly  called  the  “win- 
dow,” between  when  a person  is  infected  with  HIV  and 
when  his  or  her  blood  will  test  positive  for  HIV  antibodies. 
A major  goal  of  the  developers  of  antibody  tests  such  as 
the  enzyme-linked  immunosorbent  assay  (ELISA)  and 
the  Western  blot  assay  is  to  make  this  window  smaller  and 
smaller.  Cumming  and  colleagues  have  determined  this 
period  to  range  from  four  to  14  weeks,  with  the  average 
window  being  eight  weeks  or  less  (TV  Engl  J Med 
1989;  321:941-946).  There  is,  however,  still  much  uncer- 
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tainty  concerning  the  length  of  the  window. 

Based  on  a window  of  four  to  14  weeks,  and  analyzing 
data  accumulated  by  the  American  Red  Cross  from  April 
1985  through  December  1987,  Cumming  et  al  estimated 
the  risk  of  HIV-infected  donor  blood  passing  undetected 
into  the  blood  supply,  and  the  risk  of  contracting  HIV 
through  a blood  transfusion.  “We  estimate  that  donor-re- 
cruitment practices  plus  careful  education  and  screening 
are  eliminating  49  out  of  every  50  donors  likely  to  be  HIV- 
positive,” the  authors  concluded,  “and  that  testing  is  92  to 
97  percent  effective,  for  a combined  effectiveness  of  99.9 
percent.” 

Cumming  et  al  estimated  that  the  risk  of  human  error 
resulting  in  the  presence  of  HIV-positive  blood  products 
in  the  transfusion  supply  was  less  than  0.1%.  Therefore, 
the  main  risk  for  HIV-infected  blood  to  enter  the  blood 
supply  is  through  the  failure  of  the  screening  tests  to  de- 
tect HIV  antibodies  in  infectious  blood.  “Estimating  the 
chance  that  a donation  will  be  made  during  this  [window] 
period  is  an  effective  approach  to  defining  the  risk  of  HIV 
infection  in  transfusion  recipients.” 

Using  three  window  periods — short  (4  wk),  long  (14 
wk),  and  average  (8  wk) — the  authors  estimated  that  67, 
227,  and  131  HIV-positive  blood  units,  respectively,  en- 
tered the  nation’s  blood  supply  undetected  in  1987.  This 
would  lead  to  a risk  of  HIV  infection  from  the  transfusion 
of  a single  unit  of  1:300,156,  1:88,267,  and  1:153,123,  re- 
spectively. The  risk  per  transfusion,  with  each  patient  re- 
ceiving an  average  of  5.4  units,  would  then  be  about  5.4 
times  the  risk  per  single  unit. 

An  analysis  of  the  various  donor  groups  revealed  that 
first-time  male  donors  were  at  greatest  estimated  risk  of 
HIV  infection,  followed  by  untested  repeat  male  donors, 
tested  repeat  male  donors,  first-time  female  donors,  un- 
tested repeat  female  donors,  and  tested  repeat  female  do- 
nors. 

The  authors  credit  education,  donor  recruitment  ef- 
forts, and  self-screening  for  eliminating  49  of  50  HIV-pos- 
itive donors.  To  further  ensure  the  safety  of  the  blood  sup- 
ply, they  recommend  increased  efforts  to  recruit  and 
retain  female  donors,  as  well  as  continued  and  more  fre- 
quent donations  from  previously  tested  donors. 

FDA  approves  new  schizophrenia  drug 

For  persons  with  schizophrenia  who  do  not  respond  to 


available  antipsychotic  medications,  the  US  Food  and 
Drug  Administration  (FDA)  has  approved  a new  drug 
that  has  produced  marked  improvement  in  nearly  one 
third  of  a study  population  of  formerly  untreatable  schizo- 
phrenics ( Science  News  1989;  136:245).  The  drug,  cloza- 
pine (Sandoz  Pharmaceutical  Corp;  East  Hanover,  NJ), 
is  not  a cure  for  schizophrenia,  yet  it  appears  to  reduce  the 
hallucinations,  delusions,  disordered  thinking,  social  with- 
drawal and  apathy  associated  with  schizophrenia.  Many 
of  the  participants  in  the  study  who  responded  to  cloza- 
pine were  able  to  leave  the  hospitals  and  move  into  com- 
munity-based rehabilitation  programs. 

In  addition  to  the  risk  of  seizure,  clozapine  can  produce 
agranulocytosis,  a potentially  fatal  decrease  in  the  num- 
ber of  white  blood  cells.  Agranulocytosis  occurs  in  about 
1%  of  patients  who  receive  clozapine.  To  screen  for  early 
signs  of  agranulocytosis,  patients  receiving  clozapine  must 
submit  to  weekly  blood  sampling,  performed  by  the  home 
health  care  company  that  delivers  the  drug. 

Newly  published  anatomical  atlas  crowns  a lifelong 
career  in  medical  illustration 

Medical  illustrator  Dr  Frank  H.  Netter,  perhaps  best 
known  for  the  Ciba  Collection  of  Medical  Illustrations , 
has  completed  a 576-page  color  atlas  of  the  human  anato- 
my (NY  Times , September  19, 1989,  p C3).  The  514  color 
plates  featured  in  the  book  include  new  illustrations  as 
well  as  a compendium  of  his  precise,  life-like  drawings 
that  have  appeared  in  previous  volumes  of  human  anato- 
my. 

Dr  Netter  began  his  career  as  a commercial  artist,  and 
found  good  use  for  his  skills  in  medical  school,  where  he 
would  often  draw  sketches  of  human  anatomy  to  supple- 
ment his  written  class  notes.  Recognizing  his  innate  abili- 
ty for  medical  illustration,  professors  sought  his  drawing 
skills  in  preparing  their  scientific  papers.  The  growing  de- 
mand for  his  illustrations  led  him  to  give  up  his  practice  as 
a surgeon  in  the  1930s. 

Since  1948,  Dr  Netter  has  focused  on  the  11-volume 
Ciba  Collection  of  Medical  Illustrations , with  a new  vol- 
ume now  in  press,  which  depicts  the  full  spectrum  of  hu- 
man anatomy  and  embryology.  Although  human  anato- 
my has  not  changed,  advances  in  medical  technology  and 
novel  methods  of  imaging  and  manipulating  the  human 
body  have  heightened  the  need  to  understand  its  details. 
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OBITUARIES 


In  addition  to  these  listings,  the  Journal  will  publish 
obituaries  written  by  physician  readers.  Inquiries  should 
first  be  made  to  the  Editor. 


Carleton  William  Bullard,  MD,  Sun  City 
Center,  Florida.  Died  June  16,  1989; 
age  9 1 . Dr  Bullard  was  a 1 923  graduate 
of  the  State  University  of  New  York  at 
Buffalo  School  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of 
Otolaryngology.  His  memberships  in- 
cluded the  American  Academy  of  Oto- 
laryngology, the  American  Academy  of 
Facial,  Plastic,  and  Reconstructive 
Surgery,  the  Pan  American  Association 
of  Ophthalmology,  the  Pan  American 
Medical  Association,  the  Medical  Soci- 
ety of  the  County  of  Cayuga,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Edwin  H.  Douglass,  Jr,  MD,  Newburgh. 
Died  August  31,  1989;  age  84.  Dr 
Douglass  was  a 1930  graduate  of  the 
New  York  University  School  of  Medi- 
cine. He  was  a Fellow  of  the  American 
College  of  Surgeons.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Orange  and  the  Medical  Society  of  the 
State  of  New  York. 

Leo  Herman  Elstein,  MD,  New  York. 
Died  August  5, 1989;  age  75.  Dr  Elstein 
was  a 1938  graduate  of  the  New  York 
University  College  of  Medicine.  His 
memberships  included  the  New  York 
Cardiological  Society,  the  American 
Public  Health  Association,  the  Ameri- 
can Society  of  Internal  Medicine,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Laurence  Bruce  Felmus,  MD,  Scotts- 
dale, Arizona.  Died  September  12, 
1989;  age  83.  Dr  Felmus  was  a 1931 
graduate  of  Yale  University  School  of 
Medicine.  He  was  a member  of  the 
Bronx  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

Nemesio  M.  Francisco,  MD,  Oswego. 
Died  August  24, 1 989;  age  54.  Dr  Fran- 
cisco was  a 1961  graduate  of  the  Facul- 
ty of  Medicine  and  Surgery  University 
of  Santo  Tomas,  Manila,  Philippines. 
He  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  Oswego  and  the 
Medical  Society  of  the  State  of  New 
York. 


Harold  Friedlander,  MD,  Miami,  Flori- 
da. Died  May  15,  1989;  age  87.  Dr 
Friedlander  was  a 1929  graduate  of 
New  York  Medical  College.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Queens  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Jacob  Savin  Garber,  MD,  Forest  Hills. 
Died  August  18,  1989;  age  85.  Dr 
Garber  was  a 1 929  graduate  of  the  Uni- 
versity of  Maryland  School  of  Medi- 
cine. He  was  a member  of  the  American 
Academy  of  Family  Physicians,  the 
Medical  Society  of  the  County  of 
Queens,  and  the  Medical  Society  of  the 
State  of  New  York. 

Peter  F.  Gaston,  MD,  Forest  Hills.  Died 
September  25,  1989;  age  75.  Dr  Gaston 
was  a 1938  graduate  of  the  Orvosi  Fa- 
kultas  Tudomanyegyetem,  Budapest, 
Hungary.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and 
Neurology.  He  was  a member  of  the 
American  Psychiatric  Association,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Fred  William  Geib,  MD,  Hilton  Head, 
South  Carolina.  Died  September  1, 
1989;  age  86.  Dr  Geib  was  a 1928  grad- 
uate of  the  Johns  Hopkins  University 
School  of  Medicine.  He  was  a Diplo- 
mate of  the  American  Board  of  Sur- 
gery. He  was  a member  of  the  New 
York  Academy  of  Medicine,  the  Medi- 
cal Society  of  the  County  of  Monroe, 
and  the  Medical  Society  of  the  State  of 
New  York. 

A.  Lilian  A.  Gilbert,  MD,  New  York. 
Died  September  10,  1989;  age  85.  Dr 
Gilbert  was  a 1930  graduate  of  the 
Johns  Hopkins  University  School  of 
Medicine.  She  was  a Diplomate  of  the 
American  Board  of  Pediatrics.  Her 
memberships  included  the  New  York 
Academy  of  Medicine,  the  American 
Thoracic  Society,  the  New  York  Coun- 
ty Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Stephen  W.  Giorlando,  MD,  Howard 
Beach.  Died  September  19,  1989;  age 
69.  Dr  Giorlando  was  a 1943  graduate 


of  the  State  University  of  New  York 
Health  Science  Center  at  Brooklyn.  He 
was  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists  and 
a Qualified  Fellow  of  the  International 
College  of  Surgeons.  He  was  a member 
of  the  American  Geriatrics  Society,  the 
Medical  Society  of  the  County  of 
Kings,  and  the  Medical  Society  of  the 
State  of  New  York. 

William  Howard  Godsick,  MD,  Roslyn. 
Died  March  3,  1989;  age  89.  Dr  God- 
sick  was  a 1923  graduate  of  the  New 
York  University  School  of  Medicine. 
He  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists,  and  a 
Qualified  Fellow  of  the  International 
College  of  Surgeons.  He  was  a member 
of  the  New  York  County  Medical  Soci- 
ety and  the  Medical  Society  of  the 
State  of  New  York. 

Edward  N.  Goldstein,  MD,  Cranburg, 
New  Jersey.  Died  July  28, 1989;  age  79. 
Dr  Goldstein  was  a 1936  graduate  of 
the  New  York  University  School  of 
Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Otolaryngology 
and  a Qualified  Fellow  of  the  Interna- 
tional College  of  Surgeons.  He  was  a 
member  of  the  American  Academy  of 
Otolaryngology,  the  Medical  Society  of 
the  County  of  Kings,  and  the  Medical 
Society  of  the  State  of  New  York. 

Herman  S.  Goodman,  MD,  Bradenton, 
Florida.  Died  September  12,  1989;  age 
88.  Dr  Goodman  was  a 1926  graduate 
of  the  New  York  Medical  College.  His 
memberships  included  the  American 
Psychiatric  Association,  the  American 
Academy  of  Neurology,  the  Medical 
Society  of  the  County  of  Kings,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Royal  Marwin  Howard,  MD,  Staten  Is- 
land. Died  September  3,  1989;  age  67. 
Dr  Howard  was  a 1945  graduate  of  the 
New  York  University  School  of  Medi- 
cine. He  was  a Diplomate  of  the  Ameri- 
can Board  of  Ophthalmology  and  a Fel- 
low of  the  American  College  of 
Surgeons.  His  memberships  included 


DECEMBER  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  697 


the  New  York  Ophthalmology  Society, 
the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Rich- 
mond County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Erwin  Jessei,  MD,  Floral  Park.  Died 
September  7,  1989;  age  82.  Dr  Jessei 
was  a 1931  graduate  of  the  Friedrich- 
Wilhelms  Universitaet  Medizinische 
Fakultaet,  Berlin,  Germany.  He  was  a 
Diplomate  of  the  American  Board  of 
Ophthalmology.  His  memberships  in- 
cluded the  New  York  Society  for  Clini- 
cal Ophthalmology,  the  American 
Academy  of  Ophthalmology  and  Oto- 
laryngology, the  Medical  Society  of  the 
County  of  Queens,  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Eugene  Howard  Kagan,  MD,  Syracuse. 
Died  July  5,  1989;  age  60.  Dr  Kagan 
was  a 1956  graduate  of  the  Medizin- 
ische Fakultaet  der  Universitaet  Zu- 
rich, Zurich,  Switzerland.  He  was  a 
Diplomate  of  the  American  Board  of 
Pathology  and  a Fellow  of  the  Ameri- 
can College  of  Pathologists.  He  was  a 
member  of  the  American  Society  of 
Clinical  Pathologists,  the  Onondaga 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Robert  L.  Klupt,  MD,  Southbury,  Con- 
necticut. Died  November  22,  1988;  age 
85.  "Dr  Klupt  was  a 1925  graduate  of 
Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  a Fellow  of 
the  American  College  of  Chest  Physi- 
cians. He  was  a member  of  the  New 
York  Cardiological  Society,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Harold  Koretz  MD,  Avoca.  Died  August 
9,  1989;  age  79.  Dr  Koretz  was  a 1934 
graduate  of  Wayne  State  University 
School  of  Medicine,  Detroit.  He  was  a 
Diplomate  of  the  American  Board  of 
Internal  Medicine.  He  was  a member  of 
the  Steuben  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

Joseph  Korn,  MD,  Brooklyn.  Died  Au- 
gust 25,  1989;  age  83.  Dr  Korn  was  a 


1930  graduate  of  the  New  York  Medi- 
cal College.  He  was  a Diplomate  of  the 
American  Board  of  Family  Practice 
and  a Fellow  of  the  American  Academy 
of  Family  Physicians.  His  memberships 
included  the  New  York  Cardiological 
Society,  the  Medical  Society  of  the 
County  of  Kings,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Harold  William  Lovell,  MD,  Nokomis, 
Florida.  Died  May  13,  1989;  age  85.  Dr 
Lovell  was  a 1929  graduate  of  the  Uni- 
versity of  Michigan  Medical  School, 
Ann  Arbor.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and 
Neurology  and  a Fellow  of  the  Ameri- 
can College  of  Physicians.  His  member- 
ships included  the  New  York  Academy 
of  Medicine,  the  American  Academy  of 
Neurology,  the  American  Psychiatric 
Association,  the  American  Geriatrics 
Society,  the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

David  L.  MacDonell,  MD,  Ocean  Beach. 
Died  September  4,  1989;  age  65.  Dr 
MacDonell  was  a 1949  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  He  was  a 
member  of  the  American  Academy  of 
Family  Physicians,  the  Suffolk  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

William  Francis  Mitty,  Jr,  MD,  New 

York.  Died  August  9,  1989;  age  67.  Dr 
Mitty  was  a 1946  graduate  of  the  New 
York  University  School  of  Medicine. 
He  was  a Diplomate  of  the  American 
Board  of  Surgery  and  a Fellow  of  the 
American  College  of  Surgeons  and  the 
American  College  of  Gastroenterology. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the  New 
York  State  Surgical  Society,  the  New 
York  Gastroenterological  Society,  the 
American  Geriatrics  Society,  the 
American  Trauma  Society,  the  Ameri- 
can Gastro-Enterological  Association, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

James  P.  Riordan,  MD,  Orchard  Park. 
Died  September  11,  1989;  age  79.  Dr 
Riordan  was  a 1937  graduate  of 


Georgetown  University  School  of 
Medicine.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Erie 
and  the  Medical  Society  of  the  State  of 
New  York. 

Asa  Paul  Ruskin,  MD,  Brooklyn.  Died 
September  26,  1989;  age  60.  Dr  Ruskin 
was  a 1957  graduate  of  the  Universite 
de  Paris  VI,  Paris,  France.  He  was  a 
Diplomate  of  the  American  Board  of 
Physical  Medical  and  Rehabilitation 
and  a Fellow  of  the  American  College 
of  Physicians.  His  memberships  includ- 
ed the  New  York  Academy  of  Medi- 
cine, the  New  York  Society  for  Physi- 
cal Medicine  and  Rehabilitation,  the 
American  Academy  of  Neurology,  the 
American  Geriatrics  Society,  the  Med- 
ical Society  of  the  County  of  Kings,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Gordon  E.  Shull,  MD,  Elmira.  Died  Au- 
gust 31,  1989;  age  71.  Dr  Shull  was  a 
1944  graduate  of  the  State  University 
of  New  York  Health  Science  Center  at 
Brooklyn.  He  was  a member  of  the 
American  Academy  of  Family  Physi- 
cians, the  Medical  Society  of  the  Coun- 
ty of  Chemung,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Franklin  H.  Westcott,  MD,  San  Diego, 
California.  Died  July  19,  1989;  age  87. 
Dr  Westcott  was  a 1 927  graduate  of  the 
State  University  of  New  York  Upstate 
College  of  Medicine,  Syracuse.  He  was 
a Fellow  of  the  American  College  of 
Physicians.  His  memberships  included 
the  New  York  Academy  of  Medicine, 
the  Pan  American  Medical  Associa- 
tion, the  American  Academy  of  Aller- 
gy, the  American  Academy  of  Com- 
pensation Medicine,  Inc,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Joel  Vaughan  Woodruff,  MD,  Albany. 
Died  September  18,  1989;  age  46.  Dr 
Woodruff  was  a 1969  graduate  of  the 
Philadelphia  College  of  Osteopathic 
Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and 
Neurology.  He  was  a member  of  the 
American  Neurological  Association, 
the  Medical  Society  of  the  County  of 
Albany,  and  the  Medical  Society  of  the 
State  of  New  York. 


698  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/DECEMBER  1989 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


INDEX 

Volume  89 
January-December 

1989 


Editor: 

Pascal  James  Imperato,  md 


Published  by  the 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
PO  Box  5404 
420  Lakeville  Road 
Lake  Success,  NY  11042 


DECEMBER  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  699 


ISSUE 


NUMBER 


PAGES 


January 

1 

1-54 

February 

2 

55-128 

March 

3 

129-194 

April 

4 

195-250 

May 

5 

251-312 

June 

6 

313-380 

July 

7 

381-442 

August 

8 

443-502 

September 

9 

503-552 

October 

10 

553-600 

November 

11 

601-648 

December 

12 

649-712 

CC  = Clinical  Conference 

CPC  = Clinicopathologic  Conference 

CR  = Case  Report 

ED  = Editorial  Commentary 


CLASSIFICATION  CODES 

EP  = Essay  in  Pediatrics 
ER  = Essay  Review 
HIST  = History  of  Medicine 


LE  = Letter  to  the  Editor 

LEN  = Leads  from  Epidemiology  Notes 

NF  = News  Feature 


SUBJECT  INDEX 


Abortion 

The  wickedest  woman  in  New  York  (ER), 
296 

Abuse 

(see  Human  abuse,  Child  abuse,  Elder 
abuse,  Sexual  abuse,  Spouse  abuse) 

Acaricides 

Seizures  are  a potential  side  effect  of  DEET 
use  (NF),  695 

Acne 

Isotretinoin — an  effective  yet  teratogenic 
drug  (NF),  374 

Water-soluble  vitamin  A proves  less  toxic 
(NF),  375 

Acquired  Immunodeficiency  syndrome 

AIDS  among  New  York  State  children 
(LEN),  188 

AIDS  educational  material  may  increase 
rather  than  reduce  fear  of  AIDS  victims 
(NF),  309 

AIDS  in  New  York  State:  An  update  (LEN), 
589 

AZT  now  being  distributed  free  to  children 
with  AIDS  (NF),  695 

Battling  AIDS  through  behavior 
modification  (NF),  108 

Current  challenges  of  AIDS  in  New  York 
City,  517 

Designated  care  programs  for  patients  with 
AIDS  and  HIV  related  illnesses  in 
designated  care  centers  (LEN),  542 

Distribution  of  experimental  AIDS  drug  DDI 
increases  (NF),  695 

FDA  expands  testing  of  anti-AIDS  drugs 
(NF),  548 

HIV  partner/contact  notification  assistance 
programs  (LEN),  636 

Human  immunodeficiency  virus  infection  in 
a cohort  of  intravenous  drug  users  in 
New  York  City:  Demographic, 
behavioral,  and  clinical  features,  506 

Pressure  from  AIDS  patients  and  a growing 
market  lead  to  AZT  price  reduction  (NF), 
644 

Risk  of  HIV  transmission  through  blood 
transfusions  is  decreasing  (NF),  695 

Survey  assesses  AIDS  on  college 
campuses  (NF),  438 

Acute  myocardial  Infarction 

Strategies  for  preventing 

thromboembolism  in  patients  with  acute 
myocardial  infarction  (ED),  381 


Adolescent  health 

Abuse  of  the  adolescent,  156 

Adult  day  care 

Adult  day  care  centers  for  elderly  patients 
(LE),  96 

AIDS 

(see  Acquired  immunodeficiency 
syndrome) 

Air  travelers 

Illness  among  commercial  air  travelers  is 
more  common  on  the  ground  (NF),  308 

Alcohol 

Alcohol  abuse:  Opportunities  for 
prevention  (LEN),  588 
Alcohol  and  public  health:  Implications  for 
New  York  State  (LEN),  490 
Public  health  perspective  on  alcohol  abuse 
(LEN),  540 

Alternative  health  care  delivery  systems 

Increasing  physician  participation  in 
alternative  delivery  systems  (NF),  109 
Alzheimer’s  disease 

Alzheimer's  disease  and  other  dementias 
registry  (LEN),  298 
American  Dental  Association 

American  Dental  Association  urges 
dentists  to  become  more  aware  of  child 
abuse  (NF),  191 

American  Medical  Association 

Unpublished  research  data  may  obscure 
important  findings  (NF),  438 
Amoxicillin/clavulanate  potassium 
Cholestatic  hepatitis  after  therapy  with 
amoxicillin/clavulanate  potassium  (CR), 
355 
Anemia 

High  hopes  for  new  anemia  drug  (NF),  499 
Animal  experimentation 

Animal  experimentation  for  medical 
research  (committee  report),  67 1 

Anorexia  nervosa 

Anorexia  nervosa:  The  destructive  pursuit 
of  thinness,  166 
Arteriovenous  fistula 

Renal  arteriovenous  fistula  in  the  setting  of 
subacute  bacterial  endocarditis  (CR), 
530 

Arteriovenous  malformations 

Determination  of  cerebral  blood  flow  in  an 
arteriovenous  malformation  using 
SPECT  scanning  (CR),  627 


Arthritis 

Infectious  arthritides  (LEN),  300 

Associated  Medical  Schools  of  New  York 

Education  of  physicians  and  the  health  of 
New  York:  Associated  Medical  Schools 
of  New  York  position  paper  on  the 
mission  and  responsibilities  of  medical 
schools  and  academic  health  centers  in 
New  York  State,  462 

Asthma 

Asthma  in  Timisoara:  Diary  of  a glimpse  at 
the  Romanian  medical  system,  283 

Atherosclerosis 

Menopause  is  associated  with  an  increased 
risk  of  atherosclerosis  (NF),  308 

Azidothymidine 

AZT  now  being  distributed  free  to  children 
with  AIDS  (NF),  695 

Pressure  from  AIDS  patients  and  a growing 
market  lead  to  AZT  price  reduction  (NF), 
644 

Babesiosis 

Selected  tickborne  infections:  A review  of 
Lyme  disease,  Rocky  Mountain  spotted 
fever,  and  babesiosis,  320 

Ticks,  Lyme  disease,  and  spotted  fever 
(ED),  313 

Bacteremia 

High  tech  yields  new  treatment  for  bacterial 
infections  (NF),  644 

Meningitis  following  bacteremia  with 
Streptococcus  sanguis  (CR),  625 

Bacterial  infections 

High  tech  yields  new  treatment  for  bacterial 
infections  (NF),  644 

Bicycle  helmets 

Bicycle  helmets  greatly  reduce  risk  of  head 
and  brain  injury  suffered  in  accidents 
(NF),  498 

Bile  duct  obstruction 

Common  duct  stone  with  associated 
Clonorchis  sinensis  infection  (CR),  480 

Birth  outcomes 

Birth  outcomes  in  New  York  State  (LEN), 
687 

Birth  outcomes  for  infants  of  drug  abusing 
mothers,  256 

Bladder 

Dose-response  relationship  demonstrated 
between  cigarette  smoking  and 
histologic  changes  in  the  urinary  bladder 
(NF),  597 

Vesical  calculus,  lithotrity,  and  Napoleon  III 
(HIST),  472 


700  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/DECEMBER  1989 


Blindness 

Transient  cortical  blindness  following  an 
acute  hypotensive  event  in  the 
postpartum  period  (CR),  682 

Blood  transfusions 

Risk  of  HIV  transmission  through  blood 
transfusions  is  decreasing  (NF),  695 
Transfusion  reactions  (CC),  264 

Books  received,  annotations  of,  246,  373 

Books  reviewed 

AIDS:  A Guide  for  the  Primary  Physician 
(Holmes  and  Motulsky,  eds.),  494 
Assuring  Quality  Outpatient  Care  for 
Children.  Guidelines  and  a Management 
System  (Cook  and  Heidt),  303 
Atlas  of  CO 2 Laser  Surgical  Techniques 
(Lanzafame  and  Hinshaw,  eds.),  436 
Atlas  of  Surgical  Operations  (Zollinger,  Jr. 
and  Zollinger),  436 

Beginning  Child  Psychiatry  (Adams  and 
Fras),  302 

Caring  for  the  Disabled  Elderly  (Rivlin  and 
Wiener),  370 

Child  Sexual  Abuse:  A Handbook  for  Health 
Care  and  Legal  Professionals  (Schetky 
and  Green),  184 

Chinese  Medicine:  Its  History,  Philosophy  & 
Practice,  & Why  It  May  One  Day 
Dominate  the  Medicine  of  the  West 
(Porkert  and  Ullmann),  545 
Clinical  Imperatives  in  Surgery  and 
Orthopaedics  (Domisse  and  Lindeque, 
eds.),  435 

Clinical  Problems,  Injuries  and 

Complications  of  Gynecologic  Surgery 
(Nichols,  ed.),  436 

Colour  Atlas  of  Dermatology  ( Bhutani),  495 
Colour  Atlas  of  Sexually  Transmitted 
Diseases  (Bhutani),  546 
Common  Skin  Disorders:  A Physician's 
Illustrated  Manual  with  Patient 
Instruction  Sheets  (Epstein),  305 
Comprehensive  Review  in  Toxicology 
(Bryson),  594 

Critical  Care  Obstetrics  (Clark,  Phelan,  and 
Cotton),  242 

Current  Trends  in  Urology  ( Resnick,  ed.), 
592 

Data  Analysis  for  Clinical  Medicine:  The 
Quantitative  Approach  to  Patient  Care  in 
Gastroenterology  (Chalmers,  ed.),  691 
Diagnosis  and  Management  of  Renal 
Disease  and  Hypertension  (Mandal  and 
Jennette),  304 

Diagnosis  and  Treatment  of  Muscle  Pain 
(Kraus,  ed.),  693 

Diseases  of  the  Colon,  Rectum,  and  Anal 
Canal (Kirsner  and  Shorter,  eds.),  495 
Doctor  as  a Person,  The  (Eys  and 
McGovern,  eds.),  690 
Doctors.  The  Biography  of  Medicine 
(Nuland),  371 

Dr  Eden 's  Healthy  Kids:  The  Essential  Diet, 
Exercise,  and  Nutrition  Program  (Eden), 
641 

Drug  Interactions  Index  ( Weibert  and 
Norcross),  546 

Essential  Book  of  Traditional  Chinese 
Medicine,  The.  Volume  I:  Theory 
(Yanchi),  593 

Essential  Book  of  Traditional  Chinese 
Medicine,  The.  Volume  II:  Clinical 
Practice  (Yanchi),  593 
Exercise  and  Sport  Sciences  Reviews 
(Pandolf,  ed.),  496 


General  Surgery:  Review  and  Assessment 
(Stillman),  434 

Health  Services  Administration:  Education 
and  Practice  (Lorentzen  and  Roemer), 
306 

Hernia  Repair  Without  Disability 
(Lichtenstein),  243 

Heterosexual  Transmission  of  AIDS  in 
Africa,  The  (Koch-Weser  and 
Vanderschmidt,  eds.),  642 
History  of  Medicine  (Greene,  ed.),  643 
If  You  Can 't  Remember  Please  Don 't 
Forget  ( Deas),  364 
Infective  Disease  in  Primary  Care:  A 
Symptomatic  Approach  (Hull),  243 
Intensive  Care  Medicine  ( Rippe,  Irwin, 
Alpert,  and  Dalen,  eds.),  105 
Interventional  Radiology  (Castaneda- 
Zuniga  and  Tadavarthy,  eds.),  544 
Judging  Medicine  (Annas),  427 
Life-Sustaining  Treatment:  Making 

Decisions  and  Appointing  a Health  Care 
Agent,  97 

Linear  Growth  Retardation  in  Less 
Developed  Countries  (Waterlow),  303 
Liver  Tumors:  Multidisciplinary 
Management!, Hodgson,  ed.),  496 
Long  Term  Health  Care:  Providing  a 
Spectrum  of  Services  to  the  Aged 
(Brickner,  Lechich,  Lipsman,  and 
Scharer),  105 

Management  of  the  Frail  Elderly  by  the 
Health  Care  Team  (Walsh,  Tsukuda,  and 
Miller),  369 

Manual  of  Clinical  Oncology  (Sherman, 
Caiman,  Eckhardt,  Elsebai,  Firat, 
Hossfeld,  Paunier,  and  Salvadori,  eds.), 
244 

M.D.:  Doctors  Talk  About  Themselves 
(Pekkanen),  487 

Medical  Ethics  and  the  Elderly:  A Case 
Book  (Waymack  and  Taler),  369 
Medical  Toxicology.  Diagnosis  and 
Treatment  of  Human  Poisoning 
(Ellenhorn  and  Barceloux),  304 
Moodswing ( Fieve),  640 
Occupational  Back  Pain;  Spine:  State  of 
the  Art  Reviews  ( Deyo),  106 
Oculoplastic,  Orbital  and  Reconstructive 
Surgery(Hornblass,  ed.),  435 
Otolaryngology.  Head  and  Neck  Surgery: 
Principles  and  Concepts  (Templer  and 
Davis,  eds.),  242 

Pediatric  Head  Injuries:  A Handbook 
(Amacher),  592 

Perfecting  the  World:  The  Life  and  Times  of 
Dr.  Thomas  Hodgkin,  1798-1 866  (Kass 
and  Kass),  497 

Physician's  Guide  to  Insulin-Dependent 
( Type  f]  Diabetes:  Diagnosis  and 
Treatment  (The  American  Diabetes 
Association,  Inc.),  691 
Physician's  Guide  to  Non-Insulin- 
Dependent  (Type  If)  Diabetes:  Diagnosis 
and  Treatment  (The  American  Diabetes 
Association,  Inc.),  692 
Piece  of  My  Mind,  A.  America 's  Doctors 
Share  Their  Most  Dramatic,  Inspiring, 
and  Moving  Experiences  (Dan  and 
Young,  eds.),  690 

Post-Traumatic  Therapy  and  Victims  of 
Violence  ( Ochberg,  ed.),  495 
Preventing  Emergency  Malpractice  (Fish 
and  Ehrhardt),  643 

Principles  of  Surgical  Technique.  The  Art  of 
Surgery  (Wind  and  Rich),  242 
Psychiatric  Treatment  of  Alzheimer's 
Disease,  37 1 

Psychiatry  and  Mental  Health  Science 
Handbook  (Thomas  and  Lindenthal, 
eds.),  594 


Rationing  Medicine  ( Blank),  37 1 
Rationing  of  Medical  Care  for  the  Critically 
///( Strosberg,  Fein,  and  Carroll,  eds.), 
595 

Rehabilitation  of  Athletic  Injuries:  An  Atlas 
of  Therapeutic  Exercise  (Torg,  Vesgo, 
and  Torg),  106 

Remember  Me.  A Collection  of  Poems 
(Anderson),  244 

Renewing  the  Promise:  Medicare  and  Its 
Reform  (Blumenthal,  Schlesinger,  and 
Drumheller,  eds.),  544 
Research  and  the  Ageing  Population  (Ciba 
Foundation),  370 

Resources  in  Medical  History.  On  Insanity 
and  Its  Classification  (Chiarugi),  245 
Responsible  Physician,  The:  Standards  of 
Excellence  and  the  Critically  III  Patient 
(Wolf,  Jr.,  Hamolsky,  Kutscher,  and 
Muraszko,  eds.),  595 
Self  in  the  System,  The:  Expanding  the 
Limits  of  Family  Therapy  ( Nichols),  107 
Selling  or  Buying  a Medical  Practice 
(Shaub),  544 

Social  Learning  and  Systems  Approaches 
to  Marriage  and  the  Family  (Peters  and 
McMahon),  306 

Solving  Common  Pediatric  Problems:  An 
Algorithm  Approach  (Margolis),  303 
Sometimes  God  Has  a Kid's  Face  (Ritter), 
182 

Surgery  for  the  Morbidly  Obese  Patient 
(Deitei,  ed.),  693 

Surgical  Infectious  Diseases  (Howard  and 
Simmons,  eds.),  434 
Surrogate  Parenting:  Analysis  and 
Recommendations  for  Public  Policy,  97 
Synopsis  of  Cardiac  Physical  Diagnosis 
(Abrams,  ed.),  692 

Textbook  of  Diagnostic  Medicine  (Samiy, 
ed.),  107 

Transcendence  of  Loss  Over  the  Life  Span 
(Weenolsen),  594 

Transplantation  in  New  York  State:  The 
Procurement  and  Distribution  of  Organs, 
97 

Trauma  (Mattox,  Moore,  and  Feliciano, 
eds.),  592 

Treatment  of  Psychiatric  Disorders,  The 
(Reid),  641 

Understanding  the  Alcoholic's  Mind:  The 
Nature  of  Craving  and  How  to  Control  It 
(Ludwig),  494 

Unlocking  the  Family  Door:  A Systemic 
Approach  to  the  Understanding  and 
Treatment  of  Anorexia  Nervosa  (Stierlin 
and  Weber),  640 

When  Doctors  Get  Sick  (Mandell  and  Spiro, 
eds.),  487 

When  Living  Hurts.  Directives  for  Treating 
Depression  (Yapko),  305 
Wickedest  Woman  in  New  York,  The: 
Madame  Restell,  the  Abortionist 
(Browder),  296 

Worse  Than  the  Disease:  Pitfalls  of  Medical 
Progress  (Dutton),  547 

Breast  cancer 

Needle  localization  of  occult  breast  cancer 
and  subsequent  management  (LE),  361 
Occult  breast  cancer  in  two  community 
hospitals  in  New  York  State,  612 
Promising  new  diagnostic  tool  for  early 
detection  of  breast  cancer  (NF),  644 
Role  of  community  hospitals  in  the 
detection  of  occult  breast  cancer  (ED), 
602 


DECEMBER  1989/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  701 


Breast  reconstruction 

Chest  wall  deformity  following  expansion 
of  irradiated  soft  tissue  for  breast 
reconstruction  (CR),  419 

Burn  injuries 

Burn  injuries  and  deaths  (LEN),  299 
Campylobacter  fetus 

Campylobacter  fetus  as  a pulmonary 
pathogen  in  man:  Case  report  of  post- 
pneumonectomy empyema  (CR),  90 
Cancer 

Cancer  control  intervention  using  available 
data  bases  (LEN),  104 
Cancer  incidence  among  Native  Americans 
in  New  York  State  (LEN),  541 
Cancer  incidence  in  five  continents  (LEN), 
432 

Changing  trends  in  malignant  melanoma  in 
New  York  State  (LEN),  239 
Childhood  central  nervous  system  tumors 
(LEN),  638 

Cigarette  smoking  and  passive  smoking 
linked  to  cervical  cancer  (NF),  308 
Clinical  value  of  fine  needle  aspiration 
biopsy  in  a patient  with  medullary  thyroid 
carcinoma  and  pseudofollicular 
carcinoma  (CR),  527 
Detecting  malignant  lesions  with  skin 
surface  microscopy  (NF),  499 
Development  of  multiple  carcinomas  in  a 
long  term  survivor  of  Wegener’s 
granulomatosis  treated  with 
immunosuppressive  drugs  (CR),  680 
Malignant  lymphoma  presenting  with 
severe  hypercalcemia  (CR),  533 
Malignant  melanoma  of  the  anal  canal  (CR), 
291 

Needle  localization  of  occult  breast  cancer 
and  subsequent  management  (LE),  36 1 
New  findings  confirm  early-warning  sign  of 
cancer  relapse  (NF),  438 
Occult  breast  cancer  in  two  community 
hospitals  in  New  York  State,  612 
Prophylactic  dentistry  can  help  reduce  oral 
complications  of  cancer  therapy  (NF), 
548 

Role  of  community  hospitals  in  the 
detection  of  occult  breast  cancer  (ED), 
602 

Sarcoidosis  of  the  thyroid  clinically 
mimicking  malignancy  (CR),  578 
Sloan-Kettering  targets  women  in  new  ad 
campaign  (NF),  108 
Testicular  malignancy  associated  with 
massive  inguinal  adenopathy  and  life 
threatening  hemorrhage  (CR),  482 
Cardiac  arrest 

Resuscitation  of  cardiac  arrest  victims  by 
advanced  life  support  units  in  Monroe 
County,  New  York,  652 
Cardiopulmonary  resuscitation 

Resuscitation  of  cardiac  arrest  victims  by 
advanced  life  support  units  in  Monroe 
County,  New  York,  652 
Carotid  body  tumors 

Pulsed  Doppler-ultrasonic  diagnosis  of 
carotid  body  tumor  (CR),  580 
Carpal  tunnel  syndrome 

Frequency  of  work-related  carpal  tunnel 
syndrome  may  be  underestimated  (NF), 
598 
Cataracts 

Laser  may  improve  early  detection  of 
cataracts  (NF),  375 

Cause  of  death 

Clinical  causes  of  death  of  elderly  patients 
in  a long  term  health  care  facility  (LE), 

538 


Mortality  patterns  among  a Native 

American  population  in  New  York  State, 
557 

Central  nervous  system  tumors 

Childhood  central  nervous  system  tumors 
(LEN),  638 

Cervical  cancer 

Cigarette  smoking  and  passive  smoking 
linked  to  cervical  cancer  (NF),  308 

Cesarean  births 

Cesarean  childbirth  in  New  York  State 
(LEN),  186 

Child  abuse 

Abuse  of  the  adolescent,  156 
Abuse  of  the  child  and  anxiety  in  the  adult, 
138 

American  Dental  Association  urges 
dentists  to  become  more  aware  of  child 
abuse  (NF),  191 

Child  abuse:  The  physician's  responsibility, 
152 

Child  abuse:  Where  are  we  going?  (ED), 

133 

Child  sexual  abuse  (ER),  184 
Clinical  picture  of  child  abuse  is  changing 
(NF),  190 

Confronting  child  abuse  and  neglect  in  New 
York  State,  163 
Fetal  neglect  and  abuse,  148 
Future  effects  of  abuse  differ  from  child  to 
child  (NF),  191 

Health  care  practitioners  face  malpractice 
charges  for  failure  to  report  child  abuse 
(NF),  190 

Ipecac  poisoning:  Know  the  symptoms  that 
suggest  child  abuse  (NF),  190 
Need  for  physicians  to  recognize  sexual 
abuse  in  children  (ED),  131 
Physician’s  management  of  child 

maltreatment  (committee  report),  168 
Public  disclosure  of  private  information 
about  victims  of  abuse  (NF),  191 
Secondary  syphilis  in  a prepubertal  child: 
Differentiating  condylomata  lata  from 
condylomata  acuminata  (CR),  180 
Sexual  abuse  of  boys  (ED),  132 
Training  pediatric  residents  to  recognize 
and  manage  child  abuse  (NF),  1 9 1 
"While  we  have  time,  let  us  do  good”  (ER), 
182 

Children’s  health 

Acute  renal  failure  in  children:  Etiology, 
diagnosis,  and  management  (EP),  336 
AIDS  among  New  York  State  children 
(LEN),  188 

AZT  now  being  distributed  free  to  children 
with  AIDS  (NF),  695 

Birth  outcomes  for  infants  of  drug  abusing 
mothers,  256 

Birth  outcomes  in  New  York  State  (LEN), 
687 

Child  abuse:  Where  are  we  going?  (ED), 

133 

Childhood  central  nervous  system  tumors 
(LEN),  638 

Children  and  sports:  What’s  healthy,  what’s 
not  (NF),  548 

Confronting  child  abuse  and  neglect  in  New 
York  State,  163 

Crisis  in  New  York  City's  perinatal 
services,  The,  658 

Demolishing  the  lead  danger  (ED),  65 1 
Drug  use  in  pregnancy  (ED),  255 
Factors  affecting  the  health  care  of 
physicians'  children  (NF),  309 
Lead  poisoning  during  home  renovation, 

679 

Management  of  respiratory  failure  in  infants 
and  children  (EP),  664 


Need  for  physicians  to  recognize  sexual 
abuse  in  children  (ED),  131 
Preschool  eye  screening  gets  a boost  (NF), 
247 

Secondary  syphilis  in  a prepubertal  child: 
Differentiating  condylomata  lata  from 
condylomata  acuminata  (CR),  180 
Sexual  abuse  of  boys  (ED),  132 
Student  participation  in  mixed  gender 
sports  competition,  526 
Cholesterol 

GM-CSF  demonstrates  ability  to  lower 
serum  cholesterol  levels  (NF),  109 
Cigarettes 

(see  Smoking) 

Clinical  Conferences  (series) 

Transfusion  reactions,  264 
Clonorchis  sinensis 
Common  duct  stone  with  associated 
Clonorchis  sinensis  infection  (CR),  480 
Cocaine 

Cocaine  (ED),  384 

Cocaine:  General  characteristics,  abuse, 
and  addiction,  390 

Nonfatal  pulmonary  edema  following 
cocaine  smoking  (CR),  415 

Commentaries 

(see  Editorial  Commentaries) 
Commissioner  of  Health  of  New  York  State 

MSSNY  House  of  Delegates  calls  for  the 
removal  of  David  Axelrod,  md,  as 
Commissioner  of  Health  of  New  York 
State  (NF),  376 
Congenital  splenic  cysts 

Congenital  splenic  cysts  presenting  after 
blunt  abdominal  trauma  (CR),  289 
Congestive  heart  failure 

Hospital  costs,  resource  characteristics, 
and  the  dynamics  of  death  for  patients 
with  a primary  diagnosis  of  congestive 
heart  failure,  60 
Conjunctivitis 

Primary  meningococcal  conjunctivitis  (LE), 
634 

Contact  lenses 

FDA  issues  warning  to  contact  lens 
wearers  (NF),  247 

Misuse  of  disposable  contact  lenses 
increases  risk  of  corneal  infections  (NF), 
549 

Contact  notification 

HIV  partner/contact  notification  assistance 
programs  (LEN),  636 

Coronary  care 

Coronary  care  in  New  York  City  hospitals, 
199 

Crohn’s  disease 

Metastatic  Crohn’s  disease  (NF),  597 

Cyclosporine 

Cyclosporine  shows  promise  against  dry 
eye  (NF),  247 

DEET 

Seizures  are  a potential  side  effect  of  DEET 
use  (NF),  695 

Defibrillators 

Implantable  defibrillators  undergoing 
clinical  tests  (NF),  248 

Dementias 

Alzheimer's  disease  and  other  dementias 
registry  (LEN),  298 

Dentistry 

Prophylactic  dentistry  can  help  reduce  oral 
complications  of  cancer  therapy  (NF), 
548 
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Diabetes 

New  test  identifies  persons  at  risk  for 
diabetes  (NF),  498 

Diarrhea 

Peptic  ulcer  disease  presenting  as  life- 
threatening  diarrhea  following  subtotal 
colectomy  (CR),  231 

Dideoxycytidlne 

FDA  expands  testing  of  anti-AIDS  drugs 
(NF),  548 

Dldeoxyinoslne 

Distribution  of  experimental  AIDS  drug  DDI 
increases  (NF),  695 

FDA  expands  testing  of  anti-AIDS  drugs 
(NF),  548 

Dollchoectasia 

Treatment  of  dolichoectasia  of  the  middle 
cerebral  artery  with  bypass  and 
exclusion  (CR),  629 

Do-not-resuscltate  orders 

Do-not-resuscitate  law,  The  (LE),  425 
New  York  State’s  do-not-resuscitate  law 
(LE),  424 

Presumption  of  consent  in  New  York 
State’s  do-not-resuscitate  law,  69 
Reflections  on  the  New  York  do-not- 
resuscitate  law  (ED),  57 

Drug  abuse 

Birth  outcomes  for  infants  of  drug  abusing 
mothers,  256 
Cocaine  (ED),  384 

Cocaine:  General  characteristics,  abuse, 
and  addiction,  390 
Drug  use  in  pregnancy  (ED),  255 
Nonfatal  pulmonary  edema  following 
cocaine  smoking  (CR),  415 

Editorial  Commentaries 

Abdominal  tuberculosis:  A disease  poised 
for  reappearance,  252 
Acute  renal  failure,  314 
Challenge  of  change,  The,  55 
Child  abuse:  Where  are  we  going?,  133 
Cocaine,  384 

Continuing  competence  in  the  medical 
profession,  443 

Current  challenges  to  the  practice  of 
medicine,  553 

Demolishing  the  lead  danger,  65 1 
Drug  use  in  pregnancy,  255 
Elimination  of  the  requirement  for  medical 
libraries  in  hospitals,  601 
Enigma  of  extrapulmonary  tuberculosis, 
The,  251 

Flealth  problems  associated  with  urban 
poverty:  A narrowing  gap  between  the 
Third  and  First  Worlds,  649 
Fluman  abuse  through  the  ages,  129 
Idiopathic  retroperitoneal  fibrosis — past 
and  present,  503 

Impact  of  technology  on  the  clinical 
decision  making  of  house  staff,  444 
Mandatory  Medicare  assignment,  195 
Medical  malpractice  mediation  panel,  The, 
554 

Modes  of  administration  of  heparin  in 
clinical  medicine,  382 
Need  for  physicians  to  recognize  sexual 
abuse  in  children,  131 
Perestroika,  new  mental  health  legislation, 
and  Soviet  psychiatry,  135 
Reflections  on  the  New  York  do-not- 
resuscitate  law,  57 
Role  of  community  hospitals  in  the 
detection  of  occult  breast  cancer,  602 
Rural  health  care  challenge  in  New  York 
State,  The,  603 
Sexual  abuse  of  boys,  132 


Smoking  and  health:  25  years  of  progress, 

1 

Smoking  in  the  workplace:  Research  needs 
and  potential  applications,  2 
Strategies  for  preventing 

thromboembolism  in  patients  with  acute 
myocardial  infarction,  381 
Tale  of  Ondine:  A curse,  a kiss,  a clasp,  and 
a comment,  196 

Thyroid  needle  biopsy:  The  primary 
procedure,  504 

Ticks,  Lyme  disease,  and  spotted  fever, 

313 

Typhlitis,  58 

Elder  abuse 

Abuse  of  the  elderly  (LE),  484 
Abuse  of  the  elderly:  Misuses  of  power, 

159 

Elderly 

Abuse  of  the  elderly  (LE),  484 
Abuse  of  the  elderly:  Misuses  of  power, 

159 

Adult  day  care  centers  for  elderly  patients 
(LE),  96 

Clinical  causes  of  death  of  elderly  patients 
in  a long  term  health  care  facility  (LE), 
538 

Emergency  medical  services 

Information  statement  of  the  Emergency 
Medical  Services  Committee  of  the 
MSSNY  on  conflicts  between  physicians 
and  the  pre-hospital  system  (NF),  377 
Resuscitation  of  cardiac  arrest  victims  by 
advanced  life  support  units  in  Monroe 
County,  New  York,  652 
Emergency  room 

Emergency  room  visit  time:  Changes  over  a 
16-year  period,  446 
Employees’  health 

Evaluating  worksite  smoking  policies: 
Methodologic  issues,  5 
Flealth  effects  of  involuntary  smoking  in  the 
workplace,  27 

Implementing  nonsmoking  policies  in  the 
private  sector  and  assessing  their 
effects,  1 1 

Smoking  in  the  workplace:  Research  needs 
and  potential  applications  (ED),  2 

Empyema 

Late  onset  post-pneumonectomy 
empyema  (CR),  582 

Endocarditis 

Renal  arteriovenous  fistula  in  the  setting  of 
subacute  bacterial  endocarditis  (CR), 

530 

Endodermal  sinus  tumors 

Endodermal  sinus  tumor  and  benign  cystic 
teratoma  of  the  ovary  occurring 
simultaneously  (CR),  233 
Enterococcal  meningitis 

Enterococcal  meningitis:  A subacute 
presentation  (CR),  92 
Environmental  Protection  Agency 

EPA  sets  Medical  Waste  Tracking  Act  in 
motion  (NF),  375 
Epidemiology 

(see  Leads  from  Epidemiology  Notes 
(series)) 

Epoetin  alfa 

High  hopes  for  new  anemia  drug  (NF),  499 
Errata,  53,  96,  486 
Escherichia  coli 

Flemolytic  uremic  syndrome  and  verotoxin 
producing  E coli (LEN),  637 


Esophageal  dilation 

Meningitis  following  bacteremia  with 
Streptococcus  sanguis  (CR),  625 
Esophageal  obstructions 

Fleimlich  maneuver  successful  for  clearing 
esophageal  obstruction  (NF),  439 
Little  known  hazard  of  drinking  beer  (NF), 
549 

Essay  Reviews 

Body  and  soul:  Doctors  tell  all,  487 

Child  sexual  abuse,  184 

Family  portraits  from  a family  practice,  364 

Judging  medicine,  427 

Life  and  the  law,  97 

“While  we  have  time,  let  us  do  good”,  182 
Wickedest  woman  in  New  York,  The,  296 
Essays  In  Pediatrics  (series) 

Acute  renal  failure  in  children:  Etiology, 
diagnosis,  and  management,  336 
Management  of  respiratory  failure  in  infants 
and  children,  664 
Eye  disorders 

Cyclosporine  shows  promise  against  dry 
eye  (NF),  247 

Laser  may  improve  early  detection  of 
cataracts  (NF),  375 
Misuse  of  disposable  contact  lenses 
increases  risk  of  corneal  infections  (NF), 
549 

Preschool  eye  screening  gets  a boost  (NF), 
247 

Primary  meningococcal  conjunctivitis  (LE), 
634 

Facsimile  machines 

FAX  machines:  Standard  medical 
equipment?  (NF),  598 

Federation  of  State  Medical  Boards  of  the 
United  States 

Position  statement  of  The  Federation  of 
State  Medical  Boards  of  the  United 
States  on  the  assessment  of  licensed 
physicians,  226 

Fetal  rights 

Fetal  neglect  and  abuse,  148 
Fetal  therapy  and  surgery:  Fetal  rights 
versus  maternal  obligations  (committee 
report),  80 

Food  and  Drug  Administration 

FDA  approves  new  schizophrenia  drug 
(NF),  696 

FDA  expands  testing  of  anti-AIDS  drugs 
(NF),  548 

FDA  investigations  sting  pharmaceutical 
companies  (NF),  644 
Foodborne  Illness 

Foodborne  illness  in  New  York  State 
1980-1987  (LEN),  366 
Gallbladder 

Common  duct  stone  with  associated 
Clonorchis  sinensis  infection  (CR),  480 

Gastrojejunal  ulcer 

Perforation  of  a gastrojejunal  ulcer  into  the 
pericardium  (CR),  358 

Gynecology 

Trends  in  American  gynecology, 

1 800- 1 9 1 0:  A short  history  (HIST),  278 
Haemophilus  influenzae 

Haemophilus  influenzae  type  b prevention 
(LEN),  430 
Health  care  costs 

Hospital  costs,  resource  characteristics, 
and  the  dynamics  of  death  for  patients 
with  a primary  diagnosis  of  congestive 
heart  failure,  60 
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Health  care  professionals 

Health  care  practitioners  face  malpractice 
charges  for  failure  to  report  child  abuse 
(NF),  190 

Torture  and  health  care  professionals,  143 
Training  pediatric  residents  to  recognize 
and  manage  child  abuse  (NF),  1 9 1 
Health  care  system 

New  York  State’s  health  care  system: 
Selected  major  problems  and 
recommended  solutions  (special  report), 
606 

Health  Insurance 

Confidential  New  York  State  Department  of 
Health  Universal  New  York  Health  Care 
(UNY'Care)  proposal:  Medical  Society 
of  the  State  of  New  York  staff 
observations,  572 
Health  maintenance  organizations 
Increasing  physician  participation  in 
alternative  delivery  systems  (NF),  109 
Heimlich  maneuver 

Heimlich  maneuver  successful  for  clearing 
esophageal  obstruction  (NF),  439 
Hemolytic  uremic  syndrome 

Hemolytic  uremic  syndrome  and  verotoxin 
producing  E coli (LEN),  637 
Hemorrhagic  esophageal  varices 
Scrotal  ischemia  after  intravenous 
vasopressin  therapy  for  hemorrhagic 
esophageal  varices  (CR),  583 
Heparin 

Full  dose  subcutaneous  heparin  therapy, 
387 

Modes  of  administration  of  heparin  in 
clinical  medicine  (ED),  382 
Strategies  for  preventing 

thromboembolism  in  patients  with  acute 
myocardial  infarction  (ED),  381 
Hepatic  failure 

Sustained-release  nicotinic  acid  carries 
increased  risk  of  hepatic  failure  (NF), 

597 

Hepatitis 

Cholestatic  hepatitis  after  therapy  with 
amoxicillin/clavulanate  potassium  (CR), 
355 

Prevention  of  perinatal  transmission  of 
hepatitis  B (LEN),  187 
Prevention  of  perinatal  transmission  of 
hepatitis  B virus:  Prenatal  screening  of 
all  pregnant  women  for  hepatitis  B 
surface  antigen  (committee  report),  352 
Hernia 

Paraesophageal  hernia,  654 
History  of  Medicine  (series) 

Dietary  changes  and  the  decline  of  scurvy 
and  tuberculosis  in  1 9th  century  Europe, 
621 

History  of  Kashin-Beck  disease,  343, 
(HIST),  486 

History  of  the  New  York  Medical  Journal, 
403 

History  of  the  Public  Health  Association  of 
New  York  City,  467 
Role  of  physicians  in  America’s 

sterilization  movement,  1894-1925, 

169 

Short  history  of  the  quack’s  materia 
medica,  A,  520 

Trends  in  American  gynecology, 

1 800- 1 9 1 0:  A short  history,  278 
Vesical  calculus,  lithotrity,  and  Napoleon 
III,  472 

HIV 

(see  Human  immunodeficiency  virus) 


Home-infusion  companies 

Home-infusion  company  flourishes  with 
doctors’  capital  (NF),  499 

Hormone  therapy 

Consensus  on  postmenopausal  hormone 
therapy  (NF),  108 

Hospital  Association  of  New  York  State 

Position  statement  of  the  Hospital 
Association  of  New  York  State  on  the 
Report  of  the  New  York  State  Advisory 
Committee  on  Physician 
Recredentialing,  223 

Hospitals 

Coronary  care  in  New  York  City  hospitals, 
199 

Elimination  of  the  requirement  for  medical 
libraries  in  hospitals  (ED),  601 
Emergency  room  visit  time:  Changes  over  a 
16-year  period,  446 

Occult  breast  cancer  in  two  community 
hospitals  in  New  York  State,  612 
One  hospital's  experience  with  a total  ban 
on  smoking  (NF),  598 
Role  of  community  hospitals  in  the 
detection  of  occult  breast  cancer  (ED), 
602 

Smoke-free  hospital:  A smoke-free 
worksite,  38 

House  staff 

(see  Medical  education,  Internship, 
Residency) 

Human  abuse 

Abuse  of  the  adolescent,  156 
Abuse  of  the  child  and  anxiety  in  the  adult, 
138 

Abuse  of  the  elderly  (LE),  484 
Abuse  of  the  elderly:  Misuses  of  power, 

159 

American  Dental  Association  urges 
dentists  to  become  more  aware  of  child 
abuse  (NF),  191 

Anorexia  nervosa:  The  destructive  pursuit 
of  thinness,  166 

Child  abuse:  The  physician’s  responsibility, 
152 

Child  abuse:  Where  are  we  going?  (ED), 

133 

Child  sexual  abuse  (ER),  184 
Clinical  picture  of  child  abuse  is  changing 
(NF),  190 

Confronting  child  abuse  and  neglect  in  New 
York  State,  163 
Fetal  neglect  and  abuse,  148 
Future  effects  of  abuse  differ  from  child  to 
child  (NF),  191 

Health  care  practitioners  face  malpractice 
charges  for  failure  to  report  child  abuse 
(NF),  190 

Human  abuse  through  the  ages  (ED),  1 29 
Ipecac  poisoning:  Know  the  symptoms  that 
suggest  child  abuse  (NF),  190 
Need  for  physicians  to  recognize  sexual 
abuse  in  children  (ED),  131 
Perestroika,  new  mental  health  legislation, 
and  Soviet  psychiatry  (ED),  135 
Physician's  management  of  child 

maltreatment  (committee  report),  168 
Public  disclosure  of  private  information 
about  victims  of  abuse  (NF),  191 
Secondary  syphilis  in  a prepubertal  child: 
Differentiating  condylomata  lata  from 
condylomata  acuminata  (CR),  180 
Sexual  abuse  of  boys  (ED),  132 
Spouse  abuse,  141 

Torture  and  health  care  professionals,  143 
Training  pediatric  residents  to  recognize 
and  manage  child  abuse  (NF),  191 
"While  we  have  time,  let  us  do  good"  (ER), 
182 


Human  Immunodeficiency  virus 

(see  also  Acquired  immunodeficiency 
syndrome) 

Designated  care  programs  for  patients  with 
AIDS  and  HIV  related  illnesses  in 
designated  care  centers  (LEN),  542 
HIV  partner/contact  notification  assistance 
programs  (LEN),  636 

Human  immunodeficiency  virus  infection  in 
a cohort  of  intravenous  drug  users  in 
New  York  City:  Demographic, 
behavioral,  and  clinical  features,  506 
Pressure  from  AIDS  patients  and  a growing 
market  lead  to  AZT  price  reduction  (NF), 
644 

Risk  of  HIV  transmission  through  blood 
transfusions  is  decreasing  (NF),  695 

Hypercalcemia 

Malignant  lymphoma  presenting  with 
severe  hypercalcemia  (CR),  533 

Hypercholesterolemia 

Sustained-release  nicotinic  acid  carries 
increased  risk  of  hepatic  failure  (NF), 

597 

Hyperprolactinemia 

Diagnosis  of  stress-related 

hyperprolactinemia:  Evaluation  of  the 
hyperprolactinemia  rest  test,  205 

Hysterectomies 

Hysterectomies  in  New  York  State: 

1984- 1986  (LEN),  102 

Immunization 

Two-dose  measles  immunization 
recommendations  (LEN),  492 

Implants 

Growing  controversy  on  safety  of  implants 
(NF),  549 

Impotence 

Vascular  insufficiency:  A significant  factor 
in  impotence,  614 

Infectious  arthritldes 

Infectious  arthritides  (LEN),  300 

Injuries 

Bicycle  helmets  greatly  reduce  risk  of  head 
and  brain  injury  suffered  in  accidents 
(NF),  498 

Burn  injuries  and  deaths  (LEN),  299 
Lyme  disease  imitating  a sports  injury  (NF), 
498 

Wood  burning  related  injuries,  262 

International  health 

Asthma  in  Timisoara:  Diary  of  a glimpse  at 
the  Romanian  medical  system,  283 
Health  and  health  care  in  Nepal,  272 
Health  problems  associated  with  urban 
poverty:  A narrowing  gap  between  the 
Third  and  First  Worlds  (ED),  649 
History  of  Kashin-Beck  disease  (HIST),  343, 
486 

Internship 

House  staff  stress,  454 
House  staff  stress  and  the  impact  of  the 
new  regulations  on  postgraduate 
medical  education  (LE),  684 
Impact  of  the  new  code  regulations  on 
postgraduate  medical  education  in  New 
York  State,  457 

Interstitial  fibrosis 

Pulmonary  hypertrophic  osteoarthropathy 
as  the  initial  manifestation  of  interstitial 
fibrosis  (CR),  234 

Intestinal  perforation 

Temporal  arteritis  and  intestinal 

perforation:  Report  of  three  cases  (CR), 
476 
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Intravenous  drug  users 

Human  immunodeficiency  virus  infection  in 
a cohort  of  intravenous  drug  users  in 
New  York  City:  Demographic, 
behavioral,  and  clinical  features,  506 

Isotretinoin 

Isotretinoin — an  effective  yet  teratogenic 
drug  (NF),  374 

Jugular  venous  ectasia 

Ultrasound  diagnosis  of  jugular  venous 
ectasia  (CR),  532 

Kashin-Beck  disease 

History  of  Kashin-Beck  disease  (HIST),  343, 
486 

Kashin-Beck  disease  (LE),  585 

Lead  poisoning 

Demolishing  the  lead  danger  (ED),  65 1 
Lead  poisoning  during  home  renovation, 
679 

Leads  from  Epidemiology  Notes  (series) 
AIDS  among  New  York  State  children,  188 
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( FOR  MY  ) 

PATIENTS 

^ NUMBER  11/1989  ^ 


STAY  AWAY  FROM  OLE’ 
SKULL  AND  CROSSBONES 

Dear  Patient: 

This  year  across  the  USA  an  estimated  135,000  children  under  the  age  of  five  will 
be  the  victims  of  accidental  poison  ingestion,  but  the  number  of  deaths  resulting 
from  accidental  poisoning  have  declined  nearly  80%  since  1972.  This  good  news 
is  a direct  result  of  a greater  dissemination  of  information  about  household  poisons. 


Who’s  at  Risk? 

Children  five  years  old  and  younger  are 
especially  prone  to  accidental  poisoning, 
because  they  are  constantly  exploring 
and  investigating  their  surroundings.  This 
natural  inquisitiveness  is  the  way 
youngsters  learn  and  should  never  be 
discouraged.  But  children  often  taste 
many  of  the  items  they  pick  up.  A number 
of  substances  found  in  the  household 
which  children  come  in  contact  on  a day- 
to-day  basis  are  harmful  or  even  lethal. 

Making  the  Home  Safe 

Items  shouldn't  be  left  on  the  floor  while 
children  are  in  their  crawling  stage  of 
development.  No  matter  what  the 
object  is,  they'll  play  with  it.  And  as 
children  develop,  they  begin  to  reach  for 
things  in  open  cabinets  close  to  the  floor, 
whether  under  the  kitchen  or  bathroom 
sink.  Many  hazardous  products  such  as 
cleansers,  insecticides  and  pesticides, 
drain  cleaners,  furniture  polish,  and  other 
household  chemical  items  are  stored  in 
these  areas.  As  children  begin  to  climb, 
they  can  reach  into  medicine  cabinets  or 
onto  counter  tops.  Adults  should  never 
leave  medicine  or  household  storage 
cabinets  unattended  while  children  are 
present.  The  "little  ones”  move  fast  and 
find  themselves  in  trouble  quickly.  All 
medications  and  other  potentially  lethal 
products  should  be  safety  packaged  to 
prevent  children  from  hurting 
themselves. 

Safety  Packaging 

Safety  packaging  is  required  for  most 
dangerous  and  potentially  dangerous 
products.  The  Poison  Prevention 
Packaging  Act  requires  special  containers 
preventing  80%  of  tested  children  from 
opening  a container  within  10  minutes. 


This,  of  course,  means  that  two  children 
in  ten  may  be  able  to  open  these 
containers. 

Items  that  should  be  purchased  in  safety 
containers  are  substances  like: 

• Aspirin  and  Aspirin  Substitutes 
(Acetaminophen  and  Ibuprofen) 

• Liquid  Furniture  Polishes 

• Oil  of  Wintergreen 

• Drain  Cleaners 

• Oven  Cleaners 

• Lighter  Fluids 

• Turpentine  or  Paint  Solvents 

• Windshield  Washer  Fluids 

• Automobile  Anti-Freeze 

• Prescription  Drugs 

• Iron-Containing  Drugs 

• Dietary  Supplements 

Safety  containers  can  be  most  effectively 
used  when  the  instructions  are  read 
carefully  and  caps  or  closures  are  fastened 
tightly  and  properly.  Pharmacists  can 
demonstrate  how  these  containers  are 
opened  and  closed.  Like  most  things, 
opening  and  closing  becomes  easier  with 
practice. 

Contents  should  never  be  transferred 
from  one  container  to  another,  nor  loose 
medications  be  left  out  in  the  open.  Soft- 
drink  bottles,  cups,  drinking  glasses,  mugs 
and  other  containers  that  children 
associate  with  drinking  should  NOT  be 
used  to  store  potentially  poisonous 
substances.  This  is  not  only  a hazard  to 
children,  but  to  adults  as  well. 

How  to  Tell  When  a Child 
Has  Taken  a Poison 

It  is  not  always  easy  to  tell  when  a child  has 
ingested  a hazardous  substance,  because 
reactions  vary  from  product  to  product. 
The  child  may  become  drowsy  or  sluggish 


or  may  vomit.  But,  many  substances 
remain  around  the  mouth  and  teeth.  This 
can  help  in  identifying  the  poison.  Burns 
may  appear  on  the  lips  or  mouth  from 
corrosive  items.  The  poison  might  also  be 
identified  from  smelling  the  child  s breath. 
If  the  container  is  available,  the  instructions 
on  the  label  should  be  followed  and  then 
medical  advice  should  be  sought. 
Otherwise,  if  no  instructions  are  available, 
a physician  or  the  local  Poison  Control 
Center  should  be  consulted  immediately. 
Telephone  numbers  of  the  local 
emergency  service,  Poison  Control 
Center,  and  family  physician  should  be 
placed  by  the  phone  and  baby-sitters 
should  be  made  aware  of  these  numbers 
when  you're  away  from  home. 

If  it  becomes  necessary  to  contact  medical 
help  or  a Poison  Control  Center,  certain 
information  will  be  critical  in  finding  an 
antidote. 

• The  age  of  the  victim 

• The  weight  of  the  victim 

• Was  the  poison  swallowed,  inhaled, 
absorbed  in  the  skin,  or  splashed  into  the 
eyes? 

• What  first  aid  has  been  administered,  if 
any? 

• Has  the  victim  vomited? 

• Address  and  how  long  will  it  take  to  get 
to  the  nearest  hospital. 

The  label  of  the  product  will  need  to  be 
readily  available  for  someone  at  the  Poison 
Control  Center,  so  they  know  what 
chemical  is  involved. 

A bottle  of  ipecac  syrup  should  be  kept  in 
the  house,  even  the  house  of  grandparents 
and  great-grandparents,  to  be  used  to 
induce  vomiting  when  necessary.  Ipecac 
syrup,  however,  should  only  be  used  on  the 
advice  of  a physician  or  Poison  Control 
Center. 

Careful  thought  beforehand  is  the  best 
prevention  of  accidental  poison  ingestion. 
Preparedness  is  the  best  antidote. 


Office  Handouts  for  Your  Patients 

This  issue  of  the  New  York  State  Journal  of  Medicine  contains  another  “For  My 
Patients”  letter,  which  appears  on  the  preceding  page. 

Use  this  letter  series  to  keep  your  patients  informed  about  timely  issues  concern- 
ing diseases,  treatments  and  health  maintenance.  Simply  make  photocopies  of  the 
page  and  distribute  them  to  your  patients  with  your  newsletter  or  other  cor- 
respondence, or  place  them  in  your  reception  area  for  your  patients  to  read  and 
take  home. 

MSSNY  and  the  New  York  State  Journal  of  Medicine  have  waived  the  copyright 
for  these  handouts,  so  you  may  duplicate  them  without  permission. 

As  an  added  feature,  MSSNY  will  personalize  this  form  and  make  copies  for 
you,  at  a nominal  charge.  See  the  example  below  for  how  these  forms  would  look 
with  your  name  and  address  professionally  printed  on  them.  Use  the  order  form 
below,  and  we’ll  ship  the  personalized  forms  to  you  as  soon  as  possible. 

C FOR  MY 

PATIENTS 


Please  direct  all  inquiries 
and  orders  to  MSSNY’s 
Communications  Division 

Please  mail  coupon  and  check, 
payable  to  MSSNY,  to 

MSSNY  Communications  Division 
For  My  Patients 
P.O.  Box  5404 
420  Lakeville  Road 
Lake  Success,  NY  11042 

Please  print  or  type  your  name  as  you  would  like  it  to  appear  on  the  page. 

Name 

Address 

City,  State,  Zip 

Please  identify  the  issue  you  are  ordering  

Check  box  to  order: 

□ $20  for  100  printed  in  one  color 

□ $48  for  100  printed  in  two  colors 

□ $28  for  200  printed  in  one  color 

□ $56  for  200  printed  in  two  colors 

Please  include  appropriate  local  sales  tax,  enclose  payment  with  your  order  and 
allow  three  weeks  for  delivery. 


( } 
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Acquired 

Immunodeficiency 

Syndrome 

Current  Issues  and  Scientific  Studies 


Edited  by  Pascal  James  Imperato,  MD 

With  a foreword  by 
George  J.  Lawrence,  Jr.,  MD,  Chairman 
AIDS  Task  Force 

Medical  Society  of  the  State  of  New  York 


The  epidemic  of  acquired  immunodeficiency  syndrome  has  presented  Americans 
with  a number  of  social,  medical,  political,  and  economic  issues  that  are  now  the 
focus  of  much  public  discussion  and,  in  some  instances,  heated  debate.  The  chapters 
in  this  volume  reflect  a range  of  social  and  philosophical  challenges  posed  by  the 
epidemic  and  provide  some  stimulating  insights  from  authors  who  have  given  these 
issues  serious  thought.  Topics  covered  include  the  epidemiology  of  AIDS  in  the 
northeastern  United  States,  an  overview  of  the  problem  of  AIDS  in  Africa,  health 
education  intervention  strategies,  the  impact  of  the  epidemic  on  the  health-care 
system,  issues  related  to  HIV  antibody  testing,  and  common  and  unusual  clinical 
complications  encountered  in  the  disease.  This  book  consists  of  important  papers  on 
AIDS  published  in  the  New  York  State  Journal  of  Medicine  in  1987  and  1988. 

155  pp  + index/illustrated/1989/$39.50  ($47.40  outside  US  & Canada) 

To  order  by  phone:  (212)  620-8050  or  8051.  Major  credit  cards  accepted. 

ORDER  FORM  Clip  and  Mail 

ACQUIRED  IMMUNODEFICIENCY  SYNDROME 
[ISBN  0-306-43188-2] 

Please  send  me copies  at  $39.50  per  copy. 

To  order  by  phone:  (212)  620-8050  or  8051.  Major  credit  cards  accepted. 

Customer  Service 
Plenum  Medical  Book  Company 
233  Spring  Street 
New  York,  New  York  10013 

New  York  State  residents  should  add  appropriate  sales  tax. 

Name 

Address 
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Current  Issues  and 
Scientific  Studies 

EDITED  BY 

Pascal  James  Imperato,  W. 
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SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 


CAPT.  JOSEPH  COOPER 
412-687-7313 
COLLECT 


ORTHOPEDIC  SURGEON 

Two  orthopedists  needed  full  time  for  my  clinics  in  New 
York  State  to  perform  Orthopedic  Disability  Evaluations. 

Kick  the  hassle  of  Practice,  Hospitals,  Etc.  Enjoy 
banker’s  hours  and  maintain  high  income. 

Write  with  CV — H.  Lewis,  M.D. 

Riverfront  Medical  Services 
3155  Eggert  Rd. 

Tonawanda,  NY  14150 
phone:  (716)  832-9600 


“SELLING  PRACTICES  IS  OUR  BUSINESS’’ 

Want  to  maximize  the  return  on  your  investment?  Before  you  buy  or  sell,  call  for 
an  appraisal  to  assure  the  best  financial  and  transfer  terms.  We  are  a full 
service  practice  broker,  not  simply  a listing  service.  Since  1981,  Countrywide 
has  been  instrumental  in  helping  hundreds  of  doctors  like  yourself  buy  and  sell 
their  practices.  We  guide  you  through  the  entire  sales  process  from  initial 
meeting  to  closing.  Our  offices  serve  New  York,  New  Jersey  and  New  England. 
Countrywide  Business  Brokerage,  Inc. 

319  East  24th  Street,  Suite  23-G,  New  York,  NY  10010 
(212)  686-7902  (800)  222-7848  (203)  869-3666 


POSITIONS  WANTED 


OPTOMETRIST  seeks  full  time  association  with 
ophthalmology  practice  in  Long  Island/New 
York  City  metropolitan  area.  Experienced  in 
pre/post  operative  care,  low  vision,  contact 
lenses.  Dedicated/ Dependable/ Personable. 
Resume /references  available  upon  request. 
Call  Dr.  Alan  Levy  (516)  326-2440. 


PRACTICES  AVAILABLE 


FOR  SALE:  WOODSTOCK,  NY.  Exceptional 

opportunity:  retiring  OB/GYN  physician  and 

midwife  team  selling  very  successful  private 
practice.  Catskill  Mountain-Hudson  Valley  area, 
2 hours  from  NYC.  Peaceful  and  safe  with  ex- 
cellent schools  and  recreation.  Good  cross  cov- 
erage. Fully  equipped  office  in  large,  well  main- 
tained home  on  beautiful  property.  Long  term 
staff  will  stay  on.  Will  introduce.  Reasonable 
terms.  Immediate  high  income  potential.  Con- 
tact: Lawrence  M.  Perl,  M.D.,  FACOG  at  (518) 
943-6660. 
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Classified  Advertising 

New  York  State  Journal  of  Medicine 


GENERAL  INFORMATION 

All  classified  advertisements  are  payable  in  ad- 
vance, except  for  government  agencies  and  adver- 
tising agencies;  a 15%  commission  to  recognized 
advertising  agencies. 


Frequency:  Monthly 

Mailing  date:  7th  of  the  month 

Closing  date:  30  days  before  mailing  date 


Circulation:  28,000  (mainly  physicians  & medical  libraries) 

DISPLAY  ADVERTISING 


1 time 

6 time 

12  time 

Width 

Depth 

1 /4-page 

$650 

$600 

$550 

3-1/2" 

X 

4-7/8* 

1 /6-page 

325 

300 

275 

2-1/8" 

X 

4-7/8" 

1 /8-page 

300 

275 

250 

3-1/2" 

X 

2-3/8" 

1 /16-page 

180 

165 

150 

3-1/2" 

X 

1-1/8" 

1/ 18-page 

150 

135 

125 

2-1/8" 

X 

1-1/2" 

PARAGRAPH  ADVERTISING 

The  first  several  words  are  set  in  bold  face  caps. 
Rates:  $50.00  per  insertion  for  50  words  or  less; 
additional  words  are  50  cents  each.  On  request, 
Dept,  numbers  will  be  assigned  by  the  Journal  for 
replies  to  be  forwarded  to  the  advertiser.  Dept, 
numbers  are  75  cents  per  insertion.  There  is  no  fre- 
quency discount  for  paragraph  ads. 


Counting  Words:  Two  initials,  each  abbreviation, 
figures  consisting  of  5 numerals  or  less,  are  count- 
ed as  separate  words.  For  replies,  your  name  and 
address,  or  telephone  number  should  appear  at  the 
end  of  the  ad  and  be  counted  in  the  total  number  of 
words. 


For  further  information,  please  call  the  Advertising  Department  at  516-488-6100. 


CLASSIFIED  ADVERTISING  ORDER  FORM 

New  York  State  Journal  of  Medicine  Date 

Attn:  Classified  Advertising 
420  Lakeville  Rd.,  P.O.  Box  5404 
Lake  Success,  N.Y.  1 1042 

Name Payment  enclosed:  $_ 

Address Number  of  Insertions: 

City/State/Zip Assign  Dept.  Number: 

Please  make  check  payable  to  blew  York  State  Journal  of  Medicine. 
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REAL  ESTATE  FOR  SALE  MISCELLANEOUS— CONT’D  MISCELLANEOUS— CONT’D 

OR  RENT  


MANHATTAN'S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time  (212)861-9000, 

THE  CONTINENTAL— Professional  Co-op  office 
space  for  sale.  70-20  108  St.  Premier;  presti- 
gious building  in  the  heart  of  Forest  Flills, 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A/C,  separate  professional  wing.  1600 
sq.  ft.  will  subdivide.  Call:  Mr.  Marvin  Wein- 
gart,  (718)  793-1081. 

NASSAU  NORTH  SHORE— Glen  Cove  Medical 
Condo  4,216  Sq.  Ft.  Fully  finished  with  new 
above  standard  installation.  Indoor  parking 
garage  attached  to  building.  Taxes  abated. 
Immediate  occupancy.  For  sale  or  lease  at  be- 
low owner's  cost.  Aquest  exclusive  (516)  921- 
2000. 

OFFICE  FOR  RENT — Private  entrance,  four  ex- 
amining rooms,  one  nurses  office,  large  waiting 
room  and  bathroom.  Midwood  section  of  Flat- 
bush,  1801  Dorchester  Road,  Brooklyn,  NY. 
Immediate  occupancy,  near  Cortelyou  Road 
and  East  16th  Street  Station.  Contact:  Arnold 
Marshel  (718)  209-1010. 

SPACE  AVAILABLE:  BRONX,  NY.  Coop  City, 

a large  urban  community  of  60,000. 
Large  office  with  lab  and  x-ray,  to  share  with 
busy  well  established  internist  hematologist. 
Frank  Sandor,  M.D.,  140-1  Caslas  Place, 
Bronx,  New  York  10475. 

WOODSTOCK,  N.Y.  Professional  office  building. 
Convenient  Village  location.  7 room  suite  on 
main  floor,  1 % baths,  easily  divided.  3 rooms 
and  bath  upstairs.  Recently  remodeled,  excel- 
lent condition.  Ample  parking.  $289,000. 
Good  income,  for  more  information  call 
Westwood  Country  Realty,  914-679-7321. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure.  Narcotic 
Control,  Medicaid.  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  295  Madison 
Ave. , Suite  700,  NYC.  (21 2)  697-2950  or  eve- 
nings (914)  723-0799. 

FEBRUARY  5-9,  1990  GERIATRICS  BOARD  RE- 
VIEW: The  Mount  Sinai  Medical  Center,  N.Y  , 
NY.  The  Ritter  Department  of  Geriatrics  and 
Adult  Development,  The  Page  and  William 
Black  Post-Graduate  School  of  Medicine  and 
The  American  Geriatrics  Society.  AMA  catego- 
ry I credit  offered. — Directors:  Robert  N.  But- 
ler, MD.  Barbara  Katzeff,  MD,  Leslie  S.  Libow. 
MD  and  Myron  Miller,  MD.  Contact:  The  Page 
and  William  Black  Post-Graduate  School  of 
Medicine:  (212)241-6737. 


AVOID  COSTLY  QUALIFIED  PLAN  RESTATE- 
MENT PROCESS — Annual  Plan  Administralion 
Services  and  Actuarial  Certifications.  Pre- 
approved Pension,  Profit  Sharing  and  Retire- 
ment Prototype  Plans.  No  insurance  required. 
Former  I.R.S.  pension  plan  specialist  and  reve- 
nue agent.  Coordinate  pension  distributions 
with  estate  planning.  I.R.S.  approval  for  plan 
terminations.  Professional  practice  agree- 
ments, partnership  agreements,  estate  plan- 
ning and  probate.  References  upon  request. 
Wachstock  & Dienstag  Attorneys  at  Law,  122 
Cutter  Mill  Road.  Great  Neck.  New  York  11021 
(516)  773-3322. 


ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  212-661  -8070. 


2V  STAT  STAT  STAT  STAT— Diagnostic/thera- 
peutic software,  covering  69  specialties.  Up- 
dated medical  algorithms  at  your  fingertips!!!! 
Only  $5,962.00  for  complete  turnkey  system 
(software,  knowledge  base/69  specialties,  AT 
computer  w/80MB  FID,  EGA  monitor  and  card, 
printer  and  40MB  backup).  Add  volume  to 
your  practice  with  only  a $5,962.00  one-time  in- 
vestment for  2V  STAT,  computer,  managerial 
support,  and  brochures,  +/—  a one-day  teach- 
ing seminar.  2 V STAT,  2480  Windy  Hill  Road, 
Suite  201,  Marietta,  GA  30067.  1-800-22V- 

STAT. 


BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 


PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General’s  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs  George  Weinbaum,  Esq  , 3 
Barker  Avenue,  White  Plains,  New  York 
10601,  Telephone  (914)  686-9310  office 
hours,  (212)  621-7776-24  hours. 


IS  ACTION  BEING  TAKEN  AGAINST  YOUR  LI- 
CENSE TO  PRACTICE  MEDICINE?  If  affirma- 
tive, contact  Susan  Kaplan,  Attorney-at-Law, 
(212)  877-5998.  Practice  limited  to  assisting, 
advising  and  defending  physicians  and  profes- 
sional misconduct  (licensure)  processings,  is- 
sues relating  to  chemical  dependence  and  res- 
toration of  medical  licenses — with  extensive 
trial  and  administrative  experience — formerly 
Assistant  Chief  of  Prosecution  and  Deputy  Di- 
rector of  Prosecution  for  New  York  State's  Of- 
fice of  Professional  Discipline  (the  state  agency 
responsible  for  regulating  NYS’s  31  licensed 
professions),  and  as  an  Assistant  District  Attor- 
ney in  Nassau  County.  Susan  Kaplan,  Esq., 
165  West  End  Avenue,  Suite  27P,  New  York, 
NY  10023. 

PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD’s  for  over  10  years.  Toll-free  (800) 
241-6905. 

LICENSED  ATTORNEY.  Wills,  trusts,  real  estate, 
shareholder /partnership  agreements,  buy  and 
sell  agreements.  ACCOUNTING/C. P. A.  Tax 
returns  (corporate  and  individual),  commercial 
accounting,  financial  tax  planning.  Free  brief 
consultation.  David  Kass  (516)  627-3136. 

WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Officers  for  the  Office  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings.  License  application /res- 
toration, Controlled  Drug  Proceedings,  Medic- 
aid/Medicare Proceedings,  Hospital  Privileges, 
Malpractice  Defense.  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  Butterfield 
8-9720. 

1990  CME  CRUISE/CONFERENCES  on  Medico- 
legal Issues  and  Selected  Medical  Topics — 
Caribbean,  Bermuda,  Alaska/Canada,  New 
England,  Scandinavia,  W.  Mediterranean,  Eu- 
rope, Asia,  Trans  Panama  Canal.  Approved 
for  20-28  CME  Category  1 Credits  (AMA/PRA) 
and  AAFP  prescribed  credits.  Distinguished 
lecturers.  Excellent  group  fares  on  finest  ships. 
Pre-scheduled  in  compliance  with  IRS  require- 
ments. Information:  International  Confer- 

ences, 1290  Weston  Road,  Suite  316,  Ft.  Lau- 
derdale, FL  33326.  (800)  521-0076  or  (305) 
384-6656. 

LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, defense  of  medicaid/medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician’s  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue,  New  York,  N.Y.  10010. 
212-213-8484. 
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NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


In  1990,  the  New  York  State  Journal  of 
Medicine  promises  to  provide  timely  and 
stimulating  commentary,  challenging 
research  papers,  analysis  of  clinical 
trends,  debate  on  topical  issues,  and  in- 
depth  coverage  of  medical  news.  The 
journal  will  make  a welcome  gift  to  a 
colleague  or  student  in  the  United  States 
or  abroad. 

A free  copy  of  a back  issue,  will  be 
included  with  each  subscription  while 
the  supply  lasts. 


SUBSCRIPTION  ORDER  FORM  Clip  and  mail 

Circulation  Department 

New  York  State  Journal  of  Medicine 

420  Lakeville  Rd.,  P.O.  Box  5404,  Lake  Success,  N.Y.  11042 

Name 


Address. 


U.S.  & Canada 
Foreign 


1 Year  2 Years  3 Years 

□ $30  □ $55  □ $75 

□ $35  □ $65  a $85 


L 


Payment  required  with  order 
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BUYING  OR  SELLING  A PRACTICE? 

It  is  one  of  the  largest  and  most  important  business  transactions  you  will  ever 
make  You  can  handle  it  yourself,  spend  a great  deal  of  time  and  energy  trying  to 
make  such  a sale  work,  and  risk  not  getting  a fair  market  price.  Or,  you  can  turn  to 
Epstein  Practice  Brokerage,  Inc.  Our  brokerage  service  includes  consultation, 
appraisal,  screening,  and  negotiation  of  terms.  Additionally,  we  will  arrange  for 
institutional  financing. 

EPSTEIN  PRACTICE  BROKERAGE,  INC. 

16  West  Palisade  Avenue,  Englewood,  New  Jersey  07631 
(201)  568-4933  (212)  233-7300 
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Jan  13-15.  Seventh  Annual  MOHS  Mi- 
crographic Surgery  Conference  of  the 
Skin  Cancer  Foundation.  Buena  Vista 
Palace,  Orlando.  Contact:  Mitzi 

Moulds,  Executive  Director,  The  Skin 
Cancer  Foundation,  245  Fifth  Ave, 
Suite  2402,  New  York,  NY  10016.  Tel: 
(212)  725-5176. 

Jan  22-24.  Advances  in  Pulmonology 
and  Infectious  Disease.  1 1 Cat  I Cred- 
its. West  Palm  Beach.  Contact:  Laura 
J.  Lyons,  CME  Coordinator,  Good  Sa- 
maritan Hospital,  PO  Box  3166,  West 
Palm  Beach,  FL  33402.  Tel:  (407)  650- 
6236. 

Jan  28-Feb  1.  Coronary  Atherosclero- 
sis: New  Diagnostic  and  Therapeutic 
Approaches.  Contemporary  Hotel, 
Walt  Disney  World,  Orlando.  Contact: 
Lucy  R.  Kelley,  Program  Coordinator, 
Radiology  Seminars  Inc,  PO  Box 
143762,  Coral  Gables,  FL  33114.  Tel: 
(305)  674-2810. 


AROUND  THE  WORLD 


VIRGIN  ISLANDS 

Jan  13-20.  Eighth  Annual  Symposium, 
Clinical  Update  in  Anesthesiology. 

Frenchman’s  Reef  Hotel,  St  Thomas. 
Contact:  George  Silvay,  MD,  Depart- 
ment of  Anesthesiology,  Box  1010,  Mt 
Sinai  School  of  Medicine,  1 Gustave  L. 
Levy  PI,  New  York,  NY  10029.  Tel: 
(212)  241-7467.  □ 


Doctor . . 


Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 

Telephone:  800-338-1833. 
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